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VA DISABILITY POLICIES AND
POSTTRAUMATIC MORBIDITY

Fmeh et al. raise important concems regard-
ing possible iatrogenic consequences of cur-
rent Department of Veterans Affairs (VA)
policies for posttraumatic stress disorder
(PTSD).' Although space constraints likely
limited their focus, it would have been desir-
able for Fmeh et al. to have taken their argu-
ments further. They could have pointed out,
for example, that the validity of the PTSD
diagnosis remains an open question, with
concems of possible iatrogenic effects flow-
ing from the constmct itself^'' It also could
have been stated more strongly that there
should not be anything controversial in the
observation that VA policies likely interact
with disability convictions and chronic pre-
sentations of PTSD. After all, issues concem-
ing malingering and factitious disorders
have been recognized for centuries.''

Fmeh et al. can expect their call to reeval-
uate VA policies to be roundly criticized.
This observation goes beyond what can be
typically expected when differences of opin-
ion or interpretation of fact are debated. Ex-
perience has shown that "traumatologists"
can confuse an open airing of issues with
the abandonment of victims. When in 1987
Breslau and Davis critiqued the rationale for
defining traumatic Stressors (criterion A),̂
Lindy et al. wondered if the analysis was
harmful on ethical grounds for suggesting
that victims of trauma be ignored." When in
1996, Rosen discussed the issue of feigned

PTSD,' Nesbit suggested he had a "flip" atti-
tude toward genuine sufferers.̂  More recently,
Kilpatrick expressed concem that excessive
debate among professionals may be harmful
to the interests of those who survive traumatic
stress.^ Perhaps related to the misguided ap-
prehension that scientific debate is against the
interests of victims, the Institute of Medicine
published a review on the validity of the
PTSD diagnosis without providing a hint of
the problems that exist with this diagnosis.'" In
the context of current sentiments, Fmeh et al.
have shed light on matters that require contin-
ued examination and discussion. •
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FRUEH ET. AL RESPOND

Rosen and Spitzer raise important issues that
go beyond the scope of our initial commen-
tary. ' As they and others have noted, there
are important conceptual problems witli tlie
posttraumatic sti'css disorder (FfSD) con-
stmct as cun'ently represented in Diagitostic
and Statistical Manual of Mental Disorders,
Fourth Edition^'^ particularly the way trau-
matic events (criterion Al), peritraumatic
emotions (criterion A2), traumatic event
memories, and symptom overlap are incor-
porated.' Many aspects of the constmct are
not intemally consistent or supported by em-
pirical research from the fields of memory,
emotion, stress, trauma, or mood and anxiety
disorders.*'* Effectively addressing these con-
cerns will alter our understanding of posttrau-
matic reactions and have implications for as-
sessment, treatment, and Department of
Veterans Affairs (VA) policies.

The issue of malingered or exaggerated
psychopathology is complex. Although preva-
lence is not known and probably cannot be
derived from community epidemiológica!
studies, there is strong reason to believe that
it is present among forensic- and disability-
seeking populations.'" We have been infor-
mally advised by several FfSD field leadere
not to study malingering because (1) it is not
common, (2) it is more important to study
unrecognized genuine PTSD, and (3) doing
so harms victims and threatens funding, 'fhis
is logic worthy of Lewis Carroll.

As noted by Rosen and Spitzer, the field
of PTSD does not always welcome the
questioning of its orthodoxy. This may be
understandable given its historic roots,
when trauma survivors were not afforded
much voice and human responses to trau-
matic events were neither well understood
nor attended to. However, to turn a blind
eye now to the potential for malingered or
exaggerated psychopathology in forensic
samples because of sociopolitical reasons is
a mistake. In fact, given that much of the
research on posttraumatic reactions has
been conducted with veterans, it is possible
that secondary gain incentives created by
VA disability policies may contribute to
some of the conceptual problems ^ '

regarding the PTSD construct. This
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includes inconsistencies regarding the
hypothalamic- pituitary-adrenal axis, neu-
roanatomy, physiological reactivity, and
treatment outcome findings.

Whether fTSD or some revised variant of
it is a true disorder in nature remains an open
question. However, the vast body of extant
empirical research indicates that posttraumatic
reactions occur. These reactions include shori-
term distress for many and long-term psycho-
pathology, impaired functioning, and health
problems for a significant minority. We need
to understand and treat these reactions bet-
ter, and PTSD serves as a valuable heuristic
to facilitate this study. However, we also
should remember that most people are re-
silient and few people develop long-term
posttraumatic disabilities. Suggesting other-
wise may cause great harm. •
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2007 MURDER RATES IN NEW
ORLEANS, LOUISIANA

In an earlier estimation of the murder rate for
New Orleans, Louisiana, for 2006,1 con-
cluded that the best population data avcdlable
translated the 162 recorded homicides into a
2006 murder rate of 96.6 per 100000-a
record high. An alternative measure of 72.5
per 100 000 can be calculated using the US
Census Bureau's 2006 midyecir population
estimate of 223 388 for the city.̂  This US
Census Bureau population estimate for
midyear 2006 is much higher than the other
systematic and well-documented estimates
underiaken during 2006.

Well-documented population estimates for
2007 cire not available, but voter turnout in
the fall 2007 and 2003 elections alongside
population extrapolations can provide an upper
bound to population size in New Orleans in the
fall and summer of 2007 and a lower bound
for the 2007 murder rate. If turnout had been
the same in both elections, this would imply a
maximum New Orleans population of 291045
on October 20, 2007. Backward projection
using the growth rate implied by this figure and
the US Census Bureau 2006 midyear popula-
tion estimate provides a maximum (highest

plausible) population estimate of 273 382 for
New Orieans in July 2007. The 209 recorded
homicides translate to a minimum murder
rate of 76.4 per 100000.

If one accepts the low figure of 72.5 for
the 2006 murder rate, which many city gov-
ernment leaders do, the murder rate in New
Orleans during 2007 was higher than that
in 2006 by no less than 5% and higher than
that in 2004 (the last full year before Hurri-
cane Katrina) by no less than 34%.

The above 2007 population figures should
be considered upper-bound estimates for the
following reasons: the 2007 election took
place in a smaller city (where turnouts are
higher^), on a day with perfect weather, with
the significance of election outcomes never
greater, and with substantial post-Hurricane
Katrina demographic shifts toward gi'oups
more likely to vote. This estimate, based on
the assumption of "no difference in turnout,"
resulted in the highest plausible population
figures for 2007, and the resulting murder
rate is the lowest it plausibly could be. In
other words, the true population size is most
likely to be lower, and the true murder rate is
most likely to be higher.

The murder rate for New Orleans remains
stubbornly elevated at extraordinarily high
levels since Hurricane Katrina and has yet to
begin a decline to even prestorm levels,
which were very high in the first place. •
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