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H. R KORMOS, M. D,
1808 GROVE STREET
BERKELEY. CALIFORNIA 34709

PSYCHIATRIC EVALUATION.

Re OJALA, George, '
Date of Birth: January 29 1947. August 28 1984,

IDENTIFYING DATA: This is s 37 vears old white married male., the

father of one child. The patient was seen on four occasions.
Furthermore, his mother and his vife were interviewed and available
medical records, mostly originated by the U.S.Veterans Administra-
tion were consulted.

CHIET COMPLAINT: "What goes on within me is more than T can handle."

PRESENT ILLNESS: There is no evidence of mental illness until 1971,
At that ctime, rhe patient, as an Air Force flight enginesr
in a helicoprer in Vietnam was exposed to particularly heavy eneqyv
fire, He responded to this fear in the sarxe manner many of his col-
leagues did, namely by increasing his use of marijuana and whatever -
else wvas available. It was his perception that the combina:ion.
ofﬁear and drugp effcts set in. motion an alteration of his nind
which has in essence rema:ned present ever since.
Subsequently he lost a significant ncmber of ;is buidies in
ccmbat. Since he was assigned to an Air Rescue and Recovery unir,
ne often had to fly particularly dangerous missions for the pursose
of rescuing aircrevs downed in enemy territary. Ir took him in szt
several vears before he was able to talk adout nis experiences on
those missions. Even now it is difficult for him to do so.

He received several decorations, including cthe Distinguished
Flving Cross.

Following the completion of his year of duty in Vietnam, he
served the remainder of his military obligation out in the contiren-
tal United Scates. Like many Vietnam combat veterans, he continu=d
marijuana use after leaving the theatre of war, This eventually
led to conflicts with his syperiors and thereaf-er he was discharaed.

At first he seemed to do well hut within a vear he hecan o
experience a multitude -~ of svapeams. Alsa, his family and friends
~ad roticed definite pesonslictv changtes in him. e began to isnlat

..
£

himself, felt often in a daze, Sad anxiety attacks and had Aiffi-
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MENTAL STATUS: The patient is a well-built, well developed white

male, appearing perhaps a little vounger than his stated age.
Dress is conventional. He is oriented and alert, with no evidence
of intoxications.

He speaks in a low monotone. Form of thought is loose, with
many tangential thought sequences. He denies hallucinatory and delu-
sional perceptions but does have "flashbacks" to Vietnam scenes.
These can be provoked by noise and vibration resembling that typical-
ly produced by helicopter engines. Likewise, being on a speeding
motorcycle reminds him vividly of being in a helicopter and can
set off "flashbacks". There are significant violent fantasies of
retaliation against people in general but none are directed against
specific individuals.

Content of cthought is thoroughly dominated by a perception

of self as suffering, sick, incapacitated and not receiving the

kind and amount of help required. There is also a strong feeling
of "alienation" in that patient feels different from others and
unable to fit in anywhere.

Affect is depressed and fearfyl of thefuture,

Intelligence is judged to be. constitutionally above average.
However, his depression and preoccupation with his emotional tur-
moil interfere with the full use of his capabilities. '

Concentration and attentionspan are diminished. Memorv is lik-
wise impaired, both for remote and for recent mat=srial.

No abnormal motor phenomena or other gross evidence ¢f newro-
logical illness was observed.

CONCLUSIONS: There does not seem to bes much question but that na-

tient suffers from a disabling illmess. His Jepressed affect.
his ever present anger and retaliatory {antasies., his intolerance
of octher human beings, his combat mermories and Ilashbacks and is
physical pain together make it inconceivable that he could be gain-
fully emploved in any way at the present time.

Likewise, cthere is no question at all “ut that he is in need
of longterm psvchotherapy; the onlv treatment modality that could
reasonably be expected to be of help to him. The fact that past
efforts to treat him have not been succesful in no way negates
the need for psychotherapy but it does underscore how difficult
the case is. The need for treatment is likely to persist for the
foreseeable future.

Diagnostically the issues are less clear. The medical records
reflect a long list of different diagnoses, arrived at by clini-
cians at the vari,us facilities where he has “een swen.
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' Certain observations can at this time be made with confidence.
His response to the various antipsvchotic medications he has been
given 1is gquite atypical for schizophrenia. Whereas, classically,
the schizophrenic patient has a high tolerance for the side effects
of antipsychotics and derives benefit from these agents, the pa-
tient's response has been the exact opposite.

Ff The abnormal perceptions patient has on occasion reported in
the past also are not characteristic for schizophrenia. §9

“frThe family history is entirely devoid of mental illness in
so _far as can be determined, again an unusual finding in schizo-
phrenia.j? S o
o All of the above observations are on the other hand consistent
with a diagnosis of Post Traumatic Stress Disorder. There was no
evidence of psychopathology prior to combat. There was unquestion-
able exposure to traumatic events outside of the range of wusual
human experience. There was a tvpical latent period immediately
after combat during which no symptoms were evident. There are recur-
rent painful and intrusive recollections of combat scenes. Estrange-
ment from others, following the patient's return from Vietnam was
much in evidence. Impaired concentration remains a problem. Irritabi-
lity and violent fantasies also are clearly present.

The diagnosis reached is therefor that of Post Traumatic Stress
Disorder, Chronic, DSM-II1 3009.31

The patient is totally disabled =2s far as geinful emnlevment
is concerned. The prognosis is guarded, much will depend on the
treatment he will receive in the future. The patient has been infor-
med of the above findings and he shows good understanding of the
issues, in particular of the need for treatment, in so far 2s it
pertains to impulse control. While the patient currently is in fact
able to contain violent impulses, he is under considerable pressure
and this issue should be a focal noint of future treatment efforts.
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