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VCSA Sends

Leaders,

While still waging the longest war in our Nation’s history, hard fought in two separate theaters, we
have begun the challenging task of reintegrating our Soldiers, resetting our equipment, and returning
our primary focus to training and preparing for future contingency operations. While much can be
learned from our previous post-conflict eras, current circumstances and conditions are unique and must
be addressed within today’s environment. In many ways, the most difficult work lies ahead. The Army
calls on you, as professional leaders, to ensure a successful reset of the Force. We must work together
in an informed and synchronized effort to address the unique challenges facing today’s Army. This
report will provide context, identify challenges and inform and educate you on the current status of the
health and discipline of our Soldiers, Families and Veterans. In short, it will serve as a valuable roadmap
for leaders, commanders and service providers alike, paving the way to success in the days ahead.

Nearly two years ago, the Army published the Health Promotion, Risk Reduction, Suicide Prevention
Report 2010, referred to as the Red Book, which provided the first comprehensive review of the health
and discipline of the Force. The following report continues—and in many ways expands—that dialogue,
providing a thorough assessment of what we have learned with respect to physical and behavioral
health conditions, disciplinary problems, and gaps in Army policy and policy implementation. It provides
important information on the challenges confronting our Soldiers and Families, challenges that we must
collectively address to reduce the stress on the Force, promote Soldier health and discipline and
improve unit readiness. To this end, this report is designed to educate leaders, illuminate critical issues
that still must be addressed and provides guidance to leaders who are grappling with these issues on a
day-to-day basis.

Many of the issues addressed in this report are complex, especially those related to healthcare. One
of the most important lessons learned in recent years is that we cannot simply deal with health or
discipline in isolation; these issues are interrelated and will require interdisciplinary solutions. For
example, a Soldier committing domestic violence may be suffering from undiagnosed post-traumatic
stress. He may also be abusing alcohol in an attempt to self medicate to relieve his symptoms. The
reality is there are a significant number of Soldiers with a foot in both camps—health and discipline—
who will require appropriate health referrals and disciplinary accountability. This will require us to
sharpen our surveillance, detection and response systems to ensure early intervention. The necessary
response to health and accountability will require active communication and collaboration among
commanders, service providers and our Soldiers and Families.

Without doubt there are challenging days ahead. The majority of our Soldiers and Families remain
strong and resilient; however, many are struggling with wounds, injuries and illnesses incurred during
multiple combat deployments. Through our untiring commitment to researching and resourcing
healthcare initiatives—particularly those related to the stressors of combat, we know more today about
these conditions than ever before. As the Army continues to advance medical science, including
advances in brain and musculoskeletal research, we will look to you to remain abreast of these
advances, educate yourself and your subordinates, and adapt your skills to improve Soldier and Family
care. Make no mistake, these conditions are real; in recognizing that, we must take meaningful steps to
reduce stigma associated with seeking treatment.



Given the complex nature of issues affecting today’s Soldier population, we must fulfill our
obligation to learn, understand and educate ourselves and subordinate leaders to adapt to today’s
environment. To do so, you must read this report in its entirety. There are no shortcuts, EXSUMs or
CliffsNotes; these are not intuitive topics but represent the synthesis of complex issues that will require
interdisciplinary knowledge and implementation. Just as reading Army regulations and field manuals is
essential to professional development, reading and understanding this report will help you achieve the
bottom line in this business—Soldier and Family readiness. Study this report, ensure your subordinate
leaders understand its message, and let’s work together to effectively promote health and discipline

ahead of the strategic reset.
M

GEN Peter W. Chiarelli
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| — Introduction to Generating Health and Discipline in
the Force Ahead of the Strategic Reset

1. Introduction | “Why you should read this report...”

After more than a decade of conflict, hard fought in two separate theaters, the Army is preparing to
transition from a wartime Army to one predominantly training and preparing for future contingencies.
This transition represents an enormous undertaking with the operational Army preparing to integrate
and readjust back into its institutional base to reconstitute, draw down and replenish its readiness levels
as part of its strategic reset. This equates to the reintegration of over 1.1 million Soldiers back into
military installations and local communities, back to conducting essential services, training or resuming
their civilian occupations. The strategic reset will be a time of change and challenge. Leaders will plan
and execute this reset in the wake of tectonic shifts associated with the Force reduction, severe
budgetary constraints, the massive military-civilian transition (of a magnitude not seen in more than
two decades), the return to personnel and equipping readiness and the regeneration of the health and
discipline of the Force. The latter, the health and discipline of the Force, is perhaps the most critical
aspect of the strategic reset—and the principal topic of this report—because the Army, unlike the Navy
and Air Force, which are platform-centric, is a personnel-centric force. And its readiness is a direct
reflection of the health and discipline of the men and women serving in its ranks.

a. Background of the Health and Discipline of the Force

Army senior leaders have been preparing for the strategic reset over the last few years, even while
sustaining Title 10 support to contingency operations in Afghanistan and Iraq. They have been mindful
of the appreciable ‘wear and tear’ Soldiers and equipment have accrued over ten years of war fought in
extremely difficult and demanding environments. Early signs of these effects on Soldiers and Families
prompted the establishment of the Army Health Promotion and Risk Reduction (HP&RR) Task Force in
early 2009. After 18 months, the body of its work—findings and conclusions, lessons learned and
recommendations—were published in the Health Promotion, Risk Reduction and Suicide Prevention
(HP/RR/SP), Report 2010, also known as the Red Book. The report reaffirmed Army efforts to reduce
stress on the Force, presumably related to the demands of a wartime operational tempo (OPTEMPO),
and most often associated with combat-related wounds, injuries and illnesses; repetitive and lengthy
separations; and broader economic conditions. Analyses suggest that this stress was increasingly
placing Soldiers at risk, Soldiers who were suffering from physical and behavioral health issues and in
need of more vigilant leader oversight, risk mitigation and medical healthcare. But it also discovered a
growing high-risk population of Soldiers engaging in criminal and high-risk behavior with increasingly
more severe outcomes including violent crime, suicide attempts and suicide, and accidental death.

b. Purpose of this Report

The audience for this report spans leaders at all levels and across most disciplines including Army
staff, field commanders, healthcare and risk reduction program managers and other leaders who
require a better understanding of the challenges currently facing the Force. It is written in the spirit of a
professional academic trade journal but with critically important operational application. It is organized
to allow readers to navigate depending on their interest, occupational level or time available as outlined
under Organization and Methodology, “What you will find in this report...” The purpose of this report is



2 ARMY 2020: GENERATING HEALTH AND DISCIPLINE IN THE FORCE AHEAD OF THE STRATEGIC RESET

threefold: inform and educate, assess policy and programs and to balance perception regarding health

and discipline (as highlighted in the table below).

Purpose Scope and Limitations

1. Inform and Educate—to educate leaders in
the rapidly evolving nature of the Army
population. The health and discipline of the
Force is entering a unique phase in a post-
war environment, where the Army remains
closely aligned to the recent effects of the
war; with Soldiers and Families still
suffering from the effects of deployment
and combat-related wounds, injuries and
illnesses; and with leaders grappling with
the trade offs—and often inconsistencies—
between recovery and readiness.

This is a lengthy and at times complex report
that covers critically complex issues
associated with the health and discipline of
the Force. It overviews topics every leader
will recognize, that many are grappling with,
and which most want to better understand.
Although complex, the discussion of policy (in
current context) is far simpler than its
anticipated execution (in future context) by
leaders in the months and years to come.

2. Assess Policy and Programs—to provide an
assessment of the effectiveness of health
and disciplinary policy and programs as well
as their implementation by leaders
throughout the Force. This report provides
learning points and offers a few
recommendations based on its assessment
that will assist leaders in preparing Soldiers
and Families for the strategic reset.

This report does not specifically cover all
personnel, medical and disciplinary policy
(comprised of thousands of effective policy
strands), but rather provides a general
assessment of the more significant and recent
policy changes designed to improve health
and discipline.

3. Balance Perception regarding Health and
Discipline—to provide context to health and
disciplinary issues affecting Soldiers and
Families as well their impact on the Force.
This report provides critical insight into
health and disciplinary issues that may help
inform balanced decisions regarding Soldier
rehabilitation, treatment, retention and
transition.

While it highlights the importance of
“performance” in addressing questions of
Soldier disposition, it cannot capture the
innumerable variables, conditions nor
circumstances affecting these decisions.

Figure I-1: Purpose, Scope and Limitations of Report

nation's future.”

“We cannot break faith with our men and women in uniform; the
all-volunteer force is central to a strong military and central to our

— The Honorable Leon E. Panetta
Secretary of Defense




CHAPTER | — INTRODUCTION TO GENERATING HEALTH AND DISCIPLINE IN THE FORCE AHEAD OF THE STRATEGIC RESET 3

c. Assessment of the Health and Discipline of the Force

This report provides an honest, thorough and unvarnished look at current conditions across the
Force. It examines the prevalence of behavioral health issues, incidents of criminal misconduct, as well
as relevant rates and trends over the last several years. It reviews new policy and programs put in place
to address identified gaps. Additionally it provides an overall assessment of their impact on improving
Soldier health and readiness. Toward this end, this report provides a snapshot of conditions through
FY2011 but recognizes that Headquarters, Department of the Army (HQDA) will continue to formulate
and promulgate new policy to shape the future Force. In order for these policy and program changes to
be effective, however, commanders and leaders (at every level) must be knowledgeable of these
emerging requirements and take an active role in ensuring compliance.

Army leaders have a small window in which they can reshape the challenges of the strategic reset
into opportunities to reset the Army as a smaller, more agile and ready Force. They must execute the
Force reduction and military-civilian transition of as many as ~50,000 Soldiers while under tight fiscal
and time constraints. Leaders must selectively retain experienced professionals capable of enduring the
continued OPTEMPO-stressors of military life, transition Soldiers with physical and behavioral health
issues that limit military performance to Department of Veterans Affairs (VA) healthcare, and deselect
and separate those whose high-risk behavior continues to place themselves and others at risk. These
leadership tasks entail hard decisions that must be informed by fair and equitable policies and
programs. And these policies and programs must be clarified and adjusted now if field leaders are to
execute Force reduction and transition objectives consistently over the next few years. It will also take
this level of early preparation to ensure that leaders can make the necessary adjustments at local levels
to facilitate Soldier and Family care, especially for those suffering from wounds, injuries and illnesses
incurred in service to the Army and this Nation.

In the final analysis, this report tells two stories; one indicating remarkable improvements and
progress in increasing health and discipline, while the other demonstrating that there is still much work
to be done to move forward in concentrated areas of policy and program implementation. As
highlighted throughout this report, however, the timing and conditions are right to merge both stories
into a single and favorable ending.

d. Complexity of Today’s Challenges

“While we have made tremendous strides over the past decade,
there is much work still to be done. This war, as we often hear it
described, is a marathon, not a sprint. And, as | mentioned, many of
our biggest challenges lie ahead after our Soldiers return home and
begin the process of reintegrating back into their units, Families and
communities.”

— GEN Peter Chiarelli
Vice Chief of Staff, Army

The wars in Irag and Afghanistan are unique in many ways. They represent not only the longest
wars fought by our Army, but also the longest fought by an all-volunteer force. Today’s wars have
placed tremendous and unique burdens on our Soldiers and Families as compared to previous conflicts.
Past wars were generally noted for several days of intense combat followed by lengthy periods of
military inactivity. According to some estimates, the average infantryman in the South Pacific during
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World War Il saw about 40 days of combat in four years.' In contrast, the OPTEMPO in Iraq and
Afghanistan over the past decade has remained persistently high, providing very few opportunities for
individuals to rest, either physically or mentally. Most Soldiers today have deployed at least once; many
have deployed two or more times on 12-15 month rotations. Nearly two-thirds of those Soldiers who
deployed had less than 24 months of “dwell” time spent back at home, resetting, retraining, and
recuperating before deploying again. Simply stated, for over a decade nearly every leader and Soldier
serving in our Army has lived in a near constant state of anticipation — whether anticipating an
upcoming deployment, anticipating the next mission or convoy, or anticipating the challenges of
returning home. The prolonged stress and strain on them — and on their Families — must be effectively
addressed.

One of the most important lessons the Army has learned is that many health and disciplinary issues,
ranging from post traumatic stress (PTS) to illicit drug use to suicide, are interrelated. To view Soldier
misconduct in isolation, for example, fails to capture the real likelihood that the misconduct was related
to an untreated physical or behavioral health condition, such as increased aggression associated with
PTSD or depression. Likewise, failure to anticipate the impact that medical treatments can have on a
Soldier’s propensity for misconduct puts that Soldier at greater risk. For instance, a medical provider
who prescribes a Soldier powerful narcotic “painkillers” must recognize and mitigate any potential for
addiction and addiction-related misconduct. For this reason, the Army—from senior leaders to
frontline supervisors—must foster a culture that facilitates a 360° awareness of the interactions of
health and disciplinary issues on individual Soldiers, units and Army communities.

A great deal of progress has already been made by effective and innovative commanders and
leaders. For example, leaders have improved administrative and accountability measures to screen over
9,000 Soldiers for mild traumatic brain injury (mTBI) in theater since August 2010, increased behavioral
healthcare access by 11%, returned separation and accession waiver rates to their historic norms, and
substantially reduced multiple felony offenders on active-duty. Yet there is much work still to be done.
In spite of all we have learned and the many policy, process and program improvements made, the
Army has not effectively reduced some portions of our high-risk population (suicides, equivocal deaths,
crime rates, absences without leave (AWOL), other misdemeanors and vehicle / motorcycle accidents).
While disappointing, this should not be cause for alarm or capitulation. We recognized when we began
this introspective examination in 2009 that it would take time. After all, any erosion in health and
discipline in the Force at the expense of waging war for a decade will take at least a portion of equal
time to correct. Also, we cannot discern the potential impact of our efforts in preventing high-risk
behavior from data alone. As we continue to reduce the stress on the Force we can expect more
positive outcomes with time. Our success will require continued patience, a sustained commitment to
health promotion and risk reduction, and active leader involvement at all levels.

2. Context | “How does it apply to you...”

“Soldiers are not IN the Army; Soldiers ARE the Army.”

— GEN Creighton W. Abrams, Jr.
26th Chief of Staff, Army
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We now know that if we are to effectively address the innumerable challenges to regenerating the
health and discipline within the Force, leaders cannot focus their efforts solely on the extreme
outcomes of behavior, but rather on the early indicators that inform their prevention. Leaders and
healthcare providers must engage in an interdisciplinary approach, comprised of several lines of effort,
with an aim to: (1) increase effectiveness of health surveillance, detection and response efforts to
identify, refer and treat Soldiers and Families at risk; (2) reduce cultural stigma associated with seeking
behavioral healthcare; and (3) develop resiliency, coping skills and encourage help-seeking behavior
among our Soldiers and Families.

In total, this report—

e Provides an in-depth discussion on the most common at-risk behaviors, injuries and health
conditions affecting our Force, including mTBI, post traumatic stress disorder (PTSD), poly-
pharmacy, depression, stress and suicide;

e Reviews and assesses the Army’s high-risk population, as well as improvements made in risk
reduction policies, programs and processes;

e Assesses the effectiveness of Army surveillance, detection and response efforts as they pertain to
health-related issues, criminal activity, suicide and other high-risk behaviors;

e Evaluates the impact of policy progress and processes changes made in recent years with respect
to health promotion and risk reduction (HP&RR) in the Force;

e Provides recommendations and a proposed way ahead with respect to implementing HP&RR-
related policy, progress and process improvements across the Force.

As we look ahead to the strategic reset, transitioning from a predominantly wartime Army to a
ready and responsive one, leaders at every level must be actively engaged. They must understand the
issues addressed in this report, apply the many lessons learned and, unlike the mostly reactive efforts of
the post-Vietnam Army, continue to take a proactive approach to generating health and discipline in the
Force. This report should serve as a comprehensive guide, a roadmap of sorts reflecting not only how
far we have come in recent years, but more importantly, provide direction as we look ahead to the
strategic reset and the many challenges we will inevitably face as we come back home.

"As a two-time Garrison Commander, | wish | would have had this document 5-7
years ago!” (Comment made during Army staffing of this report.)

— COL David W. Hall
Deputy Director for Installation Services, ACSIM
Commander USAG-Yongsan 2007-10, Commander USAG-Kaiserslautern, 2002-04

3. Background | “What you need to know to understand the report...”

This report represents a review of the Army’s efforts to reduce the impact of at-risk and high-risk
behavior since FY2009 with a particular focus on progress since the publication of the HP/RR/SP Report
2010. ltis not necessary to have read the Red Book because this subsequent report reviews critical
constructs of the earlier report in order to provide continuity and to ensure this report may be read and
understood as a stand-alone document.
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As was the case with the HP/RR/SP Report 2010, this report was written with varying audiences in
mind—HQDA Secretariat and Staff Principals, commanders, leaders, service and program providers,
Soldiers, Department of the Army (DA) Civilians, Family members and the public at large. Not all
sections are relevant to or necessary for all readers; however, all are encouraged to read the report in

its entirety.

This report reflects reviews of available literature regarding issues relevant to health promotion and
risk reduction. It presents new and existing Army policies and programs related to health promotion
and risk reduction, while analyzing and assessing available and relevant Army data. The report also
leverages the expertise of the HP&RR Task Force and other key Army Staff subject matter experts for
data, analyses and for formulating recommendations and conclusions.

Some of the models and
concepts introduced in the Red
Book are referenced again in
this report. For example, the
Health and Disciplinary Maze
Model depicting the Army’s at-
risk and high-risk populations at
figure 1-2 has been updated to
reflect data from FY2011. This
model depicts the Soldier data
in concentric rings that
represent increasing severity for
potential outcomes as it
approaches the center. The
model demonstrates an overlap
of the two subset populations;
at-risk Soldiers in the darker
shade, who need and are
seeking help and, high-risk
Soldiers in the lighter shade,
who are not help seeking and
whose high-risk behavior
endangers themselves and
others. The center, in blue,
represents suicides and deaths
as a result of high-risk behavior.

HEALTH AND DISCIPLINARY MAZE MODEL
Army Population At Risk

Direct Entry

Baseline
Population

Soldier Stress
* Career

* Family Maze Entry

whisdemeang .
pntidepressan,

Crpn 1)
mina Offenders — A% £

Baseline

Number of “Patient g Care Population
FY11 Soldiers ARFORGEN
Stress
() Death S
* Deployment

O High-Risk Behavior
() Help-Seeking Behavior

O Baseline Population NOTE: Numbers are not mutually exclusive. Soldiers may appear in more than one ring.

Figure I-2: Health and Disciplinary Maze Model

a. The Army Population at Risk (Maze)

The model is analogous to a maze which illustrates the relationship between risk and adverse
outcomes. Each concentric ring or passage adds complexity and increasing potential severity for
adverse behavioral outcomes. “At-risk” Soldiers (help-seeking) will generally enter and exit the maze,
seeking treatment, recovering and then returning back to the healthy population. “High-risk” Soldiers
(not help-seeking), however, may enter and continue to spiral toward the center with increasingly more
severe consequences in each subsequent passage. Their escape from the maze will generally require
the advent of help-seeking behavior and / or leader intervention to arrest the spiral toward the center.
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The maze includes data for both sub-populations in FY2011. The data are not mutually exclusive; a
single Soldier may be reflected in multiple rings. The first three concentric rings provide data for
healthcare with 280,403 Soldiers who received outpatient behavioral healthcare; 135,528 [unique
Soldiers] prescriptions (anti-anxiety, anti-depressant and narcotic pain management) for more than 15
days; and 9,845 Soldiers who received inpatient behavioral healthcare. The vast majority of these
Soldiers are help-seeking (at-risk) Soldiers who returned to a healthy status, with a minority who were
high-risk and who were command referred to healthcare. This is a good news story that demonstrates
that the Army has dramatically increased its healthcare capacity, increased leader involvement and
quite possibly reduced the stigma associated with physical and behavioral healthcare. It also indicates a
renewed commitment to those basic non-combat related leadership skills and practices that have
gradually atrophied over the past decade as leaders appropriately focused the majority of their energy
and efforts in other areas—namely preparing Soldiers for combat.

The remaining concentric rings represent a high-risk population that exhibited increasingly high-risk
behavior. The high-risk population comprised of 42,698 criminal offenders, 11,247 drug and alcohol
offenders, 1,012 suicide attempts, 114 high-risk deaths and murders, and 162 suicides. While both
populations require appropriate command involvement and effective healthcare, the high-risk sub-
population is at the greatest risk for adverse outcomes. Consequently, the high-risk sub-population
remains (literally and figuratively) at the center of the maze and is the focus of the Army’s mitigation
efforts.

b. The Care Continuum

Another key concept —
introduced in the Red Book L et | Inter-Event  Postbvent
and referenced in this report Bueate
is the Event Cycle and Care
Continuum (figure I-3) used
to illustrate how Army
leaders respond to at-risk and high-risk Soldiers. The cycle and continuum are complementary to one
another, with each phase of the Care Continuum nested below the Event Cycle, as it corresponds to the
pre-event, inter-event, or post-event stage. The Event Cycle depicts the sequence of events affecting
the Soldier, while the Care Continuum depicts the institution’s response to each event. Taken together,
the Event Cycle and Care Continuum provide a sequential methodology to align the appropriate health
and disciplinary response to Soldiers at each point along the continuum. The institutional goal, with
respect to manning, training and equipping the Force, should be to keep all individuals in the awareness
and resiliency components of the pre-event stage, recognizing that for a person to be in the inter-event
stage something must have occurred (e.g., rape, mTBI, assault). In order to do so, leaders must ensure
proactive surveillance and detection systems and an immediate response to mitigate and reduce the
impact of risks associated with health and disciplinary issues in the inter- and post-event stages.

Awareness/

Recruit Resiliency

Separate Assess Intervene Treat Investigate Report

Figure I-3: Event Cycle and Care Continuum

The Event Cycle and Care Continuum highlight the importance of implementing the following
strategy: Army leaders must increase surveillance and detection of indicators associated with a
potential or actual event and then respond accordingly—first, to promote the health of the Soldier and
Family; second, to hold the Soldier accountable as appropriate.
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4. Organization and Methodology | “What you will find in this report...”

This report is presented in four chapters, which may be read in sequence or separately by topic or
section, followed by a glossary of abbreviations and acronyms. Each section, summarized below, is
more valuable to leaders if read in the context of the entire report. For example, the messages in
Chapter Il, Health of the Force, and Chapter lll, Discipline of the Force, provide common themes
regarding the interdependent nature of health and disciplinary risks, and the corresponding policy,
programs and leader execution required to reduce their effects. The synthesis of these messages in
Chapter IV, Synthesis of Army Surveillance, Detection and Response to At-Risk and High-Risk Populations,
illustrates the unity of effort required in the way ahead to improve health and discipline in the post-war
period. Quotes, vignettes and learning points are dispersed throughout the entire report. They serve to
humanize this report which is replete with compelling and gripping data and statistics. While important,
the intent is that the data and statistics not become the story; the Soldier, unit or Family who are living
these issues are the focus of this story.

a. Health of the Force (Chapter Il)

There are many elements within the broad scope of the health of the Force, particularly when
viewed within the context of a decade of war. The complexity of physical and behavioral health
conditions, most often from combat-related wounds, injuries and illnesses, and their potential adverse
effect on Soldier behavior, performance or readiness is provided in detail. It demonstrates that the
Army has made vast improvements over the last few years in understanding and countering the effects
of many of these physical and behavioral health conditions, namely mTBI, PTS, depression and chronic
pain, among others, and their related symptoms and manifestations. It provides information with
respect to policy and programs that every leader must know to contend with the challenges of leading
Soldiers in a post-war period. It concludes each sub-section with learning points and a few
recommendations to arm commanders, healthcare / program providers and Soldiers, who compose the
“Health Triad,” with knowledge and improved awareness in order to increase surveillance and detection
of at-risk Soldiers and inform an appropriate response to ensure early intervention, mitigation and
treatment. Ultimately, the objective is to improve post-war health and to set the stage for the Force of
2020.

b. Discipline of the Force (Chapter Ill)

The stress and strain on our Force after a decade of conflict waged in high-risk, high-adrenaline
combat environments continues to play out in the increased incidence of high-risk behavior. The Army
saw a subtle rise in overall crime comprised of violent felonies, non-violent felonies and misdemeanors
from FY2010-11, though crime still remains below levels set in FY2008-09. Of particular concern is the
continued high incidence of both violent sex crimes and drug offenses. These and other high-risk
behavior are likely outcomes of a variety of factors including intentional misconduct, lax / unchecked
discipline, post combat adrenaline, high levels of stress and potential behavioral health issues.
Sustained levels of crime and high-risk behavior are a concern, moreover, because crime generates
more crime; misdemeanors are a precursor to more serious crimes and any crime can be transmitted to
others. Misdemeanors and lower levels of risk taking behavior such as traffic offenses, for example,
have proven to have serious and even fatal consequences. The Army continues to make progress in
many policy and program areas but gaps remain in surveillance, detection and response systems that
adversely affect their implementation. This chapter highlights these gaps and, through quantitative
analyses, estimates their potential impact on the discipline of the Force. It provides robust data and
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trend analysis (lagging indicators) which provide a barometer of Army progress. Each subsection
highlights progress as well as those areas that still require improvement. It reminds experienced leaders
and educates young leaders on the interdependent nature of surveillance, detection and response
systems that, if routinely implemented, will reduce criminal and high-risk behavior in line with historic
norms. It also provides lessons learned and highlights a few learning points that will be essential in
closing the gaps in these systems.

c. Synthesis of Army Surveillance, Detection and Response to At-Risk and High-
Risk Populations (Chapter 1V)

This chapter discusses policy and programs at the crossroads of health and discipline. It emphasizes
the dual requirement to promote health and maintain accountability across the Force. In the wake of
looming Force reductions and severe fiscal constraints, Army leaders must formulate clear policy
regarding Soldier retention and program continuation. Policy must clearly define readiness standards to
inform leader options in determining health and disciplinary thresholds for appropriate Soldier
disposition, retention and transition. In order to enforce these standards, leaders must have a firm
understanding of the impacts of Soldier health and discipline, treatment and rehabilitation programs
and Soldier accountability on the Force. Decisions must be performance-based and address
fundamental questions regarding readiness: Are Soldiers medically fit to perform their duties? Will
rehabilitation return Soldiers to Army performance standards? Will administrative and disciplinary
measures shape future performance?

The challenge ahead for our Army will be to ensure the right recommendations are heeded,
implemented and enforced at the appropriate levels. Success will ultimately depend upon commanders
and (installation) program managers taking an active, engaged role, both “on-duty” and “off-duty,” in
garrison and combat environments, in order to detect and effectively address at-risk and high-risk
behavior related to the health and discipline of the Force. To this end, this chapter concludes this report
with three sections designed to improve policy and policy implementation through: (1) five overarching
recommendations (the only recommendations proffered in this report) to refine strategic policy; (2) a
holistic strategy to improve surveillance, detection and response systems; and (3) a summary of unit-
level policy actions for commanders and program managers to improve health and disciplinary
processes across the Force.

d. Quotes

Improvements and current progress of Army health and disciplinary policy and its implementation
are a direct result of senior leader engagement among Army and other leaders who recognize its
importance and who are working in a collaborative environment to enhance the quality of life of
Soldiers and their Families. Quotes from these leaders are included throughout this document, as an
example of their strategic guidance, oversight and involvement. The quotes are aligned with
appropriate topics to add relevance and context to the report’s dialogue.

“Trust is the bedrock of our honored profession -- trust between
L @ each other, trust between Soldiers and leaders, trust between Soldiers
= and their Families and the Army, and trust with the American people.”?
— GEN Raymond T. Odierno

Chief of Staff, Army

Expectations for the Future
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e. Vignettes

Vignettes provide the real life stories that substantiate the findings and enhance the topical
discussions of this report. Many of these stories are very traumatic but serve to put the face and voice
of Soldiers within the context of this report and to remind leaders of the importance and urgency of
health and disciplinary policy and program implementation.

| VIGNETTE— NCO RELIES ON TRAINING TO PREVENT SUICIDE®

A SSG observed a Soldier attempting to purchase cigarettes without his ID at a Fort Hood
shoppette. The SSG detected the odor of alcohol and suggested the Soldier leave. The Soldier then
asked him if he could speak with him once he (the SSG) was done with his purchase. The SSG quickly
noticed the Soldier looked rough as if he had been in a fight. The Soldier kept telling him that he
“was done.” When the Soldier stated “I just reenlisted, but I’'m done, if you know what | mean,” the
SSG realized what the Soldier was implying, knew he required help and quickly called upon his Ask,
Care and Escort (ACE) training. He contacted the Military Police (MP) and safeguarded the Soldier
until they arrived.

In October 2011, the SSG was commended by the Commanding General (CG), Il Corps and Fort
Hood, who stated “It is because of [his] quick actions that a Fort Hood team member is getting the
help he needs and deserves....we must all have the courage to help a buddy.” The SSG commented,
“I'had a job to do and somewhere to go, but in the end, I'm glad | stuck around to talk to this
individual. If your battle buddy is hurting in anyway, you know how to go out and get him some
help.”

f. Learning Points

Learning points are provided in lieu of recommendations. Most leaders already understand and are
working to implement the recommendations outlined in the Red Book; these learning points are
provided as key summary points at the end of each subsection.

LEARNING POINTS

@9 “Nearly 1in 12 high school seniors reported nonmedical use of Vicodin and 1 in 20 reported
abuse of OxyContin." This is a particular concern for the Army as it represents an increasingly
permissive attitude among a subset within the Army’s recruiting population.

4

w9 There is a significant shortage of psychologists, psychiatrists and other behavioral healthcare
providers, not only within the military healthcare system but nationwide.

an

W9 High-risk behavior (such as substance abuse or aggression) viewed in isolation may be
misperceived as potential misconduct rather than behavior associated with physical or
behavioral health issues.
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Il — Health of the Force

“The most important thing we do is take care of Soldiers, Civilians
and Families. However, the obvious stress of ten years of war in two
theaters, inadequate dwell time at home to recover and reconstitute
and myriad attendant issues like high suicide rates, stress on Families
and communities and a rising number of non-deployable Soldiers have
real implications for the Army today and in the future.”

— The Honorable John M. McHugh
Secretary of the Army

This chapter reviews the health of the Force after a decade of war. It discusses the challenges
associated with leading a Force that has Soldiers and Families affected by combat-related wounds,
injuries and illnesses, operational tempo (OPTEMPO) -related stress, and even pre-service health
conditions. Although presented against the backdrop of a larger healthy and very capable Force, these
Soldiers will require continued leadership focus, time and other resources to reduce what has become
an at-risk population at the margins of the Army’s ready-available manpower pool. This will not be an
easy undertaking as the delineation between fit and unfit for duty is not always clear. Many Soldiers
who are suffering from behavioral health issues or “invisible wounds” remain undetected throughout
the Force, suffering in silence in Army formations at camps, posts and stations and—within the Reserve
Component (RC)—across communities nationwide.

A recurring comparison between the Army’s post-Vietnam transition and the current shift from
contingency operations in Iraq and Afghanistan provides valuable lessons from the past and informs
national leadership of the challenges, relevance and urgency to reset and return to a healthy and ready
Force. Dramatic improvements in Soldier protective equipment and combat casualty care since Vietnam
have reduced mortality rates on the one hand, while increasing casualty rates for Soldiers suffering from
wounds, injuries and behavioral health issues on the other. Operations Enduring Freedom and Iraqi
Freedom for example, had a fatality to wounded ratio of 1:5.0 and 1:7.2 as of November 2009,
compared to a Vietnam ratio of 1:2.6." As of 19 September 2011, the Defense Manpower Data Center
(DMDC) officially placed total theater Army fatalities at 4,462 and non-fatal casualties at 32,001.> These
non-fatal casualty numbers continue to grow as the war persists and as late onset of a variety of
behavioral health issues continue to emerge.

The wounded Soldier population data presented above reflect Soldiers identified and evacuated
from theater. However, the actual number of injured or ill is substantially larger. As discussed herein,
evacuation numbers do not account for the large population of Soldiers who have returned from
combat with undiagnosed combat-related injuries and illnesses, nor does it account for other Soldiers
suffering from non-combat or deployment-related injuries and illnesses (e.g., training accidents or
injuries sustained while off-duty). For example, 9,794 Soldiers were enrolled in Warrior Transition Units
(WTU) and Community Based Warrior Transition Units (CBWTU) Army-wide as of October 2011.°
Approximately 87% of this population has deployed and 10% were evacuated for a combat-related
injury.7

This chapter also focuses on the complexity of identifying and diagnosing the Army’s at-risk
population; it is a population experiencing both diagnosed and undiagnosed health concerns, including
mild traumatic brain injury (mTBI), post traumatic stress disorder (PTSD), depression and anxiety. The
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long term effects, care and treatment of this undiagnosed population—not to mention for those
diagnosed—may play out as the most significant challenge confronting the Army’s human domain and
force readiness as the Army transitions from war.

The implication is clear—the Army will continue to care for Soldiers suffering from deployment-
related wounds, injuries and illnesses as it enters its strategic reset and, as discussed later, this effort
may continue well into the next decade. Such an undertaking will require the Army to leverage its many
improvements in Soldier healthcare; refine its surveillance, detection and response systems to identify
and treat Soldiers with undiagnosed physical and behavioral health issues; and expand its transition
services to provide a “warm hand-off” from Army to Department of Veterans Affairs (VA) healthcare
programs.

Although sobering in terms of the magnitude of a post-war at-risk population, this report also tells a
good news story. The Army has made tremendous progress and sweeping change in the few years since
the publication of the Red Book. The Army, in conjunction with its many research partners, has
advanced the science behind surveillance, detection and response of combat-related injuries and
behavioral health conditions including mTBI, PTSD, and depression, among others. Senior leaders are
engaged in Army-wide health forums from Headquarters, Department of the Army (HQDA) to
installations to codify lessons learned from the adverse outcomes of the at-risk population. The Army
has developed new policies and programs that add additional protections for Soldiers suffering from
physical and behavioral health conditions, undergoing medical therapy, or reluctant to seek help for
health related conditions. There is still much that must be done as the Army continues to reduce gaps in
surveillance, detection and response systems, but even these remaining gaps signal some good news.
The Army is actively measuring with new and more relevant data what it has done, what it is currently
doing and what it must do next to effectively promote the health of the Force.

LEARNING POINTS

w9 Army progress and momentum in implementing health and risk reduction policies and
programs have been strengthened by publication of ALARACT (All Army Activities) 160 / 2010
(Protected Health Information [PHI]) which has increased communication among the health
triad (commanders, healthcare / program providers and effected Soldiers).

1. Complexity of an At-Risk Population

a. Behavioral Health Diagnoses and Treatment

“Psychological wounds can be as debilitating as any physical
battlefield trauma.”®

— The Honorable Eric Shinseki
Secretary of Veterans Affairs
July 2010

Behavioral health issues across the Force, including PTSD, depression, substance dependence and
others are on the rise. Their impact on Soldiers and Families will fundamentally change leadership
requirements for continued surveillance, detection and response in caring for Soldiers through the
Army’s strategic reset and beyond. Current research provides a window into the challenges that lay
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ahead. One study of 424 Army National Guard (ARNG) Soldiers who were deployed for 16 months in
Iraq found that approximately one-third reported post-deployment behavioral health treatment.
Unfortunately, of those who screened positive for behavioral health issues, over one half were not
receiving behavioral healthcare.” Other research throughout this chapter conveys a similar story but
highlights other complexities including undetected and undiagnosed behavioral health issues,
coexistence of multiple behavioral health issues, increased high-risk behavior associated with behavioral

health conditions, and more.

As highlighted in the outer concentric ring of the Health and Disciplinary Maze Model (figure I-2),
the Army has increased its outpatient behavioral health access and delivery by more than 10% in
FY2011, with a surge in behavioral healthcare from 253,773 individual Soldiers in FY2010 to 280,403 in
FY2011. This increase demonstrates the Army’s expanded capacity for providing behavioral healthcare,
while underscoring the importance it places on behavioral health therapy as a critical element of Army
medicine. This is a good news story. Army leadership has communicated that the expansion in
behavioral health contacts is essential in maintaining Soldier health in a high-risk occupation associated
with a high OPTEMPO environment, sustained deployments and the effects of war. This surge in
behavioral healthcare supports a shift in Army healthcare, as senior leaders have recognized the
importance of elevating the mental health of the Force to those levels commensurate with the Army’s
long-standing efforts to sustain the physical health of the Force. In other words, today’s leaders
recognize the holistic approach of treating both the mind and body.

LEARNING POINTS

9 Increased access and delivery of behavioral healthcare are as essential as physical healthcare
in the high-risk occupation and high OPTEMPO environment of military service.

b. Impact of Behavioral Health on the Force

As illustrated in figure 1I-1, a dramatic increase in the
incidence and prevalence of behavioral health issues,
which contributed to the expansion of the Army’s at-risk
population, has fueled the growth for expanding Army
behavioral healthcare. The chart depicts the incidence
rates of mental disorder diagnoses across all Services from
CY2000-09. As evident by the green line, behavioral
health diagnoses continue to increase among Soldiers,
well above the other Services.™

The increase in behavioral health diagnosis and
treatment has been resource intensive as measured by
hospital bed days in figures 1I-2 and 1I-3. The first figure
shows a ~300% increase in duty years lost from CY2000-09
as a result of hospitalization for behavioral health
disorders. It also demonstrates that behavioral health
inpatient care has increased significantly from CY2006-10,
presumably from increased combat intensity but also from
improved medical screening and diagnoses as the war
continued. The second chart at figure 1I-3 provides a
similar story by comparing physical injuries to behavioral
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health conditions as measured by inpatient hospital care in CY2010. Itillustrates that while there were
significantly fewer “encounters” and “patients” from behavioral health conditions than for physical
injuries, behavioral health patients required more than twice the number of hospital days for treatment
and recovery. This trend in both inpatient and resource commitment can be expected to continue over
the next few years. These charts and other data, moreover, reasonably predict an increase in at-risk
outcomes associated with behavioral health issues including reduced Army readiness, Soldier disability
and increased Soldier and Family stress.

Relative Duty Time Lost to Mental Disorder-Related Hospitalization Active Component Medical Encounters, Unique Soldiers, and Hospital Bed Days—2010
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c. Policy and Programs

In response to the dramatic increase in behavioral health issues, MEDCOM published OPORD 10-70
in September 2010, which established the Army’s behavioral health mission with an overarching goal of
reducing behavioral health issues and mitigating the impact of wartime stresses. Its mission statement
follows:*

MEDCOM conducts a campaign to establish an integrated, coordinated and
synchronized comprehensive behavioral health system of care supporting the
human element of Army Force Generation (ARFORGEN) in each of its phases in
order to reduce the incidence and prevalence of behavioral health issues and
mitigate the impact of the normal and abnormal stresses of Army life,
deployment and combat.

The model at figure 1I-4 illustrates the hallmark of MEDCOM'’s behavioral health campaign plan
referred to as the Comprehensive Behavioral Health System of Care Campaign Plan. It depicts the
Army’s approach to identifying, preventing, treating and tracking behavioral health issues affecting
Soldiers and Families—an approach that every wartime leader will recognize. It emphasizes five touch
points to evaluate stress on the Force aligned with the ARFORGEN cycle: from pre-deployment to
theater to redeployment / reintegration to a periodic health assessment (conducted annually). It
highlights several key tasks as a part of its concept of operation: (1) standardize and synchronize
behavioral healthcare and evaluate campaign effectiveness; (2) outline a comprehensive,
multidisciplinary approach that focuses on all aspects of behavioral healthcare; (3) reinforce
commanders’ ownership, critical tasks and actions; and (4) set conditions to incorporate the Composite
Lifecycle Model identified in the Red Book, to include identification of stress clusters in the Life Cycle
strands of Unit, Soldier and Family (see Composite Life Cycle Model, figure 11-10).
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Figure 11-4: Behavioral Healthcare Touch Points"’

MEDCOM'’s campaign has been aggressive to say the least. Through March 2011 it has published
seven additional fragmentary orders (FRAGO) since the original publication of the campaign plan in
September 2010, providing additional implementing guidance and synchronization. A review of these
FRAGOs can be generally summarized in several key developmental areas. First, they outline the
transition of care for Soldiers transferring from program to program during PCS. Second, they
standardize and synchronize tele-health procedures and requirements to optimize behavioral
healthcare services and resources. Third, they outline a care provider support program to reduce care
provider fatigue. Fourth, they expand embedded behavioral health providers at brigade combat team
(BCT) stations to improve pre-, during, and post-deployment behavioral healthcare. Fifth, they provide
guidance for collecting campaign metrics. Finally, they task primary care providers to conduct face-to-
face screens for available Soldiers and virtual screens for geographically dispersed Soldiers. This
campaign plan and subsequent FRAGOs exemplify the Army’s commitment to improving behavioral
health across the Army ahead of the strategic reset.

LEARNING POINTS
w9 All leaders recognize and are executing MEDCOM'’s Comprehensive Behavioral Health System

of Care which identifies, prevents, treats and tracks behavioral health conditions during the
ARFORGEN cycle (figure 11-4).
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2. Medical Issues

a. mTBlI

Over the last few years, the Army has made vast improvements in understanding and countering
the effects of mTBI (also known as “concussion”). We understand, for instance, more about the
dichotomy of brain and mind. Physical injuries from concussive events can affect both the brain, as a
physical injury, and the mind, as a psychological injury. Physical injuries to the brain can be more readily
identifiable with more obvious implications on health and well-being, while injuries to the mind (or
invisible wounds) can be harder to detect and diagnose. Research from UCLA, and other academic
institutions, is informing occupations and activities that pose potential risks associated with concussive
brain injuries, particularly among military and sports occupations.

The pictures at figure II-5 illustrate
three separate brain activity images:
post-concussion (commonly known as
getting your “bell rung”), after a severe
traumatic brain injury (resulting in
coma) and a normal healthy brain. The
more vibrant red and yellow colors
represent higher brain activity levels,
indicated in the image on the right of a
normal male undergraduate student at
UCLA. The darker blue color in the
images at center and left reflect areas
in two separate brains that are less
active or at rest. While they depict similar brain activity levels, they represent two separate patients
under very different conditions. The picture at center is an image taken from a traumatic brain-injured
patient who sustained a severe head injury in a serious car accident. The positron emission tomography
(PET) scan was taken five days after the accident while the patient was still in a coma and unresponsive.
The image at left is that of a UCLA football player 24 hours after he received a concussion during a
game. He never lost consciousness, was cleared to continue to play by sideline medical staff, and at the
time of the PET scan was awake, fully able to talk, walk and only had mild symptoms from the
concussion. Both images, one taken after a severe trauma and the other after a mild concussion, depict
similar brain activity levels. It seems that both brains, despite differences in the severity of injury and
subsequent patient function, have equally reduced activity—likely a reflection of the need for rest and
recovery.”

Mild Severe Traumatic
Concussion Brain Injury

Normal

Figure II-5: Brain Images14

An important lesson for Army leaders can be found in examining and comparing the latter two brain
injury events. Successful surveillance and detection of concussive injuries often occur based on loss of
consciousness, retrograde amnesia (memory loss) or other indications of brain dysfunction. However, it
is important to note that the UCLA football player, similar to many combat-related concussive injuries,
passed initial screenings by medical staff for a concussive injury despite the fact that his PET scan
mirrors that of someone in a coma. Nevertheless, his lack of obvious symptoms does not reduce the
risk associated with a second concussive injury before the first one has healed. This highlights the
importance of surveillance and detection of potential brain injuries following combat-related concussive
events.
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VIGNETTE— NFL BRAIN TRAUMA

Professional football player Dave Duerson retired from the National Football League in 1993.
Following his retirement, he became successful in the food-service industry. In time, unfortunately,
he began experiencing “...symptoms of repetitive brain trauma, including memory loss, poor impulse
control and abusive behavior towards loved ones.” Soon his marriage failed, his business collapsed
and he filed for bankruptcy. In the months leading up to his death he stressed his failing mental
health to his family. In his final note to his family, he wrote, “Please see that my brain is given to the
NFL’s brain bank.” Dave committed suicide on 17 February 2011. It is believed that he shot himself
in the chest to preserve his brain so that it could be examined by Boston University’s Center for the
Study of Traumatic Encephalopathy. An examination of his brain revealed that he had developed
trauma-induced disease, known as chronic traumatic encephalopathy (CTE). The same disease was
recently found in 24 other deceased NFL players. Dave’s son Brock stated during an interview, “I
don’t want people to think just because he was in debt and broke he wanted to end it. CTE took his
life. He changed dramatically, but it was eating at his brain. He didn’t know how to fight it.”*

LEARNING POINTS

@ Surveillance and detection of potential brain injuries following combat-related concussive
events are critical to reducing the impact on Soldier health and readiness.
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A lack of obvious symptoms does not reduce the risk associated with a second concussive
injury before the first one has healed.

(1) mTBI (Concussion) is a National Issue

Improvements in science have inspired traumatic brain injury (TBI) prevention and treatment
nationally along occupational lines, with military and sports medicine, among others, at the forefront of
research, diagnosis, treatment and increasing community awareness. In the area of sports medicine,
youth sports programs have made sweeping changes regarding mTBI management. For example, on
July 26, 2009, Washington State passed the Zackery Lystedt Law, which requires school sports programs
to manage concussion and head injuries associated with youth sports.”” Additionally, legislation was
introduced into Congress in January 2011 to aid schools in managing concussion-related injuries. Over
the last two years 29 states have enacted concussion or “return-to-play laws” with 13 additional states
pending final legislation. This movement has also expanded to professional and college sports programs
as mTBI-type injuries continue to proliferate across a wide variety of contact sports.'®

The Idaho State University Athletic Program provides an excellent example of a growing awareness
of sports-related concussions in its Fall 2011 Newsletter: Get Current on Concussion, ldentification and
Management Strategies for Coaches, Parents, Athletes & Medical Practitioners.” The newsletter
highlights that “Concussion is more than an injury, it is a silent killer.” It provides some sobering facts
including: ~300,000 sports related concussions in the US annually; 1/3 involve high school football; 60%
of all teenage athletes will experience a concussive injury with thousands going unreported; and that
concussion-related brain injuries are second only to injuries related to motor vehicle accidents for young
people ages 15-24. Although it highlights that concussions are still largely misunderstood and
misdiagnosed after two decades, it warns that “Postconcussive Syndrome [PCS] can last for weeks,
months or years after a concussion.” It follows with a dire warning that a second concussion before the
first has healed can lead to rapid brain swelling with “little hope of recovery.”
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Beyond awareness, it recommends diagnostic testing to include: Standard Assessment of
Concussion (SAC), Balance Error Scoring System (BESS) and neuro-cognitive software-based assessments
such as IMPACT (Immediate Post-Concussion Assessment and Cognitive Testing). It recommends that
diagnosis is followed by a six-step return-to-play protocol to gradually integrate the athlete back into
play. Although this information provides an example of sports-related concussions, mTBI-related
injuries cut across national activities / incidents associated with head trauma (e.g., occupational
hazards, vehicle accidents, aggravated assaults and other blunt-force trauma).

| VIGNETTE— IDAHO STATE HIGH SCHOOL SENIOR FOOTBALL PLAYER

“Kort Breckenridge continued to play football while still suffering the effects of a previous
concussion. He hid his symptoms from his parents and coaches. After a routine tackle, he struggled
to stand. He was pulled from the game. Within minutes he was seizing violently, then went
unconscious and nonresponsive. He was transported to a hospital. The entire right side of his brain
was removed. He was in an induced coma for two weeks. He remained in the hospital for the next
three months. Today Kort continues therapy. His speech is slurred, walks with a limp, tires easily,
has difficulty staying on task, and his short-term memory is nearly non-existent. He will remain this
way, most likely, for the rest of his life.”*

(2) Impact of TBI on the Force

“Traumatic Brain Injury can be caused by bullets or shrapnel hitting the head or neck, but also by
the blast from mortar attacks or roadside bombs. Closed head wounds from blasts, which can damage
the brain without leaving an external mark, [were] especially prevalent in Irag. About 68% of the more
than 33,000 wounded in action [during OEF / OIF] experienced blast-related injuries.”**

TBI has had a profound Traumatic Brain Injury Trend For Total Army
and measurable phySicaI and Severe of Penetrating e Moderate Mild —
behavioral health impact on 18,000

the Force, widely affecting
Army Soldiers and Families,
unit readiness, and Soldiers in
transition to civilian life. It
causes both physical and
psychological impairment and
can be difficult for leaders and
medical staff to detect. Itis
classified as mild, moderate 2000 | ST 1435 138 pomr iy T
and severe, with the term 0 . -
”mild" used interChangeab'y 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
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While this classification
describes severity of injury to
the brain and does strongly predict the level of subsequent impairment, it does not perfectly predict
who will fully recover from injury. Most individuals recover rapidly after concussions, although a small
percentage goes on to experience more lasting symptoms. The biggest concern in concussion treatment
is ignoring treatment right after the concussion occurs, when the brain needs time to heal. It is vitally
important to prevent a second concussion too close to the first one, as back-to-back concussions
(including mild concussions) can lead to severe brain damage, and in rare cases, death.
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Figure 11-6: Impact of TBI on the Force”
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The total Army has had over 126,545 diagnosed cases of TBI between CY2000 and CY2010 (figure II-
6). Severity includes 95,251 mTBI, 20,149 moderate and 3,571 severe / penetrating injuries, though
there are a number of additional concussions that go untreated.”®> Milder effects of TBI on individual
Soldiers include impaired memory, concentration, reaction time, balance problems, impaired vision,
headaches and sleep disruption. More serious effects of moderate and severe TBIs include coma and, in
extreme cases, death. Most Soldiers with TBI—especially those with mTBI—fully recover.

LEARNING POINTS

%9 Most concussions heal; however, some can result in persistent symptoms that can cause
emotional, behavioral and cognitive symptoms and reduce Soldier performance and readiness.

(3) DoD mTBI Protocols

Post-blast mTBI research has shed new light on the importance of rapid medical evaluation
following a potential concussive event. DoD developed mTBI protocols in 2010 to enhance early
detection and intervention following concussive events in combat, but are equally relevant to traumatic
head injuries from non-combat related accidents.”® mTBI protocols are required to be implemented
during in-theater post-blast, overpressure, and other concussive exposure events (e.g., vehicle rollover,
fall or sports injury). Commanders or their representatives are required to ensure that all
Servicemembers involved in a “mandatory event,” including those without apparent injuries, are
medically evaluated as soon as possible using the Injury / Evaluation / Distance from Blast (I.E.D.)
checklist.”® Mandatory events include:

e Any [Soldier] in a vehicle associated with a blast event, collision, or rollover;

e Any [Soldier] within a specified distance (actual distance is FOUO) of a blast (inside or outside);
e Adirect blow to the head or witnessed loss of consciousness;

e Command-directed, especially in a case with exposure to multiple blast events.

Additionally, DoD published evaluation criteria following a mandatory event to provide guidance for
medical evaluations and referrals. Evaluation periods are adjusted for each recurrent event starting
with the first event, with a mandatory minimum of 24-hours, and then adjusting the period for each
subsequent event. The evaluation criteria are designed to prompt referrals for medical evaluations
based on Soldiers demonstrating any symptoms catalogued under the acronym “H.E.A.D.S.”:%

e H — Headaches and / or vomiting

e E - Earsringing

e A — Amnesia and / or altered consciousness and / or loss of consciousness
e D - Double vision and / or dizziness

e S - Something feels wrong or is not right

LEARNING POINTS

& “Mandatory Events” refer to events associated with potential head trauma that require
Soldiers to be screened using the I.E.D. and H.E.A.D.S checklists for potential medical
evaluation.
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(4) The Army’s mTBI Campaign Plan

The Army’s mTBI Campaign Plan, Warrior Concussion and mild Traumatic Brain Injury (mTBI)
Campaign Plan, was published in June 2011 well after the Army had begun implementing DoD mTBI
protocols. Itis comprised of three phases: (1) Development— which identified program requirements;
(2) Implementation— which focused on integration of policy and resource solutions; and (3) Full
Execution, Assessment and Improvement—which focuses on changing the culture across the Army that
recognizes concussion / mTBI as a physical injury which must be identified, treated and tracked
appropriately.

The campaign plan sets a serious tone under the “Situation” paragraph, which states “...the effects
of concussion / mTBI can have lifelong impacts on our Soldiers if persistent symptoms are left
untreated. The intent of this campaign is to take a strategic approach... [as] the optimal means of
reversing the lack of understanding, identification, and treatment of concussion / mTBI.”?’ The
campaign is designed to educate, train, treat and track mTBI across the Force. To this end, it has
incorporated mTBI education into professional military education (PME) to increase leader
understanding of mTBI as a real physical injury with appreciation for how it may present without
obvious physical symptoms or as an “invisible wound.” Additionally, the Army is increasing mTBI
training through the publication of DoD’s mTBI protocols in FORSCOM'’s Pre-Deployment Training
Guidance, which mandates mTBI protocol training for all deploying units.?®

(5) TBI Effects on the Soldier and Family

| VIGNETTE—THE EFFECTS OF TRAUMATIC BRAIN INJURY

(Academy Award winner Forrest Whitaker reciting the words of a SPC who sustained a severe
brain injury in an IED explosion) “The bomb blasted thru the windshield right to my face, vehicle
flipped three times, and an M-16 rifle smashed right into my skull. It was lights out. My brain, my
mind...right away | noticed things weren’t the same. The simplest things like putting on a seat belt is
frustrating. Short term memory is gone. The Army was my life, it’s all | ever wanted to do. I’'m not
gonna quit, for my kids, for my wife. It's been seven years since that IED blasted my vehicle, my
brain. The only thing | can do is take it one day at a time for the rest of my life.”*’

We only need to summarize the symptoms of TBI to grasp the many challenges confronting Soldiers
and Family members impacted by diagnosed and undiagnosed TBI. Any one or a combination of TBI
symptoms will seriously affect Soldiers and Families. These symptoms can degrade daily activities and,
even if only temporary, can have a more lasting effect on social and familial relationships, work
production and unit / team readiness.

Symptoms can also exacerbate other psychological and behavioral issues, in effect snowballing from
one manifestation to others (especially in cases of undiagnosed mTBI). For instance, frustration from
any one of the symptoms mentioned earlier can transfer to anger which can lead to domestic
disturbances or work-related problems. Even with proper diagnosis and treatment of mTBI, a small
percentage (10-15%) of mTBI cases may develop chronic and potentially disabling post-concussive
symptoms.®® At the other end of the spectrum, moderate and severe TBI can have long-lasting and
frequently permanent effects. Like many health issues, volumes can be written on the effects of TBI on
Soldiers and Families, but perhaps no more eloquently than described in SPC’s testimonial below.
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(6) mTBI Policy and Programs

The Army’s progress in identifying mTBI risk factors and promoting diagnosis and treatment
continues to reduce the effects of both combat and non-combat brain injuries. The Army has
established and implemented effective policy, programs and protocols since the publication of DoD’s
Directive-Type Memorandum (DTM) 09-033, Policy Guidance for Management of Concussion / Mild
Traumatic Brain Injury in the Deployed Setting, and continues to increase mTBI awareness through a
campaign plan emphasizing four lines of effort: education, training, treatment and tracking. The goal of
mTBI policy is to expedite evaluation and treatment following a blast, concussive or overpressure
exposure event and improve training, identification, treatment, reporting and tracking.

The effects of these policies are particularly evident in the implementation of down-range protocols
that have temporarily removed over 9,000 Soldiers from combat operations for evaluation and medical
referral in the last year. This has allowed Soldiers a critical window of time to rest and recover from
potential brain injuries, as well reducing the risks associated with the effects of mTBI on continued
service under combat conditions. Soldiers who in previous years would have pressed on while suffering
some level of cognitive impairment are now temporarily sidelined for evaluation and potential
treatment. It goes without saying that Soldiers who continue to operate in combat with symptoms such
as reduced reaction time, impaired vision or impaired hand-eye coordination invariably place
themselves and others at greater risk. These protocols provide Soldiers who experience potential
concussive events necessary down time and, given the vast majority who are returned to combat, add
additional protective measures with no cost to unit readiness.

The fact that the Army has diagnosed and treated over 126,000 cases of TBI since the beginning of
the war indicates that Army leaders take TBI seriously. Indeed, the investment in terms of resources to
treat and track this number of Soldier injuries demonstrates an unprecedented commitment to reducing
the risk associated with invisible wounds. And the Army continues to learn. Of the 126,000 cases of TBI,
54% were diagnosed in the last four years. The Army implemented mTBI protocols only ~18 months ago
with the 101° Airborne Division, published the mTBI Campaign Plan in June 2011 and established mTBI
pre-deployment training in FORSCOM’s Pre-Deployment Training Guidance. As a result of these
proactive measures, the Army diagnosed over 1,400 cases of mTBI in Iraqg and Afghanistan from August
2010 to June 2011.%* These diagnoses not only confirm the successful implementation of the mTBI
campaign plan, but also the successful collaboration between the health triad of commander, health
provider and Soldier. This is particularly impressive in that it occurred while in the complex
environment and high OPTEMPO of combat operations.

LEARNING POINTS

3 The goal of mTBI policy is to expedite evaluation and treatment following a blast, concussive or
overpressure exposure event and improve training, identification, treatment, reporting and
tracking.

rd

& Soldiers who continue to operate in combat with symptoms such as reduced reaction time,
impaired vision and sleep deprivation invariably place themselves and others at greater risk.

rd

3 mTBI protocols emplace additional protective health measures with no cost to unit readiness.
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b. Post Traumatic Stress (PTS) and Post Traumatic Stress Disorder (PTSD)

“Anybody that’s been to the gates of Hell has PTS. It's something
you have to remind yourself of if you find yourself drinking too much,
snapping at your kids, snapping at your wife. Go seek help. It took me
30 years to do so. Look for it now, and most important, stay sober.”*

—CPT (Ret.) Paul “Bud” Bucha
Medal of Honor Recipient
June 2010

Post traumatic stress (PTS) and its associated disorder (PTSD) are important health concerns for
Soldiers and the Army as a whole. PTSD lacks the clear physical trauma that would otherwise hasten
detection and diagnosis. Old as battle itself, its formal recognition comes late in modern warfare.
Previously referred to as “shell shock” or “battle fatigue syndrome,” the condition was not formally
recognized as PTSD until it was added to the Diagnostic and Statistical Manual of Mental Disorders,
Third Edition (DSM-I11) in 1980. Its lack of clear physical or biological markers and shared
symptomology with other disorders may explain much of the controversy over its diagnostic criteria as
noted in literature spanning the decades since its formal recognition.*

PTSD is defined based on three sets of symptoms: “re-experiencing (experiencing nightmares, being
distracted by intrusive deployment-related memories), avoidance or emotional detachment (e.g.,
avoiding doing things that were previously enjoyable because they remind Soldiers of combat, such as
going out to a crowded mall or movie theater), and physiological hyperarousal (feeling constantly on
edge or hyperalert, having difficulty sleeping, feeling a lot of anger, having concentration or memory
problems). There may also be guilt or a strong urge to use alcohol or drugs (“self-medication”) to try to
get sleep or not think about things that happened downrange.” These symptoms must persist for at
least 30 days and impair function to some degree to reach clinical disorder thresholds.*

Combat is not the only traumatic stressor that can predispose a Soldier to PTSD (e.g. accidents,
injuries in garrison, assaults, traumatic events prior to entering service, etc.). This is consistent with
research which found that among a population of 60,000 Afghanistan and Iraq era veterans diagnosed
with PTSD between 2003 and January 2011, 7,624 had never deployed.*® This dichotomy was also found
among Vietnam veterans, which placed the prevalence of PTSD at “...over 30% for all those who had
served in the military, even though only 15% of those were actually assigned to combat.”*’ It is
important to note, however, that approximately 5% of the US population meets PTSD criteria, largely
due to childhood trauma. These individuals will enter military service having already experienced
trauma as a child. This may largely explain the incidence of non-combat related PTSD among veterans.*®

(1) The PTSD Epidemic

Recent literature on PTSD has broadly scoped the population of Iraq and Afghanistan veterans
suffering from PTSD. The numbers are alarming. A 2008 projection estimated that there were 300,000
veterans with PTSD from these two theaters alone with an estimated cost of care ranging between $4
and $6.2 billion by early 2010.*° Subsequent research in 2010 places this number even higher,
estimating that approximately 20% (or more) of over two million Servicemembers who deployed will
develop PTSD.*® This may ultimately place the PTSD population closer to 472,000 for all
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Servicemembers or 236,000 Soldiers as of September 2011." These estimates and projections parallel
data provided by VA, which reported that 187,133 Iraq and Afghanistan veterans were diagnosed with
PTSD by mid-2011.*

(2) PTSD Rates among Veterans

Analyses of PTSD in Vietnam veterans provide some insights into future PTSD among Iraq and
Afghanistan veterans. Although there has been much debate regarding actual numbers of Vietnam
veterans suffering from PTSD, the most recent comprehensive study using the most refined case
definitions indicates that 9.1% of Vietnam veterans currently suffer from PTSD and 17.8% develop PTSD
sometime during their lifetime.”> Combat frequency and intensity were shown to be a strong predictor,
with rates of PTSD ranging between 25-30% among Vietnam veterans who experienced the highest
levels of combat exposure. These rates are very consistent with what has been observed so far in the
OEF / OIF wars.”® Literature reviews also characterize PTSD as a long-term disorder, with a significant
impact on functioning.** This is supported by studies among aging WWII and Korea veterans that
showed that “stressful life events” (e.g., loss of loved ones) trigger late onset of PTSD or a recurrence of
dormant PTSD.*>*

These cross-generational findings provide lessons for the management of PTSD in the current
generation of Irag and Afghanistan veterans, who are also experiencing stressful life events. First,
consideration must be given to ongoing life stressors that may heighten PTSD symptoms among
contemporary veterans. Second, differences between these cohorts demonstrate that “Iraq and
Afghanistan veterans were less often diagnosed [and treated for] substance abuse disorders,
manifested more violent behavior, and had lower rates of VA disability compensation because of
PTSD.”* Although the latter may be ameliorated by recent changes in VA benefits as discussed below,
current treatment of Iraq and Afghanistan veterans should take into consideration the potential for
manifestations of substance abuse and violent behavior as well as the potential for recurrence or late
onset of PTSD.

An interesting finding that demonstrates promise for early intervention revealed that active social
engagement can reduce the onset and severity of PTSD symptoms. Multiple studies have demonstrated
the importance of strong social support (e.g., family, friends, co-workers) in the recovery from this
condition. One study, for instance, found that “Vietnam veterans who report active engagement in the
community are less likely to have PTSD.”* Social therapy or “[a] tendency to use social support
[systems] specifically to disclose personal problems and to talk about events experienced during a
deployment are also associated with adjustment. For example, Vietnam veterans who discussed their
military experiences demonstrated decreased rates of PTSD.”* Similarly, other studies found “that a
lack of family cohesion predicted the development of PTSD in Persian Gulf veterans.”*°

The relationship between a lack of ongoing cohesion after return and PTSD may explain why Army
health assessments found that 20% of returning RC Soldiers, as compared to 11% of Active Component
(AC) Soldiers, reported two or more PTSD symptoms 3-6 months post deployment.>* This may not be
surprising given the loss of team cohesion and geographical dispersion of RC Soldiers following
redeployment and demobilization. It may also have been partially due to the limited six month window
for TRICARE following transition, which was recently lengthened to two years. Regardless, the relative
social cohesion among the majority of redeploying veterans today, likely an outcome of the Army’s

1 pTSD projection is calculated using the 20% estimate provided by research against the 30 Sept 2011 DMDC data (~2.3 million
Servicemembers and ~1.2 million Soldiers have deployed since 2001).
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focus on unit reintegration and reset, may set conditions for the observation that “[t]here is a window
of opportunity...for developing and focusing on treatment interventions that emphasize the
preservation of these social assets.”>’

LEARNING POINTS

&9 A holistic approach to PTSD treatment should consider the potential for manifestations of
substance abuse and violent behavior as well as the potential for its recurrence or late onset.

(3) The Impact of PTSD on the Force

PTSD has a far-reaching impact on the health of the Force. The most obvious impact of PTSD on the
Force involves the sheer number of Soldiers presenting PTSD and PTS-related symptoms, the resulting
pressure on the medical and disability evaluation systems and, ultimately, the aggregate impact on
Soldier and unit readiness. For instance, “PTSD was significantly associated with lower ratings of general
health, more sick call visits, more missed workdays, more physical symptoms, and high somatic
[physical] symptom severity.”>® Soldiers experiencing hallmark PTSD symptoms (re-experiencing, hyper-
arousal and avoidance) will almost certainly experience impaired social functioning, which may
adversely impact Soldier / team performance, particularly in the high-stress occupation and
environment associated with military service. Moreover, Soldiers with PTSD may continue to be more
susceptible to episodic recurrences of severe symptoms based on stressful events associated with
military life (e.g. deployments, extended family separations, and continued high OPTEMPO).

Increased rates of PTSD may also be associated with repetitive deployments and short dwell time.
Research on diagnosed veterans indicate that the cumulative effect of deployments—and presumably
combat—may increase the risk for PTSD. The September 2011 Medical Surveillance Monthly Report
found that “larger percentages of males were diagnosed with PTSD after second through fourth
deployments, and with adjustment reactions, anxiety-related disorders, and depressive disorders after
second and third deployments, than after first deployment.”>* Medical Health Advisory Team (MHAT)
data has shown that shorter dwell time is associated with increased risk of PTSD symptoms. These data
indicate that there is a cumulative strain from multiple deployments and short dwell time, and that the
rest between deployments for many units does not appear to be adequate. The Army’s goal to
decrease deployments from 12 to 9 months after February 2012 and its goal to increase Boots on the
Ground (BOG):Dwell to 1:3 should have an impactful effect in reducing deployment related stress.

A particularly disturbing difficulty among Soldiers with PTSD is the co-existence of other problems,
such as aggression towards a spouse or partner. Two studies covering Vietnam veterans in 2007 and
2009 found that aggression was more prevalent among veterans with PTSD than those without
PTSD.>**® The latter study more specifically found (from a population of 1,632 Vietnam veterans) “...that
the rates of aggression for men and women were 41% and 32%, respectively, and men appeared to
perpetrate relatively more acts of severe aggression.”>” A subsequent study in 2010 of Iraq and
Afghanistan veterans determined that male veterans with PTSD were 1.9-3.1 times more likely to
demonstrate aggression toward their female partners.® And, in particular, PTSD-related hyperarousal
(PTSD symptom) seems to lead to higher levels of partner aggression.> This would imply that Soldiers
with PTSD may have one foot in each camp, raising both health and disciplinary considerations for
treatment / prevention and Soldier accountability. The following scenario highlights the potential
seriousness of PTSD-related aggression:
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VIGNETTE— IMPACT OF PTSD, ALCOHOL AND ILLICIT PRESCRIPTION DRUGS

A 24-year-old SPC had recently returned from his second combat deployment. He suffered from
severe PTSD and alcoholism. On 26 March 2011, while on terminal leave, he was discussing his
military experiences with two civilians when he became involved in a verbal altercation. The incident
escalated and he shot both of them. Shortly after fleeing the scene he became involved in a shoot-
out with police before turning the gun on himself. A post-mortem toxicology report reflected the
presence of three benzodiazepines (anti-anxiety) medications including Nordazepam, Temazepan
and Oxazepam at the time of his death. His medical records revealed the SPC was not prescribed
these medications.

This single incident depicts a scenario in which a Soldier, who is suffering from PTSD and
substance dependence, perhaps suffering from stress associated with his transition from the Army,
acts out violently before taking his own life.

(4) Reducing Stigma Associated with PTSD

The Army has taken conscious steps to adjust policy to reduce stigma associated with behavioral
healthcare. However, change must occur within the broader perspective of national culture and policy.
For instance, as GEN Chiarelli indicated in a November 2011 interview, PTSD continues to carry a stigma,
especially amongst young Soldiers. According to GEN Chiarelli, “There is a stigma attached to any
mental illness...to convincing a 19-year-old Soldier who thinks he’s invincible that he’s got an issue...a no
kidding injury that he can’t see and that many of his buddies don’t even believe is real.” For this reason,
GEN Chiarelli (among others) has advocated to change the “D” from “Disorder” in PTSD to “I” for
“Injury,” to dispel the perception that the word “disorder” reflects an individual weakness.®® Use of the
term “injury”, on the other hand, more accurately characterizes the trauma associated with this
condition. This change, however, will require close collaboration with national medical organizations
(e.g., American Psychiatric Association) to assess the impact of diagnoses of mental iliness on help-
seeking behavior, treatment and care. In this example, change to policy could reverse over 40 years
(since Vietnam) of stigma associated with combat-related PTS ”I” among America’s veteran population.

LEARNING POINTS

& The Army’s goal to decrease deployments from 12 to 9 months in 2012 and its goal to increase
BOG:Dwell to 1:3 should have a beneficial effect in reducing deployment-related stress. As the
Army increases its dwell time, it may see an increase in behavioral healthcare contacts and
therefore, an increase in diagnoses.

9 PTSD-related aggression may infer that Soldiers have one foot in each camp, raising both
health and disciplinary considerations for treatment / prevention and Soldier accountability.

an

w9 Many advocate changing the “D” in PTSD from “Disorder” to “I” for “Injury,” to dispel the
perception that the word “disorder” reflects an individual weakness. Use of the term “injury”
more accurately characterizes the trauma associated with this condition.

(5) PTSD Policy and Programs

The Department of Veterans Affairs eased policy for determining disability benefits for PTSD in July
2010. The new policy widened the aperture for PTSD compensation by removing requirements to
document specific combat-related events such as IED exposure, combat engagements and other
combat-associated traumatic events. This change in policy will lessen the burden for combat veterans
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seeking PTSD disability benefits and treatment unrelated to direct combat operations. It also will
“...allow compensation for Servicemembers who had good reason to fear traumatic events, even if they
did not actually experience them.”®! This policy is more in tune with the realities of service-related PTSD
and supported by research findings that are increasingly identifying a population of veterans who are
reporting PTS-related symptoms associated with general wartime service, rather than service specific to
combat operations. Itis a good news story that recognizes that Soldiers who did not serve in direct
combat operations may develop PTSD. This policy, more than any other, recognizes the prolonged and
cumulative impact of PTSD on the lives of veterans.

The Army continues to improve its surveillance, detection and response programs / services to
reduce the effects of PTSD on service and post-service veteran health. From a unit perspective, leader
emphasis on redeployment reintegration and Soldier-civilian transition is critical to early diagnosis,
treatment and follow-up care. Enhancing or preserving the social network of Soldiers at risk for PTSD is
a key aspect of reintegration and should emphasize social and family engagement prior to and during
Soldier transitions and ongoing treatment. Leaders at all levels must increase awareness of changes in
behavior that may indicate a general decline in mental and physical health. The latter highlights an
increased understanding regarding the relationship between physical and psychological injuries,
underpinned by the research conclusion that “[clombat veterans with serious somatic concerns
[physical symptoms] should be evaluated for PTSD.”®?

Increased social support is important among veterans of all wars with PTSD or PTS symptoms. This
is a critical element in Comprehensive Soldier Fitness (CSF) efforts to enhance post-traumatic growth. It
is also likely that increased social support may also increase social acceptance, which has been shown to
be a predictor for successful PTSD mitigation among returning veterans.®® Also, therapy linked to social
support through buddy or peer-to-peer involvement has found success in increasing behavioral health
treatment-seeking among returning veterans.®*

Finally, tele-health is proving to be an effective medium in delivering a wide range of behavioral
health therapies targeting PTSD among geographically isolated or dispersed Soldiers such as Army
National Guard and US Army Reserve (USAR) Soldiers. For example “[e]xposure therapy delivered via
tele-health was effective in reducing the symptoms of PTSD, anxiety, depression, stress, and general
[cognitive] impairment...”*> Evidence indicates that clinical encounters delivered via tele-health
generally have similar levels of patient satisfaction and effectiveness as face-to-face visits, and are
therefore acceptable ways to deliver care according to the latest PTSD DoD-VA Clinical Practice
Guidelines, with particular benefits expected for delivering therapies to geographically dispersed
locations.®®

LEARNING POINTS

& In some respects PTSD reflects natural physiological processes that serve to protect Soldiers in
combat (e.g., hyper-vigilance, avoidance).®’

w9 A change in VA policy has lessened the burden for combat veterans seeking PTSD disability
benefits and treatment for experiences unrelated to direct combat operations.

an

W9 Leader emphasis on redeployment reintegration and Soldier-civilian transition is critical to
early PTSD diagnosis, treatment and follow-up care.

an

W9 Enhancing or preserving the social network of Soldiers at risk for PTSD is a key aspect of unit
reintegration and should emphasize social and family engagement during transitions.
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w9 Tele-health is proving to be effective in delivering a wide range of behavioral health therapies
targeting PTSD among geographically isolated or dispersed Soldiers (ARNG / USAR).

c. Depression

Major depression (or major depressive disorder) is generally the most prevalent of mood disorders
affecting the US population today, effecting approximately 7-10% of all Americans. In CY2005 and
CY2006, an annual average of 15.8 million adults aged 18 or older (7.3%) experienced a major
depressive episode (MDE) in the past year.®® This is consistent with research by the National Institute of
Mental Health (NIMH) which found in a 2005 national survey that 9.5% of the US adult population self
reported suffering from mood disorders, including major, mild and manic depression.*® The economic
impact of depression affects national productivity and has been reported to be one of the most
“_.expensive mental disorders, costing the United States an estimated $66 billion per year.””

(1) Impact of Depression on the Force

VIGNETTE— COMORBIDITY’S LETHAL IMPACT

A 40-year-old SPC who had entered the Army at 35 and had deployed once, had a history of
PTSD, major depression, insomnia, adjustment disorder and suicide ideation. Also, his spouse was
divorcing him due to an extra-marital relationship. Unit leadership indicated that the SPC had been
seen several times under emergency conditions for his behavioral health issues. They had identified
him as a high-risk Soldier and monitored him in case he needed help. Regardless, things started to
spiral as he increasingly engaged in high-risk behavior. On 15 May 2011, he allegedly sexually
assaulted and forcibly sodomized a PFC while she was in bed, incapacitated from alcohol. Four days
later, his spouse served him with a Domestic Violence Protective Order. He was subsequently
referred and enrolled into inpatient behavioral healthcare with a law enforcement interview
scheduled for the sexual assault pending his release. On 25 July 2011, he was found dead under a
picnic table with a self-inflicted gunshot wound to the head. The local coroner did not submit
toxicology samples, so use of drugs and alcohol remain unknown.

This scenario represents a Soldier who was in almost every concentric ring of the Maze before
spiraling to its center: he suffered from behavioral health issues, was taking medication, allegedly
committed a felony crime, was the subject of an active investigation, exhibited suicidal ideation,
(additionally, had family / marital problems) and ultimately committed suicide.

A large study of 206,000 veterans (using VA health records from 2000-2007) determined that “one
in three patients was diagnosed with at least one mental health disorder — 41 percent were diagnosed
with either a mental health or a behavioral adjustment disorder,” with 14% diagnosed with depression.
The same study noted that depression is typically under-diagnosed among veterans.”* Reported
depression among Soldiers can be attributed at least in part to deployments with “~32% of Soldiers
report[ing] depression symptoms 3-6 months post deployment.”’? This is consistent with research from
the Institute of Medicine that found recurring deployments increased the prevalence of mental health
issues among returning Soldiers. It concluded that “27% of those who deployed 3-4 times received
diagnoses of depression, anxiety or acute stress compared to 12% of those deployed just once.”” Given
the fact that the Army currently has 124,576 Soldiers with 3-4 deployments (i.e., AC-91,998; ARNG-
17,061; USAR-15,517), it is likely that as many as 33,636 Soldiers are suffering from diagnosed or
undiagnosed depression, anxiety or acute stress.”* Although the cost of depression among active duty
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(AD) Soldiers has not been calculated, based on veteran care for depression (estimated at over $9 billion
annually) it is assumed to be substantial.”

(2) Depression Associated with Other Behavioral Health Issues

Major depression among Soldiers often occurs with other physical and behavioral health issues
including TBI, PTSD and anxiety as discussed under Comorbidity (Chapter Il, Section 3.a.). As such,
depression can complicate surveillance and detection of other physical or behavioral health issues that
coincide with its occurrence. Both diagnosed and undiagnosed depression can increase the risk
associated with other at-risk outcomes such as suicide and partner aggression. Those among the US
population “... with lifelong history of major depression were 10 times as likely to report having
thoughts of suicide.”’® Additionally, in one study the “presence of depressive symptoms was positively
associated with the presence and severity of domestic violence....for each 20% increase in depressive
symptoms, there was a 74% increase in the likelihood of husband-to-wife aggression”; this positive
correlation was also found among Vietnam veterans.”’

Substance abuse has also been linked to depression and PTSD. One study found that individuals
suffering from depression “were approximately twice as likely to have a co-occurring substance use
disorder.” The same study reported that 20-67% of the people who sought alcohol treatment had
experienced depression. The report explained that “mood disorders may motivate individuals to resort
to drugs and alcohol to cope” with their symptoms. It goes on to explain that “[t]he substances may
initially minimize or moderate the mood symptoms, but withdrawal and chronic abuse typically
exacerbate mood degradation, leading to increasing abuse and ultimately dependence." Given the
association of alcohol and drug use with mood disorders and particularly depression, Soldiers being
treated for either should be evaluated for the other.”®

LEARNING POINTS

9 Given the association of alcohol and drug use with mood disorders and particularly depression,
Soldiers being treated for either should be evaluated for the other.

9 Research found that the “presence of depressive symptoms was positively associated with the
presence and severity of domestic violence...for each 20% increase in depressive symptoms,
there was a 74% increase in the likelihood of husband-to-wife aggression.”

d. Drug and Alcohol Abuse

Drug and alcohol abuse is a good example of a behavioral health issue that impacts both the at-risk
and high-risk populations. This section focuses on the treatment or rehabilitation of Soldiers who have
alcohol or drug addiction or dependency from a health perspective, while Chapter Ill covers illicit use of
drugs and alcohol abuse associated with high-risk behavior from a disciplinary perspective.

(1) Drug and Alcohol Abuse as a National Issue

Drug and alcohol abuse continues to be a national issue. According to the Substance Abuse and
Mental Health Services Administration (SAMHSA), 22.1 million Americans were classified with substance
abuse or dependence in 2010. Among this population were 15 million dependent on or abusing alcohol,
4.2 million dependent on or abusing illicit drugs and 2.9 million dependent on or abusing both. This at-
risk population includes all ages 12 years and older, a scale that increasingly touches young Americans
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approaching the Army’s recruiting population. “In 2010, the rate of substance dependence or abuse
among adults aged 18 to 25 (19.8 percent) was higher than that among youths aged 12 to 17 (7.3
percent) and among adults aged 26 or older (7.0 percent).””

SAMHSA reported that prescription drug abuse among young adults was second only to marijuana.
Pain relievers were the most commonly misused prescription drug “...with 2 million or more new... pain
reliever [illicitjusers each year since 2002, including over 500,000 who initiate [illicit] use without ever
having used another illicit drug.”® Pain reliever dependence increased from 936,000 to 1.4 million from
CY2002-10 with about one-third (463,000) among the 18-25 year-old population. lllicit narcotic use
translated into an increase from 145,000 to 306,000 emergency room interventions from CY2004-08;
based on increased illicit narcotic use, this number can be expected to rise significantly in subsequent
years.

The proliferation of prescription medications has dramatically increased opportunities for illicit use.
Research indicates that the US has experienced a “nine-fold increase (5 million to 45 million) in
prescriptions for stimulants from CY1991 to CY2010; opioid analgesics experienced a six-fold increase
(30 million to 180 million) during this same time period.”®! In addition, SAMHSA data indicates that 3
million Americans abused a prescription drug for the first time in the 12 months preceding its report,
which means that there were 8,100 new illicit users every day. “About one-quarter initiated with
psychotherapeutics (26.2 percent, including 17.3 percent with pain relievers, 4.6 percent with
tranquilizers, 2.5 percent with stimulants, and 1.9 percent with sedatives).”®* Average age among new
illicit users by drug category include: 16.3 years for inhalants, 18.4 years for marijuana, 19.4 years for
Ecstasy, 21.0 years for pain relievers, 21.2 years for cocaine and stimulants, 21.3 years for heroin and
24.6 years for tranquilizers. Intuitively, first-time illicit drug users seem to follow a step-up type pattern
that reflects both drug availability and cost.

SAMHSA 2010 survey data on alcohol consumption revealed that over half (51.8%) of the US
population reported regularly consuming alcohol. Of these 131 million alcohol drinkers, approximately
33 million (23%) participated in binge drinking within the past month. Of the 33 million binge drinkers, a
disturbing 93% were between the ages of 16 and 25 years old; again, the focused cohort for Army
recruitment. Given the prevalence of alcohol associated with service-related—in particular combat-
related—behavioral health issues, excessive alcohol use should be considered during pre-accession
screening. This is particularly important given the fact that changes in alcohol consumption patterns
(e.g. self-medicating, increased dependence, addiction) have been identified as a potential leading
indicator of susceptibility to these occupational behavior health issues.®

LEARNING POINTS

&9 Consideration of excessive alcohol use among recruit candidates may reduce the prevalence of
alcohol associated with service-related behavioral health issues.

(2) Impact of Drug and Alcohol Abuse on the Force

Soldier incidents of drug and alcohol abuse (i.e., drug offenses, drunk and disorderly offenses and
DUIs) have generally trended upward from FY2006-09 (28,740 to 34,586 offenses) followed by a 10%
decrease in FY2010 (31,617 offenses) and another 4% decrease in FY2011 (29,708). Drug and alcohol
referrals also provide another good news story; referral rates increased from FY2004-11 with over
24,000 Soldiers referred to the Army Substance Abuse Program (ASAP) in FY2011 alone. This clearly
indicates an increase in command (and to some extent Soldier) involvement in drug and alcohol



30 ARMY 2020: GENERATING HEALTH AND DISCIPLINE IN THE FORCE AHEAD OF THE STRATEGIC RESET

rehabilitation. Among those Soldiers referred, ~50% were subsequently enrolled into ASAP each year.
Program enrollment was based on a clinical assessment for potential substance addiction or
dependency, which explains the 50% gap between referrals and enroliments.

VIGNETTE—SURVEILLANCE OF DRUG AND ALCOHOL

A SPC tested positive for cocaine use in March 2007. He was not enrolled in ASAP and a DA Form
4833 was never completed. Despite 15 negative urinalyses from October 2008 to January 2011, he
self-enrolled in ASAP that month for cocaine abuse and marijuana and alcohol dependence. The SPC
was apprehended in July 2011 for assault consummated by a battery (domestic violence). A review
of law enforcement databases revealed these offenses were not the beginning or the end of the
SPC’s high risk behavior; he was arrested for criminal trespass, marijuana possession and evading
arrest in 2003 -- three years prior to his delayed entry report date of August 2006.

While driving on an interstate highway on 15 November 2011, the SPC collided with another
vehicle, killing him and two others instantly and injuring two others. He had been driving the wrong
way on the highway for two miles at the time of the accident. While drug and toxicology results are
unknown at this time, packets of Spice were found in the SPC’s vehicle.

Similar to national trends, Soldier demographics in relationship to binge drinking are at the forefront
of issues confronting the Army. Research indicates that as many as 43% of active duty Soldiers reported
binge drinking within the past month. Of this population, “...67.1% of binge episodes were reported by
personnel aged 17-25 years with 25.1% representing underage youth (aged 17-20 years).”** This is
consistent with one article that indicates “....on the basis of mass media reports, diagnoses of alcoholism
and alcohol abuse increased 6.1 per 1000 Soldiers in 2003 to an estimated 11.4 as of March 31% 2009.”%°

Excessive alcohol use is even more troubling because alcohol abuse is associated with a variety of
physical and behavioral health issues related to combat service. For example, “[v]eterans who were
problem drinkers were 2.7 times as likely to have PTSD as veterans who were not problem drinkers.?® In
another study, 25% of 275 Soldiers were identified with alcohol abuse 3-4 months after deployment and
12% exhibited alcohol-related behavioral problems.?” The same study found that “Soldiers who had
higher rates of exposure to the threat of death / injury were significantly more likely to screen positive
for alcohol misuse,” which was followed by a recommendation that Army healthcare closely follow
Soldiers who screen for alcohol abuse during reintegration. Unfortunately, this may not be happening.
Based on a study from Walter Reed Army Institute of Research, Soldiers reported alcohol problems on
the Post-Deployment Health Assessment (PDHA) at a rate of almost 12%, but only 2% of those who
reported alcohol problems were referred for evaluation or treatment (this 2% referral rate is
significantly lower than referral rates for other behavioral health concerns).®®

The Reserve Component and civilian veterans also struggle with the effects of alcohol and drug
abuse, dependency and addiction. According to the American Medical Association, “[c]ompared with
Active Component Soldiers, Reserve Component Soldiers had a similar overall rate of alcohol misuse,
but 44% higher odds of drinking and driving, along with 56% lower odds of entering treatment.”®® Their
research found “...a significantly increased risk for new-onset heavy weekly drinking, binge drinking, and
other alcohol-related problems among Reserve / Guard [Soldiers] deployed with reported combat
exposures compared with non-deployed Reserve / Guard [Soldiers].” The research goes on to conclude
possible explanations for the increase in new-onset drinking to include: (1) inadequate training and
preparation for added stresses of combat exposure, (2) increases in Soldier and Family transition back to
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civilian occupational settings, (3) lack of military unit cohesiveness, and (4) reduced access to health,
family, physical fitness and ongoing prevention programs.”

In a broader context, Iraq and Afghanistan Veterans of America reported in 2009 that 7,400 Iraq and
Afghanistan veterans were treated by the VA for drug addiction, 27,000 new veterans had been
diagnosed “with excessive or improper drug use” and 16,200 had been diagnosed with alcohol
dependence. Their report concluded that “[t]hese numbers are only the tip of the iceberg; many
veterans do not turn to the VA...instead relying on private programs or avoiding treatment
altogether.”® A recent update by the VA confirms the potential for a larger underreported population,
indicating a 20% increase in alcohol abuse and a 19% increase in drug abuse from 2008-10.%

LEARNING POINTS

aw . .
¢ Drug and alcohol referrals provide a good news story; referral rates have increased year over
year indicating an increase in command involvement in Soldier rehabilitation.

3 Soldiers reported alcohol problems on the PDHA at a rate of almost 12%, but only 2% of
Soldiers reporting alcohol problems were referred for evaluation or treatment.

(3) Drug and Alcohol Treatment and Administration

Each year only ~ 52% (~10,000 Soldiers) of those referred to treatment for either drug or alcohol
were actually enrolled into an outpatient treatment program. Of those enrolled, an average of 933
Soldiers fail drug rehabilitation and 1,416 fail alcohol rehabilitation annually (based on data from
FY2001-10), with 1,055 Soldiers failing drug rehabilitation and 1,569 failing alcohol rehabilitation in
FY2010 alone.? On the flip side, an average of 1,119 Soldiers successfully complete drug rehabilitation
and 4,985 successfully complete alcohol rehabilitation annually, with 1,116 Soldiers successfully
completing drug rehabilitation and 6,603 successfully completing alcohol rehabilitation in FY2010. The
discrepancy between program success and failure numbers vs. total enrolled numbers can be attributed
to those Soldiers that for various reasons (e.g., ETS, deployments) did not complete the program. The
average annual successful-completion rates from FY2001-10 were 47% and 66% for drug and alcohol
rehabilitation, respectively.

The chart at figure 11-7 Alcohol and Drug Recidivism Rates (1 and 5 Years)
illustrates recidivism (or relapse)
w=fll= Within 1 year of Alcohal Treatment == Within 5 years of Alcohol Treatment
rates for drugs and alcohol at wale=  Within 1 year of Drug Treatment = Within 5 years of Drug Treatment

the 1-year and 5-year post
treatment periods for those S
Soldiers who successfully ' 9 ~ 0
. 25.00% =
completed rehabilitation.
20.00%

Consistent with lower
successful-completion rates, g 1s00%
drug recidivism rates are higher 10.00%

35.00%

Recidivism Rate

on average than alcohol 5.00%

recidivism rates for both 0 : : : : : , , , .
perlods AS expected 5_year FY01 FY02 FY03 FY04 FY0S FY06 FYo7 FY08 : FY09 FY10
trends for drug and alcohol Figure 11-7: Alcohol Recidivism Rates, FY01-10

recidivism demonstrate a

? FY10 numbers are used rather than FY11 to preclude those still undergoing treatment in FY11.
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significantly higher rate over their first year periods. Also, recidivism trends for both drug and alcohol
treatment appear relatively stable over time, providing a consistent benchmark for measuring
treatment success. This information can be helpful to leaders when considering Soldier treatment,
discipline and administrative measures, as it can inform commanders regarding the potential for return
on investment.

One cautionary note regarding the Army’s recidivism rates: recidivism rates for Army drug and
alcohol treatment are only a measure of a post-treatment adverse event, meaning that a Soldier had
another alcohol or drug event following successful treatment. In other words, recidivism is simply a
measure of whether a Soldier was caught again. This may explain why the Army’s recidivism rates are
lower than national trends, which rely on more subjective criteria. Like drug detection, for example,
Army recidivism statistics are generally based on random and infrequent drug testing or an actual
alcohol-related incident. However, alcohol could have a significant impact on performance and
readiness long before it is manifested as an outcome of an adverse event. Finally, recidivism rates may
be underreported because they do not account for separated Soldiers when calculating the 1 and 5 year
recidivism rates (and who, had they not been separated, would have been counted as a recidivist).

Drug and alcohol separations are a critical consideration during the chain of command’s evaluation
of this at-risk population. Criteria for separations should consider behavioral health and disciplinary
measures to optimize unit and Soldier readiness. These criteria should include collaboration among the
health triad to determine the Soldier’s potential for successful rehabilitation, likelihood for recidivism
and the impact of service-related stressors on the Soldier’s long-term health. Simply put, there are
times when, after weighing the totality of the circumstance, a Soldier must be placed in the sanctuary of
a less stressful occupation. After all, the Army exists to fight and win the Nation’s wars.

| VIGNETTE— SOLDIER CREDITS ASAP FOR SAVING HIS LIFE

A former NCO suffered from PTSD caused by combat stress, including loss of a Soldier and
witnessing an Iraqi child die. He kept his diagnosis to himself due to a perceived stigma associated
with PTSD. As he told his story, “l kept it to myself because the stigma is that [PTSD] is a burden on
the command.” Suffering under a post-deployment drug habit and stressed by demotion, a failed
marriage and separation from his young daughter, he contemplated suicide. He did not attempt
suicide and was eventually enrolled into ASAP. Following rehab he was free from his habit of crack
cocaine for almost nine months, until his ex-wife informed him that he was not the man that she
wanted in her life. He immediately relapsed, consumed drugs and was detected by a urinalysis (UA)
sample taken the next day. Upon being confronted with the urinalysis test results he went home and
placed a loaded gun to his head but a photo of his daughter changed his mind.

He is now enrolled back in ASAP and credits it with saving his life, “Being a drug addict,
sometimes there comes a point when you really think there’s no other way out.” Although he is
facing separation the former NCO has taken his message public with hope that he can save others.
As he noted, “I think that one thing that other Soldiers need to do is stop blaming other people. I've
taken full responsibility for everything I've done and the poor personal decisions I've made. I'm not
going to let this beat me. | look at drug addiction as a battle.” As he described his near fatal incident,
“I felt sorry for myself for about 30 minutes when they took my rank, but | got back up. Like I said,
when | looked at my daughter, that's what really counts to me."*




CHAPTER Il — HEALTH OF THE FORCE 33

LEARNING POINTS

3 The average annual successful-completion rates from FY2001-10 were 47% and 66% for drug
and alcohol rehabilitation (respectively) which are well above national rates for similar
treatment.

(4) Policy and Programs

The Army has made significant progress in implementing drug and alcohol policy over the last few
years, but there is still more work required to close current gaps between policy intent and
implementation. Commanders have improved policy implementation with respect to alcohol and drug
abuse, referrals to treatment, and Soldier drug and alcohol-related separations as they close in on
historic norms. Likewise, program managers have improved treatment enrollment rates and
communication among the health triad regarding the effects of treatment on Soldier performance /
readiness. Additionally the Army continues to examine the effects of new policy and programs to
reduce risk associated with alcohol and drug abuse, such as Confidential Alcohol Treatment and
Education Pilot (CATEP) and the Army’s Drug Take Back program. It also continues to refine existing
policies to increase alcohol and drug surveillance, detection and response including limiting prescription
duration, evaluating polypharmacy impacts, testing all Soldiers, expanding drugs tested and prohibiting
emerging synthetic drugs. In this subsection, policy and programs focus on the health of the Force, but
other alcohol and drug policy as it pertains to discipline of the Force will be discussed in Chapter IIl.

Chapters 9 and 14 (as prescribed by AR 635-200, in concert with AR 600-85) provide the
administrative separation mechanism for substance abuse-related behaviors. Army policy requires
commanders to initiate administrative separation for a first time drug offense or second alcohol-related
incident in a 12-month period. Additionally, policy requires commanders to process separation for a
second time drug offense or a second incident of driving under the influence of alcohol. The Army
continues to improve its
separation rates as
depicted in figure II-8. 350 2,500
Chapter 9 separations

Chapters 9 and 14 (Drug Misconduct), FY01-11

300 3,000

have more than doubled, 4 3
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in FY2001 to 3,116 in

FY2011. This change in Figure 11-8: Chapters 9 and 14, FY01-11

separation rates reflects improvements in leader implementation year over year, particularly following
the surge in Irag. Additionally, data reveal that commanders are separating Soldiers for their first drug
offense at an increasing rate, which is likely appropriate based on the totality of the circumstances and
well within the intent of Army policy.

During the course of drug rehabilitation, AR 600-85 specifies that “if the unit commander
determines that conduct, duty performance, and progress are unsatisfactory, and that further
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rehabilitation efforts cannot be justified, they will initiate a discharge [via Chapter 9, AR 635-200] from
military service.” However, a review of Chapter 9 separation data revealed that this chapter is
significantly underutilized to separate drug and alcohol rehabilitation failures. While an average of 933
and 1,416 Soldiers failed drug and alcohol rehabilitation each year, Chapter 9 was only used an average
of 287 times. Although Chapter 14 can also be used to separate Soldiers, it is specifically designed as an
administrative measure to address misconduct. For administrative separations related to health,
Chapter 9 is better suited for health issues which affect the ability to serve and may provide additional
benefits upon transition to VA healthcare.

Another emerging policy effort involves confidential treatment programs. The CATEP initiative, for
example, opens the door to the possibility that Soldiers who self-refer for alcohol problems can receive
the same level of confidential treatment as Soldiers being treated for other medical / behavioral health
conditions. As the Army expands confidential treatment access and delivery, it has also expanded the
policy debate. Feedback from commanders indicates a growing concern that they are left out of the
loop on critical information pertaining to Soldier performance and readiness. A recent 2011 CATEP
survey provided the following critique from leaders spanning first-line supervisors through
commanders: “leaders support Soldiers getting treatment, however, they oppose not being informed of
Soldiers’ participation in treatment; many feel that confidentiality detracts from their ability to
effectively help and lead Soldiers and diminishes overall unit readiness.”®* This issue stands out in stark
contrast to other policy initiatives—Health Insurance Portability and Accountability Act (HIPAA)
exemptions for one—that have sought to increase communication and collaboration among the health
triad.

The need for such collaboration, however, is countered by other leaders who feel that
confidentiality is essential to reducing stigma associated with behavioral health. The same survey, for
example, posed a contrary view, stating “commanders will initially oppose CATEP, however, as pointed
out during stigma study focus groups, commanders have said ‘I would rather the Soldier receive
treatment, even if | am not notified, than for the Soldier to receive no treatment at all.””*®> Furthermore,
many feel that because CATEP is designed to help those who self-refer (e.g., had no incident arising to
command level and were self-motivated), the program’s treatment benefits likely outweigh any
detriments caused by lack of command oversight. CATEP proponents assert that even if participants do
not complete the program, they will benefit from receiving an evaluation, being informed of any
addiction or dependency issues, and being offered treatment.

LEARNING POINTS

3 Army policy requires commanders to initiate administrative separation for a first time drug
offense or second alcohol-related incident in a 12-month period; and process the separation
for second time drug offense.

an

W9 For administrative separations related to health, Chapter 9 is better suited for service-related
health issues and subsequent transition to VA healthcare.

awn

W’ In the ongoing debate between confidentiality and the need for command awareness, CATEP
provides information, diagnosis and treatment for Soldiers who have not had an alcohol
related incident associated with their self referral.
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e. Stress

The term “stress” was coined by Hans Selye in 1936, who defined it as the “non-specific response of
the body to any demand for change.”®® Dr. Robert Sapolsky, a leading neuroscientist, has since
conducted extensive studies on the physical and emotional impacts of stress on the human body.
Stress, according to Sapolsky, enables an effective ‘fight or flight’ response to danger, “making us run
from predators and enabling us to take down prey.”?’ In response to stress, the body releases
hormones, perhaps best understood as the ‘adrenaline rush’ a person feels when he or she is caught by
surprise or frightened. Stress also drives productivity, motivating an individual to perform and
accomplish at a higher rate. In other words, there is positive stress.

However, there is a point where stress, whether positive or negative, can become
counterproductive or even dangerous to an individual’s health and well-being. In particular, significant
problems may occur when individuals experience this same life-saving (“fight or flight”) physical
reaction recurrently or for sustained periods while attempting to cope with common non-life-
threatening circumstances or events such as unemployment, work-related pressures, financial demands
and day-to-day annoyances (e.g., traffic jams, long lines at retail stores). Affected individuals are
“_..constantly marinating in corrosive hormones triggered by the stress response.”*® This, in turn,
contributes to the development of potentially serious physical and behavioral health conditions such as
heart attacks, stroke, lower back pain and depressive disorders.

The long-term health impact of chronic stress is particularly concerning as it pertains to Soldiers and
other members of the military. The persistent high OPTEMPO on today’s battlefields, coupled with the
non-contiguous nature of warfare, allows individuals very few opportunities to rest or relax, physically
or mentally. For periods often lasting several months or even years, they are frequently in situations
that trigger a “stress reaction” (e.g., riding in convoys with the ever-present threat of IED attacks,
witnessing a buddy killed or severely wounded). The cumulative effect is likely to negatively impact an
individual’s long-term health. In fact, we are already seeing such symptoms among our Soldier
population. According to a recent study of redeployed combat veterans, sleep disturbances and
problems with sleep-disordered breathing are common; likewise, those with a diagnosis potentially
related to combat stressors (e.g., PTS, major depression, anxiety disorder, etc) had a higher incidence of
sleep disturbances.”

Recognizing this, leaders and others The Human Function Curve
must understand that the threshold
between “good stress” and “distress”
differs for every individual.’® As 1 Ty
illustrated in figure II-9, there is an
optimum range between good stress and
distress where performance is enhanced,
but increased stress in either direction
will decrease performance. Acute or
prolonged distress can lead to fatigue,
exhaustion and eventually to physical or
behavioral health issues. Some may be
able to withstand significant amounts of
stress, including those stressors unique to
combat environments, while others may be overwhelmed by seemingly innocuous events or pressures.
Researchers are still trying to determine what makes some individuals more vulnerable to the effects of
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stress than others. Genetics, as well as pre-existing or previous conditions (e.g., prenatal stress,
traumatic events experienced as a child) seem likely factors. There are promising efforts underway to
develop a “stress vaccine” that would, according to Dr. Sapolsky, “neutralize the rogue hormones before
they can cause damage.”'®> However, until such a remedy is proven effective and made readily
available, individuals must learn to mitigate or manage stress as much as possible, while also further
improving their coping skills. In recognition of the impact of stress, the Army published FM 6-22.5,
Combat Operational Stress Control (COSC) Manual for Leaders and Soldiers, March 2009, to assist
leaders in preventing, reducing, identifying and managing combat and operational stress reactions at
tactical levels. The importance of this training is highlighted in Chapter 1 of the manual:

Historically within US military operations, COSRs [combat and operational stress
reactions] have accounted for over half of battlefield casualties, depending on the
difficulty of the conditions. As a result of COSC being recognized as one of the ten
AMEDD [Army Medical Department] functions that is required for support of full
spectrum operations, losses due to COSR have significantly decreased. In today’s
operational environment, leaders can expect to retain and have returned to duty over
95% of the Soldiers who have COSR. Combat and operational stress control is a tactical
consideration that must not be overlooked or minimized.'%*

LEARNING POINTS

@ In recognition of the impact of stress, the Army published FM 6-22.5, Combat Operational
Stress Control Manual for Leaders and Soldiers, March 2009, to assist leaders in preventing,
reducing, identifying and managing combat and operational stress reactions at tactical levels.

(1) Army Transitions and Stressors
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proactively counter acute, recurring and cumulative stress on Soldiers and Families. As indicated by its
name, Composite Life Cycle Model, leaders must consider each life cycle strand in relationship with the
other life cycle strands to holistically understand the impact of multiple transitions and stressors on
Soldiers and Families.

Although the model depicts Months of Dwell for Soldiers w/Deployment
transitions / stressors that Experience and Not Currently Deployed
realistically occur in each year of 100.0%
service for the first eight years, it is 90.0% >
. y 17,786 Soldiers with )
equally applicable to the BD.0N 13 months of dwell - 16000

subsequent years of a full career.
The message is clear; OPTEMPO (as
measured by transitions) does not
slow down over the course of a
career. The unit strand is the most
visible among the three strands and
measures the life cycle of the unit
through deployment, redeployment
and reset. Its real impact, however,
is on the individual Soldiers assigned  Figure lI-11: Months of Dwell Time'®

to the unit who experience the

stress associated with deployment cycles. The bar chart at figure II-11 illustrates current deployment
OPTEMPO by measuring months of dwell for Soldiers with deployment experience but who are currently
not deployed. It clearly highlights the fact that only 31% of the Soldiers currently meet the Army goal of
a minimum of two years at home station for every year deployed. As the Army works to achieve this
interim goal, it is also revising long-term policy to set deployment lengths from one year to nine months
and Boots on the Ground (BOG):Dwell from 1:2 to 1:3.
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Next, the Soldier strand highlights routine transitions / stressors associated with individual military
service ranging from administrative, disciplinary and occupational activities to service-related health
issues. These transitions, which can amplify individual stress, routinely occur in conjunction with the
unit deployment cycle. This means that a Soldier can experience stress from transitions in both the unit
strand (e.g. deployment stress) and the Soldier strand (e.g. career stress). For example, Soldiers may
receive administrative or disciplinary action even while enduring the stress of a deployment.

VIGNETTE—SOLDIER STRESSORS TRANSMIT TO FAMILY STRESSORS

In November 2011, the wife of a 20-year-old PVT woke up to feed her 10-month-old daughter
and found her cold to the touch. EMS technicians arrived at the off-post residence but were unable
to revive her. Local police assessed the house as messy and unsanitary. The residence was without
heat or electricity. According to the PVT (who lived in the barracks due to disciplinary issues), utilities
were shut off due to unpaid bills. The wife stated she started a charcoal grill in the interior hallway
to heat the residence. Autopsy results revealed the child died from carbon monoxide poisoning from
the grill. The wife remains under investigation for negligent homicide and child abuse. The PVT is
pending discharge for a pattern of misconduct unrelated to this death.

Finally, the Family strand highlights normal recurring transitions and stressors associated with
military family life. Together these strands highlight the potential harmony and, perhaps more often,
the discord experienced by leaders and Soldiers as they attempt to manage unit, career and Family
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transitions / stressors. It goes without saying that stress of deployments, promotions, job transitions,
child birth or needs of an aging parent may occur in close proximity or even coincide at a single point in
time. In fact, we are seeing the adverse effects of stress impacting three specific sub-populations:
spouses, children and caregivers. These sub-populations are under increased pressure due to a variety
of factors, such as deployments and subsequent lengthy separations, anxiety or concern for the safety
and well-being of loved ones serving in combat environments, and the increased demands of single
parenthood.

Adult relationships among Army Families are strained from the impact of significant transitions in
the early service years; these transitions often occur before growth in resiliency, coping skills and help-
seeking behavior. A significant portion of the Force is made up of junior enlisted Servicemembers, most
ranging in age from 19-22 years old. Many are married with young children, on tight budgets, and with
spouses who are often far removed from extended Family, shouldering a tremendous amount of
responsibility at a very young age. Arise in family stress was consistent with findings from a recent
Defense Manpower Data Center (DMDC) survey of Army spouses. The survey found an increasing
number of spouses who reported experiencing stress, which was up from 46% in 2006 to 56% in 2010.
Among this population, 44% reported that they were concerned about their finances, with only 34%
reporting that they had more than $500 in their savings. Additionally, of the 54% of Army spouses who
were working or looking for work (i.e., in the labor pool), 29% were unemployed. Finally, 19% of those
surveyed reported that they were undergoing counseling with the majority seeking therapy for stress,
family issues and marital issues.’® Additionally, as discussed under other sub-sections in this chapter,
combat and stress-related behavioral health issues are impacting Army Families. For example, among
Soldiers with deployment experience who suffered from depression “... greater than 50% reported being
severely impaired at home, work, in relationships and social activities.”*”’

“I met too many young parents in the infantry who were justifiably overwhelmed
with the competing demands of going to war and raising kids, two pursuits that do
not fit naturally together. Fights over finances, video game addiction, and infidelity
were common, and too often this escalated into substance abuse, domestic violence,
child maltreatment, and / or divorce.”*®

— Dr. Michael Miovic, MD
Psychiatrist / US Army Contractor

Children of military Families also experience high levels of stress. They routinely endure unique
challenges, including repeated moves, parental separation due to deployments and, in some instances,
the trauma of a parent’s death or return from deployment with a combat injury or illness. Stress levels
may be especially high during periods of deployment for a number of reasons including concern for the
deployed parent’s safety and high stress levels in the parent who remains at home. In fact, according to
a longitudinal study conducted in 2009 by the Journal of Developmental & Behavioral Pediatrics (JDBP),
“[t]he mental state of the remaining parent was deemed the ‘single most influential factor in
determining how well a child adjusts,” even more so than multiple deployments or the threat of injury or
death of the deployed parent.”*®® Whatever the cause, the added stress on children and teenagers
often manifests in increased incidence of emotional and behavioral problems. For example, one study
found that children of a parent deployed to Iraq or Afghanistan for longer periods are more likely to be
diagnosed with a behavioral health issue when compared with children of parents who did not deploy.
The same study concluded “[t]he strongest associations were for acute stress reaction and adjustment
disorders, depressive disorders and behavioral disorders, among the total of 6,579 mental health
diagnoses observed in children of deployed parents.”**
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The short- and long-term impact of these behaviors and associated periods of elevated stress on
children’s psychological development can be quite significant. According to the JDBP study, children of
Servicemembers are 2.5 times more likely to develop psychological problems than American children in
general."! This finding was consistent with research conducted by the American Academy of Pediatrics,
which concluded that “[c]hildren of parents who are deployed during wartime experience ambiguous
loss and stress, often beyond normative levels, that may become toxic if not detected and addressed in
a timely manner.”**? Research also indicates some groups are more at risk, to include young children,
children with pre-existing health and mental health problems, children in single-parent families with the
parent deployed, and children in dual-military parent Families with one or both parents deployed.'*?
Consequently, it is important that caregivers, including parents, other relatives, medical providers and
teachers, recognize symptoms of stress in children and teenagers (e.g., anger, acting withdrawn, trouble
sleeping, low self-esteem), intervene as early as possible, and help them to develop positive coping skills
and strengthen their resiliency.™

Finally, stress on military family caregivers may result in caregiver fatigue among this sub-
population. Grandparents or other Family members are often required to serve as full-time guardians
for children whose sole parent or parents are deployed. This can be particularly stressful, especially for
elder caregivers who, having already raised a family and retired, are accustomed to a slower pace of life
with significantly fewer responsibilities. Also, due to advances in combat medicine and protective
equipment, an increasing number of Soldiers are surviving once fatal injuries, now returning home with
debilitating physical injuries and behavioral health issues (e.g., amputations, PTSD) requiring long-term
or around-the-clock care. Spouses, partners and, in some cases, parents are compelled to leave their
jobs and dip into their savings or retirement funds to care for them. This can add significantly to their
levels of stress as they worry about finances, competing responsibilities (e.g., parental obligations to
young children), health concerns and the way ahead.'*

VIGNETTE— LOOKING AFTER A VETERAN

A Servicemember returned from a second deployment to Iraqg in 2008 with TBI and PTSD. His
wife was forced to quit her teaching job to for an extended period to care for him. As a result their
life savings were depleted. She had to adjust her role to care for her husband who is dealing with a
variety of behavioral health issues including short-term memory loss, impulsive behavior and anger.
According to his wife, "The biggest loss is the loss of the man | married. His body's here, but his mind
is not here anymore. | see glimpses of him but he's not who he was." This couple is part of a larger
population of families with one spouse suffering from physical or behavioral health issues, which
requires the other to shift to a care provider role. This often means that other significant
responsibilities such as employment and parenting must take a back seat, creating additional stress
for the entire family. This was certainly true for this wife who was subsequently prescribed
antidepressants and anti-anxiety medications.'*®

As discussed earlier, transitions which can lead to acute, recurring or cumulative stress can
ultimately affect the Soldier’s physical / mental health, family dynamics, mission performance or
individual and team readiness. The accumulation of transition points (associated with accompanying
stressors) are illustrated by the clusters of red, amber and green dots at the bottom of the Composite
Life Cycle Model shown in figure 1I-12. Although notional, they represent an average sequence of
expected service-related transitions that impact the unit, Soldier and Family. These transitions may
occur as a single event or in clusters, signifying multiple transitions / stressors occurring in close
proximity or concurrently (e.g., deployment, birth of a child or administrative action). The larger
clusters are labeled stress windows which may represent critical stress periods that can place individuals
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at elevated levels of risk. Composite Life Cycle Model (Abbreviated)

As illustrated in the model,
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outpace those associated Figure 1I-12: Composite Life Cycle Model (Abbreviated)

with non-military
occupations. In the words of the VCSA, “We have Soldiers today who are experiencing a lifetime of
stress during their first six years of service.”*"’

The “coil” in the figure represents the effect of stress on Soldiers with increasing stress in the early
years that subsides over time as Soldiers grow in resiliency and maturity. In other words, the coil
becomes more compressed as stress increases among new Soldiers and Families dealing with new and
significant transitions / stressors (departing home, basic training, first few units and deployments,
marriage, etc.). Conversely, the coil relaxes as stress is reduced or as the Soldier develops resiliency or
adjusts to military life. The most vulnerable period, labeled critical mass, represents a time when
Soldiers are at the greatest risk for self harm or suicide. This period has been adjusted to reflect the
latest data on suicide with respect to deployments and in each of the first five years (first-term
enlistment). As illustrated, non-deployers and one-time deployers have decreased from 75% of all
Active Component suicides in FY2009 to 64% in FY2011. Suicides among first termers, however, have
remained fairly consistent at approximately 50% of all suicides. Additionally, stress and triggering
events for suicide among senior military members, at the far right of the coil, are often associated with
investigations or legal and administrative actions that threaten professional status or career retention.
In fact, approximately 50% of suicides among 22 Active Component senior leaders (2E7 and >03) in
FY2011 were related to these issues.

| VIGNETTE— LEADERS UNDER INVESTIGATIVE / LEGAL STRESS

A 41-year-old SFC, deployed to Afghanistan, was interviewed by CID on 22 April 2011 for
possession of child pornography and admitted to viewing child pornography. After the interview, the
SFC’s commander was briefed on the status of the investigation. The SFC was released to his
commander. Around 0815, 24 April 2011, the unit commander went to check on the SFC and found
his room door locked with no response. Upon gaining entry, the SFC was found unresponsive with a
leather belt around his neck. Emergency Medical Services (EMS) responded and found him
deceased. A search of the room found a note addressed to his wife stating, “I made some serious
mistakes and cannot deal with what | have done.”

The impact of transitions may be reduced by active leader engagement during the early years.
Although the effect of transitions and stress may be easily illustrated by this model, surveillance and
detection of the effects of stress and appropriate responses require effective collaboration among the
health triad. Also, accelerating resiliency and maturity among Soldiers in the early years will reduce
stress or at least help Soldiers mitigate its effects. The Army’s Comprehensive Soldier Fitness program is
helping Soldiers to become more resilient through development of coping mechanisms. Finally, leaders
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must continue to reduce stigma associated with behavioral healthcare by ensuring that Soldiers clearly
understand that sustaining their mental health is as important as sustaining their physical health.

LEARNING POINTS

9 The Composite Life Cycle Model provides a tool to increase dialogue among leaders and
Soldiers to better understand the impact of transitions and stressors on Soldiers and Families.

an

9 There is a growing impact of war-related stress on children and teenagers (e.g., anger, acting
withdrawn, trouble sleeping, low self-esteem) which is best countered by early intervention.

an

9 The impact of transitions on Soldiers may be reduced by active leader engagement during the
early years.

3 Command emphasis that balances the importance of mental health with physical health will
reduce stigma associated with behavioral healthcare.

(2) Policy and Programs

Senior leader involvement is undeniably the hallmark of effective policy and program
implementation. The Army’s Suicide Senior Review Group (SSRG), which is a monthly review among
Army senior leaders, commanders and health / risk program managers, is an excellent example of this
level of involvement. It is conducted for every suicide that occurs in the Army, but its primary focus is to
review the transitions and stressors associated with the event to glean lessons learned to improve
leader surveillance, detection and response to military stress. The SSRG critiques policy and programs
associated with Soldier transitions and stress, behavioral health issues, high-risk behavior, stigma and
leadership implementation to inform necessary adjustments or new policy / program formulation. This
forum has also elevated the Army’s comprehensive awareness of the effects of stress and renewed
efforts to improve policy and program integration.

Since publication of the Red Book, the Army has made significant progress in policy and
programmatic efforts to reduce stress through, for example, publication of new policies, manuals and
campaign plans; increased funding for marriage enrichment programs (e.g., Strong Bonds); the hiring of
additional Military Family Life Consultants (MFLCs), behavioral health specialists, and chaplains;
increased web-based tele-health counseling services; and other initiatives underway as part of the
Military Child Education Coalition. It also has integrated stress surveillance, detection and response
through a new Comprehensive Behavioral System of Care with six touch points spanning from home
station to deployed environments (as described under the Behavioral Health Diagnoses and Treatment
(Chapter Il, Section 1.a.).

The Army also has expanded Soldier connectivity through enhanced unit integration and
reintegration programs—arguably the most critically effective policy in reducing stress. Leader and
Soldier connectivity has been enhanced through an engaged health triad that has invoked appropriate
military exemptions to HIPAA; improved implementation of Community Health Promotion Councils
(CHPCs), Fatality Review Boards and other installation fusion forums; inclusion of stress-related planning
and training in pre- and post-deployment cycles; increased family interaction through community and
unit readiness forums; and increased reporting via the Department of Defense Suicide Event Report
(DoDSER) and Commanders Suicide Event Report. Again, the latter reports are focused on identifying
pre-event stress and triggers as a part of enhancing the Army’s prevention efforts.

However, there is still much to be done. Given the scope and severity of the challenges we are
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facing, Army leaders recognize the need to expand their efforts and continue to find new and innovative
ways to help Soldiers and Family members to strengthen their resilience, better cope with stress and
actively seek professional care. New and emerging transitions such as the pending Force reduction—
amidst constrained resources and recessive economic conditions—or health transitions to the VA
system will further necessitate engaged leadership at every level. Perhaps research has delivered the
bottom line in that “[p]rotection from stress-related disease is most powerfully grounded in social
connectedness."™® Understanding this, we must ensure we are fostering a culture of connectedness
based on a shared sense of community and a commitment to look out for one another.

LEARNING POINTS

w9 The Army has expanded Soldier connectivity through enhanced unit integration and
reintegration programs—arguably the most critically effective policy in reducing stress.

& Command participation in the CHPC and other community fusion forums (e.g. Family Advocacy
Program (FAP), ASAP, Sexual Harassment / Assault Response and Prevention (SHARP), Risk
Reduction Program) will increase community and unit awareness and integration.

3. Challenges Facing Army Leaders and Healthcare Providers

a. Comorbidity (Polytrauma Triad / Symptoms)

Comorbidity, which is the co-occurrence of multiple Prevalence of Chronic Pain, PTSD

physical or behavioral health issues simultaneously, is and TBI in a Sample of 340
unguestionably the most complex health issue confronting a OEF/OIF Veterans with Polytrauma
post-war Force. Although its definition is most often

associated with formal diagnoses and medical symptoms, it Chronic Pain PTSD

N=232
68.2%

must be understood by leaders in the health triad within the popi

context of undiagnosed health-related issues among today’s
Soldiers and veterans. In essence, undiagnosed health issues
compose a significant part of the complexity associated with
comorbidity. As demonstrated throughout this chapter, it is
almost impossible to discuss any combat-related physical or
behavioral health issue without also discussing co-occurring
or other closely associated health issues. For example,
research behind each subsection above (e.g., PTSD, mTBI, or
depression) repeatedly found the existence of other physical
or behavioral health issues associated with that particular
section. In fact, there are numerous examples in which research points to one health issue as a
precursor or indicator of other health issues.

Figure 1I-13: Prevalence of Chronic Pain,
PTSD and TBI'"”

The diagram at figure 11-13 provides an example of comorbidity based on overlapping chronic pain,
PTSD and TBI among veterans. Researchers conducted a blind records review of 340 veterans who were
evaluated at a VA polytrauma center to determine legitimate diagnoses for these three health issues.
They concluded that 42% were legitimately suffering from all three health issues, 78% had at least two
and 96% had at least one of these health issues.”®® This finding is significant when generalized across a
larger segment of the Army population that may be suffering from comorbidity. It underscores the
importance of accurately diagnosing each health issue contributing to comorbidity. For example,
current gains in screening and diagnosing mTBI will improve treatment of that particular aspect of
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comorbidity. As research improves the diagnosis of other co-occurring health issues, similar advances in
treating each medical issue will advance the treatment of comorbidity as a whole.

Numerous co-occurring physical and behavioral health
issues can share common manifestations and symptoms, ﬂ!‘ ..
which further complicate diagnosis and treatment of any one ' LA Pain
health issue, let alone the other co-occurring health issues. ‘

The diagram in figure 1l-14 depicts a potential overlapping of ~
multiple health issues (i.e., PTSD, TBI, chronic pain,
depression, and substance abuse) that can impact Soldiers.
Each Soldier can be adversely affected by one or more
physical and behavioral health issues at the same time but
each in very different ways. Soldiers with the same health Substance
issue or issues may experience different symptoms, symptom Abuse
intensity and duration, or behavioral outcomes associated

with these health issues.

Figure II-14: Overlapping of Multiple
Health Issues '**

Consequently, the symptoms (e.g., sleep disruption) and symptom manifestations (e.g., fatigue)
experienced by a Soldier or the Soldier’s resulting behaviors (e.g., irritability) do not necessarily indicate
which health issue a Soldier may be suffering from. Many health issues have similar symptoms. The
table at figure II-15 better
illustrates this point. The

Merorylinpalonent s symptoms of Postconcussive
Concentration Problems’ Syndrome (PCS) listed in the
Irritability 2 first column are all shared by
ia/Sleep Probl mTBI, PTSD and chronic pain as
Fatigue'? indicated by the check marks
Headache'? in the last three columns.
Dirrinssts Simply put, Soldiers with TBI,

PTSD, chronic pain or a
combination could all present
similar symptoms. Returning
to the earlier example of a
Soldier experiencing sleep
disturbance poses the

Intolerance of Stress,
Emotion, or Alcohol*

Affective Disturbance’

Personality Change®
Apathy?
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* Postconcussive Syndrome (ICD-10) or Postconcussional Disorder (DSM-IV) diagnoses requires 3 or more of these

symptoms as well as a head injury with the loss of consciousness (ICD-10) or head trauma with amnesia, LOC, or seizures; q uestion : |S it a man ifestation
neuropsychological impairment; and social problems (DSM-IV). . .
4CD-10criteria  *DSM-IV criteria 1 of chronic pain, PTSD, mTBI,
2 PCS or a combination of all

Figure 11-15: mTBI, PTSD and Chronic Pain Symptoms*’ four?
our?

Comorbidity can also mask the deeper root causes associated with symptoms or other behavioral
manifestations. Research found that “[p]revalence rates for PTSD or depression with serious functional
impairment ranged between 8.5% and 14.0%, with some impairment between 23.2% and 31.1%.
Alcohol misuse or aggressive behavior comorbidity was present in approximately half of the cases
[reviewed].” Moreover, the same research