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during the 1970s and 1980s. He
dismisses specialized treatments
for PTSD but seems to throw out
the baby with the bath water, im-
plying that such distressing symp-
toms should not be treated.

The author seems to feel that
recall of past events is unreli-
able, but he fails to note that this
is hardly unique to PTSD patients.
He suggests that compensation for
PTSD perpetuates the symptoms.
He finally suggests removing such
disability compensation as his so-
lution to the issue.

We, as psychiatrists, treat mental
distress in all its forms. I believe that
by "[disrespecting]" the concept of
PTSD, Dr. Tavakoli minimizes the
very real distress many individuals
feel and minimizes their seeking re-
lief for their symptoms.

William F. Johnson, MD
Santa Fe, NM

this, I cited a remarkable Scottish
study of a horrible disaster, which
highlighted that intrusive thoughts
do not necessarily lead to "case-
ness," or cause significant distress
or impairment in functioning.

I don't imply that all symptoms
go away. Some can last for years,
as I had stated: "The reality is that
some residual effects, like a sense
of loss, occasional bad dreams, and
avoidance of places or other cues
about the event that was experi-
enced, may last for years or longer,
but these reactions are all normal."

Persistence of symptoms, Axis
II, or life story is not meant to be
blame worthy. Identifying them,
however, may help with treatment
and appropriate psychotherapy. I
would never blame the victim of a
traumatic event, and the mere sug-
gestion of that is quite upsetting.

Of course, certain vulnerabili-
ties underlie psychiatric condi-
tions, as they do for any other
medical condition (eg, genetic fac-
tors in breast or colon cancer). Be-,
yond biological vulnerabilities to
ailments, some vulnerabilities can
be due to behavioral choices (eg,
smoking and weight gain leading
to cardiovascular disease) or due
to life circumstances (eg, being
raised in Chernobyl and develop-
ing thyroid cancer). The problem
is that those who promote PTSD
seem to ignore all these vulner-
abilities and focus the entire prob-
lem on the trauma.

I do believe that the inclusion
of PTSD in DSM-III was influ-
enced heavily by politics and less
by scientific thinking and clinical
judgment. I defend this notion in
the "Current Definition and DSM
Evolvement" section of the paper.
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ARTICLE ON PTSD DISMISSING
THE SEVERITY OF THE DISEASE

To the Editor:
Dr. Hamid Tavakoli's article

on "Posttraumatic Stress Disor-
der: A Diagnostic Challenge"
[2010;40(10):507-518) is an opin-
ion piece that does a disservice to
those suffering from PTSD by im-
pugning the diagnosis and imply-
ing that it doesn't exist.

In the author's view, intrusive
thoughts and avoidance symptoms
are part of normal reactions to
traumatic events rather than being
part of a separate disorder. Dr. Ta-
vakoli implies that they'll go away
over time, but it is clear to me that
in some people, they don't. He im-
plies that this persistence is due to
underlying life-history factors or
to an Axis II disorder, blaming the
victim and dismissing the fact that
certain vulnerabilities underlie the
majority of psychiatric illnesses.

He blames the inclusion of
PTSD in the Diagnostic and Statis-
tical Manual of Mental Disorders,
third edition (DSM-IV), on the
mixing of politics and medicine
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Dr. Tavakoli Responds:
I appreciate your taking the

time to read my article and to
write a letter to the editor. My re-
sponse is below.

In my report, I by no means
discount the psychological stress
of those who face traumatic life
events. I do question, however, our
current concept of PTSD as a dis-
tinct "disease" entity. If PTSD is a
distinct disease, then it requires a
unique pathophysiology, one that
is different from other psychiatric
conditions, such as panic disor-
der, phobias, or severe general-
ized anxiety. In my article, I make
the case that the results have been
contradictory and erroneous.

Intrusive thoughts and avoid-
ance are part of normal reactions
to traumatic events. To support



I by no means imply that post-
traumatic stress should not be
treated. I assume you agree with
me in that psychotherapy is a form
of treatment. It involves empathic
listening and recommendations for
the patient in the form of encourage-
ment, guidance, and sound advice. It
is necessary and needs to be imple-
mented whether the patient suffers
from grief, relocation, phobias, or
traumatic events. The type of psy-
chotherapy (treatment) needs to be
geared for the individual patient.
Some are more suggestible; they
may respond better to eye move-
ment desensitization and reprocess-
ing (EMDR). Some tolerate detailed
recall of stressful events; they may
respond well to prolonged exposure.
Some do better with goals, structure,
and assignments, such as cognitive
behavioral therapy.

I don't dismiss these modalities
of treatment; however, their effec-
tiveness depends more on the patient
than on the PTSD diagnosis. Of note,
they are can be effective in any other
form of anxiety and stressful life cir-
cumstance. Well-designed research is
desperately needed in this area.

In treatment, caution is advised.
We are ultimately doing patients a
disservice by labeling them with
PTSD and shifting our focus entirely
on the trauma. By doing this, we tend
to overlook other underlying condi-
tions like bipolar disorder, major de-
pression, or alcoholism, just to name
a few. In a way, labeling posttraumat-
ic stress as a disorder and the creation
of PTSD has become yet another tool
to stigmatize legitimate psychiatric
conditions. It is OK to have PTSD,
but it is not OK to be afflicted with
major depression or bipolar disorder.

I specifically note that recalls of
past events are unreliable not just
in posttraumatic stress but also in
other conditions: "Unreliability of
recall is a common clinical finding.
We know that a patient's recall of
his/her life during a major depres-
sive episode is often unrealistically
negative and excessively guilt-rid-
den; and once treated, these memo-
ries are drastically different and
more positive."

I did not suggest that removing
compensation is a total solution to
the problem of PTSD. However,
I can only guess, and with good
confidence, that patients with ma-
jor depression will not improve as
expected if Veterans Affairs-type
PTSD compensation is attached to
it. This is not to judge or blame.
It is human nature. The broader
concept of compensation for "dis-
ability" - a term I dislike - will
hopefully be a future article and is
beyond the scope of this letter.

Yes, we, as psychiatrists -
physicians who specialize in the
life system of human mind and
consciousness - need to know
how to treat mental distress in all
its forms. Some of our patients
are afflicted with diseases; all are
born with innate temperaments
and different personality styles
and intellectual features. They all
have faced a unique set of circum-
stances in life, each with a distinct
life story. I encourage my patients,
friends, family, and colleagues to
seek relief for their mental health.
I never minimize my patients' or
anyone else's distress, no matter
what the situation of diagnosis
happens to be.

Hamid R. Tavakoli, MD

~.....
A4O-yuI-oWJUnwith
_"'JdIMi,-T";"IIIOOollltllgtlIThin,:~!::~UMrflM•.
~~

142 I PsychiatricAnnalsOniine.com

PATIENTWITH PSYCHOSIS NEEDS
TREATMENT FOR ADDICTION

To the Editor:
Your article on "A 40-year-

old Man with Acute Psychosis"
(2010;40[12]:600-601) is excel-
lent. However, the authors left out
a major intervention, namely, giv-
ing the patient baclofen as a proven
method of preventing his addiction
from continuing. I refer you to the
articles by Dr. Olivier Ameisen of
Paris, France, Iand the article on this
subject in Science in June 2009,2
supporting Ameisen's contention
that baclofen really works at a 99%
level at ending "addictions."

In the Science article, it is shown
that the first step of addiction is the
linkage of BDNF and the GABA-
receptor, and that baclofen prevents
this linkage from continuing (when
it reaches the correct dosage level
of that person who is addictedj.?
(The term "addiction" means to
include those who use heroin, co-
caine, alcohol, etc.)

My main point is, how could the
authors leave such a patient without
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