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Walking Into the Fire 
 

 
 

erhaps only those who have walked into the fire can fully 
understand what it means to walk into the fire. 

For most of us, mortality remains comfortably abstract. We 
know we are going to die someday, but we do not expect death to come 
looking for us this afternoon. We drive to work, make dinner 
reservations, complain about traffic, argue about things that will seem 
utterly insignificant a year from now, and make plans for next weekend. 
Somewhere beneath all of it is an assumption so fundamental that we 
rarely notice it: I will probably still be here tomorrow. 

  

P 
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Combat strips away that assumption. 

A twenty-two-year-old soldier is thousands of miles from home, 
moving through a place where someone he has never met may be 
watching through a window, waiting for an opportunity to kill him. His 
body carries armor, ammunition, water, communications equipment, 
and a weapon he has learned to operate almost as naturally as his own 
hands. Sweat runs beneath the body armor. Dust works its way into 
everything. He is exhausted, but exhaustion does not give him 
permission to stop paying attention. 

His eyes keep moving: rooftop, window, doorway, vehicle, roadside, 
hands, faces. A pile of trash that was not there yesterday. A car moving 
too slowly. Another moving too quickly. A man standing where nobody 
was standing the last time the patrol came through. For hours, nothing 
happens, but nothing happening does not mean nothing is about to 
happen. 

The soldiers beside him are doing the same thing. These are no longer 
simply people assigned to the same unit. They have eaten together, 
slept beside one another, sweated together, complained together, and 
laughed together in circumstances where laughter sometimes seemed 
impossible. They know who snores and who tells the worst jokes. They 
know whose wife is pregnant, whose daughter just learned to walk, and 
who plans to propose when he gets home. They know one another's 
dreams, and they live with the knowledge that one of them may not be 
alive by nightfall. 

Then the world explodes. 

The concussion comes first. Dust and debris fill the air. Gunfire follows. 
Rounds strike dirt, walls, and vehicles. Someone screams for a medic. 
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The radio erupts with overlapping voices. The soldier's heart hammers 
beneath his armor. His mouth goes dry. Vision narrows. Fine motor 
control changes. Time becomes strange. Events unfolding over seconds 
will later be remembered as though they lasted minutes. 

There is no time to contemplate fear or mortality. Training takes over 
because training has to take over. He moves toward cover, returns fire, 
searches for the threat, and looks for his people. 

Then someone calls his name. His friend is on the ground. 

The man who was giving him hell at breakfast is bleeding badly. The 
soldier drops beside him and applies a tourniquet. His hands are slick as 
he tries to control the bleeding. His friend is conscious and looking 
ŠƋǝŦŚǯƧȗḧļǯḧƆƋưḰḧẁ ưḧkḧŽƾƋƳŽḧǯƾḧřŦḧƾƢļȗḷẂḧfŦḧǯŦƧƧǤḧƆƋưḧȗŦǤḰḧ¹żḧŚƾǸǝǤŦḧƆŦḧ
tells him yes. He tells him the medic is coming. He tells him to stay 
awake. He tells him he is going home. He says whatever he can say to 
keep his friend connected to this world for another thirty seconds. 

Sometimes the wounded soldier lives. Sometimes he dies. There is no 
cinematic ending and no perfectly composed final sentence. One 
moment a friend is speaking. The next moment he is not. 

The evacuation helicopter arrives. The wounded are removed. The dead 
are carried away. Equipment is gathered. Ammunition is counted. 
Reports are made. The same road still has to be traveled, the same 
village still has to be entered, and another patrol will leave. The world 
does not stop because yours just did. 

So the soldier does what warriors have done throughout history. He 
compartmentalizes because there is work to do. Dark humor creates a 
few moments of distance from something otherwise unbearable. Anger 
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comes. Silence comes. Sometimes nothing comes at all, and the absence 
of feeling becomes frightening in its own way. 

Then morning comes. The armor goes back on, and the soldier goes out 
again. 

When Survival Becomes a Way of Life 

Combat trauma is not simply one terrible event with a beginning and 
an end. For many who serve, the psychological burden accumulates 
through months of living inside the possibility of catastrophe. The 
nervous system learns that safety is temporary, vigilance is mandatory, 
and complacency can kill. 

Roadside debris is no longer simply trash. It can conceal the device that 
takes someone's legs. A vehicle approaching too quickly is not merely 
an impatient driver. A rooftop is not merely part of a building. A hand 
disappearing beneath clothing matters. A sound in the night matters. 
Everything matters because the soldier has learned how quickly the 
ordinary can become lethal. 

In that environment, hypervigilance is not evidence of weakness or 
dysfunction. It is adaptation. So is the ability to suppress fear, 
compartmentalize grief, scan constantly for danger, and continue 
functioning after witnessing things that would overwhelm most people. 
These responses allow a human being to survive extraordinary 
circumstances. 

The difficulty begins when the circumstances change but the survival 
system does not. 

The soldier returns home. The rifle is secured. The armor comes off. 
The deployment ends. Everyone who loves the soldier is relieved 
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because the danger is over, and the veteran desperately wants to believe 
the same thing. 

Then a pan crashes onto the kitchen floor and the body reacts before 
the mind understands what happened. Roadside debris catches the eye 
while everyone else drives past without noticing it. A restaurant is 
automatically evaluated for exits and lines of sight. Sitting with one's 
back toward the entrance feels wrong. Someone approaches 
unexpectedly from behind and the body turns before conscious thought 
catches up. Fireworks explode overhead, and what everyone else 
experiences as celebration lands very differently in a nervous system 
trained by war. 

The veteran knows he is home. He knows nobody in the restaurant is 
trying to kill him. He knows the object beside the highway is almost 
certainly garbage. He knows the fireworks are fireworks. 

The veteran knows the war is over. The body may still be fighting it. 

Different Uniform, Same Movement Toward Danger 

Combat is unique, and we should never pretend otherwise. But the 
battlefield is not the only place where men and women repeatedly move 
toward circumstances the human nervous system instinctively tells us 
to escape. 

A firefighter arrives at a house engulfed in flames. Heat pours from the 
structure. Smoke has erased visibility. A mother is outside screaming 
that her child is still upstairs. Every primitive survival system in the 
human body sends the same message: get away from the fire. 

The firefighter goes in. 
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Inside, the world becomes heat, darkness, noise, equipment, limited air, 
and touch. Somewhere in that building is a child whose life depends 
upon what happens in the next few minutes. Sometimes the firefighter 
comes out carrying a living child. Sometimes the firefighter carries out 
a child who has died. The equipment is cleaned, the report is written, 
and another alarm sounds. 

A police officer pulls behind a vehicle for what appears to be a routine 
traffic stop. He approaches the driver's window watching the hands, 
the passengers, and movement inside the vehicle. A hand disappears. A 
weapon appears. In a fraction of a second, an ordinary traffic stop 
becomes a fight to stay alive. The officer survives, but years later he still 
watches hands. 

A paramedic is dispatched to a home for an unresponsive person. The 
front door opens onto a family in chaos. Someone has taken his own 
life. On another shift, the call is a collision involving teenagers returning 
home from a football game. The paramedic arrives carrying equipment 
intended to preserve life and discovers there is no life left to preserve. 
There are still parents who have to be told. 

There are scenes that do not leave simply because the ambulance does. 

Military personnel and first responders do not share identical 
experiences, and we dishonor them if we pretend they do. Combat is 
combat. Firefighting is firefighting. Law enforcement is law 
enforcement. Emergency medicine is emergency medicine. Yet they 
share something profound: again and again, these men and women are 
asked to move toward what the rest of us instinctively move away from. 
They encounter mortality as an occupational reality. They see human 
beings at their most frightened, injured, violent, helpless, and broken. 
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They save lives, and they also encounter moments when everything they 
know, everything they have been trained to do, and everything they 
desperately attempt is not enough. 

Then they go home, eat dinner, help with homework, kiss their spouse, 
try to sleep, and return to duty. 

The remarkable question is not why some develop psychological 
wounds. The remarkable question is how anyone could repeatedly 
absorb these experiences and remain completely unchanged. 

The Wounds No One Can See 

We understand the wounds we can see. A soldier returns without a leg, 
and nobody questions whether something terrible happened. Burns tell 
their own story. Surgical scars require little explanation. A wheelchair 
immediately communicates that life has changed. 

Invisible wounds receive a different reception. 

The nightmare cannot be seen. Neither can survivor guilt, the memory 
that intrudes without invitation, the grief that has never found a place 
to go, or the nervous system that remains prepared for a danger that 
ended years ago. The person may look entirely intact while carrying 
experiences that continue to shape sleep, relationships, anger, intimacy, 
substance use, and the ability to feel safe. 

Because we cannot see these wounds, we sometimes judge them. We 
wonder why someone is so angry, why sleep has become impossible, 
why alcohol has become necessary to quiet the night, why crowds are 
intolerable, or why the person who returned from deployment seems 
so different from the person who left. Eventually the wounded person 
may begin asking the same questions. 
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Why can I not just let this go? 

That is the wrong question. The better question is: What did you have 
to become to survive what happened to you? 

And the question that will guide this book follows naturally: What will 

it take to help you come home? 

What Is Trauma? 

The word trauma has entered our everyday vocabulary so thoroughly 
that it sometimes risks losing its meaning. Not every painful experience 
is traumatic, and not every person exposed to an extraordinary event 
develops lasting psychological injury. Human beings are remarkably 
resilient. 

At the same time, trauma is more than the external event itself. An 
event happens in the world; trauma describes what can happen within 
the person when an experience overwhelms the capacity to process, 
integrate, or adapt to it. Physician and author Gabor Maté has 
emphasized this distinction by directing attention not simply toward 
what happened to a person, but toward the wound that remains within 
the person afterward. 

That distinction matters because two people can experience similar 
events and emerge differently. Biology matters. Developmental history 
matters. Previous trauma matters. Training, relationships, meaning, 
faith, community, and what happens after the event all matter. 
Repeated exposure matters. So does having to return to the same 
dangerous environment before the mind and body have had any 
meaningful opportunity to process what has already occurred. 
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Trauma therefore cannot be understood simply by cataloguing terrible 
events. We have to understand what those events do inside the person. 
For military personnel and first responders, that means recognizing 
that many behaviors that later create suffering began as intelligent 
adaptations to environments in which survival demanded them. The 
clinical challenge begins when those adaptations remain active long 
after the environment has changed. 

When Adaptation Becomes a Disorder 

Modern psychiatry gives names to patterns of psychological suffering: 
Posttraumatic Stress Disorder, Major Depressive Disorder, Generalized 
Anxiety Disorder, Panic Disorder, Substance Use Disorder, and others. 
These diagnostic categories have legitimate purposes. They create a 
common professional language, facilitate research, help clinicians 
communicate, and allow healthcare systems to authorize and reimburse 
treatment. 

We need them. But we should remain humble about what they tell us. 

A diagnosis describes a pattern. It does not tell us the whole story of 
the person carrying it. When we move too quickly from human 
experience to diagnostic category, we risk transforming understandable 
responses to extraordinary circumstances into evidence that something 
is fundamentally wrong with the person. 

éƆŦǝŦḧƋǤḧļḧǚǝƾżƾǸƳŠḧŠƋżżŦǝŦƳŚŦḧřŦǯȑŦŦƳḧǤļȗƋƳŽḱḧẁďƾǸḧļǝŦḧŠƋǤƾǝŠŦǝŦŠḱẂḧ
ļƳŠḧǤļȗƋƳŽḱḧẁďƾǸǝḧưƋƳŠḧļƳŠḧřƾŠȗḧļŠļǚǯŦŠḧǯƾḧŚƋǝŚǸưǤǯļƳŚŦǤḧƳƾḧƆǸưļƳḧ
being should have had to endure, and some of those adaptations are 
ƳƾȑḧŚļǸǤƋƳŽḧǯǝŦưŦƳŠƾǸǤḧǤǸżżŦǝƋƳŽḰẂ 
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Both statements may lead to treatment. Only one begins with 
compassion. 

Throughout this book we will use conventional diagnostic terminology 
because it remains important clinically and scientifically. But we will 
never confuse the diagnosis with the human being. 

The diagnosis is a map. It is not the territory. And it is certainly not the 

person. 

This Book Is for You 

If you have worn the uniform and some part of you never completely 
came home, this book is for you. If you carry memories you cannot 
explain to the people you love, if your body still reacts to dangers your 
mind knows are no longer present, or if the skills that once helped you 
survive now interfere with the life you fought so hard to return to, this 
book is for you. 

If you are a firefighter, police officer, paramedic, or other first 
responder who has spent years moving toward danger and absorbing 
the worst moments of other people's lives, this book is for you as well. 

It is also for the people who love you. Spouses, partners, children, 
parents, friends, pastors, chaplains, and colleagues often know 
something has changed without fully understanding what happened. 
One purpose of this book is to help them see more clearly, not so that 
destructive behavior is excused, but so that suffering can be understood 
in its proper context. 

And this book is for those of us privileged to sit in the therapist's chair. 
We can know diagnostic criteria, understand trauma science, and spend 
decades studying human behavior without ever knowing what it was 
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like to live the experiences described in these pages. Knowing the 
diagnostic criteria for Posttraumatic Stress Disorder does not mean we 
know what it was like to be in that firefight or to live for months 

wondering when the next attack would come. 

Clinical expertise should deepen our humility, not diminish it. 

This book begins with a simple conviction: before we ask what is wrong 
with someone, we should understand what happened to them and what 
they had to become in order to survive it. 

Our task in the chapters ahead is larger than identifying symptoms. We 
will examine what prolonged exposure to danger, death, helplessness, 
loss, moral conflict, and human suffering can do to the brain, nervous 
system, body, relationships, identity, and human spirit. We will look 
closely at Posttraumatic Stress Disorder, depression, anxiety, and 
addiction, but always within the larger story of the person who carries 
them. 

Then we will turn toward healing. 

We will examine treatments that help manage symptoms and 
approaches that may offer the possibility of deeper transformation. 
Both matter. A coping skill that gets someone through tonight matters. 
A medication that reduces overwhelming symptoms can matter. A 
therapy that helps someone sleep, function, reconnect with family, or 
remain alive matters enormously. But we will also ask whether healing 
can reach deeper. Can the nervous system learn safety again? Can 
traumatic memories become integrated rather than continually relived? 
Can shame give way to understanding? Can damaged relationships be 
rebuilt? Can a person rediscover meaning, purpose, faith, connection, 
and an identity larger than what happened to them? 
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We will explore established treatments and emerging ones, including 
trauma-focused psychotherapies, Internal Family Systems, polyvagal-
informed treatment, HeartMath® and neurocardiology, spiritually 
integrated care, and the four pillars of the NeuroFaith® model. We will 
examine psychiatric medication with respect for its legitimate and 
sometimes lifesaving role while insisting upon informed consent and 
shared decision-making. We will also explore developing treatments 
including transcranial magnetic stimulation, ketamine-based 
approaches, neuromodulation, and psychedelic-assisted therapies, 
carefully distinguishing scientific evidence from enthusiasm and hype. 

We will talk about finding the right therapist, not simply finding a 
therapist, because the relationship between healer and wounded person 
matters. We will also look honestly at the Department of Veterans 
Affairs, recognizing the extraordinary work accomplished within that 
system while asking where large systems can become too dependent 
upon protocols and insufficiently attentive to the individual veteran 
sitting in front of them. 

Most importantly, we are going to talk about restoration. 

Healing does not mean forgetting what happened. It does not mean 
pretending that war was not war, that the friend did not die, that the 
fire never happened, or that the terrible call was never answered. It does 
not require returning to the exact person you were before these 
experiences, because that person may no longer exist. 

Healing means that what happened no longer has to own the rest of 
your life. The memories may remain, but they do not have to remain in 
command. The losses remain part of your story, but they do not have 
to become the entire story. There can be connection beyond isolation, 
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meaning beyond trauma, purpose beyond the mission, and a life beyond 
survival. 

You carried the mission. You carried your people. You carried the 
wounded. You carried the dead. 

You have carried some of it long enough. 

This book is about learning how to carry it differently, and ultimately, 

how to come home. 
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The Labels that Define 
Us 

 
 

 
 

Before we examine post-traumatic stress disorder, major 
depression, anxiety, substance use disorders, and the other 
diagnoses frequently assigned to military personnel and first 

responders, you need to understand where these labels came from, 
what they can legitimately tell you, and what they cannot. 

The suffering described by these diagnoses is real. If you cannot sleep 
because your mind remains on patrol, you are not imagining your 
distress. If you repeatedly see the face of a child you could not save, you 
are not merely having a bad week. If you have become emotionally 
numb, angry, withdrawn, or profoundly depressed, you are not weak. 
You may be experiencing serious psychological, relational, physical, and 
spiritual consequences of trauma. 

B 
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But the reality of your suffering does not automatically establish the 
scientific precision of every diagnostic label used to describe it. 

A diagnosis is not who you are. It is not your identity, your character, 
your destiny, or your complete story. At its best, a diagnosis is a 
working description: a structured attempt to organize a collection of 
symptoms, communicate with other professionals, guide treatment 
planning, support research, and establish eligibility for insurance 
reimbursement, disability benefits, or other services. At its worst, it can 
reduce you to a billing code, become a justification for reflexive 
medication, or gradually consume your identity. 

The distinction matters. There is an enormous difference between 
řŦƋƳŽḧǯƾƧŠḱḧẁďƾǸḧļǝŦḧŦȖǚŦǝƋŦƳŚƋƳŽḧǤȗưǚǯƾưǤḧŚƾƳǤƋǤǯŦƳǯḧȑƋǯƆḧǚƾǤǯ-
ǯǝļǸưļǯƋŚḧǤǯǝŦǤǤḧŠƋǤƾǝŠŦǝḱẂḧļƳŠḧřŦƋƳŽḧǯƾƧŠḱḧẁďƾǸḧļǝŦḧÕéßAḰẂḧéƆŦḧżƋǝǤǯḧ
statement describes a pattern of suffering. The second allows that 
pattern to define you. 

What Is the DSM? 

The Diagnostic and Statistical Manual of Mental Disorders, commonly 
called the DSM, is published by the American Psychiatric Association. 
It provides standardized names, definitions, and diagnostic criteria for 
mental disorders. Clinicians use it to communicate with one another, 
researchers use it to define study populations, insurance companies use 
it to determine medical necessity and reimbursement, government 
agencies use it in disability determinations, and pharmaceutical 
companies rely upon its diagnostic categories when studying and 
marketing medications (American Psychiatric Association, 2022; 
Hansen, 2022). 
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The current version is the DSM-5-TR, the text revision published in 
ᵸᵶᵸᵸḰḧ éƆŦḧ Aß¬ḧ ƋǤḧ ǝŦƧļǯŦŠḧ ǯƾḧ ǯƆŦḧ ĉƾǝƧŠḧ fŦļƧǯƆḧ ¹ǝŽļƳƋȡļǯƋƾƳẄǤḧ
International Classification of Diseases, or ICD, although the ICD 
covers the full range of medical conditions and is used more broadly 
throughout the world (American Psychiatric Association, 2022; 
Hansen, 2022). 

The DSM did not begin as a discovery of natural diseases in the same 
way that physicians discovered tuberculosis, diabetes, or cancer. Its 
distant ancestors were administrative systems created to count and 
classify people. The 1840 United States census included a category for 
ẁƋƳǤļƳŦḧ ļƳŠḧ ƋŠƋƾǯƋŚḰẂḧ :ȗḧ ᵷᵾᵾᵶḱḧ ǯƆŦḧ ŚŦƳǤǸǤḧ ǝŦŚƾŽƳƋȡŦŠḧ ǤŦȐŦǝļƧḧ
classifications, including mania, melancholia, dementia, and epilepsy. In 
1917, an early statistical manual was developed to standardize 
information collected from mental hospitals (American Psychiatric 
Association, n.d.; Hansen, 2022). 

World War II changed the landscape. Military psychiatrists 
encountered thousands of service members whose difficulties could not 
be adequately captured by classifications designed primarily for 
institutionalized patients. The United States Army and Veterans 
Administration developed broader systems that included acute 
reactions to combat and other forms of psychological disturbance. 
éƆŦǤŦḧǤȗǤǯŦưǤḧƋƳżƧǸŦƳŚŦŠḧǯƆŦḧĉƾǝƧŠḧfŦļƧǯƆḧ¹ǝŽļƳƋȡļǯƋƾƳẄǤḧk;A-6 and, 
ultimately, the first DSM, published in 1952 (American Psychiatric 
Association, n.d.; Kawa & Giordano, 2012). 

DSM-I was influenced by psychodynamic and psychobiological 
thinking. It frequently used the term reaction, reflecting the view that 
psychological symptoms could represent your reaction to biological, 
psychological, and social circumstances. DSM-II, published in 1968, 
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retained much of this general orientation, although it removed the term 
reaction from many diagnoses (American Psychiatric Association, n.d.; 
Kawa & Giordano, 2012). 

Then came the revolution. 

DSM-III and the Transformation of Distress into Disorder 

By the 1970s, American psychiatry faced a credibility problem. 
Clinicians often disagreed about diagnoses, American and European 
psychiatrists sometimes assigned different diagnoses to similar 
patients, and studies raised troubling questions about the reliability of 
psychiatric classification. If two competent clinicians could interview 
you and arrive at very different conclusions, the profession lacked a 
dependable common language (Kawa & Giordano, 2012; Kutchins & 
Kirk, 1997). 

The DSM-III task force, led by psychiatrist Robert Spitzer, attempted 
to solve this problem. Published in 1980, DSM-III introduced explicit 
symptom checklists, more clearly defined thresholds, and a supposedly 
theory-neutral approach. Instead of requiring clinicians to agree about 
why you were suffering, the manual sought agreement about what 
symptoms could be observed or reported (American Psychiatric 
Association, n.d.; Davies, 2017). 

This was a genuine achievement. DSM-III helped clinicians speak a more 
consistent language and improved the ability of researchers to study 
groups of people who appeared to have similar symptoms. It also helped 
establish more uniform standards for insurance reimbursement, 
disability evaluation, clinical trials, and communication across 
treatment settings (American Psychiatric Association, n.d.; Kawa & 
Giordano, 2012). 
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But consistency is not the same thing as truth. 

Two clinicians can reliably agree that you meet a checklist without 
establishing that the checklist represents a distinct biological disease. 
ØŦƧƋļřƋƧƋǯȗḧļǤƢǤḱḧẁ;ļƳḧȑŦḧļŽǝŦŦḧļřƾǸǯḧȑƆļǯḧǯƾḧŚļƧƧḧǯƆƋǤḷẂḧĈļƧƋŠƋǯȗḧļǤƢǤḧ
ǯƆŦḧ ŠŦŦǚŦǝḧ ǜǸŦǤǯƋƾƳḲḧ ẁAƾŦǤḧ ǯƆŦḧ ŚļǯŦŽƾǝȗḧ ļŚcurately represent 
ǤƾưŦǯƆƋƳŽḧǝŦļƧḱḧŠƋǤǯƋƳŚǯḱḧļƳŠḧǤŚƋŦƳǯƋżƋŚļƧƧȗḧŦǤǯļřƧƋǤƆŦŠḷẂḧAß¬-III made 
substantial progress toward reliability. The question of validity 
remained far less settled (Kutchins & Kirk, 1997). 

In his lecture, The Origins of the DSM, British social anthropologist 
and psychotherapist James Davies describes how many DSM-III 
decisions were reached through committee deliberations, professional 
consensus, and voting (Council for Evidence-Based Psychiatry, n.d.). 
Davies later supported this argument through examination of archival 
materials and interviews with DSM task-force members. Votes helped 
determine which categories would be included, what they would be 
called, and where diagnostic thresholds would be placed (Davies, 2017). 

This does not mean the committee members were incompetent or 
dishonest. Classification systems inevitably require judgment. Nor does 
it mean that every diagnosis was arbitrarily invented. It does mean, 
however, that the final categories should not be mistaken for laboratory 
discoveries handed down from an objective and infallible science. 

If you receive a psychiatric diagnosis, it will not generally rest upon a 
definitive blood test, brain scan, genetic marker, or tissue sample. 
Psychiatric diagnoses are primarily syndromes: recognizable clusters of 
symptoms that frequently occur together. Those clusters may be 
clinically meaningful and still have uncertain boundaries, overlapping 
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causes, and enormous variation from one person to another (American 
Psychiatric Association, 2022; Kutchins & Kirk, 1997). 

DSM-III also changed the cultural imagination of psychological 
suffering. Once distress was divided into increasingly specific disorders, 
those categories began to appear more concrete than they actually 
were. A descriptive classification system gradually took on the 
authority of a disease catalogue. The label was reified: an abstract 
category began to be treated as though it were a clearly bounded object 
inside you (Davies, 2017; Hansen, 2022; Kutchins & Kirk, 1997). 

 

When a Description Becomes Your Identity 

Labels do not merely describe experience. They can influence how we 
notice, organize, interpret, and express it. 

Receiving a diagnosis can bring genuine relief. At last, there is a name 
for what has been happening. The diagnosis may reduce self-blame, 
help family members understand, guide treatment, and establish 
eligibility for benefits that have been rightfully earned. 
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That is the label functioning well. 

The danger comes when a useful description becomes an identity. I have 
PTSD quietly becomes I am broken. A diagnosis that initially helps 
explain suffering can gradually begin to dictate what you believe about 
yourself and your future. 

The answer is not to reject the diagnosis, but to put it in its proper 
place. 

You are not PTSD, depression, or alcohol use disorder. You are a human 
being with a history, relationships, values, wounds, strengths, courage, 
and the capacity for restoration. A diagnosis may describe part of what 
has happened to you. It does not define the totality of who you are. 

In the next chapter, we will look more closely at PTSD, what it means, 
what it captures, and what it may leave out. For now, remember this: 

The Cultural Power of Diagnostic Labels 

Ethan Watters explored this problem in his 2010 book, Crazy Like Us: 
The Globalization of the American Psyche. Watters argued that the 
United States has exported not only its medications and treatment 
models but also its culturally shaped ways of understanding and 
expressing psychological suffering (Watters, 2010). 

His argument is not that people in other cultures do not suffer. They 
clearly do. His concern is that cultures provide different languages, 
meanings, symptoms, and rituals through which suffering is 
experienced and communicated. When one culture exports its 
diagnostic categories as universal truths, it may unintentionally replace 
local understandings with its own. 
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Watters examined four major examples. In Hong Kong, he described 
changes in the presentation and public understanding of anorexia 
nervosa after Western explanations of the disorder became widely 
circulated. In Sri Lanka, he examined the arrival of Western trauma 
specialists after the 2004 tsunami and questioned whether importing an 
American model of PTSD always matched what survivors and 
communities most needed. In Zanzibar, he considered the role of family 
and culture in the course of schizophrenia. In Japan, he described the 
commercial expansion of depression awareness alongside the marketing 
of antidepressant medication (Watters, 2010). 

The lesson is not that anorexia, schizophrenia, depression, or post-
traumatic suffering are imaginary. The lesson is that you do not 
experience distress outside your culture. The diagnostic language 
offered to you can influence which symptoms you notice, how you 
explain those symptoms, what help you seek, and what you come to 
expect from your future (Watters, 2010). 

A diagnostic system can therefore do more than recognize a pattern in 
your suffering. It can help create the social pathway through which you 
live that pattern. 

Diagnosis, Medication, and the Market 

The DSM does not prescribe medications, and it would be unfair to 
blame the manual for every excess of the pharmaceutical industry. 
Medication can reduce your suffering, stabilize dangerous symptoms, 
restore sleep, lower debilitating anxiety, and save your life. For some 
people, it is an essential part of responsible care. 

Nevertheless, you deserve to understand the relationship between 
diagnosis and medication. 
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Once a form of distress is established as a discrete disorder, it becomes 
easier to build an industry around it. Researchers can study a 
medication for that category. Regulatory agencies can approve it for 
that indication. Pharmaceutical companies can market it to clinicians 
and, in the United States, directly to you as a consumer. Insurers can 
reimburse treatment according to the diagnostic code. Continuing-
education programs can teach practitioners how to recognize it. 
Awareness campaigns can encourage you to ask whether you have it 
(Kutchins & Kirk, 1997; Watters, 2010). 

This can bring previously neglected suffering into the light. It can also 
widen diagnostic boundaries, medicalize ordinary but painful human 
experiences, and encourage you to believe that every troubling emotion 
represents a disorder requiring a pharmaceutical answer (Hansen, 2022; 
Kutchins & Kirk, 1997). 

The problem is not medication itself. The problem is reductionism: the 
assumption that because your suffering has been given a medical-
sounding name, it has therefore been proven to be a discrete brain 
disease best treated primarily through medication. 

Trauma is rarely so simple. You may be contending with conditioned 
fear, autonomic dysregulation, disrupted sleep, chronic pain, traumatic 
grief, shame, moral injury, addiction, damaged relationships, spiritual 
disorientation, and loss of community. Medication may help with part 
of that picture. It cannot, by itself, restore your identity, repair trust, 
resolve grief, rebuild relationships, recover purpose, or answer the 
ǜǸŦǤǯƋƾƳḱḧẁĉƆƾḧļưḧkḧƳƾȑḷẂ 

Friend or Foe? 

Is the DSM your friend or your foe? 
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It can be either, depending on how it is used. 

It is your friend when it gives language to your suffering, improves 
communication, guides thoughtful assessment, supports research, 
opens access to treatment, and helps you understand that your 
reactions are recognizable and treatable. 

It becomes your foe when it is treated as infallible, when a symptom 
checklist replaces curiosity about who you are, when culturally shaped 
categories are presented to you as timeless biological facts, when 
diagnosis is driven by reimbursement or marketing, when medication 
replaces comprehensive treatment, or when the label becomes your 
identity. 

éƆŦḧAß¬ḧǤƆƾǸƧŠḧǝŦưļƋƳḧļḧǯƾƾƧḧƋƳḧǯƆŦḧŚƧƋƳƋŚƋļƳẄǤḧƆļƳŠḰḧkǯḧǤƆƾǸƧŠḧƳŦȐŦǝḧ
become a stamp placed upon your soul. 

As we examine PTSD, depression, anxiety, addiction, and related 
diagnoses in this chapter, we will use these categories carefully. We will 
neither dismiss them nor worship them. We will ask what each 
diagnosis helps you see, what it may cause you to overlook, and how it 
can be used without allowing it to define you. 

You should not be expected to fit the mental health industry. The 
mental health professions should be working to see you more truthfully 
and completely. Good science should serve you. You should never be 
forced to serve the label. 

Most importantly, no diagnosis gets the final word. 

The label may describe your wound. It does not define the warrior. 
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Post-Traumatic Stress 
When the War Comes Home 

 
 

 
 

The Wound Before It Had a Name 

ost-traumatic stress disorder is a relatively new name for a very 
old wound. Warriors have been carrying war home for as long 
as human beings have gone off to fight. What changed over 

time was not the reality of the suffering, but the language used to 
describe it. 

During the Civil War, physicians used terms such as ǤƾƧŠƋŦǝẄǤḧƆŦļǝǯ to 
describe men who returned with pounding hearts, difficulty breathing, 
exhaustion, anxiety, and an inability to settle. During World War I, it 
became shell shock. Some soldiers trembled, became mute, experienced 
paralysis, suffered nightmares, or appeared emotionally absent. 
Physicians initially wondered whether exploding artillery shells had 
physically damaged their brains. When similar symptoms appeared in 

P 
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soldiers who had not been close to an explosion, it became clear that 
something more complicated was happening (Crocq & Crocq, 2000). 

By World War II, the language had changed again. We began hearing 
terms such as battle fatigue 
and combat exhaustion. The 
most memorable image from 
that era may be the vacant 
gaze commonly called the 
thousand-yard stare. The 
famous 1944 painting by war 
correspondent Tom Lea was 
actually titled That 2,000 
Yard Stare. It portrays a 
Marine who is still physically 

present but appears to be looking through the world rather than at it. 
No diagnostic manual was needed to tell us that this man had seen and 
carried more than any human being should be expected to carry 
(National WWII Museum, 2016). 

Following Vietnam, veterans and clinicians pushed for clearer 
recognition of the lasting psychological effects of combat. In 1980, post-
traumatic stress disorder formally entered the DSM-III. Today, the 
DSM-5-TR describes PTSD through recognizable groups of symptoms 
involving intrusive memories, avoidance, negative changes in thoughts 
and emotions, and a nervous system that remains prepared for danger 
(American Psychiatric Association, 2022). 

Across the years, the language moved from ǤƾƧŠƋŦǝẄǤḧƆŦļǝǯ to shell 
shock, from battle fatigue to PTSD. The names changed. The wounds 
remained. 
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That brief history raises an interesting question. Were warriors in 
earlier wars suffering differently, or did they simply have different ways 
of understanding and expressing the same basic human wound? The 
answer is probably a little of both. Warfare has changed. Culture has 
changed. Medicine has changed what it looks for. But fear, grief, guilt, 
ƆƾǝǝƾǝḱḧƆŦƧǚƧŦǤǤƳŦǤǤḱḧļƳŠḧȗƾǸǝḧřƾŠȗẄǤḧƋƳǤǯƋƳŚǯḧǯƾḧǤǸǝȐƋȐŦḧļǝŦḧƳƾǯḧưƾŠŦǝƳḧ
inventions. 

When a Useful Label Becomes an Identity 

We use the term PTSD because it gives us a common language. It can 
help you and your family understand a complicated collection of 
symptoms. It can guide treatment, support research, and open doors to 
care and benefits you have rightfully earned. 

The diagnosis has real value. 

But it is still a label. 

Well-meaning systems use labels because systems need categories. 
Well-meaning professionals use them because they were trained to 
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diagnose, communicate, and develop treatment plans. Most are trying 
to help. We are not interested in disparaging them or questioning their 
motives. 

However, even well-meaning professionals can forget what a label may 
do to you. 

ďƾǸḧưļȗḧŽǝļŠǸļƧƧȗḧřŦŚƾưŦḧẁǯƆŦḧÕéßAḧǚļǯƋŦƳǯḰẂḧkżḧȗƾǸḧļǝŦḧļḧżƋǝŦżƋŽƆǯŦǝḱḧ
ȗƾǸḧưļȗḧřŦŚƾưŦḧẁǯƆŦḧǯǝļǸưļḧŚļǤŦḰẂḧkżḧȗƾǸḧļǝŦḧļḧǚƾƧƋŚŦḧƾżżƋŚŦǝḱḧȗƾǸḧưļȗḧ
řŦŚƾưŦḧ ẁǯƆŦḧ ƾƳŦḧ ȑƋǯƆḧ ļƳŽŦǝḧ ǚǝƾřƧŦưǤḰẂḧ ḧ ŠŦǤŚǝƋǚǯƋƾƳḧ ƾżḧ ŚŦǝǯļƋƳḧ
symptoms quietly becomes a description of your entire humanity. 

That is where we need to slow down. 

Your diagnosis may tell us something important about what happened 
to you and how your mind and body responded. It cannot tell us 
everything about who you are. It cannot measure your courage, loyalty, 
humor, faith, love, sacrifice, relationships, or capacity to heal. It may 
identify a wound, but it cannot capture the person carrying it. 

In fact, much of what we call PTSD is normal human shit. 

That may not be the language used in most clinical textbooks, but 
perhaps it should be said more plainly. If you have watched people die, 
feared for your life, carried broken bodies, entered burning buildings, 
responded to horrific accidents, or made decisions that no human being 
should ever have to make, your mind and body may respond. 

Of course they may respond. 

You may remember what you desperately want to forget. You may scan 
a room because scanning once helped keep you alive. You may awaken 
at the slightest sound because deep sleep once felt dangerous. You may 
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avoid certain places because they awaken something inside you that you 
are not ready to face. You may shut down emotionally because feeling 
everything at once would be unbearable. 

Those responses did not emerge because you were weak. They emerged 
because your mind and body were attempting to protect you. 

The problem is that your survival system may remain on duty after the 
danger has passed. The war ends, the fire is extinguished, the shift is 
overṕbut some part of you does not receive the message. That is when 
understandable survival responses can begin disrupting your sleep, 
relationships, work, health, and ability to feel at home in your own life. 

Calling this a disorder can be useful, but it can also be misleading. It can 
make it sound as though your mind simply malfunctioned. Often, it did 
something much more understandable: It adapted to a world of danger 
and then had difficulty returning to a world that expected it to feel safe 
again. 

One of usṕJeffṕhas the modest advantage of being old as dirt. Age 
does not guarantee wisdom. Sometimes it merely guarantees an 
expanding assortment of reading glasses and the occasional surprise 
that your physician looks young enough to be selling candy for a school 
fundraiser. But age does offer perspective. After enough years in this 
profession, you begin to notice that diagnostic language changes while 
human suffering remains remarkably human. 

We are therefore going to use the diagnosis of PTSD in this book, but 
we will hold it lightly. We will look at what the DSM-5-TR says, break 
down the symptoms, and help you recognize how they may appear in 
your life. But we will never grant the diagnosis the authority to define 
you. 
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You may have PTSD. You are not PTSD. 

The label may help us understand your wound. It does not define the 
warrior, the first responder, or the human being carrying it. 

What PTSD Is Today 

Now that we have briefly traced how our understanding of combat 
trauma evolved, let us look at what PTSD means today. 

The DSM-5-TR provides the formal diagnostic criteria used by mental 
health professionals. We are not going to reproduce the manual or bury 
you beneath clinical terminology. Instead, we are going to translate 
those criteria into ordinary language without watering them down. We 
want you to understand what these symptoms may actually look and 
feel like in your everyday life. 

The current diagnosis begins with exposure to death, threatened death, 
serious injury, or sexual violence. You may have experienced the event 
directly. You may have witnessed it happening to someone else. You 
may have learned that something violent or catastrophic happened to 
someone close to you. You may also have been repeatedly exposed to 
disturbing details as part of your work (American Psychiatric 
Association, 2022). 

That last form is especially relevant if you are a first responder. If you 
are a paramedic, you may have repeatedly treated dying children or 
people whose bodies were terribly damaged. If you are a firefighter, you 
may have recovered bodies from homes or vehicles. If you are a police 
officer, you may have encountered violence, abuse, suicide, and human 
cruelty again and again. If you served as a military medic, corpsman, 
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mortuary specialist, or in another high-exposure role, you may have 
worked repeatedly with severe injuries or human remains. 

PTSD does not always begin with one dramatic event. Sometimes your 
nervous system is worn down call by call, deployment by deployment, 
or body by body. 

Exposure alone does not mean that you have PTSD. Many people 
experience traumatic events without developing the full disorder. PTSD 
is diagnosed when that exposure is followed by a particular pattern of 
symptoms that persists, causes significant distress, or begins interfering 
with your life. 

The Memory Will Not Stay in the Past 

The first major group of symptoms involves intrusion. Something from 
the past continues forcing its way into your present. 

You may experience unwanted memories, nightmares, or moments 
when you feel as though the event is happening again. Sometimes this 
takes the form of a vivid flashback. At other times, it may be less 
dramatic: a sudden image, a familiar smell, a sound, or a physical 
sensation that pulls you back toward the event. 

A helicopter overhead may return you to a deployment. Fireworks may 
awaken your body before you have time to remind yourself that you are 
home. The smell of diesel fuel, burning rubber, smoke, or blood may 
bring back a scene you have worked hard to bury. A particular ringtone 
may remind you of the call that changed everything. If you are a 
paramedic or firefighter, the sound of a child crying may return you to 
one child you could not save. 
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Your body may react before your thinking mind has identified the 
connection. You may begin sweating or shaking. Your heart may race. 
You may feel nauseated, short of breath, or flooded with adrenaline. 
You may suddenly become intensely alert without immediately 
understanding why. 

Traumatic memory is not always experienced as an ordinary story from 
your past. It can arrive with the emotional and physical force of 
something happening now. 

éƆļǯḧƋǤḧƾƳŦḧǝŦļǤƾƳḧǚŦƾǚƧŦḧǤƾưŦǯƋưŦǤḧǤļȗḱḧẁkḧƢƳƾȑḧkḧļưḧǤļżŦḱḧřǸǯḧưȗḧ
řƾŠȗḧŠƾŦǤḧƳƾǯḧřŦƧƋŦȐŦḧƋǯḰẂ 

Staying Away From What Wakes It Up 

The second group of symptoms involves avoidance. 

When a memory is painful, it is understandable that you would try to 
stay away from whatever brings it back. You may avoid talking about 
the event or even allowing yourself to think about it. You may stay away 
from particular places, movies, reunions, roads, crowds, hospitals, news 
stories, or people connected to what happened. 

Perhaps there is a highway exit you no longer take because it leads 
toward the location of a fatal call. Perhaps you avoid fireworks because 
they wake up too much inside you. Perhaps you stopped attending 
military reunions because seeing people from your unit awakens 
memories, guilt, or grief that you do not feel prepared to carry. 

Avoidance can also occur inside you. You may stay constantly busy 
because stillness allows memories to surface. You may work excessive 
hours, drink, isolate, exercise compulsively, gamble, use pornography, 
or disappear into your phone. These behaviors may not be the original 
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problem. They may be ways of keeping unwanted memories, sensations, 
and emotions at a distance. 

Avoidance worksṕat least briefly. That is why you continue doing it. 

If you do not drive that road, you do not have to remember. If you keep 
working, you do not have to feel. If you drink enough, you may sleep 
for a few hours without dreaming. If you do not become emotionally 
close to anyone, you may not have to risk another painful loss. 

But avoidance carries a cost. Your life may become progressively 
smaller. The more time and energy you devote to avoiding the wound, 
the more authority the wound may acquire over your life. 

Trauma Changes the Story You Tell Yourself 

The third group of symptoms involves changes in your thoughts, 
emotions, and beliefs. 

You may have difficulty remembering important parts of what 
happened. This does not necessarily mean that you deliberately 
suppressed the memory. During overwhelming stress, your memories 
may have been stored in fragmented or disorganized ways. You may 
remember one image with astonishing clarity while being unable to 
reconstruct what happened immediately before or afterward. 

Trauma may also change how you see yourself, other people, and the 
world: 

I should have done more. 

It was my fault. 

I cannot trust anyone. 
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The world is not safe. 

I am weak. 

I am damaged. 

I do not deserve to be alive. 

These conclusions may feel like objective truth. Yet they may have been 
shaped by guilt, grief, shame, hindsight, and the impossible standards 
you imposed upon yourself after the event. 

You know now what you did not know then. You can see options in 
retrospect that may not have existed in the chaos of the moment. You 
may hold yourself responsible for outcomes you could not control. You 
may judge decisions made in seconds as though you had possessed 
unlimited time, perfect information, and the perspective you gained 
years later. 

You may carry persistent fear, anger, guilt, or shame. Activities that 
once mattered to you may lose their appeal. You may no longer enjoy 
hunting, riding your motorcycle, going to the gym, attending church, 
spending time with friends, or playing with your children or 
grandchildren. You may continue doing some of these things but feel as 
though you are going through the motions. 

Emotional connection may also become difficult. You may still love 
your family deeply but struggle to feel that love. You may be 
surrounded by people who care about you while feeling strangely 
separated from them. 

You may find positive emotions difficult to access. Joy, peace, 
tenderness, hope, and gratitude may feel distant, unfamiliar, or even 
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unsafe. Part of you may believe that relaxing invites danger or that 
allowing yourself to be happy somehow betrays those who did not come 
home. 

This does not necessarily mean that you have stopped caring. Emotional 
numbing may have become another form of protection. 

The Alarm System Stays On 

The fourth group of symptoms involves changes in arousal and 
reactivity. In plain language, your mind and body remain prepared for 
danger. 

You may sit where you can see the door. You may scan crowds, notice 
ŦȖƋǯǤḱḧȑļǯŚƆḧǚŦƾǚƧŦẄǤḧƆļƳŠǤḱḧŚƆŦŚƢḧƧƾŚƢǤḧǝŦǚŦļǯŦŠƧȗḱḧƾǝḧřŦŚƾưŦḧǸƳŦļǤȗḧ
when someone approaches from behind. 

If you served in combat or law enforcement, these behaviors may once 
have been entirely appropriate. Watching hands, checking rooftops, 
noticing vehicles, and identifying exits may have helped keep you and 
others alive. If you were a firefighter or paramedic, constant readiness 
may have allowed you to move instantly from an ordinary moment into 
a life-or-death emergency. 

Back home, however, remaining continuously prepared for danger 
becomes exhausting. 

You may startle easily. A dropped object, unexpected touch, slamming 
door, firework, or car backfire may produce a full-body reaction before 
your thinking brain has determined that there is no threat. You may 
feel embarrassed by the intensity of your response, but your nervous 
system is not waiting for a committee meeting. It is reacting first and 
asking questions later. 
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Your sleep may suffer. You may have difficulty falling asleep, awaken 
repeatedly, experience nightmares, or remain lightly asleep because 
some part of your nervous system refuses to stand down. You may sleep 
better in a chair or with the television on. You may need to check the 
house before going to bed. You may awaken at a small sound and 
immediately feel prepared to respond. 

Your concentration may become difficult. You may lose track of 
conversations, forget what you were doing, or struggle to read. This can 
be especially frustrating if you once prided yourself on remaining calm 
and mentally sharp under pressure. 

You may also become more irritable. Anger may emerge rapidly and 
with an intensity that surprises you and frightens the people who love 
you. Sometimes anger becomes the emotion that stands guard over 
fear, grief, guilt, helplessness, or shame. It feels stronger and safer than 
the pain underneath it. 

You may also engage in reckless or self-destructive behavior. This does 
not always mean that you consciously want to die. Danger may have 
become familiar. Ordinary life may feel emotionally flat. You may be 
trying to feel something, outrun something, punish yourself, or re-
create the intensity in which you once felt most fully alive. 

None of these reactions is random. Your alarm system learned that 
danger could appear without warning. It is now trying, sometimes 
desperately, to make sure you are never caught unprepared again. 

When Does It Become PTSD? 

To meet the current diagnostic definition, these symptoms must persist 
for more than one month. They must also cause significant distress or 
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interfere with important areas of your life, such as work, relationships, 
health, sleep, or everyday functioning. Your symptoms also cannot be 
better explained by medication, alcohol, drugs, or another medical 
condition (American Psychiatric Association, 2022). 

Your symptoms may begin almost immediately. For some of you, 
however, the full pattern may not become evident until months or even 
years later. 

You may have functioned remarkably well during deployment because 
your training, structure, purpose, and team kept everything moving. 
You may have continued answering calls because other people 
depended upon you. You did not have the time or psychological space 
to fall apart. There was always another mission, another alarm, another 
patient, or another person who needed you. 

Your symptoms may become more visible after you return home, retire, 
leave the service, or lose the intense sense of mission and belonging that 
once organized your life. When the pace finally slows down, everything 
you held at a distance may begin catching up with you. 

You may also experience dissociation. You might feel detached from 
your own body or as though you are observing your life from the 
outside. The world may seem unreal, distant, foggy, or dreamlike. You 
may drive somewhere and have little memory of the trip. You may 
participate in a conversation while feeling that you are not fully present. 

You do not need to experience every symptom to have PTSD. Your 
ŦȖǚŦǝƋŦƳŚŦḧưļȗḧƳƾǯḧƧƾƾƢḧƧƋƢŦḧļƳȗƾƳŦḧŦƧǤŦẄǤḰ 

You may struggle primarily with nightmares and hypervigilance. 
Another veteran may be consumed by guilt and emotional numbness. If 
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you are a firefighter, you may function exceptionally well at work but 
become detached at home. If you are a police officer, you may not 
experience obvious flashbacks but may be unable to sleep, trust, relax, 
or stop scanning for danger. If you are a paramedic, you may continue 
performing competently while one particular call intrudes into quiet 
moments with painful clarity. 

The diagnosis provides a general pattern. Your lived experience remains 
deeply personal. 
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A Description, Not a Definition 

In practical terms, PTSD may mean: 

¶ Your past continues intruding into your present.  

¶ You avoid what awakens the wound.  

¶ Trauma has changed some of your thoughts, emotions, and 
beliefs.  

¶ Your body remains prepared for danger.  

¶ This pattern persists and begins interfering with your life.  

These symptoms can become profoundly painful and disruptive. Calling 
them understandable does not mean they are insignificant. Calling 
them adaptations does not mean they should be ignored. It means they 
developed for a reason. 

This is the caution we want you to carry forward: The DSM describes 
a pattern of symptoms. It does not describe the totality of who you are. 

PTSD may help explain why you cannot sleep, why you scan the room, 
why certain memories will not leave you alone, or why you sometimes 
feel separated from people you love. It cannot tell us who you are. It 
cannot measure your character, faith, courage, loyalty, humor, love, or 
future. 

Use the diagnosis to understand what may be happening inside you. Use 
it to find effective help. Use it to give language to experiences that may 
have been confusing or frightening. 

But do not hand it your identity. 
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You have lived through something that changed you. Some of your 
reactions may be the normal responses of a human mind and body 
exposed to profoundly abnormal circumstances. Those responses may 
now require attention, care, and healing. 

The wound is real. 

But the wound is not all that you are. 

References 
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When the Battle Moves 
Inside 

Depression and Anxiety After Trauma 
 

 

 

ou can be exhausted and still unable to rest. You can feel 
emotionally dead while some part of you remains intensely 
alert. You may have little energy to get off the couch, yet 
you still check the locks three times before bed. You may 
avoid people because conversation feels like work, but once 

you are alone, your mind refuses to shut up. Your body feels heavy. Your 
thoughts keep moving. You are worn out and wound up at the same 
time. 

If that sounds contradictory, it is not. It is one of the ways trauma can 
express itself through depression and anxiety. 

Y 
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You may have returned from combat, left the firehouse, retired from 
law enforcement, or finished a long career in emergency medicine. The 
immediate danger may be over, but your body may not have received 
the memo. Part of you remains prepared for the next call, the next 
explosion, the next threat, the next body, or the next moment when 
everything goes terribly wrong. 

At other times, the opposite happens. Instead of remaining on high 
alert, your system seems to run out of fuel. You lose interest in people 
and activities that once mattered. You stop answering the phone. You 
withdraw from your family. You sleep too much or barely sleep at all. 
The disciplined, competent person you once knew seems to have 
disappeared beneath a fog of exhaustion, irritability, numbness, and 
hopelessness. 

We call these experiences anxiety and depression. Those names can help 
us organize what is happening, but they are descriptions, not identities. 
You may be experiencing depression. You may have an anxiety disorder. 
You are not depression, and you are not anxiety. 

As we discussed in the previous chapter, depression and anxiety often 
occur alongside PTSD, but they can also develop independently. You 
can experience depression without having PTSD. You can develop an 
anxiety disorder without having survived combat or another clearly 
defined traumatic event. You can also experience all three together. 
Human suffering does not always respect the boundaries drawn in a 
diagnostic manual. 

Our purpose here is not to repeat what we have already said about 
PTSD. This chapter belongs to depression and anxiety: what they are, 
how they may develop after trauma, how they affect your energy and 
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your body, and how they may look different in veterans and first 
responders. 

We will begin introducing a nervous-system understanding of these 
emotional states, but we are not going to bury you in neuroanatomy 
yet. In an upcoming chapter on the neuroscience of trauma, we will take 
you beneath the symptoms. We will examine what prolonged threat can 
do to your brain, autonomic nervous system, stress hormones, sleep, 
memory, attention, energy, and capacity to recognize safety. We will 
also introduce polyvagal theory as one helpful way of understanding 
alarm, mobilization, shutdown, safety, and connection. 

By the time we are finished, what is happening inside you will not seem 
nearly as mysterious. More importantly, it will not look like weakness 
or personal failure. It will begin to make sense. 

Old Wounds With New Names 

Depression and anxiety did not arrive with the DSM, antidepressants, 
social media, or the evening news. Human beings have wrestled with 
fear and despair for as long as we have been capable of reflecting upon 
our lives. 

Ancient Greek physicians used the word melancholia to describe states 
involving persistent sadness, fear, withdrawal, and changes in thought 
and behavior. The word came from the Greek terms for "black bile," 
because physicians such as Hippocrates believed melancholia resulted 
from an imbalance in bodily fluids. Their biology was wrong, but their 
basic observation was important: profound despair affected the mind 
and body together. 



Hansen, Griffitts, Bitondo, Peterson & Bowser 

50 

Over the centuries, melancholia was understood in medical, 
philosophical, moral, and religious ways. By the nineteenth century, the 
word depression increasingly entered medical language and eventually 
replaced melancholia as the more common term. With the development 
of modern psychiatry, depression became divided into increasingly 
specific diagnostic categories (Telles-Correia et al., 2015). 

 

Anxiety has an equally interesting history. Ancient Greek and Roman 
thinkers recognized a difference between fear in response to an 
immediate danger and a more persistent state of apprehension. The 
Romans used words such as anxietas and angor to describe ongoing 
uneasiness, constriction, and dread. Cicero wrote about anxiety as a 
continuing state of distress, while Seneca described the very human 
tendency to suffer in advance by imagining what might go wrong. 

The Stoics and Epicureans developed practices intended to quiet 
unnecessary fear. They encouraged people to examine frightening 
thoughts, distinguish what could be controlled from what could not, 
tolerate uncertainty, and return their attention to the present. Some of 
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their methods sound remarkably similar to modern cognitive and 
acceptance-based therapies, although the ancients managed to practice 
them without treatment plans, diagnostic codes, or prior authorization. 

During the centuries that followed, anxiety was variously interpreted 
as a medical condition, a spiritual struggle, a weakness of character, or 
an aspect of melancholia. In the nineteenth century, physicians began 
describing conditions such as neurasthenia, a broad diagnosis involving 
exhaustion, irritability, headaches, worry, and physical tension. 
Sigmund Freud later separated what he called anxiety neurosis from 
neurasthenia and attempted to describe anxiety as a distinct clinical 
problem. 

Modern diagnostic systems continued dividing anxiety into more 
specific patterns, including generalized anxiety, panic, phobias, and 
social anxiety. The names changed, the theories changed, and the 
categories multiplied. The essential human experience remained 
recognizable: your mind anticipates danger, your body prepares to 
respond, and the alarm continues even when no immediate threat is 
visible (Crocq, 2015). 
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The history matters because it reminds us that depression and anxiety 
are not modern inventions. Our current diagnostic categories are 
modern, but fear, dread, exhaustion, despair, and loss of hope are 
ancient human experiences. 

Depression: When Life Begins to Go Dim 

Depression is sometimes mistaken for ordinary sadness, but the two are 
not the same. Sadness is a natural response to loss, disappointment, and 
pain. It can be deep and still remain connected to something specific. 
Depression is often broader. It can drain the color from your entire life. 

You may not necessarily feel sad. You may feel nothing. 

You may wake up exhausted before the day has begun. Things that once 
gave you satisfaction no longer register. You may stop riding, 
exercising, fishing, attending church, seeing friends, working around 
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the house, or spending time with the people you love. You know these 
things used to matter, but you cannot make yourself care. 

For veterans and first responders, depression does not always look like 
crying or openly expressing despair. It may look like irritability, 
isolation, cynicism, anger, reckless behavior, drinking, working 
constantly, or refusing to ask for help. It may appear in the sentence, 
"I'm fine," spoken through clenched teeth by someone who has not felt 
fine in years. 

You may still perform well. You may continue paying the bills, helping 
everyone else, and doing what needs to be done. Competence can 
conceal enormous suffering. Some of the most depressed people remain 
remarkably functional until the energy required to maintain that 
appearance finally runs out. 

Depression following trauma can have many roots. You may be grieving 
people you could not save. You may be carrying guilt about a decision 
made in seconds under impossible conditions. You may have lost your 
military unit, department, team, mission, physical abilities, career, 
marriage, or sense of purpose. You may have returned to a civilian world 
that seems preoccupied with matters that feel trivial compared with 
what you have seen. 

Sometimes the injury is not only what happened to you. It is what 
happened to your understanding of yourself, other people, and the 
world. 

You may once have believed that courage would be rewarded, 
leadership could be trusted, innocent people would be protected, or 
good people would generally do the right thing. Combat, betrayal, 
traumatic loss, and moral injury can fracture those assumptions. When 
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the story that organized your life collapses, depression can enter 
through the opening. 

How the DSM-5-TR Describes Major Depression 

The DSM-5-TR uses the diagnosis major depressive disorder when a 
particular group of symptoms occurs together, usually for at least two 
weeks, and causes meaningful distress or interferes with your ability to 
function. At least one of the central symptoms must involve a 
persistently depressed or irritable mood, or a significant loss of interest 
and pleasure (American Psychiatric Association, 2022). 

¶ In everyday language, clinicians look for some combination of 
the following: 

¶ You feel sad, empty, hopeless, emotionally flat, or unusually 
irritable.  

¶ You lose interest or pleasure in activities, relationships, work, 
sex, recreation, or other parts of life that once mattered.  

¶ Your appetite or weight changes noticeably.  
¶ You sleep too little, awaken repeatedly or far too early, or sleep 

much more than usual.  
¶ Your movements and speech become visibly slowed, or you feel 

restless and unable to settle.  
¶ You experience persistent fatigue or loss of energy.  
¶ You carry excessive guilt, shame, worthlessness, or the belief 

that other people would be better off without you.  
¶ You have difficulty concentrating, remembering, organizing, or 

making decisions.  
¶ You think repeatedly about death, wish you would not wake up, 

consider suicide, or make plans to end your life. 
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The DSM generally requires at least five symptoms, but human 
suffering does not suddenly become real when symptom number five 
walks through the door. You can have four symptoms and be suffering 
profoundly. You can meet the official threshold and still function 
outwardly. 

Similar symptoms can also arise from grief, chronic pain, sleep 
deprivation, medication effects, alcohol or drug use, hormonal 
disturbance, neurological illness, or another medical condition. This is 
why a thoughtful evaluation should involve more than counting 
symptoms. 

A word about suicide. If you are thinking about suicide, making a 
plan, or beginning to believe that your family would be better off 
without you, please tell someone directly. Do not soften it, joke 
about it, or wait for someone to guess. Call someone you trust, 
contact your clinician, call the Veterans Crisis Line by dialing 988 
and pressing 1, or go to the nearest emergency department. 
Strength is not remaining silent while your mind is trying to kill 
you. Strength is bringing someone else into the fight. 

Anxiety: When the Alarm Will Not Stand Down 

Anxiety begins with something necessary. You need an alarm system. 

When danger approaches, your attention narrows, your heart rate changes, 
your muscles prepare for action, and your senses search the environment for 
threat. In combat, law enforcement, firefighting, and emergency medicine, 
that rapid mobilization can keep you and the people around you alive. 

The problem begins when the alarm continues sounding after its job is 
finished. 
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You may be driving on an ordinary road, yet every object on the shoulder 
captures your attention. You may sit facing the door in a restaurant without 
consciously deciding to do so. You may be watching television when fireworks, 
a helicopter, a particular smell, or a sudden knock at the door sends a jolt 
through your body. You may understand intellectually that you are safe while 
your physiology votes otherwise. 

Anxiety can also become disconnected from any obvious source. Instead of 
worrying about a specific event, you begin worrying about everything: your 
health, finances, family, job, future, or the possibility that something terrible 
is about to happen. You cannot always identify the danger, but you feel 
certain that it is out there somewhere. 

This is more than careful planning. It is a mind that has learned to stay ahead 
of danger by imagining every possible way life could go wrong. 

Your body may express anxiety through muscle tension, headaches, 
gastrointestinal problems, chest pressure, shallow breathing, trembling, 
sweating, dizziness, fatigue, restlessness, and interrupted sleep. You may 
become short-tempered because your system has no remaining margin. A 
minor inconvenience feels like one more incoming round. 

You may also begin avoiding whatever activates the alarm. Crowds, traffic, 
unfamiliar places, conflict, medical appointments, social events, driving, 
flying, loud noises, or being too far from home gradually disappear from your 
life. Avoidance brings immediate relief, which teaches your nervous system to 
avoid even more. Before long, the world becomes smaller and smaller. 

What Do We Mean by an Anxiety Disorder? 

The DSM-5-TR does not contain one single diagnosis called simply "anxiety." 
It describes several anxiety disorders, including generalized anxiety disorder, 
panic disorder, social anxiety disorder, specific phobias, and others. 

For this book, the most useful starting point is generalized anxiety disorder. 
In everyday language, this means that worry has become excessive, difficult to 
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control, present much of the time for at least six months, and disruptive to 
your life. It is generally accompanied by symptoms such as restlessness, 
fatigue, irritability, muscle tension, poor concentration, and disturbed sleep 
(American Psychiatric Association, 2022). 

Once again, the diagnostic time limits and symptom counts create 
consistency, but they do not determine whether your suffering deserves 
attention. If you have been miserable for five months and three weeks, you do 
not need to wait another week before asking for help. The nervous system 
does not own a calendar. 

When Panic Takes Over 

Panic is anxiety arriving like an ambush. 

A panic attack can produce a sudden surge of terror accompanied by a 
pounding heart, chest pressure, shortness of breath, shaking, sweating, 
dizziness, nausea, numbness, chills, or a feeling that you are losing control, 
going crazy, or about to die. The attack may peak quickly, but afterward you 
can remain exhausted and frightened by what happened. 

The first panic attack is terrifying because you may not know what it is. Many 
people reasonably believe they are having a heart attack or another medical 
emergency. New or unexplained chest pain and similar physical symptoms 
should be medically evaluated rather than automatically attributed to anxiety. 

After panic occurs, another fear may develop: fear of the next attack. You 
begin monitoring your heart, breathing, balance, or other bodily sensations. 
Places associated with the original attack may begin to feel dangerous. The 
fear of panic can eventually become more restrictive than the panic itself. 

When Depression and Anxiety Travel Together 

Depression and anxiety may look like opposites. Depression can pull you 
toward exhaustion, numbness, withdrawal, and despair. Anxiety can leave you 
restless, vigilant, tense, and unable to stand down. 
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Yet they often travel together. 

You may be too anxious to sleep and too exhausted to function. You may 
worry constantly about your family while withdrawing from them. You may 
feel emotionally numb until something activates the alarm, at which point 
your entire system erupts. You may spend the day pushing through on 
adrenaline and collapse when you arrive home. 

Anxiety consumes energy. When your mind and body remain prepared for 
danger day after day, exhaustion eventually follows. Depression then makes it 
harder to exercise, connect with other people, solve problems, or use the 
strategies that once helped you manage anxiety. Each condition begins feeding 
the other. 

Alcohol and other substances may enter the picture because they briefly quiet 
the alarm or numb the despair. Unfortunately, they eventually disrupt sleep, 
worsen mood, increase anxiety, damage relationships, and create another 
wound layered on top of the first. 

The purpose of identifying depression and anxiety is not to force you into 
separate diagnostic boxes. It is to understand the different forces operating 
inside your life so that each can be addressed. 

When Trauma Is Carried in the Body 

People often say that trauma is "stored in the body." That phrase captures 
something important, but it can also sound mysterious. 

Trauma is not stored inside you like a photograph placed in a filing cabinet. It 
is carried through learned patterns of survival. It can influence how quickly 
you detect threat, how your muscles brace, how deeply you breathe, how well 
you sleep, how your heart responds to stress, how much energy you have, how 
easily you connect with other people, and how rapidly your system moves into 
protection. 

Your body learns from repetition. 
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If you spent months or years in an environment where relaxing could get you 
or someone else killed, your body learned not to relax. If danger arrived 
without warning, your attention learned to scan constantly. If emotional 
detachment helped you continue functioning around death and suffering, 
your system learned how to numb. If resistance or escape repeatedly became 
impossible, your system may have learned to conserve energy through 
withdrawal, immobilization, or shutdown. 

These patterns can continue long after the original environment is gone. 

Anxiety often carries the energy of mobilization. Your system is preparing to 
act, even when no action is necessary. You may feel restless, tense, watchful, 
impatient, or driven. Depression often carries the opposite experience: 
diminished energy, heaviness, disconnection, slowed movement, and 
withdrawal. 

These are not rigid categories. Depression can include agitation and intense 
anxiety. Anxiety can end in exhaustion, freezing, numbness, or collapse. You 
may move between high-energy alarm and low-energy shutdown, sometimes 
within the same day. 

This does not mean depression is simply a shutdown state or anxiety is merely 
an alarm state. Both are more complicated. It does mean that your emotional 
life cannot be fully understood without considering the body and nervous 
system carrying those emotions. 

We will explain this much more fully in our upcoming chapter on the 
neuroscience of trauma. We will discuss how your brain and body detect 
danger, how traumatic experiences shape memory, how the stress-response 
system can become altered, and how prolonged survival states affect mood, 
energy, attention, sleep, relationships, and physical health. We will introduce 
polyvagal theory as one helpful lens for understanding mobilization, 
shutdown, safety, and connection. 
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It will not remain a mystery. You will be able to see that many reactions you 
have interpreted as weakness, craziness, laziness, or personal failure are 
understandable adaptations within a system that has worked extraordinarily 
hard to protect you. 

You Are Not Failing 

If you are depressed, people may tell you to get moving, think positively, show 
some gratitude, go to the gym, pray harder, or simply stop dwelling on the 
past. Some of those activities may eventually become part of healing. But 
when your system is deeply depleted, even helpful advice can sound like one 
more accusation that you are failing. 

If you are anxious, people may tell you to calm down, stop worrying, or 
recognize that nothing bad is happening. You may already know that. Your 
thinking brain may understand perfectly well that you are safe. The problem 
is that another part of your system has not yet learned the same lesson. 

You are not weak because your body adapted to danger. You are not defective 
because those adaptations continued after the danger ended. You are not 
beyond recovery because depression or anxiety has occupied your life for 
months or years. 

Your survival system learned these patterns, and learned patterns can change. 

Healing will involve more than commanding yourself to feel differently. It will 
involve helping your mind and body experience safety, energy, connection, 
meaning, and choice again. It may include careful psychotherapy, medical 
evaluation, movement, improved sleep, renewed relationships, grief work, 
attention to moral injury, spiritual restoration, and practices that help 
regulate the nervous system. 

We will get there. 

For now, begin with this understanding: depression and anxiety are not 
evidence that you have failed to handle what happened. They can emerge after 
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trauma, develop independently, or become entangled with other emotional 
and physical wounds. The diagnostic categories may be imperfect, but your 
suffering is real. 

More importantly, your future is not settled. 

The battle may have moved inside, but it is not beyond reach. Understanding 
what is happening is one of the first steps toward coming home. 
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The Neurobiology of 

Trauma 

How the Brain and Body Learn to Survive 

 

 

Your nervous system is not your enemy. It learned to protect you in places 

where protection was necessary. Healing begins when you stop treating 

your body as the problem and start helping it discover that the battle is 

no longer everywhere. 

The Body That Kept You Alive 

If you have lived through combat, entered burning buildings, worked a fatal 
ŚǝļǤƆḱḧǝŦǤǚƾƳŠŦŠḧǯƾḧŠƾưŦǤǯƋŚḧȐƋƾƧŦƳŚŦḱḧǝŦŚƾȐŦǝŦŠḧļḧŚƆƋƧŠẄǤḧřƾŠȗḱḧƾǝḧǤǯƾƾŠḧ
beside a partner who did not make it home, your nervous system has done 
exactly what it was designed to do. It noticed danger, mobilized energy, 
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narrowed attention, reduced hesitation, and helped you act. In the moment, 
those changes were not symptoms. They were survival. 

The trouble begins when the danger ends but your biology does not receive 
the message. You may be home, yet your body remains on patrol. A slammed 
door can sound like a gunshot. A crowded restaurant can feel tactically 
impossible. Sleep can seem unsafe. Silence can leave too much room for 
memory. You may become irritable, restless, numb, detached, or exhausted 
without fully understanding why. Your body is not turning against you. It is 
using a survival plan that worked before, even though that plan may now be 
costing you sleep, peace, health, or connection. 

 
The central truth of this chapter: What looks like pathology is often 

protection that has outlived the danger for which it was created 
 
 

éƆļǯḧ ŠƋǤǯƋƳŚǯƋƾƳḧ ưļǯǯŦǝǤḰḧ ßƆļưŦḧ ǤļȗǤḱḧ ẁßƾưŦǯƆƋƳŽḧ ƋǤḧ ȑǝƾƳŽḧȑƋǯƆḧ ưŦḰẂḧ
¯ŦǸǝƾřƋƾƧƾŽȗḧƾżżŦǝǤḧļḧưƾǝŦḧļŚŚǸǝļǯŦḧŦȖǚƧļƳļǯƋƾƳḲḧẁßƾưŦǯƆƋƳŽḧƆļǚǚŦƳŦŠḧǯƾḧ
ưŦḱḧļƳŠḧưȗḧřǝļƋƳḧļƳŠḧřƾŠȗḧļŠļǚǯŦŠḰẂḧéƆƋǤḧŠƾŦǤḧƳƾǯḧưƋƳƋưƋȡŦḧǤǸżżŦǝƋƳŽḧƾǝḧ
excuse destructive behavior. It gives you a place from which change becomes 
possible. You cannot understand, befriend, and retrain a body you only 
condemn. 

We Are Built in Connection 

Your brain did not develop in isolation. From birth, your nervous system 
depended upon other nervous systems. As an infant, you could not regulate 
fear, distress, hunger, temperature, and overwhelming stimulation alone. You 
borrowed calm from a caregiver through voice, facial expression, touch, 
rhythm, attention, and reliable presence. Across thousands of ordinary 
interactions, your developing brain began to learn a basic lesson: distress can 
be survived, help can be found, and calm can return (Schore, 1994, 2003). 
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Attachment researchers John Bowlby and Mary Ainsworth helped establish 
that early relationships become a blueprint for later emotional regulation and 
ŚƾƳƳŦŚǯƋƾƳḧṩ ƋƳǤȑƾǝǯƆḧŦǯḧļƧḰḱḧᵷᵿᵽᵾṪḰḧ ƧƧļƳḧßŚƆƾǝŦẄǤḧȑƾǝƢḧǯļƢŦǤḧǸǤḧŠŦŦǚŦǝḧƋƳǯƾḧ
the neurobiology of that process. Early right-brain-to-right-brain 
communication between caregiver and infant helps organize the developing 
systems responsible for emotional regulation, stress response, and 
relationship (Schore, 1994, 2003). Long before you could explain what you felt, 
your nervous system was learning what to expect from other people and from 
the world. 

You did not need perfect parenting for healthy development. You needed 
enough repeated experiences of attunement, repair, protection, and 
connection. A caregiver misread you and then returned. You became upset 
and someone helped you settle. Fear rose and then fell. Through that rhythm, 
your nervous system developed flexibility. It learned that activation could be 
temporary and that connection could help bring your body home (Ainsworth 
et al., 1978; Schore, 2003). 

From Excitement to Soothing 

Schore describes early attachment as a right-brain-to-right-brain regulatory 
ǚǝƾŚŦǤǤḰḧ:ŦżƾǝŦḧƧļƳŽǸļŽŦḧȑļǤḧļȐļƋƧļřƧŦḱḧȗƾǸḧǝŦļŠḧǯƆŦḧŚļǝŦŽƋȐŦǝẄǤḧżļŚŦḱḧŦȗŦǤḱḧ
melody of voice, touch, timing, and movement as biological communications. 
When you became joyful and energized, an attuned caregiver could join that 
positive state without overwhelming you. When you became distressed, that 
caregiver could help reduce arousal and restore organization. Attachment 
became your first classroom for learning how to move up and down in energy 
without becoming lost at either extreme (Schore, 1994, 2003). 

ĉƋǯƆƋƳḧßŚƆƾǝŦẄǤḧŠŦȐŦƧƾǚưŦƳǯļƧḧļŚŚƾǸƳǯḱḧǯƆŦḧŦļǝƧƋŦǤǯḧǚƆļǤŦḧǚƧļŚŦǤḧǤǸřǤǯļƳǯƋļƧḧ
emphasis on positively charged, dopamine-related activation: interest, 
pleasure, excitement, expectancy, and the energizing experience of being met 
by another person. As development continues, serotonin-related inhibitory 
and calming capacities become increasingly important. Put simply, the 
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developing child needs help learning both how to come alive and how to settle. 
Healthy regulation is not flatness. It is the growing ability to tolerate energy, 
joy, frustration, and distress while remaining organized and connected 
(Schore, 1994, 2003). 

Your caregiver did not have to get it right every time. Misattunement is 
inevitable; the critical experience is repair. A caregiver notices that you have 
become overwhelmed, adjusts a face or voice, slows the interaction, offers 
comfort, and reconnects. Repeated repair teaches you that relational 
ŠƋǤǝǸǚǯƋƾƳḧƋǤḧǤǸǝȐƋȐļřƧŦḧļƳŠḧŠƾŦǤḧƳƾǯḧƆļȐŦḧǯƾḧřŦŚƾưŦḧļřļƳŠƾƳưŦƳǯḰḧẁ^ƾƾŠḧ
ŦƳƾǸŽƆẂḧļǯǯǸƳŦưŦƳǯḱḧƳƾǯḧżƧļȑƧŦǤǤḧļǯǯǸƳŦưŦƳǯḱḧřǸƋƧŠǤḧǝŦǤƋƧƋŦƳŚŦḧṩßŚƆƾǝŦḱḧ
2003). 

If care was frightening, chronically absent, emotionally unavailable, chaotic, 
or unpredictable, your nervous system may have learned a different lesson: 
other people cannot be trusted, vulnerability is dangerous, needs bring 
rejection, or safety depends upon staying invisible and self-contained. These 
lessons are rarely conscious. They become embodied expectations that 
influence breathing, muscle tension, attention, sleep, relationships, and the 
speed with which you shift into defense (McLaughlin et al., 2012; Schore, 2003; 
Shields & Cicchetti, 1997). 

Without consistent help regulating your early states, high arousal may have 
remained too high and low arousal too low. Intrusive or frightening care can 
drive a child toward hyperarousal; neglect and emotional absence can pull a 
child toward hypoarousal and shutdown. Either pattern can limit flexible self-
regulation. Years later, you may still rely on urgency, intensity, withdrawal, 
substances, or compulsive behavior to do what safe connection was originally 
meant to help your nervous system learn (Schore, 1994, 2003). 

Small-t Trauma and Large-T Trauma 

Trauma is often described in two broad forms. Large-T trauma refers to 
events that clearly threaten your life, bodily integrity, or safety: combat, 
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assault, catastrophic injury, disaster, a deadly crash, a shooting, or the violent 
death of another person. Small-t trauma refers to experiences that may appear 
less dramatic when viewed individually but become damaging through 
repetition: chronic criticism, humiliation, bullying, emotional neglect, 
parental volatility, rejection, instability, or the persistent absence of comfort 
and attunement (McLaughlin et al., 2012; Schore, 2003). 

The words small and large can be misleading. There is nothing small about 
spending years in a home where you never knew who would explode, whether 
your needs mattered, or whether anyone would protect you. Developmental 
trauma is especially powerful because it occurs while your brain and nervous 
system are being organized. Your body can learn to expect danger before you 
have words for danger. You may learn to scan faces, silence your needs, stay 
invisible, become self-sufficient, or prepare for rejection because those 
responses help you survive the environment in which you are growing (Schore, 
1994, 2003). 

Small-t and large-T trauma are not competing explanations. They can 
accumulate. Early adversity may tune your nervous system toward vigilance, 
mistrust, rapid mobilization, or collapse. Later shock trauma can then land on 
a system already carrying a substantial defensive load. What happens during 
combat or emergency service is consequential in its own right, but it may also 
activate patterns your body learned much earlier. The current wound and the 
older wound can become linked. 
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The landmark Adverse Childhood Experiences study, commonly called the 
ACE Study, helps make this cumulative burden visible. Felitti and his 
colleagues examined categories of childhood adversity that included 
psychological, physical, and sexual abuse; violence in the home; and living with 
family members affected by addiction, serious mental illness, suicidality, or 
incarceration. They found a graded relationship between the number of 
adversity categories participants reported and their risks for later difficulties. 
As the number of ACE categories increased, risks for emotional distress, 
health-risk behavior, addiction, and chronic medical problems also tended to 
increase (Felitti et al., 1998). 

Among participants reporting four or more ACE categories, the researchers 
found markedly elevated risks for depression, suicide attempts, alcohol and 
drug misuse, and several other health-risk behaviors. Greater ACE exposure 
was also associated with adult medical problems, including ischemic heart 
disease, cancer, chronic lung disease, liver disease, and skeletal fractures 
(Felitti et al., 1998). Childhood adversity has likewise been associated with 
later difficulties in emotional regulation and psychiatric functioning 
(McLaughlin et al., 2012; Shields & Cicchetti, 1997). What happens early in 
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your life can therefore continue to influence your body, behavior, 
relationships, and emotional health long after childhood has ended. 

One particularly striking finding was the relationship between ACE scores and 
intravenous drug use. The percentage of participants reporting injected drug 
use rose as ACE scores increased (Felitti et al., 1998). This does not mean that 
childhood adversity automatically causes addiction. It means that substance 
use may sometimes be connected to pain and dysregulation that began long 
before the substance use itself. 

 

Figure. Intravenous drug use increased as ACE scores rose, illustrating the 
graded relationship between cumulative childhood adversity and later health-
risk behavior (Felitti et al., 1998). 
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Figure. Adult alcoholism use increased as ACE scores rose, illustrating the 
graded relationship between cumulative childhood adversity and later health-
risk behavior (Felitti et al., 1998). 

This relationship becomes easier to understand when you ask what a 
substance may be doing for your nervous system. If you grew up surrounded 
by threat, instability, neglect, or humiliation, you may have learned to live 
with chronic activation, emotional pain, emptiness, or shutdown. Alcohol or 
other drugs may later offer temporary relief, energy, numbness, sleep, 
confidence, or escape. What is eventually labeled addiction may have begun 
as an attempt to regulate a body carrying more distress than it knew how to 
manage. 

Understanding that function does not make drug use safe or remove personal 
responsibility. It helps explain why simply telling someone to stop is often 
insufficient. If a substance has become your fastest route out of terror, shame, 
agitation, or collapse, recovery must provide safer ways to regulate those 
states. The behavior must be addressed, but so must the pain the behavior has 
been managing. 
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An ACE score is not a diagnosis, a complete account of your childhood, or a 
prediction of your future. It measures exposure, not destiny. It also cannot 
fully capture the people and experiences that may have protected you. A 
trustworthy adult, a grandparent, a coach, a teacher, a chaplain, a strong unit, 
effective treatment, faith, community, or a safe relationship can provide 
experiences that support resilience and new learning. Early adversity may 
increase your vulnerability, but it does not erase your capacity to heal. 

This helps explain why you and another person can endure the same call, 
firefight, explosion, or loss and emerge differently. The difference is not 
courage or character. You did not arrive with the same history, relationships, 
biology, accumulated losses, sleep, support, or prior burden. The event may 
be a terrible injury by itself, or it may strike an older wound and confirm what 
your body learned long ago: no place is safe, nobody will come, and I must 
never let my guard down. 

Early adversity can increase the burden of later shock trauma, but it does not 
determine your future. It tells us that healing may need to address both what 
happened on duty and what your nervous system learned long before duty 
began. 

Trauma is often divided into two broad forms. Large-T trauma refers to 
events that clearly threaten life, bodily integrity, or safety: combat, assault, 
catastrophic injury, disaster, a deadly crash, a shooting, or the violent death 
of another person. Small-t trauma refers to experiences that may be less 
dramatic as single events but become damaging through repetition: chronic 
criticism, humiliation, bullying, emotional neglect, parental volatility, 
rejection, instability, or the persistent absence of comfort and attunement 
(McLaughlin et al., 2012; Schore, 2003). 
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The words small and large can be misleading. There is nothing small about 
spending years in a home where you never knew who would explode, whether 
your needs mattered, or whether anyone would protect you. Developmental 
trauma is powerful because it occurs while your brain and nervous system are 
being organized. Your body can learn to expect danger before you have words 
for danger (Schore, 1994, 2003). 

Large-T and small-t trauma are not competing explanations. They can be 
additive. Early adversity may tune the nervous system toward vigilance, 
mistrust, rapid mobilization, or collapse. Later shock trauma then lands on a 
system that may already be carrying a substantial defensive load. Research on 
adverse childhood experiences shows a graded relationship: as categories of 
early adversity accumulate, risks for later mental and physical health problems 
also rise (Felitti et al., 1998). Trauma exposure and childhood adversity are 
likewise associated with later difficulties in emotional regulation and 
psychiatric functioning (McLaughlin et al., 2012; Shields & Cicchetti, 1997). 

This helps explain why you and another person can endure the same call, 
firefight, explosion, or loss and emerge differently. The difference is not 
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courage or character. You did not arrive with the same history, relationships, 
biology, accumulated losses, sleep, support, or prior burden. The event may 
be a terrible injury by itself, or it may also strike an older wound and confirm 
what your body learned long ago: no place is safe, nobody will come, and I 
must never let my guard down.  

 

The central truth of this chapter: What looks like pathology is often 
protection that has outlived the danger for which it was created. 

 
 

Your Autonomic Nervous System 
 

The autonomic nervous system manages the functions that operate largely 
outside conscious control: heart rate, breathing, digestion, blood pressure, 
sweating, energy conservation, and many features of the stress response. It is 
constantly evaluating what is happening inside you, around you, and between 
you and other people. Stephen Porges uses the term neuroception to describe 
ǯƆŦḧƳŦǝȐƾǸǤḧǤȗǤǯŦưẄǤḧŠŦǯŦŚǯƋƾƳḧƾżḧŚǸŦǤḧƾżḧǤļżŦǯȗḱḧŠļƳŽŦǝḱḧļƳŠḧƧƋżŦḧthreat 
without requiring conscious thought (Porges, 2011, 2017). Your body can 
therefore begin reacting before your thinking mind has decided that anything 
is wrong. 

Polyvagal theory gives us a useful way to understand three broad physiological 
states. These states are not moral categories, diagnoses, or personality types. 
They are adaptive platforms from which the brain and body organize behavior. 
A healthy nervous system is not one that remains calm every moment. It is 
one that can move into defense when necessary and then return when the 
danger has passed (Porges, 2011, 2017). 

The Wandering Nerve: A BrainςBody Conversation 

Before we look at those states, it helps to meet the nerve at the center of this 
ŠƋǤŚǸǤǤƋƾƳḰḧ ĈļŽǸǤḧ ŚƾưŦǤḧ żǝƾưḧ ļḧ £ļǯƋƳḧ ȑƾǝŠḧ ưŦļƳƋƳŽḧ ẁȑļƳŠŦǝƋƳŽḱẂḧ ļƳḧ
appropriate name for a nerve that travels widely through your body. The vagus 
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is your tenth cranial nerve, often called cranial nerve X. It begins in the 
brainstem and travels through the neck into the chest and abdomen, 
communicating with many major organs, including the heart, lungs, and 
digestive tract. It does not literally touch every organ, but its reach is 
remarkable (Porges, 2011, 2017). 

The vagus nerve carries information in both directions. Roughly 80 percent of 
its fibers are afferent, carrying 
sensory information upward 
from the body toward the 
brain, while roughly 20 percent 
are efferent, carrying 
instructions from the brain 
toward the body. That ratio 
does not mean your brain 
matters only 20 percent. It 
means the conversation is 
heavily informed by what is 
happening below your neck. 
Your heartbeat, breathing, gut, 
inflammation, and other 
internal conditions are 
continually sending reports 
upward, shaping how you feel 
and how safe the world seems 

before you put those sensations into words (Porges, 2011, 2017). 

This two-way traffic helps explain why trauma cannot be ǸƳŠŦǝǤǯƾƾŠḧļǤḧẁļƧƧḧ
ƋƳḧȗƾǸǝḧƆŦļŠḰẂḧďƾǸǝḧřǝļƋƳḧƋƳżƧǸŦƳŚŦǤḧȗƾǸǝḧřƾŠȗḱḧļƳŠḧȗƾǸǝḧřƾŠȗḧŚƾƳǤǯļƳǯƧȗḧ
influences your brain. A tightening chest, a churning stomach, a change in 
breathing, or a sudden drop in energy is not meaningless noise. It is 
information moving through a living brainṔbody system. Learning to notice 
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that information without immediately fearing or fighting it is one way you 
begin to befriend your nervous system. 

Porges describes two vagal pathways that support different forms of 
regulation. The newer ventral vagal pathway is closely associated with social 
engagement, connection, and flexible calm. The older dorsal vagal pathway is 
involved in basic organ regulation and, under overwhelming threat, can 
contribute to immobilization and shutdown. These pathways have different 
brainstem origins; it is more accurate to think of them as distinct branches of 
the vagal system than as a single nerve that suddenly splits at one point. Along 
with the sympathetic system, they give us a user-friendly map of how your 
body moves among connection, mobilization, and conservation (Porges, 2011, 
2017). 

 
Figure. A simplified overview of autonomic defense and connection states. 

Ventral Vagal: Safety, Connection, and Growth 

The ventral vagal system supports social engagement, connection, curiosity, 
flexible thinking, and the capacity to be present with other people. In this 
state, your face is more expressive, your voice carries greater warmth and 
variation, you can take in more of the environment, and you can think beyond 
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immediate survival. You can rest without becoming defenseless and act 
without being consumed by urgency (Porges, 2011, 2017). 

This is the physiological ground in which growth becomes possible. Children 
develop through repeated experiences of safe connection. Adults continue to 
need connection to regulate, recover, create meaning, and heal. Ventral vagal 
regulation does not mean weakness, passivity, or the absence of readiness. A 
seasoned soldier, police officer, firefighter, or paramedic can remain alert 
while still being relationally present and physiologically flexible. The goal is 
not to eliminate mobilization. The goal is to prevent mobilization from 
becoming the only state your body trusts (Porges, 2011, 2017; Schore, 2003). 

Sympathetic: Mobilization for Action 

When danger is detected, the sympathetic nervous system mobilizes the body. 
Heart rate increases. Breathing changes. Blood is redirected toward large 
muscles. Attention narrows. Digestion becomes less important. Adrenaline 
and related stress chemicals help produce speed, force, vigilance, and rapid 
decision-making. This is the physiology of fight and flight, and it can be 
lifesaving (Porges, 2011, 2017). 
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In combat or emergency work, sympathetic activation can help you move 
toward danger when every ordinary instinct would tell you to move away. It 
can help you carry weight, ignore pain temporarily, scan for threat, and act 
within seconds. The problem is not that this system activates. The problem is 
that repeated exposure can teach it to remain activated, to fire too easily, or 
to treat ordinary life as an extension of the operational environment. 

At home, persistent sympathetic activation may look like anger, impatience, 
pacing, insomnia, startle responses, controlling behavior, excessive exercise, 
overwork, or an inability to sit with quiet. You may tell yourself that you 
simply do not tolerate foolishness anymore. Sometimes that is partly true. But 
sometimes your window for frustration has narrowed because your body is 
already operating close to the edge. 

Dorsal Vagal: From Healthy Conservation to Protective Shutdown 

Your autonomic nervous system includes sympathetic and parasympathetic 
pathways, and you need both. The sympathetic system mobilizes you for 
action. It increases energy, sharpens attention, and prepares you to fight, flee, 
protect others, or complete the mission. The parasympathetic system helps 
you slow down, digest food, sleep, restore energy, and repair after exertion. 
In healthy regulation, these systems work together. You mobilize when action 
is required, and when the danger passes, your body receives permission to 
stand down and recover. 

The dorsal vagal pathway is part of this parasympathetic system, and it is not 
inherently bad. It contributes to the ongoing regulation of internal organs, 
particularly those involved in digestion and energy conservation. Healthy 
slowing allows you to rest, recover, and rebuild. It helps your body conserve 
resources after demanding physical or emotional effort. Without 
parasympathetic regulation, you would remain mobilized continuously, and 
your body would have little opportunity for sleep, digestion, restoration, or 
healing (Porges, 2011, 2017). 
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The difficulty arises when conservation becomes extreme defensive shutdown. 
If your nervous system detects overwhelming danger and determines that 
fighting or escaping will not work, it may move beyond sympathetic 
mobilization into immobilization. Energy drops sharply. Your body may 
become heavy, numb, distant, or collapsed. Thinking can slow, emotion may 
disappear, and connection can feel unreachable. You may withdraw, sleep 
excessively, stare into space, feel unreal, or lose interest in people and 
activities that once mattered. Within polyvagal theory, this protective 
reaction is associated with dorsal vagal shutdown (Porges, 2011, 2017). 

This response is not evidence that the dorsal vagal system is defective. It is 
evidence that a useful survival system has been recruited under extreme 
conditions. When action cannot change what is happening, reducing energy, 
sensation, and awareness may help you endure the unbearable. On a 
battlefield, during captivity, after a catastrophic loss, or in a situation in which 
you cannot fight, flee, or rescue someone, shutting down may be the only 
defensive option your nervous system has left. 

The problem comes when your body carries that wartime solution into a world 
in which the original danger is no longer present. You may be physically home 
while your nervous system continues to conserve energy as though movement, 
emotion, or connection would expose you to danger. What once helped you 
survive can then leave you isolated, exhausted, and unable to participate fully 
in the life you returned home to protect. 

Shutdown is often mistaken for laziness, indifference, weakness, or a lack of 
discipline. For veterans and first responders, that judgment can be especially 
painful because competence, endurance, and action have been central to your 
identity. Yet shutdown is not the absence of a survival response. It is a survival 
response. Your nervous system is not refusing to work; it is working from an 
old conclusion that mobilization is no longer possible or safe. 
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You may also move between sympathetic activation and dorsal shutdown. You 
can go from agitation into collapse, from rage into numbness, or from intense 
productivity into complete exhaustion. You may appear highly functional 
while feeling detached inside. These shifts are not contradictions. They are 
different defensive strategies being used by the same nervous system. 

Recognizing the difference between healthy parasympathetic restoration and 
defensive dorsal shutdown gives you a more useful map. Healthy restoration 
leaves you rested, present, and increasingly able to reconnect. Shutdown 
leaves you numb, disconnected, depleted, or unable to respond. Instead of 
ļǤƢƋƳŽḱḧẁĉƆļǯḧƋǤḧȑǝƾƳŽḧȑƋǯƆḧưŦḷẂḧȗƾǸḧŚļƳḧřŦŽƋƳḧļǤƢƋƳŽḱḧẁĉƆļǯḧǤǯļǯŦḧƋǤḧưȗḧ
nervous system in? What is it trying to protect me from? What might help it 
ǝŦŚƾŽƳƋȡŦḧǯƆļǯḧkḧļưḧǤļżŦḧŦƳƾǸŽƆḧǯƾḧǝŦǯǸǝƳḷẂḧṩÕƾǝŽŦǤḱḧᵸᵶᵷᵷḱḧᵸᵶᵷᵽṪḰ 
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Your body is not betraying you when it shuts down. It is applying a powerful 
survival strategy beyond the circumstances for which that strategy was 
designed. Healing does not require you to fight or condemn this response. It 
involves helping your nervous system distinguish between danger that 
requires defense, safety that permits restoration, and connection that makes 
returning to life possible. 

The Chemistry of Survival 

Adrenaline and cortisol are frequently described as harmful stress hormones, 
but that description is incomplete. They are part of a sophisticated survival 
system. Adrenaline helps mobilize immediate action. Cortisol helps make 
energy available, supports vigilance, and temporarily reallocates resources 
away from functions that are less urgent during danger. In an emergency, this 
is exactly what you want your body to do (McLaughlin et al., 2012; Porges, 
2011). 

Short-term survival, however, has different biological priorities than long-
term health. The body can postpone digestion, sleep, repair, reproduction, 
and some immune functions for a short period because surviving the next five 
minutes matters more. It cannot postpone them indefinitely without cost. 
When threat activation becomes chronic, stress chemistry can contribute to 
disrupted sleep, impaired concentration, irritability, metabolic strain, 
inflammation, cardiovascular burden, changes in appetite, and difficulty 
regulating mood (Felitti et al., 1998; McLaughlin et al., 2012). 

Cortisol is not a toxin that must be eliminated. You need it. The destructive 
force comes from dysregulation: too much for too long, poorly timed release, 
or a stress system that no longer rises and falls in a healthy rhythm. Chronic 
activation can also alter how memory is encoded and retrieved. The brain 
becomes highly efficient at remembering danger while having difficulty 
placing the danger firmly in the past (McLaughlin et al., 2012; Schore, 2003). 
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This is one reason traumatic memory can feel present rather than historical. 
A smell, sound, road condition, facial expression, or time of day may activate 
the same survival network that was active during the original event. The body 
responds to the cue as if the danger is happening now. Your reasoning brain 
may know that you are in Arizona, at home, in a grocery store, or driving a 
familiar road. Your survival brain may be responding to Afghanistan, the fire 
scene, the emergency department, or the night your partner died (Porges, 
2011; Schore, 2003). 

When the Alarm Becomes the Baseline 

Repeated exposure changes what the nervous system considers normal. A 
firefighter may become accustomed to entering structures that everyone else 
is fleeing. A police officer may spend years watching hands, doors, waistbands, 
traffic flow, and blind corners. A medic may learn to function while 
surrounded by blood, grief, chaos, and helplessness. A soldier may live for 
months in an environment where missing one cue can cost lives. The brain 
adapts through repetition (Porges, 2011, 2017). 

Those adaptations can become deeply ingrained. Hypervigilance is valuable 
downrange and exhausting in a shopping center. Emotional 
compartmentalization can help you complete the mission and make it difficult 
to be emotionally present with your spouse. Rapid threat assessment can save 
a partner and can also cause you to misread ordinary disagreement as danger 
or disrespect. The very skills that made you effective may create suffering 
when the operational context is gone. 

This is not because the training was wrong. It is because the nervous system 
generalizes. It would rather produce a false alarm than miss a lethal threat. 
From a survival standpoint, that bias makes sense. From the standpoint of 
marriage, parenting, sleep, friendship, and peace, it can become costly. 
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Trauma, Relief, and Addiction 

When your nervous system remains trapped in activation or collapse, relief 
becomes biologically compelling. Alcohol may quiet sympathetic arousal. 
Opioids may soften emotional and physical pain. Stimulants may temporarily 
lift shutdown. Pornography, gambling, food, work, risk, gaming, or 
compulsive exercise may change your state quickly enough to feel like rescue. 
What begins as a search for relief can gradually become a trap. 

This is why addiction and trauma so often travel together. A substance or 
behavior can become an external regulator, changing your body when you do 
not yet have a reliable way to change it through connection, awareness, 
movement, breathing, grief, truth, or safe relationship. Over time, the 
solution creates another injury. Tolerance grows, freedom narrows, shame 
deepens, and the nervous system becomes even less flexible (Felitti et al., 
1998). 

Understanding what the behavior does for you does not make it harmless or 
remove responsibility. It changes the doorway through which recovery begins. 
If your primary method of regulation is taken away before you develop safer 
ways to regulate, you are left face-to-face with the pain it was managing. 
Recovery therefore involves more than stopping a behavior. It helps your body 
rediscover safety, connection, and choice. 

Why Earlier Trauma Can Make Later Trauma Heavier 

Imagine your nervous system as a smoke detector. In a stable early 
environment, the detector learns to distinguish burnt toast from a house fire. 
It sounds when necessary and quiets when the danger is resolved. In a chaotic 
or frightening environment, it may be calibrated to extreme sensitivity. That 
sensitivity is not foolish. It accurately reflects the world in which it developed. 

Later combat or first-response trauma can intensify that calibration. You do 
not enter the event as a blank slate. You bring a lifetime of implicit 
expectations about danger, trust, helplessness, responsibility, and whether 
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other people will respond. A present-day event can therefore carry its own 
terror and the emotional weight of earlier experience. The current wound and 
the older wound become linked. 

This can help you understand a reaction that seems out of proportion to one 
ƋƳŚƋŠŦƳǯḰḧéƆŦḧƋƳŚƋŠŦƳǯḧưļȗḧƳƾǯḧřŦḧǯƆŦḧȑƆƾƧŦḧǤǯƾǝȗḰḧ ḧǤǸǚŦǝȐƋǤƾǝẄǤḧǚǸřƧƋŚḧ
humiliation can activate years of childhood degradation. A ǚļǝǯƳŦǝẄǤḧ
withdrawal can awaken the terror of emotional abandonment. Being 
physically trapped in a vehicle can connect with an earlier experience of 
helplessness. Your body recognizes patterns, not just dates. 

This is not a contest over whose trauma was worse. It is an explanation of 
load. The more weight your nervous system has carried, the less reserve may 
be available when another burden arrives. That cumulative burden deserves 
compassion and careful treatment, not guilt.  

The Brain Is Changed Through Experience 

Trauma can shape your attention, emotion, memory, stress physiology, 
relationships, and even patterns of gene expression. Adverse childhood 
experiences research shows that early adversity is associated not only with 
psychological distress but also with addiction, chronic illness, and premature 
mortality (Felitti et al., 1998). Epigenetic research adds another layer: 
experience can influence which biological instructions are more or less active 
without changing the underlying DNA sequence (Moore et al., 2013). 

This sounds ominous, but the same principle carries hope. A brain changed 
through experience remains capable of new experience. A nervous system 
trained by danger can be trained through safety. This is not quick positive 
thinking, and it is not pretending that terrible things did not happen. It is 
repeated biological learning. The body experiences activation and then return. 
You feel distress and remain connected. You remember without being 
completely overtaken. You set a boundary without losing the relationship. 
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You discover that calm is not the same as vulnerability and that connection is 
not the same as surrender. 

Neuroplasticity does not erase history. It allows history to stop dictating every 
present response. Over time, the nervous system can become more flexible. 
The goal is not permanent ventral vagal calm. No living person stays in one 
state, and no warrior or responder should lose the ability to mobilize. The goal 
is range: the ability to respond to real danger, recover when it is over, remain 
connected when connection is safe, and avoid being pulled automatically into 
old defense patterns by every reminder (Porges, 2011, 2017; Schore, 2003). 

From Survival to Regulation 

Healing begins by learning to notice your state without judging it. Before you 
can change a pattern, you must recognize it. What happens in your body 
before anger? Does your chest tighten? Does your jaw set? Does your vision 
narrow? What happens before shutdown? Do sounds become distant? Does 
your body feel heavy? Do you stop making eye contact? These signals are not 
failures. They are information. 

The next step is developing reliable pathways back toward regulation. Because 
trauma is embodied and relational, healing must involve more than intellectual 
insight. Your nervous system learns through experience: predictable 
relationships, safe eye contact, voice tone, paced breathing, movement, sleep, 
appropriate touch, prayer, honest grief, boundaries, and repeated moments 
in which connection does not lead to harm. Your entry point should match 
your state. If you are highly activated, you may need grounding and a safe 
discharge of mobilized energy. If you are shut down, you may need gentle 
activation before quiet breathing is useful. 

;ƾƳƳŦŚǯƋƾƳḧƋǤḧŦǤǚŦŚƋļƧƧȗḧƋưǚƾǝǯļƳǯḰḧßŚƆƾǝŦẄǤḧȑƾǝƢḧǝŦưƋƳŠǤḧǸǤḧthat regulation 
ŠŦȐŦƧƾǚǤḧƋƳḧǝŦƧļǯƋƾƳǤƆƋǚḱḧļƳŠḧÕƾǝŽŦǤẄḧȑƾǝƢḧƆŦƧǚǤḧŦȖǚƧļƋƳḧȑƆȗḧŚǸŦǤḧŚļǝǝƋŦŠḧ
through face, voice, proximity, and reciprocity can tell the nervous system 
that safety is possible (Porges, 2011; Schore, 2003). You may have survived by 
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becoming radically self-sufficient. Healing often requires learning that 
dependence and connection can be wise, bounded, and safe. 

For veterans and first responders, this is not a call to become less strong. It is 
an invitation to broaden the meaning of strength. Strength includes the 
capacity to mobilize, but it also includes the capacity to stand down. It 
includes tolerating tenderness, receiving help, staying present with grief, and 
allowing the people who love you to know where you are. 

Your Biology Did Not Betray You 

Your nervous system learned from every environment in which you had to 
survive: childhood homes, school hallways, training grounds, deployment, fire 
scenes, patrol cars, emergency rooms, funerals, marriages, losses, and long 
nights when nobody knew what you carried. Those lessons helped you endure. 
Some of them may now separate you from the life you fought to preserve. 

You do not have to make your body the enemy in order to change. You can 
befriend your survival system, honor what it did, and still teach it something 
ƳŦȑḰḧďƾǸḧŚļƳḧǤļȗḱḧƋƳḧŦżżŦŚǯḱḧẁéƆļƳƢḧȗƾǸḧżƾǝḧƢŦŦǚƋƳŽḧưŦḧļƧƋȐŦḰḧkḧƳŦŦŠḧȗƾǸḧǯƾḧ
recognize that we are here now. The people in this room are not the enemy. 
Rest is not negligence. Love is not an ambush. I can remain strong without 
ǝŦưļƋƳƋƳŽḧļǯḧȑļǝḰẂ 

 

Healing is not forgetting the battlefield. It is helping your brain and 
body recognize that the battlefield is not everywhere. 

 

Understanding is not the whole of healing, but it changes the direction of the 
fight. Instead of battling your body, you can become curious about its signals 
and help it update its map of the present. The work ahead will build on that 
foundation. We will approach symptoms as meaningful adaptations, create 
enough safety for your nervous system to become flexible, restore connection 
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to your body and to other people, and integrate faith without using faith to 
deny pain. What happened to you matters. What your body did to survive 
makes sense. And what your nervous system learned can continue to change. 
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