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Abstract
Mental health problems are significant issues in our time, and have repercussions in all walks of life. The military personnel are more susceptible to other forms of mental issues, particularly PTSD. Such health concerns warrant the attention of healthcare providers, particularly in integrating the veterans back into civilian life after their life of service. The experiences of combat and non-combat military service men make it increasingly difficult to adjust and cope to civilian standards, despite the treatment initiatives in place. An integrative approach in schema-focused therapy has fundamental benefits when assessing its effectiveness in dealing with mental health issues. The current study evaluates the intervention as a potential solution for reintegrating veterans back into civilian life. 
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Reintegrating Veterans with PTSD Back into Life after Military Service
Periodic feelings of sadness are common for every person, but persistence provides a critical highlight of a problem. Mental health disorders do represent legitimate health concerns and also warrant medical attention, similar to other illnesses. However, the context is not to be confused with mental health concerns, which are permissible to everyone on occasion. It is estimated that roughly 10.7% are the people with mental illness, with the rate of women slightly higher than that of males with approximately 2.5 percent (Blackwell, Lucas & Clarke, 2014). The complexity of mental illnesses provides flexibility such that it can manifest in a variety of forms that encompass schizophrenia, eating disorders, bipolar, anxiety, PTSD, and depression. Despite the statistics above, mental health disorders remain widely unreported globally, particularly in lower-income countries with scarce data collection. Moreover, there is high uncertainty on data relevant to mental health, which warrants caution in interpreting statistics.
One such mental health condition is post traumatic stress disorder (PTSD), which is brought about by either witnessing or experiencing a horrifying event. People in the military have such experiences routinely, particularly those involved in combat operations. The challenges posed to such personnel extend to also include their personal relationships with friends and family. Such issues alone make it harder for the military personnel to adjust to leading a civilian lifestyle. The situation becomes more complex after integrating the various health problems that they endure in their line of duty to include injuries, sickness, and mental and behavioral disorders. 
Moreover, the challenges that they have to endure when they get back home only compound those that the personnel already endured (Mobbs & Bonanno, 2018). The latter group of may issues but are not limited to isolation, adjustment to new careers, coexistence with non-military personnel, dealing with the unfamiliar civilian standards, and lack of meaningful personal relationships. Moreover, the military personnel also endure feelings of neglect. Macro evaluations highlight the government as failing in facilitating their smooth transition, preparation for the servicemen on life after service, and providing adequate funding that proves influential in mitigating and dealing with their ordeals from service. 
Literature Review
Post-Traumatic Stress Disorder
Post-traumatic stress disorder (PTSD) presents a serious medical issue that is the consequence of witnessing of experiencing a terrifying or a traumatic event to which serious physical harm occurred or was threatened. As a public health condition in the United States, the medical problem impacts mortality, poor health, comorbidity, and substantial impairment. The ordeals that trigger PTSD should have brought about horror, helplessness, and intense fear. Most people have a history with a traumatic ordeal that brought about guilt, fear nervousness, anger, and even shock. However, such feelings tend to dissipate after sometime, and that is normal and healthy. However, PTSD describes the same conditions over an extended period, and may even tend to increase in significance. The magnitude of the feelings makes it harder for the people to cope and adjust. Accumulation of knowledge of PTSD over time shows an increasing trend of acquiring more insight on the topic, but there is more yet to be done. Further comprehension of PTSD would be possible through studies that research its etiology, practical assessment, and treatment. PTSD can also affect rescue workers, emergency personnel, families of victims, and even perpetrators. 
The United States estimates that one out of 11 people will have diagnosis of PTSD in their lifetime, and estimates that 3.5%of adults have the diagnosis (Lembcke, 2013). Women are twice more susceptible than men. For the case of Veterans, the prevalence of PTSD is accounted for based on their service area. The NVVRS estimates that nearly 30% of veterans from the Vietnam War met the criteria for PTSD after returning from active service (Schlenger et al., 2015). Hispanics and blacks were the most likely population to have PTSD as compared to whites with rates of 27.9%, 20.6%, and 13.7% respectively. The Gulf War had an estimated population of 12% with PTSD, while the range of the veterans from Operation Iraqi Freedom and Operation Enduring Freedom ranged between 11-20%. PTSD from warzone trauma is frequently comorbid with major depression, alcohol use disorders, and many other post-war readjustment problems (Schlenger et al., 2015). Another issue that may cause PTSD in the military is sexual harassment, experienced by women and men with estimates of 55% and 38% respectively. 
The diagnosis of PTSD is through observation of behavior patterns, feelings, and symptoms. The Diagnostic and Statistical Manual of Mental Disorders (DSM) has a list of symptoms that a patient must exhibit for a prolonged time. The grouping of symptoms of PTSD include is into four; emotional and physical change reactions, negative changes in mood and thinking, intrusive memories, and avoidance concerns. The last grouping highlights avoiding people and places that remind them of the traumatic incident. Intrusive memories cover disturbing flashbacks, which are recurrent and may even manifest in one’s dreams as severe nightmares. The mental disorder occasionally drives the patients into suicidal thoughts and tendencies. The symptoms of MDD significantly overlap with PTSD (Lawson, 2014), and there is a high rate of co-occurrence of both disorders. Additionally, the two even have relatively similar options for treatment.
Empirically-Supported Treatments for MDD
There are various used treatments for PTSD, with most lacking significant evidence backing their adoption such as present centered therapy, interpersonal psychotherapy, stress inoculation training, nefazodone, imipramine, and phenelzine. The availability of the majority of the medical drugs is as inexpensive generics. Typical treatment of PTSD is through pharmaceutical medication, psychotherapy, or a mash-up of the two. The commencement of treatment by primary care providers for the mental health issue is antidepressant medications. The antidepressant drugs influence healthy sleeping patterns for the patients, and also positively influence moods. Considerations to take account in the prescription of drugs include the potential of the patient to harm themselves and the potential impact of outpatient treatment programs. Antidepressants' order is not advised for pregnant women and breastfeeding mothers without consultation from a clinical provider to assess the risk.
The most frequently prescribed antidepressants are serotonin-norepinephrine reuptake inhibitors (SNRIs) and selective serotonin reuptake (SSRIs). The mechanism of action of the latter drugs is through inhibiting the breakdown of serotonin neurotransmitters in the brain resulting in higher amounts of the same. Most patients tolerate these forms of antidepressants well because of the low incidence of side effects (Park et al., 2012). SNRIs are a typical alternative treatment for patients with moderate yield success for SSRIs, and their mechanism of action keeps the serotonin and norepinephrine levels up by preventing them from going back to the cells that release them. Norepinephrine neurotransmitters define the level of alertness and energy, while serotonin brings about positive feelings of well-being. The recommended antidepressant drugs for PTSD include venlafaxine (Effexor), fluoxetine (Prozac), paroxetine (Paxil), and sertraline (Zoloft). Prescription of SNRIs is not advisable to people with high blood pressure and liver damage (Dale, Bang-Andersen & Sanchez, 2015). 
Trauma-focused psychotherapy accounts for a talk or psychological therapy, which has proven effective for people with PTSD. The context of the treatment involves regularly scheduled visits with a therapist to open up about one's conditions and also expounds on related issues. The healthcare provider may even resort to other forms of therapeutic interventions, including prolonged exposure (PE), eye movement desensitization and reprocessing (EMDR), or cognitive behavioral therapy. EMDR aids the patient in making sense of the trauma by recalling and processing the event while the psychiatrist performs back-and-forth-movements or guides the patient with sound. The design of PE requires the patients to face their negative emotions by opening up about one’s trauma to a care provider. The latter may also prompt the patient to engage in habits they avoided since the ordeal. Cognitive-behavioral therapy engages the patient in modifications to their thought patterns targeting at improving their behaviors and moods, and is highlighted as the most effective non-pharmacological treatment of PTSD (Reisman, 2016). The therapeutic interventions help the patients regain control and satisfaction in life, increase self-esteem, improve communication skills, replace negative behaviors and beliefs with positive ones, and adjust to crises and stressful events.
Schema-Focused Therapy for PTSD
Schema-focused therapy defines a newer integrative approach to therapeutic care designed as an intervention for mental health and personality disorders that do not respond to other treatment options. The treatment plan involves working with the care provider to reveal and improve understanding of the patient's schemas, which are also referred to as maladaptive schemas. As an integrative approach, the intervention combines various principles key for different psychotherapies.  The schemas targeted in the intervention highlight some unhelpful patterns people develop out of not meeting their emotional needs. The therapist's role is engaging the patients to aid them in defeating these entrenched and self-defeating patterns. Existing literature uses the intervention for mental disorders, particularly borderline personality disorder. However, in a single case study involving MDD and personality disorder, Seavey and Moore (2012) found the intervention as clinically significant in influencing social isolation, pessimistic tendencies, punitive nature, and emotional deprivation. The case study provides grounds for using schema-focused therapy to treat clinical depression, mainly if it's comorbid with personality disorders. 
Purpose of the Present Study
In the present study, this researcher will examine the effectiveness of Schema-Focused Therapy in reintegrating veterans with PTSD back into civilian life. I believe the therapy has significant potential since it addresses the early maladaptive schemas that shape the perception on a lot of things, and may consequentially breed several mental disorders. I would want to focus on targeting the intervention towards veterans. Studies suggest that veterans have lower statistics of anxiety and elevated depression at 9.9% and 11.0%, than non-veterans, whose statistics are 12.3% and 12.8% (Gould et al., 2015). However, I think the study is critical because veterans are highly susceptible to comorbidity in mental disorders (Trivedi et al., 2015). Schema-focused therapy can address such symptoms clinically significantly.  
Three primary questions to address include:
a) What factors may hinder or promote recovery from comorbidity of PTSD and MDD?
b) What are the processes and observable changes that highlight recovery?
c) What exposure, either in childhood and military life, formulated the schemas that made the sample susceptible to mental health issues?
I hypothesize that the root causes of mental illness for veterans are schemas formulated in childhood and during their service, and hence, can be course-corrected.
Method 
Participants (Sample)
The sample population for the proposed schema-focused therapy intervention is veterans. The selection criteria will account for those who seek psychiatric treatment both within and outside the Veteran Affairs (VA) treatment system, with comorbid PTSD and MDD. The criteria for evaluating the 'sample population' will take into account how extensive and informative the medical and military records are. The inclusion of private practice is to expand the research's reach, despite published articles stipulating that the VA health system outperforms the private health sector (National Academies of Sciences, Engineering, and Medicine, 2018). Moreover, additional consideration will account for a positive outlook on healthcare as a treatment plan for PTSD. As a motivation technique, the veterans who complete the study will be viable for an undisclosed grant from the survey. There are four ethical considerations to consider: multiple relationships, disposition driven diagnosis, informed consent, and boundaries of competence. 
Design
The research will be quantitative. The primary measurements for the sample population will happen throughout the study. The intervention design will be for a minimum of 28 weeks, with information filled throughout the period. The integrative nature of the treatment intervention facilitates the study's configuration to manipulate the variables in establishing what therapies have a significant impact on the entirety of the sample. The variables in the research will be the self-identified schemas by each participant.
Data Collection and Instrumentation
Most data collected will be from the health professionals through the observation and judgment of the individual cases. Additional information from the care professionals will also involve their personal perception of the sample population, the identified schemas, and the therapy's effectiveness. The data sets that prove viable to be integrated into the study will contain action-oriented. In any case, neutrality will be assessed as positive feedback and a challenge to improve. The sample population or family members will even fill out questionnaires that guide the research team on their perceptions regarding the treatment and its possible impact.
Procedure
The study's timing is to commence from the first week of August for an entire period of 28 weeks. The nature of care will not be institutionalized with the sample group free to go home. The administration of the treatment intervention will be one hour and thirty minutes each day for every day. However, each Friday's therapy session will be a group session, with each group identified based on the severity of their mental disorder.
Data Analysis
The inferential statistics to analyze the performance and adherence of the identified groups will be the t-test statistical model. The evaluation will account for improvements as a consequence of the mean between the groups to assess any significant differences in each group's treatment plan. The data analysis will also account for the differences and similarities noted in the account of the variables. The Pearson Product Moment Correlation statistical model will be used for that calculation, and the Pearson coefficient will assess the variables as a stipulated interval. 
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