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Understanding and Healing from Military Trauma 

Facilitator Note: 
 
The following two symbols are used as indicators: 
 (computer) indicates it is time to advance the slide on the associated PowerPoint; 
 (hand) indicates there is an exercise associated with the content. 
 
Essential class content is noted in bold. 
 
All class handouts are available for download on the YRRP website at 
www.yellowribbon.mil/cms/event-handout. Unless otherwise specified as online only in 
the Materials section below, all handouts should be printed for distribution to class 
participants. 

Class Description: 
This class discusses the basics of military trauma and will examine and consider the 
types of trauma that can occur during military service, the prevalence of trauma among 
individuals who are serving or have served, and the short- and long-term impacts of 
trauma. 

Stage: 
Pre-deployment, During deployment, Post-deployment 

DoDI: 
1342.28 DoD Yellow Ribbon Reintegration Program (YRRP) 

The content of this class has been developed for the Department of Defense Yellow 
Ribbon Reintegration Program. The Clearinghouse for Military Family Readiness at 
Penn State has reviewed the class and is responsible for content management. 

If you have additional information or updated research to be considered for inclusion in 
this class, please send your suggestions to yrrp@psu.edu. 

Audience: 
YRRP attendees 

Time: 
45 minutes 

http://www.yellowribbon.mil/cms/event-handout
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Equipment: 
 Projector 
 Laptop 
 Pens 

Materials: 
 Facilitator Guide 

 Core Material Checklist 

 PowerPoint Presentation 
1. Understanding and Healing from Military Trauma 
2. Military Trauma: True or False? 
3. Objectives 
4. Military Trauma 
5. How Common is Military Trauma? 
6. Immediate Impacts of Trauma (≤ 1 Month) 
7. Likelihood of Specific Disorders 
8. Posttraumatic Stress Disorder (PTSD) 
9. Functional Impairment from Symptoms 
10. PTSD Treatment 
11. Risk Factors for Developing PTSD 
12. A Deeper Look at Coping 
13. Other Impacts of Military Trauma 
14. Substance Abuse and Dependence 
15. Symptoms of Anxiety and Depression 
16. Supporting Someone with PTSD 
17. Posttraumatic Growth 
18. Take Home Messages 
19. Review of Objectives 
20. Understanding and Healing from Military Trauma 

 Handouts 
1. National Center for PTSD Resource List 
2. What You Can Do 

 Exercises: 
1. Military Trauma: True or False? 
2. What You Can Do 
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Objectives: 
After completing this class, participants will be able to do the following: 

1. Define trauma. 
2. Identify examples of military trauma and the prevalence of military trauma among 

Service members. 
3. Identify PTSD symptoms, development, and treatment. 
4. Identify emotional, psychological, and behavioral impacts of military trauma. 
5. Identify skills used to support someone with PTSD. 



 

v.FY20 Understanding and Healing from Military Trauma Facilitator Guide 

 

5 

Introduction 

 SHOW Slide 1: Understanding and Healing from Military 
Trauma 

Facilitator Note: 
 
Introduce yourself as the facilitator. State your name, military experience or affiliation, 
and perhaps one additional brief bit of relevant personal information that establishes 
your credibility (i.e., your professional training or experience). 
 
Please limit your personal introduction to no more than 2 minutes to maximize the time 
attendees are able to engage with course content, practice skills, and participate in self-
reflection activities. 
 
This class deals with a topic that may make some in the audience feel anxious. 
Consider beginning the class with an invitation for individuals to excuse themselves if 
they become uncomfortable. Because some class participants may be dealing with 
post-traumatic stress symptoms personally, it will be important to present the 
information in this class thoughtfully. Going into great detail about symptoms or 
providing graphic examples may be especially challenging for some participants. In 
general, the presentation should be informational in nature, not clinical, and facilitators 
should avoid discussions or statements that may be perceived as providing therapeutic 
support. Similarly, attempts at levity and humor – though typically welcome in classes 
and presentations – may not be well received given personal difficulties that some 
attendees may be experiencing. 

Welcome to the Understanding and Healing from Military Trauma class. In recent years, 
a great deal more awareness and availability of information about military trauma and 
posttraumatic stress disorder, known more commonly as PTSD, have surfaced. 
Unfortunately, there has also been a lot of misinformation and misunderstanding about 
PTSD. This class will provide a broad overview of information about PTSD that could be 
helpful for those who have experienced trauma, especially military trauma. This class 
will also provide information for individuals who know and wish to support those who 
may be suffering. 

Although we will not be talking about trauma in any level of graphic or vivid detail, 
discussion of some common trauma reactions may be difficult or upsetting. Please 
know that you are welcome to step out at any time if you find the subject matter to be 
distressing. 
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Also, you may know someone in the class who may be experiencing symptoms and 
difficulties that we will be discussing. Please be mindful of words or gestures that might 
unintentionally let others know what might be occurring for that person. This course is 
designed to provide a broad overview of military trauma, and we should all strive to 
ensure that personal experiences and struggles remain confidential. 

 SHOW Slide 2: Military Trauma: True or False? 

 EXERCISE 1: Military Trauma: True or False? 

Facilitator Note: 
 
The purpose of this exercise is to gauge audience familiarity with common aspects of 
trauma and PTSD, to stimulate interest in the topic, and to quickly dispel common 
misperceptions about PTSD. This should take approximately 4 minutes. 

On a separate piece of paper, please indicate whether you think each of the following 
statements is true or false: 

1. Most Service members who are deployed will experience the kind of 
event that can cause PTSD. 

2. The great majority of people who experience trauma experience 
significant emotional distress right after the trauma. 

3. A slight majority of people experiencing trauma will develop PTSD. 
4. Good PTSD treatments are hard to access. 
5. Social support and family support are very important after a trauma has 

occurred. 
6. Treatments are ineffective. 

ALLOW 1 – 2 minutes maximum for participants to consider and answer each 
statement. 

ASK participants to indicate – by show of hands – whether each statement is true 
(PAUSE) or false (PAUSE). 

CLICK to bring up each answer. 

Only numbers 2 and 5 are true (Hobfoll Mancini, Hall, Canetti, & Bonanno, 2011; Morris 
& Rao, 2013; Silver, Holman, Mclntosh, Poulin, & Gil-Rivas, 2002; Wright, Kelsall, Sim, 
Clarke, & Creamer, 2013). The rest are false (Deployment Health Clinical Center, 2017; 
International Society for Traumatic Stress Studies [ISTSS], 2019; National Center for 
PTSD, 2019; Porter et al., 2018). We will discuss each of these statements in more 
detail later in the class. As we will see, initial emotional and psychological distress 
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following a trauma is common and normal. Experiencing such reactions does not 
mean that a Service member will likely develop PTSD or need treatment. We will 
discuss indicators of more severe or persistent distress that, though not typical, can 
happen and may indicate that formal treatment is necessary. 

 SHOW Slide 3: Objectives 
Let’s go over our objectives. At the end of this class, you will be able to do the following: 

1. Define trauma. 
2. Identify examples of military trauma and the prevalence of military 

trauma among Service members. 
3. Identify PTSD symptoms, development, and treatment. 
4. Identify emotional, psychological, and behavioral impacts of military 

trauma. 
5. Identify skills used to support someone with PTSD. 

We will now define trauma and give examples of military trauma that can occur in 
combat and non-combat military situations. 

Military Trauma Defined 

 SHOW Slide 4: Military Trauma 
Trauma can be defined as “actual or threatened death, serious injury, or sexual 
violence” (American Psychiatric Association [APA], 2013, p. 271). People can have 
very different reactions to identical events. For this reason, it is difficult to identify a 
complete or definitive list of traumas, and other events may cause traumatic 
responses besides those listed in this particular definition. Something that may be 
overwhelming and intolerable to one person might be upsetting but manageable to 
another. For this reason, most mental health researchers and clinicians use the 
term potentially traumatic events, or PTEs, rather than traumas (e.g., Ogle, Rubin, 
Berntsen, & Siegler, 2013). 

Nevertheless, some types of events are more likely to be perceived as traumatic 
and have a higher likelihood of resulting in PTSD. These events typically involve 
experiencing or witnessing life threat, death, serious accident or injury, or severe 
sexual violence. 

In terms of common types of traumatic events that can happen in military contexts, we 
typically think of combat events – things like improvised explosive device (IED) 
exposure, getting shot or shot at, witnessing the death of a fellow Service member, or 
witnessing the deaths or injuries of noncombatants. 
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Importantly, people can experience traumatic events in the military even if they are 
not deployed or have not directly experienced combat. For example, sexual 
assaults are a type of trauma that can occur in civilian contexts but also in military 
contexts. Similarly, any life-threatening accident or injury, such as a motor vehicle 
accident, that happens during one’s service can be considered a military trauma 
even if it does not occur in combat. 

 SHOW Slide 5: How Common is Military Trauma? 
Because a trauma can be any type of life-threatening accident, injury, or assault–
experienced or witnessed–it is impossible to list the rate or frequency of all types 
of trauma that might result in PTSD or some other difficulty. However, there are 
some kinds of combat and military trauma that are more common and have been 
studied more often by researchers. Some of these traumas include the following: 
receiving small arms fire, seeing dead bodies or human remains, having a unit member 
be seriously injured or killed, and IED exposure (Porter et al., 2018). 

Even among those who have been deployed to combat zones and who have combat 
experience, most Service members do not experience any specific type of military 
trauma. Though some events are not rare among combat-deployed Service members, 
deployment does not necessarily mean that one will experience the kinds of events that 
can cause PTSD (Porter et al., 2018). 

 SHOW Slide 6: Immediate Impacts of Trauma (≤ 1 Month) 
When life-threatening or otherwise horrific experiences occur, nearly everyone 
will experience emotional distress. Strong negative emotions after hardship are 
normal and appropriate. Even if these emotions do not feel good, they are how we 
typically feel after tragedy or misfortune. It is important not to pathologize, or label 
as abnormal, an intense emotional reaction just because it is upsetting. 

Consider this example. In a national study of thousands of U.S. citizens following the 
terrorist attacks of September 11, 2001, the majority of respondents reported some type 
of significant psychological or emotional distress within 3 weeks of the attacks. By 6 
months after the attacks, the great majority of study participants did not report 
significant distress (Silver et al., 2002). This is why PTSD cannot be diagnosed within a 
few weeks of a trauma. Most people will experience significant distress and 
physiological arousal in the early aftermath of trauma (e.g., Morris & Rao, 2013). It 
would be unwise to label something abnormal or disordered if most people 
experience it. If someone is still experiencing severe and persistent distress several 
weeks or months after a trauma, he or she may benefit from more formal support. In the 
immediate aftermath of trauma, however, negative emotions are typical. 
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As can be seen on this slide, anxiety, nightmares, distressing memories of the 
event, sleep difficulties, feeling jumpy or on edge, and depressive symptoms are 
common reactions people can have after experiencing a trauma. Though upsetting, 
most of these symptoms improve without formal treatment in the weeks following 
trauma for a majority of people (Morris & Rao, 2013; Silver et al., 2002). 

What percentage of veterans and Service members who have been deployed would 
you guess experience diagnosable levels of distress? 

PAUSE for responses. (Possible answers [approximate]: PTSD: 5-15%; depression: 2-
10%; anxiety disorder: 5-10%; alcohol use disorder: 10-13%) 

 SHOW Slide 7: Likelihood of Specific Disorders 
Although there have been positive outcomes from an increased awareness of, attention 
to, and dissemination of information about military trauma and combat stress in recent 
years, Service members often experience frustration that some civilians may still equate 
combat experience with mental health difficulties. Moreover, loved ones of Service 
members might worry that deployment will make pronounced psychological or 
emotional distress possible and even likely. 

However, reassuringly, numerous studies have confirmed that, although the 
likelihood of developing a formal disorder following deployment might be slightly 
higher than the general population, the great majority of veterans and Service 
members do not develop chronic or long-term disorders (Deployment Health 
Clinical Center, 2017; Kok, Herrell, Thomas, & Hoge, 2012; Tanielean & Jaycox, 2008; 
Wisco et al., 2014). 

 SHOW Slide 8: Posttraumatic Stress Disorder (PTSD) 
When long-term difficulties and impairments do occur, they often take the form of PTSD; 
however, not all emotional difficulties following trauma are PTSD. PTSD is a very 
specific constellation of symptoms characterized by the individual re-
experiencing the trauma, attempting to avoid thinking about or experiencing 
emotions related to trauma, undergoing specific changes in mood and cognition, 
and being on edge or especially vigilant (APA, 2013). 

What are some examples of re-experiencing symptoms? 

PAUSE for responses. (Possible answers: nightmares; repeated upsetting memories of 
the trauma that cannot be escaped) 

What do avoidance symptoms look like? 
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PAUSE for responses. (Possible answers: any strong attempts to try not to think about 
the trauma; avoiding places or situations that are reminders of the trauma) 

As we will see, avoidance symptoms are especially important because they can 
maintain or worsen post-traumatic difficulties and can create other problems 
(Sheerin et al., 2018). 

Any guesses about what types of symptoms make up mood and cognition 
changes that define PTSD? 

PAUSE for responses. (Possible answers: sadness or difficulty experiencing happiness; 
trauma memory difficulties; extremely negative beliefs about self/others/the world; 
feeling alone or isolated) 

Lastly, what are some examples of increased reactivity or arousal that we see in 
PTSD? 

PAUSE for responses. (Possible answers: being highly vigilant in safe situations; 
sleeping and concentration difficulties; being easily startled; being irritable, aggressive 
or especially reckless) 

Importantly, someone does not have to demonstrate all symptoms in every 
category, but, if an individual has some symptoms in each of these categories, if 
symptoms are severe enough to impact day-to-day functioning, and if symptoms 
persist for several weeks or more beyond the trauma, diagnostic criteria for PTSD 
may be met. 

 SHOW Slide 9: Functional Impairment from Symptoms 
Service members may experience some PTSD symptoms, but such symptoms might be 
mild or infrequent and do not impair functioning. These individuals might have some 
difficulties related to trauma, but they probably do not have PTSD. The question then 
becomes, what kinds of functional impairments are significant enough to warrant a 
diagnosis? Any guesses? 

PAUSE for responses, then CLICK to bring up the bullet points on the slide. 

Symptoms are considered functionally impairing and significant enough to 
warrant a diagnosis if there are significant impacts on social functioning, 
vocational functioning, educational functioning, or other prominent life domains. 
Examples include interpersonal difficulties such as arguing excessively with or 
withdrawing from family, friends, and loved ones; concentration difficulties at 
work (perhaps due to intrusive memories); fatigue at work or school (perhaps due to 
sleep deficits and/or nightmares); accidents or legal difficulties (often from 
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recklessness for those who exhibit the symptom, or substance abuse as an attempt to 
avoid trauma memories); and extreme avoidance of places that might remind one of 
trauma (APA, 2013). 

In short, it is not just having the symptoms of PTSD that result in diagnosis. It is 
common for PTSD-related symptoms to occur mildly, intermittently, and soon after 
trauma. When symptoms start to impair social relationships, work performance, and so 
forth, then PTSD may be diagnosed and formal support (i.e., therapy) may be 
warranted. 

 SHOW Slide 10: PTSD Treatment 
Although PTSD can be overwhelming and harrowing for those experiencing symptoms, 
effective treatments now exist and can be readily accessed through the Department of 
Veterans Affairs (VA), in military settings, and in the private/community sector. In the 
past, these options were not as available as they are today. 

There are a number of specific treatments for PTSD that have strong research to 
support usage (ISTSS, 2019; National Center for PTSD, 2019). While this class does 
not afford time to discuss any one potential treatment in great detail, knowledgeable 
providers will be able to discuss all options and assist in finding a treatment that may be 
the best fit. In brief, the following is a list of recognized treatments: 

1) Prolonged Exposure (PE) is a treatment designed to help people confront 
trauma memories and situations that are reminiscent of trauma in a gradual and 
systematic way. The goal is to develop mastery and experience reductions in 
anxiety when reminded of trauma. As we will see, attempting to avoid thinking about 
trauma typically does not work and maintains anxiety. PE helps to reduce anxiety in 
trauma-reminiscent contexts that will arise. 

2) Cognitive Processing Therapy (CPT) is a treatment that helps people reframe 
thoughts and beliefs relating to trauma. For instance, someone who has experienced 
military sexual trauma might inappropriately blame oneself by engaging in hindsight 
bias. Hindsight bias is believing, with the benefit of hindsight, that a danger or risk 
should have been foreseen. Challenging and reframing these negative beliefs about 
trauma through CPT can greatly improve mood and reduce PTSD symptoms. 

3) Eye Movement Desensitization and Reprocessing (EMDR) helps people process 
and make sense of their trauma. EMDR involves calling the trauma to mind while 
paying attention to a back-and-forth movement or sound like a finger waving side 
to side, a light, or a tone. 
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The National Center for PTSD Decision Aid website at 
www.ptsd.va.gov/apps/decisionaid is an online tool that may help with deciding on a 
treatment option for someone suffering. 

 SHOW Slide 11: Risk Factors for Developing PTSD 
It is impossible to know for certain who will and who will not develop PTSD 
following trauma. These difficulties can happen to anyone and are not indicative 
of any weakness. Although we cannot predict with great certainty who will develop the 
disorder, experts do know what kinds of factors are associated with an increased risk of 
developing PTSD (Wright et al., 2013; Xue et al., 2015). Most people do not have all of 
these risk factors and, importantly, having one or more of these risk factors does not 
guarantee that PTSD will develop. 

Avoidant coping is a consistent and significant risk factor for PTSD. In essence, it 
involves consistent and sometimes extreme attempts to not think or talk about a trauma 
and to avoid cues or contexts where one might be reminded of trauma. This might 
sound like a good strategy, but, as we will see on the next slide, there are problems 
related to this type of coping. 

Another significant risk factor for ultimately developing PTSD is poor social 
support. This might occur during deployment if one perceives his or her unit to not be 
cohesive or supportive, but it can also occur after deployment if a Service member does 
not have or utilize naturally existing social supports (e.g., friends, family). 

In military contexts, specific features of deployment can also increase the likelihood of 
PTSD. In particular, more deployments, more cumulative time deployed, and 
greater combat exposure may increase one’s risk for PTSD. 

Finally, pre-traumatic factors, such as an earlier history of psychological 
difficulties or distress, are associated with an increased risk for PTSD. 

 SHOW Slide 12: A Deeper Look at Coping 
The following is a list of common suggestions that loved ones tell Service members or 
that Service members tell themselves after a traumatic deployment: 
 “Put it behind you” 
 “Move on” 
 “Focus on the future” 
 “Just stop thinking about it” 

Though they are clearly well meaning, what could be wrong with these suggestions? 

PAUSE for responses. 

http://www.ptsd.va.gov/apps/decisionaid
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Although some of the risk factors we just discussed such as number and length 
of deployments are outside of an individual’s control, how one copes with trauma 
and how one tries to deal with trauma memories are relatively controllable. 
Unfortunately, one of the most common strategies for dealing with trauma is avoidance, 
which often backfires. It is impossible to identify, predict, and effectively avoid all 
reminders of trauma. As a result, when reminders pop up, as they inevitably do, trauma 
survivors are just as anxious, distressed, and reactive as ever. Well-meaning 
suggestions from loved ones and relatives encourage avoidant coping and can 
complicate matters. If avoidance worked and was consistently possible, these 
suggestions would be great. Typically, however, they encourage the person who has 
experienced trauma to do the impossible. In attempting to do so, loved ones may 
unintentionally encourage the suffering individual to lead a restrictive life 
because avoidance could require the significant restructuring of day-to-day 
activities. In extreme cases, staying housebound may result. 

Researchers believe that extreme efforts to not think about the trauma actually 
makes trauma memories occur more frequently. Theoretical models of PTSD 
indicate that avoidance is not just a symptom of PTSD but a key factor in the 
development and maintenance of PTSD (Sheerin et al., 2018). As noted before, most 
people have painful trauma memories right after the trauma, which is normal and not 
pathological. When we allow ourselves to think about and talk about the trauma 
with others (i.e., when we use social support), memories become less frequent 
and more manageable over time. Paradoxically, when we go to great lengths to try 
NOT to think about something, we think about it even more. 

As an example, try this. For the next 30 seconds, whatever you do, DO NOT think 
about a white bear! 

ALLOW 30 seconds to elapse. 

How many of you thought about a white bear, even briefly, during the last 30 seconds? 

PAUSE for a show of hands. (Nearly all hands will go up) 

Psychologists have long known that trying to block or avoid a thought actually 
increases its likelihood (Wegner, Schneider, Carter, & White, 1987; Bomyea & Lang, 
2016). Most or all of you thought about a white bear despite trying not to, right? 
Consider that a white bear is neutral, not emotionally significant, and not a painful part 
of your history. Now, consider the implications of trying not to think about something that 
is very personally significant and emotionally important, like a trauma. Arguably, things 
as impactful as trauma will be even harder to block out. Research has shown that 
avoidance does not work, and it, typically, backfires. 
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The implication for treatment, then, is to do the opposite of avoidance by 
gradually and consistently engaging with and confronting objectively safe 
contexts, cues, and thoughts so that they become less and less difficult over 
time. A helpful metaphor is to think of the child’s toy called the Finger Trap, sometimes 
called a Chinese Finger Trap. If you have ever had one of these, you know that pulling 
your index fingers out of it actually causes the trap to tighten and makes escape 
harder. In order to escape the trap, one actually has to do the opposite of what is 
intuitive and push the fingers together to loosen the trap and escape. This is also 
the case with trauma processing. Extreme attempts to pull back and withdraw (i.e., 
avoidance) make a bad problem worse. Confronting, approaching, and engaging 
thoughts and situations that one might prefer to avoid promote control; mastery; and, 
ultimately, a reduction in PTSD symptoms (Sheerin et al., 2018). 

 SHOW Slide 13: Other Impacts of Military Trauma 
Although our primary focus today is PTSD, it is important to note that other difficulties 
can occur instead of or in addition to PTSD when military trauma is experienced. 
Though we will not go into as much detail about these difficulties, they are important to 
briefly mention and understand. 

Increasingly, clinicians and researchers have focused on adverse deployment 
experiences that do not entail personal life threat or fear and anxiety as a primary 
response. In particular, moral injury and traumatic loss are common impacts of 
combat that may co-occur with PTSD but are importantly different. 

Moral injury refers to “perpetrating, failing to prevent, bearing witness to, or learning 
about acts that transgress deeply held moral beliefs and expectations” and is often 
accompanied by significant guilt and shame (Litz et al., 2009, p. 700). An example of 
the type of event that could cause moral injury would be mortally wounding a civilian 
during combat. More information about moral injury is available on the YRRP website at 
www.yellowribbon.mil. 

Traumatic loss typically refers to the death of a fellow combatant during military 
operations and is typically accompanied by significant depressive symptoms (Stein et 
al., 2012). 

Though avoidant coping is still problematic with these types of combat stress injuries, 
treatments designed to address them are somewhat different from conventional PTSD 
treatments (Gray et al., 2012). A military or VA psychologist can describe possible 
treatments for these difficulties. 

http://www.yellowribbon.mil/
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 SHOW Slide 14: Substance Abuse and Dependence 
It has been regularly observed that PTSD and substance abuse, or dependence, are 
often comorbid, and substance use is associated with combat exposure (Porter et al., 
2018). 

Rather than simply considering this issue as a consequence of military trauma that can 
just happen, it is worthwhile to contemplate why it might happen. 

What thoughts do you have about this difficulty and why it occurs? 

PAUSE for responses. 

As noted earlier, extreme attempts to avoid emotions and thoughts related to trauma 
can take many forms. Perhaps not surprisingly, one way that people attempt to deal 
with trauma is through self-medication as a form of avoidance, which is generally 
maladaptive. As noted earlier in the class, avoidance typically increases the very 
experiences one is trying to avoid (i.e., re-experiencing symptoms). Even worse, it may 
also lead to the development of another disorder (e.g. alcohol dependence) in addition 
to PTSD. This can cause even greater functional impairments, such as relationship 
difficulties, drunk driving arrests, or employment difficulties. 

 SHOW Slide 15: Symptoms of Anxiety and Depression 

Facilitator Note: 
 
Handout 1 will be referenced. 

As we have already discussed, pre-existing mental health difficulties increase the 
likelihood of an individual developing PTSD following military trauma. It should be no 
surprise, then, that these types of difficulties occur at an elevated rate among those with 
PTSD (Deployment Health Clinical Center, 2017; Porter et al., 2018; Tanielian et al., 
2008). Further, given the emotional impact of trauma and other resulting symptoms, 
mood and anxiety difficulties that might occur secondary to trauma and PTSD are, 
perhaps, to be expected. 

Unfortunately, suicide rates are elevated among veterans who have recently served and 
been deployed (Department of Veterans Affairs, 2018). Though still statistically rare (30 
out of 100,000 veterans in 2016 – or .03% in a given year), the significance of this 
outcome and the elevated rate among those exposed to military trauma warrant careful 
screening, attention, and treatment. The VA has numerous resources and crisis referral 
information (Department of Veterans Affairs, 2018) referenced in Handout 1: National 
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Center for PTSD Resource List. Please take a few minutes to read through these 
resources and note the ones that may be beneficial for you. 

PAUSE for 2 minutes. 

 SHOW Slide 16: Supporting Someone with PTSD 
If, as we have seen, social support is a crucial factor in decreasing the likelihood that 
someone might develop PTSD or other significant negative outcomes, the question 
becomes: how, specifically, could we be supportive to those who have experienced 
military trauma? 

PAUSE for responses, then CLICK to bring up the bullet points on the slide. 

You should recognize that, even though the Service member and his or her loved ones 
want to move past trauma quickly, efforts to ignore or wish away these experiences may 
do more harm than good. It is often difficult to know exactly what to say or how to say it, 
especially if one has not had a remotely similar experience. Unfortunately, this can 
result in social withdrawal of those who could be supportive to the Service member. 
Communicating a willingness to listen despite not having all the answers and continuing 
to express love, support, and caring can be critical. Providing practical support (e.g., 
meals, cleaning, transportation, recreational outings) and staying engaged with the 
suffering Service member is important. It is OK to recognize that formal support and 
expert advice and services may be warranted. Accordingly, educating oneself about 
PTSD and about local and national resources (see Handout 1: National Center for 
PTSD Resource List) is important. Supportive others should make sure to take care of 
themselves, so they may be more effective in meaningfully supporting loved ones. 
Though difficult, it is important to recognize that emotional reactivity by Service 
members may be misplaced, may be resulting from trauma, and should not be 
personalized. These and other suggestions can be invaluable in supporting those who 
have experienced military trauma. 

 EXERCISE 2: What You Can Do 

Facilitator Note:  
 
Handout 2 will be used. The purpose of this exercise is for participants to explore their 
social network’s approach to providing support. This should take approximately 10 
minutes. 

Now, let’s talk about what ideal support looks like to you and how you can be ideally 
supportive to others. 
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As an introduction to the exercise, it is important to remember that a variety of strategies 
can be used to help Service members who may be struggling (Gray et al., 2012). There 
is no one strategy that works best for everyone, and unintended consequences 
(e.g., greater isolation) may result from well-meaning but misdirected support 
behaviors (Afifi, Afifi, Merrill, Denes, & Davis, 2013; Joseph & Afifi, 2010; Rose, 2002). 
As such, it is important to consider potential support behaviors within your own context 
to ensure that the strategy selected is a good fit. In addition, and perhaps most 
importantly, continue to assess whether you or your Service member feel that your 
efforts are in line with needs. 

Service members, family members, and friends are encouraged to participate in this 
exercise. Form groups of two or three and discuss the questions on Handout 2: What 
You Can Do. Write down your answers on the handout. If you feel more comfortable 
working alone, you may do so. 

STOP the participants after 5 minutes. 

Can I get a volunteer from each group who feels comfortable sharing some of the ideas 
discussed? 

The following questions and information are listed on Handout 2: What You Can Do. 

Some support strategies are listed below (Gray et al., 2012; Steenkamp et al., 2011): 
 Be non-judgmental, patient, and compassionate 
 Give small but consistent doses of love and care 
 Make yourself available to talk about what is bothering the Service member or 

veteran 
 Get in touch with branch or VA care providers who can advise you 
 Foster help-seeking by the Service member or veteran 

In general, what type of support do you prefer? 
1. Having a support person present, not actively involved in problem-solving 
2. Having a support person proactively involved in problem-solving 
3. Having a support person ready to be actively involved in problem-solving only 

when asked 

In general, what type of support do you prefer to provide to others? 
1. Being present, not actively involved in problem-solving 
2. Being proactively involved in problem-solving 
3. Being ready to be actively involved in problem-solving only when asked 

Can you be flexible in the support you provide, depending on the type of support the 
other person wants? (Yes/No) 
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Are you able to talk with members of your social support network about what you need? 
(Yes/No) 

Are you able to recognize when your attempts at support are not working for the person 
you are trying to support? (Yes/No) 

If you answered no to any or all of the questions on the handout, you may want to 
consider identifying another source of support, professional or otherwise. 

 SHOW Slide 17: Posttraumatic Growth 
Though resiliency following trauma is the norm and significant distress can happen, it 
may be surprising to learn that sometimes even the most harrowing life experiences 
can eventually lead to growth and positive outcomes. These outcomes are not 
universal, they are not things that happen instead of emotional distress, and they do not 
mean that the trauma should be viewed as a good experience. Rather, after 
successfully navigating initial distress, sometimes trauma survivors can come to 
recognize strengths that have accrued through adversity. For some, these 
strengths include increased spirituality, increased recognition of personal strength, 
enhanced relationships with those who were supportive, greater appreciation for life, 
and recognition of new possibilities for growth. A number of studies have demonstrated 
that even combat trauma can result in such outcomes for some individuals (Mitchell, 
Gallaway, Millikan & Bell, 2013). 

Summary 

 SHOW Slide 18: Take Home Messages 
What are some important facts about military trauma that you learned today? It could be 
things you previously did not know or perhaps things that you were reminded of. 

PAUSE for responses. 

Though deeply distressing to Service members and those who love them, it is 
crucial to remember that intense, negative emotions following horrific 
experiences are expected, normal, not pathological, and, unavoidable. 

Extreme efforts to prevent such emotions can, paradoxically, maintain or worsen 
those experiences. 

Most people who experience trauma will experience intense short-term distress 
but will return to pre-traumatic functioning within weeks or months of the trauma. 
Resiliency is the norm. 
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Social support is critical in preventing long-term difficulties as is the 
discouragement of avoidance. Avoidance should, at the least, not be encouraged. 

When difficulties are severe and persist for more than a few weeks, formal 
consultation and services are warranted. The handouts associated with this 
course may be helpful in identifying and connecting with formal supports. 

 SHOW Slide 19: Review of Objectives 
Let’s see if we met our objectives: 

1. How would you define trauma? PAUSE for responses.  
(Possible answers: experiencing or witnessing life threat, death, serious 
accident or injury, or severe sexual violence; actual or threatened death, 
serious injury, or sexual violence) 

2. Can you identify examples of military trauma and the prevalence of 
military trauma among Service members? PAUSE for responses.  
(Possible answers for examples of military trauma: IED exposure; getting shot 
or shot at; witnessing the death of a fellow Service member; sexual assault; 
witnessing the deaths or injuries of noncombatants; sexual assault, life-
threatening accident or injury during one’s service) 
(Possible answers for prevalence: impossible to rate the frequency; some kinds 
of combat and military trauma are more common than others; the majority of 
Service members do not experience any particular military trauma that is likely 
to result in PTSD or psychological disorder; deployment does not mean that a 
Service member’s experience will result in PTSD) 

3. What are the symptoms of PTSD, how does it develop, and what are 
examples of effective treatments? PAUSE for responses. 
(Possible answers for symptoms [any of the 20 DSM-5 symptoms but in 
particular]: re-experiencing symptoms such as nightmares and intrusive 
memories; extreme avoidance efforts – trying not to think about, talk about, or 
be reminded of the trauma; mood and cognition alterations such as sadness, 
social isolation, and self-blame; increased arousal symptoms such as 
hypervigilance, exaggerated startle response, and concentration difficulties) 
(Possible answers for PTSD development: avoidance coping plays a major role 
in PTSD development; risk factors; risk factors combined with maladaptive 
coping strategies) 
(Possible answers for treatment: Prolonged Exposure therapy [PE]; Cognitive 
Processing Therapy [CPT]; Eye Movement Desensitization Reprocessing 
Therapy [EMDR]) 
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4. What are examples of emotional, behavioral, or psychological impacts of 
military trauma? PAUSE for responses. 
(Possible answers: anxiety, sadness, and fear are common, but for most 
people these get better on their own over time; Long-term impacts, which are 
not typical or especially common such as PTSD; major depressive disorder; 
substance abuse and dependence; moral injury; traumatic loss; posttraumatic 
growth including increased spirituality, increased recognition of personal 
strength, enhanced relationships with those who were supportive, greater 
appreciation for life, and recognition of new possibilities for growth) 

5. What skills might be used to support someone with PTSD? PAUSE for 
responses. 
(Possible answers include: giving small but consistent doses of love and care; 
providing information about VA clinics and treatment options; making oneself 
available to listen to the Service member’s concerns if that would be helpful; 
being non-judgmental, patient, and compassionate; providing practical support 
and help as desired or specified by the Service member) 

 SHOW Slide 20: Understanding and Healing from Military 
Trauma 
Are there any remaining questions or reactions related to the information provided 
today? 

PAUSE for responses. 

Thank you, and please complete your evaluation for this class. 
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