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Abstract

Hermeneutic phenomenology provides an alternative to objectifying 
approaches to understanding Post-Traumatic Stress Disorder (PTSD). PTSD is 
the one major psychiatric diagnosis where social causation is established, yet 
PTSD is predominantly viewed in terms of the usual neuro-physiological causal 
models, with traumatic social events viewed as pathogens with dose-related 
effects. However, framing PTSD as an objective disease state separates it from 
the narrative historical details of the trauma. Personal stories and cultural 
meanings of the traumatic events are seen as epiphenomenal, unrelated to 
the understanding of, and ultimately, the therapeutic treatment of PTSD. Sixty-
seven US service members injured in the Iraq and Afghanistan wars who were 
in the rehabilitation phase of their recovery, and 401 nurses who provided 
care for service members, were interviewed. Most wounded service members 
described classic symptoms of PTSD: flashbacks, insomnia, hyperarousal, etc. 
All experienced disturbance in their sense of place and time: distortions and 
ruptures between “here” and “there,” “then” and “now.”  Effective nursing care 
required being attuned to where a patient is “at” phenomenologically. Rather 
than see the occurrence of these symptoms as decontextualized mechanistic 
reverberations of war, we consider how these symptoms meaningfully reflect 
actual war experiences and the sense of displacement experienced by service 
members.

Introduction: An Objective Approach to Post-Traumatic 
Stress Disorder 

Often described as a signature diagnosis of service members 
injured in the Iraq and Afghanistan wars1, Post-Traumatic Stress 
Disorder (PTSD) is the one major psychiatric diagnosis where 
social causation is officially recognized. Yet PTSD has come to be 
understood predominantly in terms of neuro-physiological causal 
models, with traumatic social events viewed as pathogens with dose-
related effects2.  Regarded as an objective, verifiable, discrete, and 
preventable disorder 3,4, a PTSD diagnosis is based on a standardized 
set of types of symptoms, such as:  intrusive memories, nightmares, 
flashbacks, intense distress after exposure to trauma-related stimuli, 
and avoidance of reminders, which are directly related to a specific 
traumatic event-the “stressor5.” 

As an objective disease state, the truth about PTSD is 
considered to be independent of narrative historical details of 
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the trauma. Colonel C. Castro, director of the Military 
Operational Medicine Research Program, questions this 
undifferentiated approach to PTSD trauma in the most 
recent DSM 5 definitions of PTSD6: 

“…the words ‘combat,’ ‘veteran,’ or ‘military’ do not 
appear anywhere in the diagnostic description, not 
even in the section devoted to high risk occupations. 
The scientific evidence for lumping combat-related 
PTSD with PTSD related to other forms of trauma, 
such as sexual or physical assaults, and survivors of 
natural disasters is questionable…6.” 

Personal stories and cultural meanings of the traumatic 
events are also seen as epiphenomenal, unrelated to the 
understanding and ultimately the treatment of PTSD7,8. 
Rather, much treatment is geared toward eliminating 
symptoms, such as “straightening out” the pathological 
temporality of memory causing the re-experiencing of 
the traumatic event and correcting pathologized modes of 
perception and behavior, such as avoiding or overreacting 
to stimuli associated with the traumatic event9.  The long-
term goal is to help wounded service members (WSMs) 
separate their military and civilian selves10 and return to 
normalcy to the degree possible.

This model of PTSD has contributed much to garnering 
attention to the need to address and treat combat-related 
symptoms, and there is value in having symptom checklists 
for PTSD and assessments based upon general, observable 
signs and symptoms, such as MRI neuro-imaging evidence 
of typical brain changes. However, without additional first-
hand “experience-near” accounts of actual events11, the 
meaning and context of the trauma are left out; this can be 
misleading, even harmful, and limit the efficacy of treatment 
and delay recovery. Objectification, i.e., conceptually 
removing the person from his/her context, precludes 
understanding the person’s perceptions and behavior 
as meaningful and reasonable activity in a particular, 
not a generic, context. Understanding WSMs’ contact 
with reality, the meanings and concerns they actually 
experienced (e.g., watching the death of a “buddy”)12,13,14 
can avoid pathologizing experience. Given the stigma 
associated with mental illness and PTSD, this matters3.  
Such understanding can also provide a fundamental basis 
for providing effective and therapeutic care.

A phenomenological approach to PTSD
Our article, “Beyond Pathologizing Harm: Understanding 

Post-Traumatic Stress Disorder (PTSD) in the Context of 
War Experience,” offers an alternative understanding of 
PTSD that is grounded in hermeneutic, or interpretive, 
phenomenology.  This phenomenological perspective15,16,17 
builds on the assumption that to be human is to be 
embodied and immersed in the emotionally meaningful, 
palpable environment one inhabits. Personal and cultural 

history directly shape embodiment through learning and 
acquiring specific skillful ways of being in the world, which 
we refer to as body habitus18,19,20,21. The military, in fact, is 
known for instilling a distinct military habitus, including 
one that fosters combat readiness22,1.

In particular combat and war zones, for example, service 
members learn to perceive new sources of danger and new 
levels of attentiveness and skills to respond to danger; they 
learn how to live and survive in a constant surround of 
threat, and how to participate in intense emotional life-and-
death relationships of trust and loyalty8,23.. These totalizing 
challenges of combat radically alter and create new ways 
of being in the world; they can change the very “world” a 
WSM lives in4.  Many of these changes become part of who 
the person is. Every service member leaves war with some 
shifts in embodied memory, identity, and sense of meaning 
that color understanding of his or her current and future 
lifeworld. From a situated phenomenological perspective, 
experience in the war zone is formative.

Our method of study has been to adhere closely to the 
first-hand interview accounts of sixty-seven US wounded 
service members injured in the Iraq and Afghanistan 
wars and of 401 nurses who provided care for WSMs in a 
broad range of locations. Most of these WSMs described 
classic symptoms of PTSD, e.g., flashbacks, insomnia, 
a startle response to reminders, etc.; all experienced 
disturbance in their sense of time and place. Rather than 
see these symptoms as decontextualized mechanistic 
reverberations of war on the brain and body, we consider 
how they meaningfully reflect service members’ actual war 
experiences with real traumatic events and subsequent 
sense of displacement, as described by the WSMs and 
nurses in this study12..

The relevance of an interpretive phenomenological 
approach for understanding post-war experience and 
symptoms of PTSD 

Taking an interpretive phenomenological rather 
than a diagnostic approach to interpreting our research 
participants’ accounts, we inductively identified a recurring 
set of experiences and themes. Many offer another way of 
describing and understanding PTSD symptomatology of a 
returnee without pathologizing their responses. 

Distortions, ruptures, and altered senses of time and 
place were ubiquitous, reflected in important distinctions 
between “then” and “now” and “here” and “there”, as if they 
referred to two different experiential worlds. This is well 
captured in one WSM’s account that we describe as “being 
there, not here”:

“I came recently from war. I could be here, but … I’m 
still over there [in Afghanistan]… I don’t know if you 
understand. And even with my condition [severely 
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injured], I’m still in defense mode. I’m always 
defensive. I can’t find a way… [to] lower that defense 
mode.  I can’t, even if I go somewhere where there are 
a lot of people like a Mall, I can’t. I have to leave.” 

This soldier was especially aware and articulate about 
his shifts between immediate past war experience and 
the present, an awareness that many do not initially have, 
inhabiting all simultaneously4.   Still “over there,” his 
embodied habitus remains in the defensive mode that he 
needed in the war context. 

In fact, the fluidity and variability in where a person is 
“at” experientially, not geographically, was a theme with 
some of the following variations:

•	 Not being able to be “here”: Acute grief, general 
anxiety, inability to focus in the moment; 

•	 Embodied responses to environmental cues “here” as 
if they were “there,” in the war zone;

•	 Flashbacks and nightmares: the intrusive return of 
being “there.”

•	 Imagining the comforts of home while being “there”;

•	 Being “here” while longing to be back “there” in the 
war zone; and

•	 Stigma, social isolation and detachment “here” after 
being connected “there.”

The experience of war radically reshapes a service 
members’ embodied sense of threat, skills, and identity. 
Many of the phenomenon considered to be symptoms of 
PTSD, such as flashbacks, nightmares, fear and avoidance, 
can be understood as learned responses in the context 
of war that can show up as symptoms when “home,” in 
what now uncannily feels like a more dangerous world. 
The coping necessary in their postwar lifeworlds can be 
diametrically opposed to many of the embodied practices 
that helped with survival during war: hypervigilance that 
is no longer warranted shows up as acute anxiety, paranoia 
or hostility; appropriate caution in daily social interactions 
with civilians in a war zone can appear as aloofness back 
at home.

Understanding how formative war experiences are 
embodied in perceptions and body memories that cannot 
be shed like a military uniform helps us better understand 
how the experiences associated with PTSD can be logical 
and not necessarily pathological responses to experience in 
war of all returning soldiers, whether or not they become 
officially diagnosed with PTSD9,23. 

The implications of an interpretive phenomenological 
approach for immediate and long-term care, recovery and 
healing of combat-related trauma

Applying a phenomenological-contextualist approach 

to trauma23, psychoanalyst Robert Stolorow understands 
trauma as “unbearable affect,” not the specific event 
itself; its effects include a shattering of one’s experiential 
world and an excruciating sense of singularity, solitude, 
and shame, among others24,25. Understanding affects as 
relational, these difficult emotions must be processed 
with other people in order to integrate them. This requires 
“attunement” from those who observe and listen to the 
WSM’s war experiences, such that WSMs “feel understood,” 
“feel gotten 24,25.”

Yet not feeling heard or understood was the experience 
many WSMs expressed, often founded on the conviction 
that only people who had “been there” and “done that” 
could really understand or help them. It was this common 
conviction that psychoanalyst Judith Broder, the founder 
of The Soldier’s Project, worked to overcome. In fact, the 
project has shown how working with volunteer civilian 
therapists -- who have skills to listen empathically even 
though they have not actually been there26-- has helped 
WSMs find a path to trusting family members and civilians. 

Perhaps the most frequent descriptor of experience 
used by both WSMs and nurses was “shattered,” referring 
to bodies and limbs shattered by the Improvised Explosive 
Device (IED) blasts, but also to the shattering of a lifeworld, 
of a close-knit unit of “buddies,” of a person’s life and life 
story, of an aspired future, of the world as one knew it.  
WSMs expended great effort to learn the details of their 
injury, to make sense of it, and to try to put their story back 
together again in some way. 

Nurses played an important role in collecting and 
holding the WSMs’ stories27, and many of the positive and 
negative stories about nursing care involved attunement or 
lack of it. Given the service members’ profound fluctuations 
in lived time and space, nurses needed to understand where 
a person is “at” in time and place. In fact, we heard sensitive 
and creative ways by which nurses successfully “met” 
the WSM where he was at: by developing a protocol for 
carefully waking up a newly arrived patient, for example, or 
by reducing stimuli in the room that could be interpreted 
as dangerous to someone still living “in the field.” We heard 
how a nurse helped bring a confused marine back from a 
flashback to himself in the present by playing the “Marine 
Hymn” for him on an IPhone and holding his hand while 
listening together; another nurse offered a patient with a 
shaved head her knitted cap for warmth; the patient was 
caught up by the smell of shampoo of the cap, a smell that 
appeared to recall the comforts of home, femininity and 
warmth that was so good, he passed the cap around to his 
comrades to smell.

Discussion: Beyond War-Related Trauma
The exclusive focus on war-related PTSD of this paper 

raises a number of important questions: how relevant 
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are these findings and analysis to other sources of PTSD, 
such as sexual or physical assault, ongoing civil war, or 
natural disasters?  Are we proposing that PTSD caused 
by war-related trauma is a different diagnosis than PTSD 
caused by other sources of trauma? Does this interpretive 
phenomenological approach also apply to other sources of 
trauma? And how to understand distortions of time and 
place found among most patients with PTSD, not only war-
related PTSD?; can we understand such shared symptoms 
as natural human reactions without supposing biological 
pathology? Here we briefly address each of these questions. 

Is war-related PTSD a different diagnosis?  While we 
presented our hermeneutic phenomenological approach 
to PTSD through the specific example of war-related 
PTSD, we do not necessarily hold that this is a different 
diagnosis than other PTSD diagnoses. We do mean to 
demonstrate the fundamental variability within a PTSD 
diagnosis and that PTSD is not an objective, singular, 
unitary disorder4, independent of the particular historical 
and narrative details of the experience of trauma. This 
is not a novel argument in the field.  Based on years of 
research in military mental health, Drs. Amy Adler and Carl 
Castro identified important differences in the reactions, 
symptoms and functional impairment between two models 
of a traumatic event: the “traditional, “victim” event model, 
such as from sexual assault or weather disaster, that is 
unexpected and unwanted, and the military combat-related 
or “occupational” event model that is generally expected, 
prepared for and repeated, and in which service members 
are not usually passive victims but often also aggressors, 
sometimes even desiring to return to the front for more28,6.

By pointing to the importance of the context of a 
traumatic event, these typologies challenge a generic 
approach to PTSD. In this paper, we argue for even more 
specificity of context: that the experience of trauma is 
constituted at a particular intersection of history, personal 
stories, cultural meanings, and social and material 
conditions. While there are commonalities across contexts 
and people, it is the particular historical experience that 
matters to the person and that is the basis of a traumatic 
experience. Thus, we argue that all those diagnosed 
with PTSD, whatever the source, should have their lived, 
historical traumatic experiences taken into consideration 
when assessing “natural” vs. “pathological” reactions, 
when determining a diagnosis, and when deciding on and 
enacting treatment. This leads to a second related question. 

Can a hermeneutic phenomenological approach 
be applied to other types of trauma?  This necessity 
of understanding the specific content and nature of a 
traumatic experience entails the relevance and value of 
taking an interpretive phenomenological approach to non-
combat-related PTSD, including those involving single 
incident traumas. We strongly regard this approach as 

an essential alternative to the current objective, psycho-
pathological, neuro-physiological and cognitive approaches 
that dominate the field, and for the following reasons.

First, an interpretive phenomenological approach 
focuses on situated lived experience. Understanding the 
real-world experiences of individuals diagnosed with 
PTSD is fundamental for their own self-understanding as 
well as for understanding what they have in common with 
others with related trauma but without an official PTSD 
diagnosis8,23. This understanding also enables people to 
share these experiences not only with others who have 
“been there,” but with those who haven’t but who are 
important in their lives, such as family members.  This can 
provide the basis for creating a relational bridge to cut 
through the isolation, shame and distance and help absorb 
the indigestible affect that is at the basis of trauma24,25.

Second, an interpretive phenomenological approach 
highlights the formative, embodied nature of traumatic 
experience. In contrast to common expectations, one rarely 
returns to being the same person one was pre-trauma. 
Rather, traumatic experience can radically transform what 
it’s like for the person to be in the world, what matters 
to him/her, what is noticed, sensed, feared and so on. 
Reactions or symptoms are not merely superficial and 
temporary leftovers, such as cognitive misperceptions, 
inappropriate fears, or excessive negativity.  They also 
constitute embodied change in who one is, in one’s ways of 
being in the world, in one’s world. 

Third, a contextual, historical approach such as 
interpretive phenomenology is interpersonal rather than 
overly individualist.  It recognizes the co-constituting 
relationship between individual biography and social and 
historical context in shaping experience and embodiment, 
even determining what is or is not traumatic in the first 
place.  Like the experience of being in combat, the effects 
of other traumas can be more extensive than the symptoms 
that are officially recognized as PTSD. 

How, then, to understand similar disturbances in 
time and place among all PTSD patients?  Situated 
phenomenological accounts of human experience describe 
commonalities in how people ground themselves in reality 
by experiencing themselves temporally as “now” versus 
“then” and spatially as “here” versus “there,” according 
to the psychological salience of events. For example, 
Merleau-Ponty’s phenomenological theory of “breadth 
psychology”29 -- in which a past event extends into the 
present where it gets “stuck” and spreads out into the 
foreground of a person’s perception -- would predict 
that significant trauma would cause spatial and temporal 
slippage between here and there, then and now.  

Further, phenomenologically, trauma is known to lead to 
experiences of dissociation; this contributes to a disrupted 
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sense of time and place -- often of fusion or disjuncture -- 
that translate into confusion or new experiences of space 
and time. 

Finally, do the commonalities among people experiencing 
trauma from different sources implicate pathological 
biology?  As noted, common, natural reactions to a 
potentially traumatic situation are not necessarily 
indicators of character or personal pathology.  In fact, as 
many of us have argued3,4,8,23, typical PTSD symptoms, such 
as inappropriate fears that result from single or multiple 
encounters with extreme violence or disaster, may be 
normal, logical reactions to harm and suffering. They may 
of course also indicate biological dysregulation. 

Biological and social processes are in dialogue; social 
experiences, particularly traumatic ones, leave traces of 
changes in the brain and on brain functioning.  However, 
understanding biological pathology as a result of social 
trauma such as war, sexual abuse, violence, natural disasters 
and so on, is not the same as assuming biological pathology 
as the source or the cause of symptoms or physical changes 
in the brain. As PTSD is the one important psychiatric 
diagnosis that recognizes social causation, any analysis 
of causation must begin with the social dimension, which 
includes the meaning and lived history of an event itself.  
Brain pathology does not occur without an experience 
of trauma at the social level; PTSD symptoms cannot be 
reduced to, nor exclusively explained by, these traces of 
experience in the brain. 

Thus, while useful, reducing trauma to a biological 
analysis or suggesting that in an “integration” of social 
with biological analysis, the biological carries more weight, 
is insufficient for effectively understanding, treating and 
preventing PTSD.  Brain imaging and manipulation of brain 
chemistry may augment therapies targeted at the social 
meanings of the trauma for the person.  However, they 
cannot replace the value of attention and therapies that 
seriously engage the meanings, the affect, and the historical 
social content of the trauma and that offer understanding 
of the lived experience of being immersed in a particular 
situation4,7,8,23, however much the experiences correlate 
with brain changes.  Such understanding is essential 
not only for decreasing the alienation and isolation a 
traumatic emotional experience typically causes and for re-
establishing relationships, but also for societal prevention 
of future traumas. 

Conclusion 
Since people are both physical and narrative beings 

suspended in a lived history, we need both biological and 
phenomenological understanding. Yet PTSD is increasingly 
absorbed into the dominant, objective neuro-biological 
paradigm, a paradigm that erases context, meaning and 

experience as epi-phenomenal. More than a biological 
approach is needed. We call for a broader explanatory 
model for understanding and treating PTSD, one that 
shows how social and cultural meanings, or context, 
are constitutive of embodied experience, and one in 
which personal stories and specific narrative details, far 
from being epi-phenomenal, offer understanding that is 
essential for attuned care, relational treatment, and self-
understanding. 

Broadening our understanding of combat-related 
PTSD to include formative world and temporality-
altering outcomes for living after war will help normalize 
symptoms and increase understanding of the personal and 
social impacts of war. In place of the frequent question of 
whether or not a traumatized person has PTSD in absolute 
diagnostic terms based on objective evidence of pathology, 
the focus must be on coming to terms with WSMs’ real war 
experiences and subsequent changes in their ways of being 
in the world after war.
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