THE DEBATE ABOUT OUR involvement in Iraq and Alghanistan

has raged for a decade, but no one disputes one fact: as a

result of those conflicts, thousands and thousands of young

men and women have been profoundly wounded—physi-

cally, emotionally, and spiritually. The statistics measuring

the effects of wartime service on our troops reveal high rates

of drug and alcohol abuse, homelessness, homicide, suicide,

divorce, depression, traumatic brain injury, and post-trau-
THERAPY-AS-USUAL CAN'T matic stress disorder. Yet, unless we're
SERVE THE NEEDS OF OUR closcly related to someone in the military,
RETURNING TROOPS many of us still feel insulated from the
impact of these wars, detached from the sacrifices of those

fighting them, and removed from the problems they experi-

ence once they return to civilian life. @ Our detachment and
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uluqll';tu'll("\ dabout the consequences
of these wars are profoundly miscaleu-
lated. Although combat missions have
cnded in Iragq and the coumdown o
the withdrawal of 1roops from
Afghunistan has begun, the long-term
impact of these engagements will be G
more pervasive and widespread than
many ol us realize. In addition, s
becoming increasingly clear than our
mental healtheare establishment, both
civilimn and milicuy, isn't capable of
handling this public healthcare crisis,
Those in the wenches ol service deliv-
ervalready know that our standard psy-
chotherapeutic paradigm—one mental
health professional with one  client,
apphing once or several standard inter-
ventions—Iails to meet the needs of this
population, both because of the num-
ber of potential clients and the com-
plexities of war trauma. As professional
psvchotherapists, we need 1o rethink
our ideas about how to reach out to the
troops and their families straggling o
return to ordinary life. It's time o move
outside the limited conceprual box that
now defines how we provide care to our
homeward-bound warriors.

The Scale of the
Problem

About 2.1 million troops have served
in Operation Enduring Freedom
in Afghanistan or Operation Iraqi
Freedom. Assuming that cach return-
ing vetern has five or more close fami-
v members (spouse or significam
other, mother, father, two siblings),
these wans directly affect at least 10 mil-
lion people, If we include children,
other relatives, coworkers, and friends,
the number of Americans alfected
could be 10 million or more.

Bevond the growing numbers of peo-
ple whose lives have been touched by
the war, our troops disproportionately
expericnce a range of mental health
problems, some related o rammatic
brain injury—which, along with PTSD
and tlrpl ession, is one of the signature
injurics of these wars. A report devel-
oped by the RAND Corporation in
2008 estimated that 300,000 veterans
sutter from significant PTSD, anxiety,
or major depressive ssmptoms: an addi-
tonal 320,000 may have experienced a
traumatic brain injury. The number of

soldiers forced o leave the Army solely
because of o mental disorder increased
by 64 percent between 2005 and 2009,
The actual numbers of veterans suller-
ing from these problems s probably
much higher than these figures indi-
cate, becanse ol the Latent onset of
PSTD in some individoals and the wide-
spread misdiagnosis, or lack of dingno-
sis, of raumatic brain injury.
Meanwhile, divorce rates among
returning troops are at record levels,
particularly for women. According to
the Army's Mental Health Advisory
Team's 2007 survey, as many as 30 per-
cent of soldiers and marines consider
divorce by the midpoint of their deploy-
ment. Given the stressors that deplov-
ment imposes on entire Gunily systems,
it isn't surprising thit eases ol intimate
partmer violence and child  malirear-
mentare up 30 percent in milicoy cou-
ples and families. In one study ol
250,626 wives of active-chuy ULS, Army
soldiers receiving medical care hetween
2003 and 2006, those whose husbands
were deploved for up 1o 11 months
exhibited more than o six-percent
increase in diagnoses of - depression,
anxiety, sleep disorders, acute stress
reaction, and other problems over
those whose hushands stayed home.
Unfortunately, the mental health sys-
tem responsible for serving these men
and women is already stretched o the
breaking point, even as manv thou-
sands are rewrning o civilian life or
are between muliiple deplovinents, Ina
survey of its members by the National
Council for Community Behavioral
Healtheare, a nonprofit association of
1.600 behavioral healtheare organiza-
tions, nearly two-thirds ol the respon-
dents said that veterans and their fami-
lies, even when in erisis, report long
delays and excessive wait times belore
they get to see a mental health
provider. In addition, it olten takes ver-
erans living in rural America as long as
five hours 1o travel 1o a Veterans Allairs
(VA) office or a military base for an
appointment. Some don’t have access
to a vehicle or public transportation, or
mav be unable o drive or ke public
transportation because of combat-relat-
cd physical and mental Tlimittions.
Civilian agencies already ke up some
of the shck: about 22 percent of veter-
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ans seck mental healthcare outside the
VA system.

Most elinical interventions, including
cognitive-behavioral therapy, exposure
therapy, EMDR, and exposure therapy
using virtual reality, are delivered in stan-
dard clinical formats: onc-on-one or
group therapy sessions provided by pro-
fessional psvchotherapisis, These inter-
ventions are expensive, time-constuming,
and often unavailable outside urban
areas, and there aren’t enough tmined
therapists to deliver them o the many
thousands of troops and veterans suffer-
ing from PTSD and the array of other
war-related symptoms.

In addition, there’s a growing chasm
between the number of milituy person-
nel who need mental health services and
who actually 1y 1o get them. Many of
those who are experiencing the unseen
wounds of war frequenty avoid seeking
help, fearing that they'll be stigmatized
as “weak™ or “craa” by their peers and
superiors—that thev'll be, in effeet, aban-
doning the fightand “letting down™ their
baule buddies because they can't 1ake
the pressures of war. One sergeant (who
did finally get help for his PTSD from a
private. nonprofit counscling agency),
interviewed  anonvmously in a recent
issuc of Stars and Stripes, said, “People are
going 1o call you psycho. Even if people
Just see vou going into the mental health
offices, they're going 1o think vou're
crazy.” Many active-duty roops fear that
it they admit thev've got “problems.”
thev'll lose the chance at promotion—or
may even be discharged and separated
from their combatexperienced peers.,

Added 1o that, many will shun help
because they don’t want to stir up intense
and, at tmes, overwhelming memories
ot their war experiences. Many bolt from
intake interviews because standard clin-
cal procedures raise oo many emotions,
Exen if they do muster the courage,
dogged persistence, and tme it takes o
get the help they need from overloaded
facilities, the usual therapy models may
not be appropriate for the complex phys-
ical, spiritual, and emotional wounds
resulting from the unique circumstances
of these seemingly interminable wars,
Uhe way our therapy estuablishment—mil-
wary and civilian—is organized isn't nee-

essarily elfective with the kinds ol chron-
ic trauma resulting from protracted and

repeated deplovinents to war zones. Nor
do therapeutic models—with their focus
on treating the individual—mesh well
with the realities of milituy culture and
its commumnal values,

An Alternate Approach
During the past several vears, we've -
cled throughout the world 1o help popu-
Lations experiencing mass tsiumatization
following natural disasters and violent
social unrest. We've provided  disaster
relief in China following the Sichuan
Farthquake of May 2008, worked in
Rwanda with genocide survivors, and in
Renya with displaced persons alter the
postelection violence of 2007, Currently,
we're working in Haiti with survivors of
the Janury 2010 earthqguake,

Our goal the first time we responded
to a disaster—after the sunami in
Thailind—was to offer support and assis-
tance o individual taoma sufferers, bu
we've seen repeatedly that eaching sim-
ple, self-reguliting, stabilizaton skills can
help people learn o rebalance their own
nervous systems and create communities
whose members leam to help each other.
As individual - self=smabilization  skills
become community-wellness practices—
often delivered by peers, chaplains, com-
munity activists, and teachers, rather
than by mental health professionals—
this process of community healing can
create asocial ccosvstem that fosters well-
ness and repairs shattered lives.

Our method, the Trauma Resiliency
Model for Communities (TRM-(0), is a
biologically based approach, which pri-
marily focuses on expanding sensory
self-awareness, although cmotion and
meaning are incorporated as they
cmerge naturadly from the sensorv-ori-
ented work. The focus is 1o help trau-
matized people reset the natral bal-
ance ol their nervous system. Unlike
talk therapy, which requires the trauma
story 1o be old in words, TRM pavs
more attention 1o the story told by the
body. Tt focuses on the client’s posture
and gestures, Lacial colormation, muscle-
tension patterns, bhreathing, and heart
rate—indicators of how the taumatic
event is stored in the nervous svstem.
TRM emphasizes educating clients
about their nervous system, and then
teaching them alternately 1o vack sen-
the traumatic

sations connected 1o

event and sensations connected 1o
calmness or, at least, less distress.

When auention is mirned inward in
this way. awareness is expanded bevond
thae which is painful and frightening,
olten resulting in o renewed inner sense
of balance, well-being, and self-manage-
ment, even when one has faced unimag-
inable losses. Nawrally, expressions of
grief, sadness, or terror emerge as a rau-
matic event is remembered; however,
shifting a person’s attention 1o sense-
resource states within the body can have
the dramatic effect of making the body
an ally in healing, rather than an encmy.

TRM begins by front-loading the nen-
ous system with memories of survival and
resilience. When our trainees begin their
work with peers, whether in an internally
displaced persons camp or a peer-to-peer
program, they start by asking questions
like, "What or who helped vou get
through thisz”™ or “Do vou remember the
moment vou knew vou were going to sur-
vive, or that it was over:” or “Who e¢lse
lived:™ This method doesn't require
repeated exposure 1o traumatic details
or bad memories, nor does the client
even have to tell the “trauma story,™ if he
or she would rather not—though we
always take into account the meaning,
emotion, and importance of bearing wit-
ness to their suffering,.

As the TRM practitioner helps the
clientunderstand his or her nervous svs-
tem and learn o track sensations con-
nected to the rmumatic event and sen-
sations connected 1o resiliency, the
Nnervous system th:;_;ins o retrn to its
normal balance or rhvthm. Humans are
neurologically programumed for this bal-
ance. Cognitions, emotions, behaviors,
and physical svinptoms often begin o
change and even remit as the individ-
ual’s natural resiliencey is restored,

TRM draws from
including Jane
Integration Theory (SIT), Eugene
Gendlin's coneept of the “felt sense,™ and
Peter Levine’s Somatic Experiencing
maodel, Sensory integration is our uncon-
scious ability to take in and organize the
deluge of sensory experience to which

several sources,

Avres's Sensory

we're continually exposed (aste, sight,
hearing, touch, smell, movement, gravity,
and  position),  without being  over-
whelmed and paralvzed. A traumatic
experience can profoundly affect our
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ability 1o absorb, modulate, and use sen-
sory information, resulting in overload,
which prevents us from responding o
the world in i coherent, purposeful way,
Although SIT has been widely used by
occupational therapists o treat children
with autism specurum: disorders, it isn’t
commonly used in psvehotherapy.

Gendlin's concept of the "felt sense”™
refers to a mode of engaged, accepting
attention, i wav of getting in touch with
an inner-body sense or preverbal "know-
ing” of something important. By focus-
ing on this sense, individuals can feel
important physical and emaotional shifts
in how thev experience their lives, lead-
ing to fresh insights, new attitudes, and
i different “take.” Because our ances-
tors lived as both hunters and prey, our
nervous systems are highly auned 1o
danger. In essence, we're wired for sur-
vivil-oriented  vigilance—a  tendency
that traumatic events exacerbate.

Peter Levine's Somatic Experiencing
is o bodyv=awareness approach based on
the iden that taumatic svimptoms result
when the survival responses of the auto-
nomic nervous svstem  (light, flight, or
freeze) are aroused during a traama,
but never tully discharged atter the thau-
ntic situation has ended. The maodel
helps people become aware of, and
aradually release, the taumatic energy
“locked™ in their bodies.

Ouwr model trains people o atend o
bodv sensations that are less distressing,
neatral, or even positive, which allows us
towork with trmumatic activation in agene-
tle, graduated wav. This process of shifi-
ing between organization and disorgani-
sution in the nervous svstem: expancds
awareness, decreases anxiety and depres-
sion, and helps individuals achieve
degree of calm and inner stabilit,

A Public Health Focus

Our international work in impover-
ished that have sultered
strophic tramma has shaped our shift
from @ clinical to o public health per-
spective. In these areas, there generally
is i communal orientation, rather than
an cmphasis on the individual, People
often reject clinical services because

dAreds cata-

their culture doesn’t focus on emaotion-
al expression or insight. They may even
have negative pereeptions about what it
means mental health

to seek tresit-

-

ment—an attitude that also character-
izes many ol our oops.,

We consider the milituy 1o be its own
kind of communal culture, which, like
others we've encountered, distrusts out-
sidersand prefers being served by people
like themselves, Those in the militry
don't want to feel like patients receiving
standard dlinical interventions. They're
drawn 1o skills-based programs that weach
them how o sell-regulate and build
strength, preferring to see themselves as
simply learning techniques that enhance
their own ability to rebalance and carry
on their dailv roles in the most “normal”™
way they can, without being marked as
somehow difterent from others.

Our biologically based TRM skills are
compitible with communal populations
because they can be aught o large
numbers of people at one time by non-
clinicians who are just like them. This
enables many people 10 receive stabi-
lization skills that they can practice
independently and teach 1o others in
the Limily, plvtoon, school, or village.

As an alternative o reliance ona small
contingent ol professionals, pecr-to-peer
interventions ofler the possibility: of
reaching far Luger populations and fos-
tering resilience throughout i communi-
tv. We've seen proof ol itin Fait, where
the newly 100 community “animators™
we've tmined in TRN-C have now taaght
hundreds ol others, I individuals need
clinical or medical care, they can be
referred o aomental health professional
or plsician, in areas where one is avail-
able. We're learning, however, thit some-
times TRM-C's biologically based stabi-
lization skills can be enough 1o set some-
one on i path of hope and resilieney.
While there haven't vet heen any formal
studies that have measured the effective-
ness of the TRM-C approach, no other
i treatment—CHT, EMDR, or any
other—has demonstrted its effective-
ness with the cohort of toops who've
sone through the intense stresses and
repeated deplovinents experienced by
our military in Irg and Afghanistan.

We currently have two research stud-
ies under wav (one in the ULS, the
other in Hait) that svstematically issess
TRM-C's impact ae the individual and
community levels, Preliminary evidence
sugeests that TRM skills can be taught
to Lurge groups, learned by people with
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low literacy levels, and used in ways that
reduce symptoms, even alter only one
Or LWo sessions.

Military Culture and
War Trauma

Al work with our troops needs to be “cul-
turally appropriate,” taking into account
the special context of the milicuy culture
and combat setting. Not only does the
military have its own language, filled with
formal and informal acronvims, but its
own organizational structure, values, and
expectations, along with rigorous train-
ing designed to override our natuaral bio-
logical programming to avoid danger
and seek safery at all costs. The life-sawving
skills wanrriors learn impart focus, compe-
tence,  sell-confidence, and  inner
strength thae can keep them and their
commades alive in a combat zone.

What makes it even harder for those
with warrelated trauma and other emo-
tional disorders to get the help they need
is that therapists often don’t understand
the unique, confounding, and anom-
alous sitmation of the war zone. As in no
other potentially traumatizing sitwation,
troops are predator and prey and wit-
ness. sometimes all three atonce. We call
this role complex the Predator-Prey-
Witess wiangle (PPW). For example,

Joan,who was sent into Afghan villages to

ferret out the Taliban, had the job ol
searching Muslim women suspected of
carving explosives, Armed and ready 1o
engage with the Taliban, she was in the
frvdator vole, but she was simultneonsly
frightened ey, because i one of the
explosives she was looking for actally
detonated, she'd die instntly or be hor-
riblv wounded. She might also be shot
from behind by i sniper. While she her-
sell never discovered explosives, she did,
tragically, become a direct witnes 10 4
tmatizing event—seeing one ol her
closest buddies blown up.

Under other tmuma circumstances,
no mutter how stressful, the roles and
troubling emotional responses called
forth by cach segment of the PPW trian-
gle are e more distinguishable, because
different people are involved or the same
person at different life stages. A woman is
“preyi when mped, while her rapistis the

“predator,” though someone abused as a
child ("prev?) may grow up and perpetu-
ate abuse ("predator”). A witness o such



abuse—lor instance, @ spouse—may or
may not intervene, or may also be prey.
In combat zones, however, these three
roles often are experienced simultane-
ously, with the corresponding physiolog-
ical arousal: as prey, the biological
impulse may be o flees as predator, o
fight—often with great ferociv and rage
(if 2t buddy has been killed, for exam-
ple)—and as witness, to freeze while ter-
rible events unfold before one’s eves,
Since  the baulefields in brag and
Alzhanistan have neither boundaries
nor any predictable letup o the vio-
lence, o soldier cn be experiencing
these states serially or simultincously
much of the time. Add multiple deploy-
ments with litde chance o decompress
in between them, and we can begin o
appreciate the difficulties so many ol our
toops experience when they attempt to
reintegrate back home,

The intense and inherent ambiguities
of war are complicated further by the
current demands of counterinsurgency
tactics, which require wiriors to be
somehow both friend and foe—at one
moment, thevre conducting full-com-
bat operations, and in the next, hand-
ing out candy and soccer balls, They
may be engaged inavariety ol noncom-
bat missions with the local people, all
the while not knowing who the enemy
is. The warrior thus becomes the reluc-
tant diplomat 1o people, including
women and children, who, it she lets
her guard down, mav trv to kill her.

Today's wars are increasingly fought
and supported by women warriors, even
though there’s a lag between current
legislation prohibiting women  from
being in combat roles and the actual
roles women are plaving, Although
women mav perform the same duties as
men, including fighting, their unrecog-
nized status may detrimentally impact
credit for the risks they ke and dis-
qualify them from receiving awards and
SCIVICes s veterans,

The incidence of genderbased vio-
lence, commonly referred 1o as Milicuy
Sexual Trauma (MST), is another dis-
mirbing factor in todayv’s wars. According
1o our interviews with female veterans,
there's seereey and shame about being o
victiim of MST, along with fear thi
reporting it will diunage opportunitics

Continued on page 62
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THE 5 TRM SELF-STABILIZATION SKILLS

Toe Travsia REsiniency Moper (TRM) is based on teaching people a basic
set of selt-stabilization skills that help reregulate the nervous system in the
wake of upsetting and taumatic experiences, Below are the five biologi-
cally based TRM skills that we teach within this model.

S Uil 8= Tacking is achieved through observation, self-report by the
client, and attunement between the practitioner and client. As the nery-
ous system is tracked, the client learns to discriminate between dysregu-
lated states within the body (constricted muscles, rapid breathing, heart
rate), and sensations of comfort (expanded breathing, slower heart rate,
muscle relaxation). Tracking is used with all skills.

Sl 22 Gounding refers 1o our sense of the present time and space,
and is the secure foundation upon which we build our interpersonal rela-
tionships. 1Us introduced by inviting the client to bring awareness to how
the body is physically supported at the moment. The sensory attention 1o
the present stimulates in the nervous system a parasympathetic response
that the practiioner can observe and the client can sense.

Slcilll 3z Resowrcing is a technique for focusing awareness on positive
experiences—highly valued relationships, fond memories, imagined
events—that trigger a sense of well-being. For example, a person might be
asked to think about a beloved family member, and then be instructed o
attach the somatic sensations that arise to the inner image. Those positive
sensations can then become resources for counterbalincing negative sen-
sations and reregulating the nervous system.

S il 4z Resowrce ntensification refers to the process of helping people
enhance the multisensory sensations that arise from paying attention to
personal resources, This helps override the stress and anxiety—tied to the
amygdal's strong survival focus—that are typically present in traumatized
people.

S Uil 52 Shift and Stay is a seli=help skill. The client learns to shift aten-
tion from distressing sensations that may arise or be triggered during the
dav to more comforting sensations associated with Grounding and
Resourcing, and then stay attuned to the comforting sensations until reg-
ulation occurs, M

— Laurie Leitch and Elaine Miller-Karas



for advancement or add to the risk of
combat. Because of warriors'
dependency on others in their units,
especially those superior in rank,
MST can be experienced similarly to
childhood sexual abuse by a trusted
family member, engendering
commensurate feelings of shame and
distrust of others.

A New Vision

So a kind of "perfect storm" is
brewing: we have a large and
growing population of war-weary
troops and veterans:; a mental
healthcare system lacking the
person-power to treat them; and
conventional professional therapeutic
approaches that fail to recognize the
uniqueness of military culture and
trauma. Current clinical interventions
like CBT, EMDR, and Exposure
Therapy may be helpful to many of
those who seek assistance, but even
if enough therapists and mental
health facilities were providing these
treatments, many individuals would
miss out on help because of stigma,
cost, fear, distance, or the
unpleasantness and intensity of the
therapy. Understandably, many
active military and veterans resent
being labeled with a psychiatric
diagnosis, regardless of how their
symptoms are categorized in the
DSM. They don't want to be, nor
should they be, pathologized for
having done what they deeply
believed was their duty and later
suffered disproportionately for it.

A critical shift is needed in how we
think about the challenge of helping
so many struggling young men and
women. Traditional methods that
rely primarily on professional
practitioners operating within the
mental health establishment can't

respond to a problem of this scale.
We need to provide healing
alternatives that build on the
resiliency of the human mind-body
system, rather than assumed
pathology. We need to do this—at
least as a first line of approach—
within a nonclinical community
setting that won't alienate these
clients or make them feel worse,
while taking advantage of local
organizations, peer-group support,
and family participation. But how
do you create this public health-
oriented treatment mode, which
includes trained nonclinicians?

We like to think of the answer to
these questions in terms of what's
called "appropriate technology"
(AT), referring to inventions and
methods that use the simplest levels
of technology that can effectively
achieve an intended purpose in a
particular location. Supposedly
originating with Mahatma Gandhi,
who advocated for small, local
technologies (the sewing machine,
the bicycle, the spinning wheel), AT
models are affordable, practical,
culturally and socially appropriate,
and based on local skills and
materials: they're inventive
grassroots solutions to grassroots
problems. As author John F. C.
Turner puts it, "Truly appropriate
technology is technology that
ordinary people can use for their
own benefit and the benefit of their
community, that doesn't make them
dependent on systems over which
they have no control."

TRM-C falls into the category of
AT. We've developed a
comprehensive approach to war
trauma from a public health
perspective. If we apply simple,
skills-based treatments that foster
independence and self-reliance and
that can be implemented by peer

counselors and paraprofessionals as
well as psychotherapists, we're
creating new models of healing,
which could have a wider impact
than our traditional, Western
approaches to treatment, and could
be taught within communities and to
larger groups, thereby expanding the
potential for treating the reactions to
traumatic stress.

We're advocating a form of AT as an
approach to war trauma from a
public health perspective: teaching,
for example, peer counselors,
mentors, and paraprofessionals—
even in large groups—a method of
treatment that fosters resiliency
skills, independence, and self-
reliance in war-traumatized veterans,
active military, and their families.
The Trauma Resiliency Model-
Community (TRM-C) provides a
perspective that depathologizes
symptoms and creates a new
paradigm of service delivery by
training nonclinicians to work with
their own community members.

Providing educational materials to
support a community-oriented
approach is another way we promote
independence and educate others
about the biology of threat and fear.
Supporting tools are ever popular,
including silicon bracelets featuring
the "resiliency equation” and
ballpoint pens with a pull-out scroll
listing the skills. By the end of 2010,
the iPhone app iChill will be
available to guide people through the
biologically-based skills whenever
they need help. We currently have
two research studies funded and
about to begin: one is in the PTSD
and Chronic Pain unit of the VA
office in Los Angeles, and, in
addition to standardized self-
reporting measures, it will use three
physiological measures to assess the
stabilization of participants' nervous



systems. The other study will test the
feasibility of using our iChill app
with Army chaplains before and
during deployment to Iraq and
Afghanistan,

We've walked into the worst
disasters and have witnessed
firsthand the power of community
resiliency models to change the
nervous system in ways that allow
rural villagers in China, farmers in
Haiti, veterans from California, and
community workers in Africa to
begin to attend to the healing
potential of their bodies and their
minds, and then pass the skills along

to others. It's remarkable that,
regardless of the culture, the human
nervous system is neurologically
programmed with the same inherent
capacity to respond to threat and
fear, or to seek balance.

When gently guided through the
basic and simple skills of TRM,
people often come back to
themselves. This has a ripple effect,
because as one person heals and
teaches the skills to another, the
next person heals, and the next.
Soon you have a community that's
tapped into the deep reservoir of
resilience that—just as much as our

capacity to experience vulnerability,
pain, loss, and trauma—is a defining
characteristic of being human.

Laurie Leitch, Ph.D., and Elaine
Miller-Karas, L.C.S.W., are the
cofounders and codirectors of the
Trauma Resource Institute (TRI), a
nonprofit center that provides
training in the Trauma Resiliency
Model (TRM) for civilians, TRM for
Warriors & Veterans (TRM-W & V),
and TRM for Communities (TRM-
C). Website:
www.traumaresourceinstitute.com.




