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General Perspective on the U.S. Military Conflicts in Iraq and

Afghanistan After 20 Years

Lt Col Alan L. Peterson, PhD, USAF, BSC (Ret.)

ABSTRACT It has been 20 years since the September 11, 2001 terrorist attacks on America. The ongoing military
conflicts in this region are the longest sustained conflicts in U.S. history. Almost 3 million military personnel have
deployed, with over 7,000 fatalities and more than 53,000 wounded in action. The most common psychological health
condition associated with combat deployments is PTSD. No data exist to compare the prevalence of PTSD across war
eras. Therefore, a potential proxy for PTSD risk is the number of combat-related deaths, because this figure has been
consistently tracked across U.S. military conflicts. This commentary includes a table of death statistics from major mili-
tary conflicts, which shows that fewer military personnel have deployed, been killed, sustained wounds, and, one might
conclude, suffered from PTSD than any other major U.S. military conflict in history. Advances in the military equipment,
tactics, and healthcare programs perhaps mitigated casualties and suffering among Irag/Afghanistan veterans compared
to previous wars. The estimated causality differences across various military conflicts are not meant to minimize the
significant contributions and sacrifices made by this new generation of military warriors but to help us gain perspective

on military conflicts over the past century as we recognize the 20th anniversary of 9/11.

It has been 20 years since the September 11, 2001 terror-
ist attacks on America. During this time, extensive research
has investigated the physical and psychological health impact
of the military conflicts in Iraq and Afghanistan on U.S. ser-
vice members and veterans. In this commentary, I provide
my perspective on combat-related PTSD in post-9/11 mili-
tary personnel. I also provide a comparison of death statistics
across different war eras as a potential proxy for overall phys-
ical and psychological health risks. The views expressed are
based on my 21-year career as a U.S. Air Force clinical
psychologist, which included three post-9/11 deployments,
and what I have learned as the director of the South Texas
Research Organizational Network Guiding Studies on Trauma
and Resilience (STRONG STAR Consortium).'?

Personally, 9/11 changed my life—as it did for many
Americans. Before that dreadful day ended, I deployed from
Wilford Hall Medical Center in Texas to McGuire Air Force
Base in New Jersey. Overnight, a team of Air Force medi-
cal personnel erected a modular military field hospital located
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about 45 minutes from the World Trade Center in New York
City to provide medical support for survivors of the attack.
Three days later, with the number of injured patients requir-
ing immediate care diminishing, I led a team of 12 military
mental health professionals to the Armed Forces Mortuary
at Dover Air Force Base, Delaware. Our mission was to
use a behavioral health consultant model to prevent psycho-
logical casualties in about 400 military personnel deployed
there to complete the gruesome task of scouring body bags
from the attack on the Pentagon to complete human remains
identification.> Three weeks later, I returned to San Antonio
and immediately deployed overseas with Operation Enduring
Freedom. During this deployment, I conducted one of the first
studies to document the significant risk for sleep disorders in
deployed military personnel.*

During 2004-2005, I deployed to Balad Air Base, Iraq, and
had direct exposure to the physical and psychological casual-
ties of war—amputations, burns, traumatic brain injuries, and
combat-related PTSD.>-® Among the most traumatic was the
catastrophic, triple-amputation injury to Adam Kolfage—the
most seriously injured Airman in Air Force history to sur-
vive his wounds—after he was struck by a mortar at Balad
on September 11, 2004, the third-year anniversary of the ini-
tial 9/11 attacks on America. During that deployment, I also
became aware of the tremendous gap that existed in PTSD
research. At the time, there had been zero randomized clin-
ical trials to guide the treatment of combat-related PTSD in
military personnel. Attempting to help service members bat-
tling psychological struggles from trauma, I hurriedly turned
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to civilian therapies and adapted them for service members in
a combat zone.

One of the first cases of severe PTSD, or what is often
referred to as combat and operational stress reactions, I saw
in Iraq was a 22-year-old active duty Air Force airman who
was tasked with performing convoy protection when his con-
voy was hit with a 500-pound vehicle-borne explosive device
while traveling through an Iraqi village center. As part of this
event, the Airman was exposed to many dead Iraqi civilians
and some with severe, mutilating injuries including a young
Iraqi boy with a massive facial injury, a compound fracture
of his femur, and the partial amputation of a foot. After com-
pleting a brief assessment of the boy’s injuries, and promising
the boy that he would return with medical help, the Airman
returned to the convoy and contacted the combat medic to
arrange for medical assistance. Unfortunately, before medi-
cal assistance could be summoned, the convoy personnel were
ordered to resume their convoy and to allow the Iraqis to pro-
vide their own medical assistance. The Airman’s last image
of the Iraqi boy was of him sitting by a light pole, waiting for
someone to help him, as the Airman drove off in the back of
his up-armored vehicle as the convoy resumed.

I assessed the Airman 10days after this event, and he
was suffering from frequent flashbacks of the event, recur-
rent nightmares, and considerable avoidance (e.g., remaining
in his tent to eat meals ready to eat rather than go to the dining
facility). He had a score of 67 on the PTSD Checklist, Mili-
tary Version (PCL-M; range of 17-85), which indicated a high
level of PTSD symptoms. My initial assessment was that he
might need to be aeromedically evacuated out of the combat
theater to Landstuhl Army Regional Medical Center in Ger-
many. However, the Airman desperately wanted to remain in
theater and return to his convoy protection duties. Therefore,
after obtaining the Airman’s informed consent, I treated him
with a brief, modified version of prolonged exposure therapy.
To my utter amazement, his symptoms rapidly diminished
after four treatment sessions (PCL-M = 20), he returned to
convoy duty, and he completed the remainder of his deploy-
ment. To document the potential utility of the use of modified
prolonged exposure in theater, I published a case series with
two of my deployed military psychologist colleagues, Air
Force Lt Col Jeffrey Cigrang and Army CPT Richard Schob-
itz.” This case had a significant impact on me, and it inspired
me to pursue full-time research on combat-related PTSD after
I retired from active duty.

At the 20th anniversary of 9/11, the ongoing military con-
flicts in this region—now referred to as Operation Inherent
Resolve—are the longest sustained conflicts in U.S. history.
Initially referred to as the Global War on Terrorism and later
as Overseas Contingency Operations, the efforts of the U.S.
military have included an international coalition of over 50
countries in a united effort against international terrorism.
Although tremendous sacrifices have been made by all coali-
tion forces, the U.S. military has garnered the heaviest burden
over the past two decades.

Almost 3 million U.S. military personnel have deployed,
with over 7,000 fatalities and more than 53,000 wounded in
action.® The U.S. Army has led these efforts, supporting about
56% of the total deployments since 9/11 followed by the Air
Force (15%), Navy (15%), and Marine Corps (12%).” Over
5,000 of the fatalities have been U.S. Army personnel, fol-
lowed by about 1,500 from the Marine Corps, fewer than 300
from the Navy, and about 200 from the Air Force.®

With an estimated PTSD point-prevalence rate of 4%-
17% in the 3 million service members and veterans who have
deployed after 9/11,'° approximately 120,000-510,000 are
at risk for PTSD.!! As the director of STRONG STAR,!-2
the nation’s largest research consortium focused on combat-
related PTSD, I am often asked how PTSD in post-9/11 vet-
erans compares to those of previous war eras. Unfortunately,
limited data are available to address this question, consider-
ing that PTSD was not listed as a psychiatric disorder until
the 1980 publication of the third edition of the Diagnostic and
Statistical Manual of Mental Disorders."?

What is now known as PTSD has been documented in some
of the earliest historical writings, including the Greek histo-
rian Herodotus in his description of the battle of Marathon
in 490 BC. PTSD was referred to as “shell shock™” and “war
neurosis” during World War I, and these conditions were esti-
mated to account for about 10% of all war casualties, a rate
that appears similar to the rates of PTSD in more recent mil-
itary conflicts.!> However, epidemiological studies of shell
shock and war neurosis were not conducted at the time, so
there are no strong data to suggest that rates of PTSD in post-
9/11 veterans are any better or worse than in previous eras.
Therefore, it is difficult to find a common metric to compare
the prevalence of PTSD across U.S. military war eras.

A potential gross proxy for PTSD risk is the number of
combat-related deaths, because this figure has been consis-
tently tracked across U.S. military conflicts prior to the Viet-
nam War. Table I includes death statistics from major military
conflicts.'*'8 World War II was the deadliest of all recorded
U.S. military conflicts, with over 400,000 killed over a 4-year
period. The war averaged 300 deaths per day, representing a
death rate of almost 300 per 100,000 in the U.S. population. At
that time, over 16 million military personnel served on active
duty each year, representing over 11% of the U.S. population.
By comparison, across the 20 years of military operations in
Iraq and Afghanistan, there have only been slightly more than
7,000 deaths, with an average of 1 death per day, represent-
ing a death rate of about 2 per 100,000 in the U.S. population.
Less than 1% of the U.S. population has served on active duty
during this time.

It should be noted, however, that the potential risk for
PTSD in individual post-9/11 veterans may be higher than
in previous U.S. military war eras considering the 20-year
duration of the conflict, the number of deployments com-
pleted, and the cumulative duration of the deployments. In
addition, the scale and objectives of the conflicts in Iraq and
Afghanistan were entirely different from those in previous
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wars. For example, at the height of the Vietnam War, more
than 500,000 U.S. military service members were fighting the
North Vietnamese Army in a relatively small country to stop
the spread of communism. By comparison, when the con-
flicts in Iraq and Afghanistan reached their peak in 2008, there
were less than 300,000 U.S. military personnel fighting vari-
ous groups of insurgents spread between these two countries
with their vast deserts and mountainous countryside covering
an area more than three times the size of Vietnam.

Over the past two decades, fewer military personnel have
deployed, been killed, and sustained wounds than any other
major U.S. military conflict in history. Despite what might be
interpreted as a great improvement in the conduct of war, com-
pared to the death statistics from the past century, the potential
psychological health impact on up to 510,000 post-9/11 ser-
vice members and veterans with PTSD cannot be overstated.
The estimated causality differences across various military
conflicts are not meant to minimize the significant contribu-
tions and sacrifices made by this new generation of military
warriors, but to help us gain perspective.

An additional factor to be considered in the psychologi-
cal health burden of post-9/11 service members and veterans
is the significant increase in military suicides over the past
20years, for which there appear to be multifactorial con-
tributors.!® Unfortunately, despite substantial DoD research
investments in suicide prevention, including funding of the
Army Study to Assess Risk and Resilience in Servicemem-
bers (Army STARRS) suicide study and the Military Suicide
Research Consortium, the rate of completed suicides in mil-
itary personnel has continued to increase. The 2020 DoD
Suicide Report indicated that completed suicides have con-
tinued to increase for the fifth year in a row across the DoD,
and suicides in the U.S. Army in 2020 reached the highest rate
in recorded history.?"

On a more positive note, advances in military medicine,
equipment,?> and tactics/operations>® over the past two
decades have resulted in significant improvements in the case
fatality rate for those physically injured in combat.>* How-
ever, this also may mean we today have a significant increase
in wounded-in-action survivors with PTSD. Combat injuries
have been found to increase the risk for PTSD.?3 Conversely,
there are also reports suggesting that natural recovery from
PTSD is more likely to occur in service members with phys-
ical wounds, as compared to the invisible wounds of war,
because of the repeated conversations with friends, family,
fellow service members, and healthcare providers that often
occur after visible, physical injuries.?

Fortunately, similar to the improvements in the case fatal-
ity rate for those physically injured in combat, there have
also been advancements in the treatment of the psychologi-
cal wounds of war such as combat-related PTSD. STRONG
STAR has now supported over 25 PTSD clinical trials.!-?
The initial results of these trials documented that combat-
related PTSD could be successfully treated in about 50% of
service members with trauma-focused, cognitive-behavioral
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therapies. Subsequent clinical trials by STRONG STAR have
found even greater improvement and recovery rates in PTSD
using cognitive behavioral therapies specifically tailored for
the unique need of post-9/11 service members and veter-
ans. The results of many of these clinical trials have now
been disseminated and implemented into clinical practice
throughout the Military Healthcare System and the Veter-
ans Health Administration, and access to evidence-based
interventions is widespread. However, there is considerable
room for improvement in the assessment, diagnosis, pre-
vention, and treatment of PTSD and other psychological
health conditions in service members and veterans. Contin-
ued research is needed to advance current treatments, develop
new interventions, evaluate alternative delivery modalities,
and evaluate the combination and sequencing of various treat-
ments for PTSD, suicide, and other psychological health
conditions.
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