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PTSD 

Mandatory Counseling in Post Deployment Military Members 

Abstract 

Post-Traumatic Stress Disorder (PTSD) is the most prevalent war wound for deployed 

returning military members having affected over 120,000 men and women. Treatment of this 

disorder is essential to avoid long term detrimental health effects. At this time, treatment is only 

optional and many don ' t seek treatment at all. This project addresses the issue that a treatment 

option, counseling, should be mandated for post deployment military members. Review of the 

li terature shows that with treatment, many of the symptoms can be relived considerably and 

sometimes ca mpktely resol-,,;ed. 1-\ p.-esen!.ation presented to the 78111 Medical Group staff 

::,ccomplished the g0::t! o :" n,,:k! r.:g ib '-:ff! nw?r~ of the signs and symptoms of this disorder and 

treatment options. It also rrmde thc'm 8.WF!re that mandato1y counseling should be considered. 

3 
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Introduction 

PTSD can have a significant impact on the lives of military members as well as their 

families. About 1,000 post deployment military members are diagnosed each week with PTSD 

(Zoroya,_ 2014). The symptoms range from rage and angry outbursts to isolation and avoidance. 

Long term effects from the disorder can be detrimental to health and wellbeing. There are actions 

in place for post deployment mernbers but these are not mandated. Upon return from 

deploy1ner1t, tniEtary i,1embcrs :;Jr: required to fill a Post-deployment Health Risk Assessment 

( l")D l-JD /' ' . . l ' J I . Tl . . d . c1· 1 \ · . .. 11.. ·,J qu~sf,C11:1:-." ·<:: ,;:oc:; t tr·,.'.; J '.i·~~p.oymcnt experience. 11s 1s one 1mme rnte y upon 

return, at three r,-;zm.:-tis, ,,1 six ~,,0uihs, and at one year after returning. The member also meets 

with a nurse and discusses rt1e ,rnswer on the questionnaire. The nurse reflects on the service 

members record as well as assessing for any positive indicators for PTSD. A recommendation is 

made to see a medical provider for help; however, it is not mandated. One of the problems with 

the cuJTent procedure is that a service member may have "red flags" that could indicate a 

potential diagnosis of PTSD, and not be contacted by a psychiatric professional in a timely 

manner. Another problem is that the counseling is not mandatory, which could potentially result 

in the service member "slipping through the cracks" and not receive adequate or appropriate 

treatment. Research has shown that post deployment group counseling sessions have been 

proven to lower PTSD symptoms, as well as depression symptoms, and sleeping problems 

(Zinzow, Britt, McFadden, Burnette, & Gillespie, 2012). 
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Purpose 

The purpose of this project is to educate the health care staff at the 78111 Medical Group 

re 0 ardino the sians/s t f PTSD . 
b b b ymp oms o . and to advocate the need for mandatory counseling for 

post deployment military members. 

Post deployment members cuJTently are not required to attend mandatory counseling in 

any of l"he 2m11e~l. service branches. lt is, however, highly encouraged for them to get help if 

PTS D S)'E\: i'o:,n~; ::F-:~ p;·t scnt. Edt!cating on the symptoms to those who encounter post 

deployment n;,b~H·y r. it r<:;;:\s is ·;;::>;able in order to encourage treatment. If those who 

encounter posi cleployers ~:ec tb~ symptoms and understand how early intervention can be 

beneficial, then the health care staff will be supportive to mandatory counseling. 

5 

A PowerPoint presentation will be given to the members of the health care staff who 

encounter post deployment militaiy members. The presentation will include signs/symptoms of 

PTSD as well as research based evidence of early counseling effects on reduction or elimination 

of the symptoms. Education will also be conducted on other treatment options and, the success in 

decreasing or eliminating symptoms. The treatment options include; a) counseling (cognitive 

behavior therapy, group, and family), b) medications, and c) yoga. 

Significance 

It is estimated that over two million soldiers have either deployed to Iraq or Afghanistan 

in the past decade and over a third of these soldiers have deployed more than once (Hannon, 

Hoyt, Jones, Etherage, & Okiishi, 2012). Many of these soldiers return with some type of mental 

11 
· These issues can significantly impact the lives of these soldiers in several ways hea t 1 issue . . 
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includino· "job succ t .1 .. 
1:>, ess, am1 Y stability, physical health, and social relationships" (Harmon et 

al., 2012, pg. 366). 

ln 1997, the Department of Defense (DOD) mandated that all returning soldiers, airn1an, 

marines and sailors 1 t I p . . 
' c I ms compete a ost Deployment Health Assessment (PDHA), which 1s a 

two-part process of a mental and physical health screening with a health care provider (Harmon 

et al., 2012). This process proved to be unsuccessful for screening mental issues like PTSD. The 

military members returning from deployment did not always have PTSD symptoms right away 

::md those who had symptoms upon returning found the symptoms subsided after a couple 

mon lhs of !.:'P:'. !,g L ..1i YJf; ,,w l did not r,~turn . The (DOD) changed the timing for the screenings to 

iry and capttl rf ::r;J"'1; ~L · :~ -:: r:1 bct::: ,_!,i-i i\; the h nes they may have symptoms and renamed the 

assessment the Post t,cp:o:v1der,t H:-:::dth Reat;sessment (PDHRA). The date ranges included in 

the updating screening process arc initial return, 90 days, and 120 days. The Am1y also has 

included in their screening process a consultation with a mental health provider for a designated 

time of either 15, 30, or minutes based upon the answers provided on the PDHA (Harmon et al., 

20 12). These results are given to commanders who can then determine whether or not a member 

is fit for another deployment. The Air Force does not mandate post deployment counseling but 

they do mandate the PDHRA. The problem with these types of assessments is that service 

members may not answer them truthfully because of the stigma associated with receiving mental 

health care (McCarthy, Thompson, & Knox, 2012) . 

The Am1y has implemented one on one counseling for their returning deployers but the 

· 1· 'f this is enouoh and should it be implemented throughout all forces? It can be quite questwn 1es 1 o 

. . 'd · t 1eet with a counselor one on one. lt can also take several sessions to open up 111t1m1 atmg o n c 

6 
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about traumatic events to a 
complete stranger who many not have ever experienced a traumatic 

event large enough to cause PTS D . 

Group counselino p t J:: 11 ·i· 
b u s 1e ow m1 1tary members together to discuss their feelings about 

deployment events Gro :ti 11 . . . · up . omrnts a ow patients to feel validated and understood by those with 

similar experiences (Mott, Sutherland, Williams, Lanier, Ready, & Teng, 2013). Military 

members share a bond with deployments and may experience cohesion with other military 

niembers in-group counseling. Service members may find that speaking with someone about 

similar experiences, ,md possibly having the same type of stressors enables the individual to cope 

better v.1 i/.h t\w .:.:tise,l~f .. ~~o;:,ie coun~'~iing programs will have a "battle buddy" that is available to 

the service mcn-Jx·r ,:;;:pe:·i~:neing FTSD. Th:Jt "battle buddy" is available as a support person to 

talk to the service mc1,llx::rs c,::;o,_11 past deployments. The "battle buddy" may have a better 

understanding of the service member's emotions and feelings and is able to relate 

Theoretical Framework 

Sister Callista Roy's Adaptation Model is the framework selected for this issue of PTSD . 

Roy's Adaptation Model (RAM) "focuses on an individual's adaptation to changeable 

environment and guides the assessment of individual 's adaptation" (Abu Shosha and Al 

kalaldeh, M., 2012). The environment has both internal ( originating from within the self) and 

external stimuli ( originating from the environment). The types of stimuli in the environment 

might be; "individual culture, socioeconomic status, ethnicity and belief system, age, gender, and 

heredity" (Nayback, 2009). 

Roy ' s model has four adaptive models; Physiological/Physical Mode, Self-Concept 

Mode, Role Function Mode, and interdependence Mode. These modes allow us to observe 
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individual's behavioral r . . .. 
esponses to copmg actw1ties (Nayback, 2009). In Physiological Mode, 

the body reacts to PTSD b . . 
Y 1 educmg plasma beta-endorphin concentrations which results in 

decreased pain threshold Tl f'C' . . 
· 1e e 1ect of tlns 1s durino- stress endorphins are released durino- the o o 

"fight or flight" re d · . 
sponse pro ucmg a calmmg effect to the individual, with PTSD the individual 

does not have this respo (N b k 200 . . . . . . . nse ay ac , 9). This results m anxiety and ag1tat1on with Just 

minimal stress . 

Roy's Self-Concept Mode relates that the individual has a certain set of "beliefs and 

fceiings about him or herself at a given time" (Nayback, 2009, pg 307). Individuals often believe 

they have control over their environment and have control over their own safety. PTSD 

,' ·v ,,·" ~"'~ •I·· 1· , 1·1 l ·J . , .. d l .• r' ' • • • • • ·.,· .. ~. f.d;:,,-...:i , 1c i l K t~ 1.,1ooc r 1c mwv1 u2.. vn i; ·i·:':e ·. ~n1s way ,:1nd this decreased behefcan result m 

, . , c, • d' 'd . l ' ' h' ·1·1 l • ,• I , ., • ., ' ,t' (.';, m t1v1 ua s ca.l 1 cctc::nonnm~~ JJ!\/:,, ::;:t!y. ·.:nv:1t1om,!iy, and socially . 

Roy's next Adaptive Mode is the Role FLLction iV1ode. In this mode, the individual 

relates to who he/she is in society (Nayback, 2009). Post deployers can often come back to their 

homes after several months not able to identify who they are in their families or society. This can 

often lead to distance or detachment from family or friends . 

The final mode in RAM is Interdependence Mode. In this mode the focus is on "giving 

and receiving love, respect, and value" (Nayback, 2009, pg. 207). Individuals who experience 

PTSD often become emotionally numb so they will not have to share their traumatic experience 

with anyone. It can become so extreme that the individual avoids the responsibility of being a 

spouse, parent, friend, or employee (Nayback, 2009) . 

Roy's Adaptation Model stresses the importance of avoiding PTSD or developing coping 

· t avoid the symptoms. Coping is defined as "innate or acquired ways of interacting strategies o 
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with the changing environm "(N 
ent ayback, 20 l 2, pg 306). Roy classifies individual coping 

processes in two ways· i t . . 
' , nna e copmg (genetically detennined and automatic) and acquired 

(learned strateoies for . . . 
0 managmg stmmh) (Nayback, 20 l 2). There are also two individual coping 

dimensions· regulato. · b 
' ' 1 copmg su system (automatic neural, chemical, and endocrine response to 

stress) and coonator copino b t ( · · · · · · f · 0 
' o su sys em cog111t1ve-emot1onal copmg compnsmg o Judgment, 

perceptual a d · .:- · · · 'n mtom1at1on processmg, learn mg, and emotion) (Nayback, 20 l 2). The numerous 

physiological and physical effects can be damaging both in the present and long te1111 . 

The reason this framework was chosen is because it shows how this type of stress 

(PT\D) can have significant effects on the body if not recognized early on and treated. Roy's 

i""v.<.:2.pt:::i~ion Model also gives a better und?.i·st,rndirtg abc:.it PTSO ;n the post deployment 

popuiation. It aiso highlights how treni.n::1.ent c,Y, ;:,::, :;~t1:-f1(;'. cd io help cope with or decrease the 

9 

symptoms of PTSD by adapting to the envirom:·1(:i'iI rjcJ: c;:,,:_t(~ rnaliy and internally. Roy's 

Adaptation Mode! wi ll be incorporated into the PowcrPoint presentation so the health care staff 

can understand PTSD and the detrimental effects of PTSD when the military member is not able 

to adapt to their environment. 

Process 

PTSD research is abundant. The information on the Internet covers all aspects of the 

disease including, signs/symptoms, long-te1111 effects, numerous treatments, and the success of 

treatments. There is also research on how to prevent PTSD using coping techniques when faced 

with a stressful situation . 

Reviewing the literature for this project included searching the internet for treatment 

. TSO d tl1eir success the signs and symptoms associated with those diagnosed 
options for P an ' 
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with PTSD, the detrimental ff f . 
c e ects o . the disease at a progressive state, and what procedures are 

in place to help post de 1 .. 
P oyment military members. The search engines used were Google 

scholar, the Universit fN 1 
Y O · ort 1 Dakota (UNO) libraries database, and Bing scholar. The two 

engines, Google ands· er . 1 I f . . . . 11\:, , were 1e p ul 111 findmg articles and the library database allowed 

access to the articles f 1 . . . , as most o t 1em were not accessible without paymg for access. 

The main · · J I · 
c issue wit 1 t 1e review of the research was the Jack of the research on the 

militaiy and their treatment of PTSD. Part of the reason may be that until recently, with the 

numerous deployments of mil itary members, it has become a significant issue. Another reason 

may be that the research is limited due to the stigma that smTounds mental illness; as well as 

mil it2:ry personnel not having to report PTSD symptoms unti l just recently. Since it stigma of 

rcix :,·,;,:ie PTSD C' \ 1moto 11·1s 11as ber:-n ~vldl""''"""'d mr-.1·r.· 11·1; 11· i-,-, .. ,. ··,0 1··· '"' 1··. ,-1 1··1·c.r,,1·1·110 f1·0111 those ,; v.J 1 t •• ....., ..... \ . i,,.., .. '):..•.n .. , _ t · .J V ,. , 4 ,.,(!. 1._) ".,,., .... • .• t_,..1. ..... ~.1,"" 0 

syF:p'.·;;H:s are coming fonvnrd to receive help. fk~·,:,,i:;ve,·. t;?v,· ,; ,.kii.i,?,h r1.w re are continuing to 

seek help, there is still a significant number 'Nho do not seek hr:lp, ·xh ich is why this subject was 

chosen as the project. No research was fou nd regarding the requirement for military members to 

attend mandatory counseling after a deployment. 

Review of Literature 

There are several treatment therapies for PTSD. A review was conducted on three types 

of treatment; therapy ( counseling), medication therapy (specifically Prazosin), and Yoga. Five 

research articles were reviewed for each treatment therapy . 

Therapy/counseling has been shown to be effective in the reduction of PTSD symptoms. 

d bl. bed by the Journal of Anxiety Disorders, an open trial was conducted on 37 In a stu y pu 1s 

. ( s 40-72) with combat-related nightmares and they were exposed to [magery male Veterans age 
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Rescripting and Exposure Thera J ~ . 
·· ' I Y (IRET). This study found a "reduction in frequency of 

nightmares (from 4.8/w - -k . 
ee to 2.4/week), unproved sleep ( 4.0 h/night to 5.4 h/night), and 

decreased PTSD fre ue . 
q ncy to a degree that 1s both statically significant and clinically 

meaningful" (Lono et al 2011 . . . . 
0 

· , • pg 534). Imagery Rescnptmg gives the patient power to change 

their reoccurrino dream b d" . 
0 Y rea mg a less traumatic version of the dream, written by the patient, 

right before going to I .:: 1 . . 
s eep 1.or t 1e mght. The participants were enrolled in a six-week multi-

component group intervention in which the sessions included: psychoeducation related to the 

treatment and the connection between the traumatic event (s) and the nightmares, practicing 

relaxation techniques, psychoeducation on the impact of insomnia on cognitive-behavioral skills, 

review of exposure rationale and exposure to the original nightmare, review of rationale for 

in,ag(:.ry rescripting and n,od;Cic&tk:-n of the originzd niehtmnre, review of skills, relapse 

pr~veni.i:1g planning, ~El d applici i·io!·i c, i" sl:.1 .l.Js to fo.t:.rre. possibk nightmares. A limitation found 

with {his study is it only addressed one syn:.iptom in a long li st experienced with PTSD. The 

participants were also chosen by referral from their mental health provider so it was not a 

randomized study. Another significant finding is that these men were older and their exposure to 

combat was related to World War II, Vietnam, and Desert Storm. The gap in knowledge in using 

this therapy on the younger generation of war veterans wainnts continued research. 

A study published in Depression and Anxiety, 20 war veterans with a mean age of 60 

were treated for their PTSD symptoms using Mindfulness-based Cognitive Therapy (MBCT) . 

This study also found a significant decrease in PTSD symptoms (King et al., 2013). The study 

was conducted over an eight week period and the sessions included: mindful techniques, 

I d t ·011 reaardina PTSD and stress response, feedback and supportive group discussion psyc1oe uca 1 o c 

· · dfulness exercises such as· mindful eating, mindful stretching, and 3-minute 
of exercises, mm ' 
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Breathing Space. The al . . 
Y c so were required to practice the techniques at home. Limitations of this 

study were three-fold· l) ·t" . 
· pat icipants were refen-ed by their mental health provider so it was not 

a random study· 2) the stud ... 
' Y pai t1c1pants had a mean age of 60 again indicating this therapy had 

not been tested on the yo O • 0 . . . 
lll\~e1 oenerat1on, whether 1t be veterans or active duty personnel; and 3) 

the study was a small sam I (20) R . . . . 
c P e . ecommendat1ons for repltcatmg this study could be a larger 

and randomized sample sl 11 b · J d s· · · c 1ou c e i esearc 1e . mce this therapy proved to be successful m the 

reduction of PTSD symptoms further research should be conducted on the younger war veteran . 

L-, 2007, the Journal of the American Medical Association did a study specifically on 141 

'v'.iOl~1c .:-t v1]10 were post war veterans and ctmently serving active duty. This study used Prolonged 

Exposure Therapy and 4 I% of participants experienced relief of symptoms and no longer meet 

the criteria to be diagnosed with PTSD. The participants participated in a 10 weekly 90 minute 

sessions in which the participants were educated about common reactions to trauma, breathing 

training, repeated recounting of trauma memories, homework (included listening to recording of 

the recounting made during the therapy session and repeated in vivo exposure to safe situations 

the patient avoids because of trauma-related fear) , and discussion of thoughts and feelings related 

to exposure exercises (Schun- et al. , 2007). This study only focused on women resulting in a 

significant gap in knowledge of male militaiy personnel. Randomization did not occur; the 

participants were refeITed from their mental health provider. A significant finding in this study is 

not only did these women experience combat trauma, but some also experienced military-related 

sexual assault. The significant elimination of all PTSD symptoms because of this therapy 

t f t ·e research to include a larger randomized sample to include men and women. waiTan s u m c 

Upon review of the literature presented above, the type of therapy was not indicated 

. individual therapy. A natural assumption is that the type of therapy found in 
between group 0 1 
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the articles was individual A . . 
' · s mentioned previously, group therapy can be very therapeutic to 

those sufferino from PTSD d . . 0 
, ue to the validation and understandino with others sharino the same 

:::, 0 

experiences. 

Psychological Trauma Tl R 1 . . . ', 1e01y, esearc 1, Practice, and Policy published a study in 2013 

in which 20 male combat t (27 69 . . . ' · ve erans - years) part1c1pated m group-based exposure therapy 

(GBET). Eighty-five percent of the participants experienced reliable reduction in their 

symptoms. (IVlott et al., 2013). Participants were involved in a three hr. session, which meet bi­

weekly for i :2 weeks. The sessions included psychoeducation and group-building exercises, 

,. 
i=)Cuses on e;--:posure to trauma memories and triggers, focuses on acceptance and closure through 

visual ima.~_'/,: .. t·y and discussion of grief and guilt. After participants discussed their traumatic 

events, the i:hernpists as well as the other participants offered supportive feedback. The 

participants also had exposure to events that may trigger their symptoms (waiting in line at a 

crowded store or watching a war movie) at least 4-5 times per week. The significant finding of 

this sh1dy was that the participants stated the best part of the therapy was the feedback received 

from the other participants. This group therapy incorporated exposure therapy but also added an 

element that has not been seen in the other studies. Again this study's participants were also not 

randomized as they were referred from the participant's mental health provider. The age range is 

better with this study but did not include the female population. The results of this study are 

significant and waffant further studies with a larger, randomized sample to include the female 

population . 

The last shidy review on therapy/counseling was published by The Journal of Clinical 

I · · which 125 males diagnosed with PTSD participated in anger management therapy Psyc 11atry 111 

. . . via teleconference. The study showed a significant and clinically meaningful either 111 person 01 
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reduction in anger symptoms Tl . . . 
· 1e part1c1pants engaged m anger management therapy (AMT), 

which was two sessions a week fi . , . . . . . 
or a six-week penod. Durmg these sessions part1c1pants learned 

how to "monitor their anoer u . o l " . " . . . . 
o smo t 1e ange1 meter and to 1dent1fy the specific cues and tnggers 

to their anger develop coo1 't' d . . 
' o 11 tve an behavioral copmg strategies for controlling their anger and 

consolidate these strateoies · t .fi . . . . 
o 111 o a spec1 tc 111d1v1duahzed control plan, examine the relationship 

between anoer and violenc d 1 1 . 0 
· e, an earn t 1e ways anger 1s used to cover up emotions" (Morland et 

al., 20 10, pg 858). The significance of this study was it showed it is possible to branch out 

throu 0 h the computer to I -1 ti 1 · bl · · o 1e P 10se w 10 ai e una e to attend sess10ns m person. The study was 

rat,domized in the matter that the participants did not know if they would be attending the 

s·.::,s ions in ;Jerson or on the computer. The participants, however, were not randomized in that 

fr.ey were reS~rred to the study from their mental health providers. The study didn't include 

vvomen because there were not enough diagnosed with combat PTSD . 

Medication therapy is an option for treatment of PTSD. The most significant symptoms 

experienced by PTSD sufferers are nightmares, insomnia, and loss of Rapid Eye Movement 

(REM) sleep (Shad, Suris, & North, 2011). Treatments with medications normally include 

selective serotonin reuptake inhibitors (SSRls), however, this medication has yielded 

unsatisfying remission rates of only 23-51 % over 3-6 months (Shad et al., 2011 ). Prazosin, an 

alpha- 1-adrenergic receptor blocker has been recently recommended and is showing promising 

results in the resolution of nightmares and insomnia . 

A study published in the American Journal of Health-System Pharmacy concluded the 

use of a placebo and elevating doses up to 15 mg of Prazosin over 28 days. The group only 

· · p . osi·n resulted in decreases in nightmares by fifty percent (Taylor, Freeman, & receiving iaz 

2008) A S
ionificant finding was the adverse effects experienced as four out of the forty 

Cates, · · o 
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patients stopped takin the d . . . . 
g 1 ug because of d1zzmess. This study was conducted on PTSD 

patients from combat ex osure d . . . . 
P an 34 patients were already m therapy but contmued to have 

nightmares. This sh1d als I 
Y' 0 on Y had two women and a very small sample size. The study did not 

disclose how these patient b . 
' - s came to e m the study but it is assumed they were referred from a 

mental health care provide . Tl 1 . . 1. . 1e resu ts are s1g111ficant enough that more research needs to be 

conducted with this drtto a d I . . 1 · . 
o, n a a1ge1 samp e size to mclude more women . 

The American Journal of Psychiatry conducted a study using Prazosin and a placebo for 

ni s h i:nrn res, s ieep quality , and global status to sixty-seven soldiers to include an unknown 

il. t'. i,ib.-:r of VJ m ~·: (:n . : he P?t!ien:.s r<:;ce iving the piacebo were the control group and the patients 

re:.,civi:1g Pra,::._)s,n -..ve re the experimental gronp. The patients were recruited for the study by 

advertisement through fl iers and bairners, and mental health care providers refeITed others. The 

study did not disclose how many patients were self-referred or referred by providers. The 

inclusion criteria included the patient bad to experience nightmares at least two days a week and 

a diagnosis of PTSD. The study was conducted over fifteen weeks and the drug was titrated to 

effect based on response to nightmares over six weeks. During the ih week, 11 patients dropped 

out of the study, which left forty-six who completed the study. This randomized study is the first 

known study conducted on active duty U.S. combat service members. At the end of the study, 

there .was a significant decrease in nightmares, better sleep quality and global status (Rask ind et 

al., 2013). The study also concluded that despite the effectiveness of Prazosin, the majority of the 

U.S. military members still continued to experience PTSD symptoms. The authors recommend 

combined therapy with drug use to alleviate PTSD symptoms. A problem with this study is the 

I 
· d ,·t 1·s also not known if the patients were also receiving one on one therapy with samp e size an 
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their therapists althou h . . 
' g it is assumed they were. The result of decreased nightmares is 

significant and this warrants further studies of this drug. 

U.S. military members ofte ~ 1 . 1 d I . n 1ace mu tip e ep oyments, which can compound PTSD 

symptoms. A study published by the Journal of Traumatic Stress revealed military members 

often have niohtmares wl ·1 · d I d . . . . . 
· o c 11 e 111 a ep oye sett111g, not Just while back at home. Th1rteen soldiers 

deployed in support of Operation Iraqi Freedom were given Prazosin while in lraq because they 

reported persistent and distressing nightmares, affecting their combat missions. Results were 

sign ificant; a) nightmares decreased by fifty percent, b) night waking decreased, c) difficulty 

falti -r:.~; ;.1s leep ckcrr;a~;ed, d) incre~lseci senst: of well-being (Calahan, Peterson, Peskind, & 

Ras:c_;,·,r\ 20 l 0) . . (J f th~ tt·,.in;:;,~n in the srudy, only one experienced adverse effects (nausea and 

henda~hc). This is foe fi rs1
: st11dy to be condtictcd on military members who were on a current 

deployment. The study also followed two of the members post deployment and both members 

reported no nightmares five months after returning home (Calahan et al. , 20 l 0). These findings 

are significant because there is successful use of therapy while on a deployment and while the 

traumatic events are occun"ing. The findings of this study are significant but limited as the 

sample size was small. Research in this area should be continued with a larger sample size and 

increased numbers in both genders . 

The Journal of Psychophannacology published a study in 20 IO comparing two 

medications and which medication patients continued over long te1111 therapy. The medications 

studied were Prazosin and Quetiapine. Quetiapine is an anti-psychotic but also exerts alpha- l-

d · bl k. 1g activity The study included a review of 237 patient records; sixty-two had a renerg1c oc 11 · 

. d p . · sJ1ort-term effects were similar as both groups had a significant decrease in receive razosm. 

. · 1 · · -month period (Byers, Allison, Wndel, & Lee, 2010). A significant nightmares wit 1111 a six · 

, ......... ~ 
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finding is forty-four patie1 t 1 . . . . . . . 1 s w 10 we1 e mitially prescribed Quetiapme were changed to Prazosin 

because of the adverse efti t f I Q . . 
ec s o t 1e uetiapme (hypo tension, dizziness, sedation, metabolic 

effects,) (Byers et al 2010) A · .fi . . . . 
·, · s1g111 1cant find mg was of the patients takmg Prazosm; forty 

seven percent continued tak. tl d . I . . . . mg 1e rng overt 1e next six years. Prazosm 1s the dmg of choice for 

lon° -tem1 therapy of night . 1 d 
i::, maies re ate to PTSD. The study, however, only looked at records 

between 2002 and 2005 and the mean age of the participants was fifty- four, indicating they were 

Vietnam or Gulf War veterans and not currently active-duty. Further research should be 

cond ucted on records within the tasl five y:::;1rs to evalunte this medication use on active duty 

meml::ers for long-tcn i1 .~sc. 

T he final st:.idy rev ie\VeCi cvalu2/cc:s the ,.:s~ oC Prnzosin versus cognitive behavior therapy 

(CBT). A randomized controiled trial conducted by the Journal of Psychosomatic Research on 

144 patients found a sixty one percent improvement in sleep with Prazosin and CST over the 

placebo group. Another significant finding is with the combined therapy there was a reduction in 

daytime PTSD symptoms (Gennain et al., 20 l2). This study recruited patients over a four-year 

period by television, radio, and newspaper advertisements, resulting in over 1500 applicants. A 

significant problem with this study is sixty five percent of the veterans who were recruited were 

excluded and the study does not represent the majority of veterans with PTSD nightmares. The 

study also did not clarify how many of the participants were female, just pointing out that ninety 

five percent were male (Gem1ain et al., 2012). The results, however, are significant because the 

· · t were random and not referred from a mental health care provider. Further research in part1c1pan s , . 

warranted to test combined therapy of CBT and Prazosin. 

The final therapy option reviewed is Yoga. "Yoga, which incorporates both breath work 

· b oming increasingly recognized as an effective treatment modality for 
and movement, 1s ec 
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reducing symptoms of PTSD" (S 
toller, Greuel, Cimini, Fowler, & Koomar, 2012, pg. 60). The 

American Journal of Occu . I Tl . 
pationa 1eiapy conducted a study on seventy military members 

CUITently deployed to Iraq· ti · ·ty fi . 
, 1n - we members engaged m hatha yoga classes for three weeks 

and were required to atte d t l . 
c n a east two sessions per week, while thirty-five did not participate in 

any yoga classes. The sample was random and consisted of fourteen women and twenty-one 

men. After completing the program, the participants experienced reduced anxiety and hyper­

arousal (Stoller et al., 20 i2). The limitations of this study included; a) confirmed diagnosis of 

P,. i SD, b) sample si2.c, c,rid c) duration of the study. The findings are significant and further 

In 2013, Mili tary Medicine published a s(mly on twelve PTSD military members and 

their success with yoga therapy. After participating in yoga twice a week for six weeks, militaiy 

members reported a decrease in hyper arousal symptoms and overall improved sleep quality 

(Staples, Hamilton, & Uddo, 2013). Participants were recruited by referral from PTSD Clinical 

Team clinicians. There were ten males and two females who had been diagnosed with PTSD by 

a mental health provider. The yoga sessions used a therapeutic approach in which yoga 

movements were Jinked to breathing with meditation; this combination promotes calmness and a 

sense of control. A significant finding with this study is the participants did experience 

improvements with anger management or quality of life. It is recommended that this therapy be 

incorporated with other therapies ( counseling) to see decreased symptoms overall. Limitations 

with this study included; a) sample size, b) gender size, c) length of study, and d) age of 

· · t as most were from the Vietnam serving era. The significance of the decrease in part1c1pan s 

PTSD symptoms warrants further research on this therapy. 
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The first two studies fi d . . 
ocuse pnmanly on men. In a study published by Journal of 

Traumatic Stress thirt e· 01 . . 
' Y- lb 1t women diagnosed with PTSD participated in a randomized 

controlled trial in which ti . · 1 . . . 1ey e1t 1er participated 111 bi-weekly yoga sessions for six weeks or 

attended group sessions o k All .. nee a wee . part1c1pants filled out questionnaires for twelve weeks. 

Both oroups experienced a d . . PTS . . 
b , re uct1on 111 D symptoms equally. The s1gmficant symptoms 

experienced were decreased hyper arousal and decreased reliving the event. The yoga sessions 

also involved body movements and breathing techniques for stress reduction and calmness 

(Mitchell et al., 2014). The participants were recruited by filers and ads in local newspapers, as 

weU '.;; :.:, on line 1nedic1 ~1_,mccs (Craigslist). The ~articipants were war veterans as well as civilians 

with ·ir ::\i.irnatic expr;; if; r,,:-;,:;s ck1gr,0scd -,,vith PTSD. The authors felt both therapies were beneficial 

for rc:J uction of sy:rmi.orns_ The m:rhor::; s ;;;;o stated that the reason the group sessions were 

helpfu l 'Nas because e?.c~1 time the participants had to attend a session in which they answered a 

questionnaire, they were reminded about their symptoms and the reminder made them learn how 

to cope. A limitation with this study was the authors did not disclose how many military veterans 

were in the study and which method they participated in. The participants were also paid for each 

session, which could decrease the validity of the responses to treatment. The results of the study 

are significant enough that further research should be conducted. 

The Journal of Clinical Psychology published a study in 2012 in which the concept of 

mindfulness-based stress reduction (MBSR) was introduced. MBSR is a form of yoga in which 

an instructor leads the group in a guided exercise while the participant is lying down with their 

eyes closed. During this exercise, participates bring attention to their body awareness and bring 

non-judgmental awareness to passing thoughts and emotions (Kearney, McDe1mott, Malte, 

. & S · 2012) Breathing exercises were incorporated into the exercise to increase Martinez, 1mpson, · 

,.. 
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calmness. Ninety-Two veteran . . . . 
s par t1c1pated m the study over a seventeen-month period. All of 

the participants were referred b . 
Y mental healthcare providers and were already receiving another 

type of therapy. The particip t d d . an s atten e bi-weekly, two and a half hour MBSR sessions for 

eight weeks and then had ti 11 ' o ow-up assessments at two months, four months, and 6 months . 

Seventy-two percent of the ·t' · . · pai 1c1pants completed the entire process. Forty-seven percent of the 

participants saw a decrease · tl ·. PTSD . . . . ' ' m 1e11 symptoms (Kearny et al., 20 l 2). L11111tat1ons of this 

study include; a) participants were veterans but it's unknown how they acquired PTSD diagnosis, 

b) sample size, c) conj~mctive therapy (medications, counseling), and d) therapy not specific to 

p·, ' J.D svr,··, 0 •"ns .... u J '~·?- ' L ... , .~ . 

Thv :·~na.l study on yoga therapy combined yoga and group therapy on veterans who had 

been suffering from PTSD symptoms for numerous years. The study, published by the Journal of 

Traumatic Stress Disorders & Treatment, involved fourteen male Vietnam veterans who 

participated in twenty two hours of guided group yoga over five days followed by two-hour 

group sessions weekly for the first month and monthly thereafter for five months (Carter et al., 

2013). Another eleven participates (control group) were not exposed to yoga or therapy and they 

were evaluated after six weeks regarding their symptoms. After six weeks, the control group had 

zero decrease in symptoms so they were offered the treatment (Carter et al., 2013). At the six­

week evaluation for the intervention group there was a significant decrease on PTSD symptoms 

and at six months for both groups there was an even greater decrease in symptoms. This is 

significant because the participants had been receiving therapy for numerous years without 

changes in symptoms. These participants initially did not receive any type of therapy for the 

disorder when first diagnosed. This study proves that early intervention for military members 

. c. ar is vital so veterans are not suffering from a debilitating disease for numerous 
retummg 1rom w ' 
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years. Limitations for this stud . I d . 
Y me u e sample size and gender. The study also revealed at the 

end that the participants were 11 A . 1. . 
a ust1 a ian V 1etnam veterans. The results of this study are 

significant enouoh to warrant f ti . d. . . 0 < ur 1e1 stu 1es mvolvmg a more diverse, larger sample size . 

Outcome/Dissemination 

After the review of literature was complete, the deliverable portion of this independent 

project was to conduct a PowerPoint presentation addressing PTSD to the healthcare staff of the 

78
1
h Medical Group. The presentation included signs/symptoms of PTSD and the detrimental 

eff,=:::.:: ts the d isease can have on not only the military members but also on their families, loved 

or:c ~, r.tnd friends. H also presented research-based evidence of early counseling effects on 

rec\ .1crion or :.: !irnination of the symptoms. The presentation also educated the participants on 

other ireatment options and the success associated with those treatment options in decreasing or 

eliminating symptoms. These treatments include counseling ( cognitive behavior therapy, group, 

and family), medications, and yoga . 

Interpretation 

The presentation was well received by the 781
h Medical Group staff. They were unaware 

of the how serious this issue is and expressed concern about what the next will be to implement 

mandatory counseling to our members returning from deployment. With the cmTent operation 

· ti d·cal group the psychologists social workers, and mental health nurse tempo m 1e me 1 , , 

· · erloaded with patients beino seen for other issues. The idea was mentioned pract1t10ners are ov o 

P 
· t ese11tation could be incorporated into the inprocessing briefing given to 

that a Power om pr 

. 
1 

Tl y all aoreed not enough is being done to help out military members as 
retummg dep oyers. 1e ' 'o 

. 1 !tu about the stigma attached to being seen by mental health for PTSD 
far as changmg t 1e cu re ' 



• 
• 

PTSD 

symptoms and makino a · t . 
~ ' ppom ments available to them. They agreed to be sure to be more 

proactive with patients I b f . ' anc e aware o the signs and symptoms of PTSD. One of the staff 

members mentioned that 'f tl 1. . . 
' 1 1ey counse mg was mandatory, more st11c1dal members could be 

caught and treated. Too many lives have been lost to suicide because of PTSD symptoms. The 

staff also stressed they will not overlook symptoms because the patient states they are "ok". 

22 

The goal of this presentation was to make the staff at the 78111 Medical Group aware of the 

iss,te of the Jcverity of PTSD and the treatment options available. The presentation also stressed 

bi) ,\1 impo:·i.:., ,:1t it is for a military members to receive help for their symptoms. It will take 

numerous enciorsements to make counseling mandatory for military members returning from 

deployment, but if there can be change at the 78111 Medical Group by way of a PowerPoint 

presentation for returning deployers then that is a big step in the right direction. 

Implications 

There are no safety nets in place for post deployment militmy members for evaluation of 

PTSD symptoms. A through assessment of a post deployment military member is critical in 

order to identify any symptoms of PTSD. Early recognition and treatment is proven to be 

successful in reducing or eliminating symptoms. Evaluation of any comorbid risks; alcohol or 

drug use, should also be considered as well as including questions regarding suicide intentions. 

Although PTSD and suicidal ideations can be a delicate and difficult subject to talk about, as 

l I h 
·der·s we are required to ask these questions when signs or symptoms of PTSD are 

1ea t care prov1 ' 

f 
·t·on of any signs or symptoms, the member should be encouraged to seek 

noted. A ter recogm 1 ' 

.c: • ti ember to seek help for psychological needs, the culture must be changed 
help. In order 101 1e m 
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so that the stigma for seekino care ir . . . . . 
0 1 mmrmahzed and seekmg assistance is rewarded (Hagerty, 

Williams, Bingham, & Richard, 2011). 

Education 

This topic will impact ti . · fi Id . . ' 1e nursmg re m bemg able to understand our PTSD patients 

and encoura 0 e treatment As · d · · · 0 
· nurses we nee to treat the patient holistically and the signs or 

symptoms of PTSD can be subjective. We also ne~d to treat the family members affected by 

PTSD. Knowing the signs and symptoms and treatment options can assist nurses in providing 

educ;:-Jjon for the fan:1i lies. There may be a family member that approaches the nurse about 

certn in signs thc1 t are concerning. Quick recognition means quick treatment for the patient. As a 

nurse educator, it \.vili be a priority to educate all nurses on this disease. This is not just a topic 

that should be addressed by mental health care providers. Nurses should be available to their 

patients regardless of their chief complaint. A patient's interaction with a nurse might be that one 

time the patient with PTSD feels comfortable and they finally open up to tell their story. Nurses 

also need education on dissolving the stigma associated with mental illness and receiving mental 

health care. Nurses need to reserve judgment on those diagnosed with PTSD and respect the fact 

that it is a real disease and can be devastating to the patient. 

Research 

Research needs to continue with evaluating treatment options for post-deployed military 

b 
· II gr·otip tlier·apy Some suooestions to assist post-deployed military members mem ers, especra y ' · oo 

· 1 l 1 of functioning once diagnosed with PTSD could be: l) conduct a pilot 
reach an optuna eve 

d 1 d ilitary members involvement in group counseling, with a survey given 
study on post- ep oye m 

I. session· 2) mandating that all returning military members must 
at the end of the counse mg ' 
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attend at least one session of o h 
broup t erapy; and 3) reassurance to the military members that 

there is no repercus · .:- . . . . . 
s1ons 101 part1c1pat111g In treatment. 

Further research sho Id I b d u a so e con ucted on all treatments available and if mandato1y 

counseling is not wan-anted aft . 1 d. . 
< ' er severa stu 1es, then alternative mandatory treatments should be 

studied. Alternative treatments could include yoga, acupuncture, or research could also be 

conducted on which al ternative the militaiy member would prefer if it were deemed mandatory. 

\lith over i ?.0,0t,O post deployment military members diagnosed with PTSD as of March 2014, 

r;-;0re re:;cr1rch (:. r: imrnecEatc treatment after returning needs to be conducted (Defense Centers 

b r Excelience, 201.4). 

Practice 

The author's clinical practice will change to reflect support of mandatory counseling for 

military members after their deployments. If a patient is post deployment, questions regarding 

attendance at a counseling session. The goal is to expand the presentation to include the medical 

group staff and eventually present it to the Air Staff level or higher Air Force. Educating staff 

regarding PTSD symptoms and the detrimental side effects if not treated is the first step in the 

process. 

As the project progresses, more issues about PTSD are seen in the media. The most 

recent event occun-ed at Ft Hood in which a militaiy member shot and killed three people and 

injured numerous others. There is uncertainty regarding the shooters military medical record as 

to whether or not he had PTSD. He did exhibit signs of having the disease and was seeking help. 

He deployed in 2011 for four months to Iraq but did not see combat. Any traumatic event can 

Ts.D t · st combat Leaving his family to be deployed to an austere location could 
cause P , no JU · 
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have been enough to tri er s I . 
gg Y nptoms. This reaffim1s the need for more to be done for military 

members after deployment. 

Implementing mandatory c r o ·11 b . . . . ounse mb w1 e challengmg as 1t will reqrnre many hours of 

convincing many bureaucrat" d · · · S . 
' ' IC 1v1s10ns. tartmg small and making an impact on the intended 

target; coworkers and post de l .1. P oyment 1111 1tary members, could be the push needed for upper 

levei management sui:;po:·i· The process has beITT.111 at the 781h M d. 1 G b d t· , • - · b , e 1ca roup y e uca mg 

rnr::chcal. staff on the <lc!1 i,,y~:-!ta l effects of PTSD to military members who have deployed The 

0 ori '" that v,ii-[· lr'-P -" 11·••· r• , '· r.r, ' 1· - • · 1 • ff II I b ~ - -~· , . , 1 ,., .,.~-,c1PJ, 1. 1. :,rr.u: 1::: rn~u.1ca SLa ·;aswe asacvocacy,theremaybeachange. 

Smnmary 

Upon completion of this project, it was identified that a mandatory briefing on PTSD 

given to post-deployed military members may also be beneficial. A presentation on the signs and 

symptoms of PTSD, the effects of the disease is left untreated, and treatment options available 

could be presented. Often times, military members are unaware of the signs and symptoms as 

they often just mistake them as nonnal responses to a traumatic event (Clark-Hitt, Smith, & 

Broderick, 2012). The briefing also should include what types of interventions are done during 

counseling. These might include; teaching about trauma and its effects, how to use relaxation and 

anger control skills, provide tips for better sleep, diet, and exercise habits, help identify and deal 

with guilt, shame, and other feelings about the event, and focus on how people react to their 

PTSD symptoms (National Institute of Mental Health. N .D.) . 

PTSD can be a debilitating disease, which can have detrimental health effects. It can 

tbllrsts nightmares difficulty sleeping, avoidance of family and friends, 
cause anger ou , · ' 

· d If destructive behaviors. Left untreated, the person can have these signs and 
depress10n, an se -
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symptoms the rest of their lives. Far too many people have lived with this disease and felt their 

only outlet was suicide. Jacob Hutchson, a 24 y/o Iowa National Guard medic, was critically 

wounded in 2011 while serving in Afghanistan. Even though his injuries were debilitating, he 

wanted to be a nurse and planned to attend nursing school this fall. When he returned home after 

his rehab for 19 months, he told his mother he was not the same person and she notice he was 

different and showed some signs of PTSD. She stated he was still an upbeat person and looked 

fonvard to the future. Jacob had recently made an appointment to see a counselor for his anger 

issues. /\ pril 24, 2014, Jacob killed himself Jacob slipped through the cracks. How many more 

miiitary membeL:, are we going to Jose before the militmy makes counseling mandatory? 
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POST TRAUMATIC 
~ T R - ("'"'\ (""\ 
"'-J I l=~h~ DISORDER 

r-- .. ---~ -~--- .-----.. - ~- -=-- ~=--···------------=1 

Overview 
· What is PTSD? 

· Signs/Symptoms 

· Framework 
· Treatment options for PTSD 

· Evidence of treatment success 
· Current process for post deployment military members 

. Why mandatory counseling? 

· What you can do ... 
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What is PTSD? 
Post-traumatic Stress Disorder (PTSD) 

· A severe anxiety disorder that develops after a terrifying ordeal that 
invol•1ed physical harm or the threat of physical harm . 

· Can also be brought on by the physical harm or threat of physical 
harm to !o•,ed ones er strangers (Harmon. S.C .. Hoyt. TV . Jones . 
rv1.D E-thsrage. J.R . & Okiishi J.C. 2012) 

-·----------- ---- ------ -----, .--------~ - __,_.~- ------ _____ _] 
\ 
1...--

Signs/Syrnptorns 

. Flashbacks of events 
· Nightmares 
. Difficulty sleeping 
. Avoidance of social situations 

· Feeling numb 
· Guilt 
. Depression 
. Easily startled 
. Feeling tense 
. Angry outbursts . 
. Self-destructive behaviors J Kwan. B.W .. Tan, L.Y. , 
. Constantly on guard (Shen, Y. , Arkes, ., 

& Williams. TV 2010) 
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Roy'sAdaptation Model 

Sister Callista Roy developed a model which focuses on 
the individual's adaptation to their changing environment. 
Coping strategies are essential to adapt to the internal and 
external stimulus. 

Four Adaptive Models/Modes- Each mode is significant 
when adapting to the environment or stimulus. 

Ptiys:cl<:>9ic,:1I 
111 !.:"Ch<1 n l ;,m 

Self­
concept 

Role 
~.~·.;, , , ·''->'. ;,a' function 

Roy'sAdaptation Model 

Self-Concept Mode- the feeling of being in control and 
_ PTSD decreases 

feeling of. being safe It . health deterioration physically 
- This belief can resu_ in 
emotionally, and socially 

34 
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Roy'sAdaptation Model 
Role-Function Mode-

- PTSD can make it difficult for military members to 
assume their role in society especially in the immediate family 
- This can lead to distancing themselves from family or friends 

Interdependence Mode-
. PTSD can make military members emotionally numb and 
unable to show emotions to family or friends 
- This can result in the military members wi_thdr_awing from 
friends and family and not be able to function ,n their role as 
spouse. friend or parent (Abu Shosha. G . & Al Kalaldeh. M .. 
2012) 

. ·--- ·--·-·-----------=--· - --~-:] 
-· ·---f.!...--

Counseling 
. Group 
. Family 
. Individual 

Medications 

Yoga 

.PTSD.·Jsn'tabouf what's 
Ull'nl_ """. -~ -- -.-· Y,qQ,·it'~ -about 

what to you. 
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Evidence of Treatment Success 
Counseling (group, family, and individual) 

· Several studies were reviewed and all found a significant 
decrease 1n PTSO symptoms with the use of counseling. 

· Group counseling was the most effective with military members 
as they were able to relate to each other and their fe·elings 
w ere \'alidated ancl understood by others with similar 
experiences. 

· Aii ;,f u·1e S1'.!.!C:: '::'3 ir :.- L:hEd U)unseling on how to develop coping 
r:·, ::c:1anist'. ·,s- ,·:r~).:: f-1 ,·li'~'.:' essential to adapting to the 
·:~l-~°'/~:·or:n·t~:rn (\ :~;:~ ~~,.,.~·::!.:. ;~008). 

~--~-- ·- --·------ - -------------

Evidence of Treatment Success 
Medications 

• SevPral medications are used in the treatmen.t of PT~D sy)mptf mr 
- .fi II , · ht res These include: a) ant1-psycot1cs .. b se ec 1ve 

~~~a~'o~i~ t/~itank: inliibitors (SSRls). c) anti-hypertensives. and d) 
alpha-1-adrene rgic receptor blockers . 

. Prasozin (alpha-1-adrenergic receptor blocker) was rese.arched in five 
studies and found to have a significant effect on decreasing 
nightmares . 

. The only _side effectd ex_eer)lencHd R wiWr!~i;,~~edr~.t~& i~at:tn~sE .. 
reported in one stu Y (Ia~ or, · .. 
2008). 
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Evidence of Treatment Success 
Yoga 

· Five studies on the effect of yoga on PTSD showed 
promising results on decreasing hyper arousal. 

· Yoga is versatile and in one study, this therapy was able 
to be used 'Nhile dovvnrange because it is easily 
accessab!e anc1 H,r=re are no side effects (Stoller, C.C., 
( °' ,.,., , . 1 J LJ r< : -~ : ; ' ..... F I Ms & K J A ·,), "'"1e1. . 1 ·1 • • , ... ,ii, ,in:. L.0., ow er, .. , oomar, .. , 
~?C: ·; :?) . 

~-~~-- --. ----- ---~­r--·--- -··-· . 
Current Process for Post Deployment 

rvli litary Members 
Post Deployment Health Risk Assessment (PDHRA} 

. Questionnaire 

. Face to Face appointment 

. Done on arrival home, at 90/120/365 days post 
deployment 

, Referred to mental health upon request of military 
member only 

. Positive indicators of PTSD DO NOT result an 
appointment generated with mental health 
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Why Mandatory Counseling? 

V\/h'/ f\/landatory Counseling? 

httos://www.voutube.com/watch?v=3irRPObFW8s 

, Military members should be given the tools necessary to 
cope with PTSD. \/Ve give them the tools necessary for 
deployment and mandate they are used . 

. Upon return from deployment, we should mandate they 
receive counseling which will give them the tools they 

need to cope. 
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What you can do .... 
· Familiarize yourself and your staff on the signs/symptoms of 

PTSO 

· Encourage members to seek help for any PTSO symptoms, 
mild or severe 

· Advocate for mandatory counseling for returning members 

- Speak 1Nith ;-;12P1bers r1:garding seeking atternative therapies if 
unsble iO cc;;': i:;Cf: trit':rn :c seek counseling 

:~~e vig !;:in·: ,_, :;, ·; : r:: r:.-:"·'F:i :.::;·,u =-.siqns/symptoms of PTSO and don't 
b::: ai'r-:='.;0. ~ .... -. ~:-:/( ~iL>·-~:i '._; :· :--~.- '•,'GU could save a life. 

....... ,,..,..--.,.,- --), -r·--:- -;.-- - :-~~-i:Jf.?l-::lr.i -:-
·,w. 6'E.o u t Wi..W · · 

lr&M~OOW~J.11'1..,t~. 

~ CL~ TO ~Olff. · 
cf~ kt.L\.EO ~ lW~O . 

.4\IO OUlU W~ £U. •~ 
tJ1.:ff AflY E\'EW UA_O Mt~ 
MY~Of.AlU. 
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