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Preface

This volume is an important one to us, since it represents the last edition
that we will publish together in our respective professional positions, Car-
rie in the Navy and Eric at Drexel University. Living with this book over
the course of our careers, and in a period where the country was at war, has
been formative for both of us.

Initially, the book itself was born of necessity, originally due to Carrie’s
frustration while on Navy psychology internship that no central repository
of information for military mental health providers existed. This realiza-
tion occurred before September 11, 2001, but once the volume was started,
the country went to war, and the volume morphed accordingly in order to
meet an even greater need.

At the moment of conception in 1999, however, Carrie had never
published a book and needed someone to show her the way. Eric, her dis-
sertation chair, Professor of Psychology at Drexel, and Drexel’s Athletics
Director, knew the way and he already had a deeply ingrained love of the
military. He was the son of Lieutenant Colonel David Zillmer, United States
Military Academy, Class of 1944. As an “Army brat,” Eric was born in
Tokyo and spent 22 years with his family while his father was stationed in
Asia, Africa, and Europe. He grew up a child of the Cold War and learned
firsthand about life in the military and, by proxy, the policies of détente.
Of special impact on Eric was his father’s experience in World War IT and
his role as part of the force that liberated the German concentration camp
Dachau at the end of the war. Spending his formative years in Germany and
attending Gymnasium in Garmisch-Partenkirchen, Eric became fluent in
German and was immersed in German culture. As a result, he later wrote
The Quest for the Nazi Personality and developed a longstanding interest
in terrorism, military issues, and the culture of the military. Needless to
say, the idea of a book that would directly benefit military psychologists
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Xiv Preface

and service members immediately appealed to him. But arriving at the
foundational ideas behind a book and actually seeing that book in print
can span a long period. And this book, although conceived in 1999, was
mostly written at a time when our country had been thrust into war and it
thus took several years to complete. Many things changed along the way,
including the practice of military psychology itself. Consequently, the first
edition was not published until 2006.

So much has also changed in the military since the first and second
(2012) editions were published. After 20 years of war, the stigma of seek-
ing mental health care has declined significantly, evidence-based research
supporting specific forms of mental health treatments has grown, military
instructions related to mental health have been revised, and the approaches
of military mental health providers, as well as the locations in which they
practice, have significantly evolved. Many military mental health providers
are now engaged in prevention, early intervention, and care within primary-
care clinics or military units, as opposed to mental health specialty clinics.
Because of these substantial transformations, this volume sees significant
updates to the core chapters, in addition to new chapters on military stress
reactions; evidence-based treatment of depression, anxiety disorders, and
posttraumatic stress disorder; concussion management; the integration of
psychological health services within primary-care clinics; embedded psy-
chological practice; sexual assault; and security clearance evaluations.

Of all the ideas we have both realized in our professional careers,
we consider this volume our best. It is a practical how-to guide for men-
tal health providers serving the military population and one of the few
resources on operational psychology available. It has also sparked our life-
long friendship, and we are grateful for each other.

Finally, we are thankful for the steadfast support we have received
from The Guilford Press. It is a significant benefit for authors when there is
continuity within a publishing house, and they can work with the same edi-
tors across all three editions of a book. Thank you, Seymour Weingarten,
Editor in Chief, and Rochelle Serwator, Senior Editor.
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* CHAPTER 1 X%

A l—listory of Military Psychology

Mathew P. McCauley, Eric A. Zillmer,
and Carrie H. Kennedy

Military psychology has a rich history. Although military history reaches
back thousands of years, the formal establishment of military psychology
began as recently as the early 20th century. The scholarly and applied dis-
cipline of psychology in the United States and elsewhere has had a similar
trajectory as that of military psychology, and it is easy to conclude that
their origins and growth are undeniably linked. However, the advance-
ment of military psychology has occurred in spurts, each related to the
demands, psychological as well as military, of the conflicts of different
nations. Therefore, despite the fact that the history of formalized military
psychology is relatively short, its impact pervades the practice of psychol-
ogy. Military psychology has evolved from that of limited participation in
wars of the past to today’s conflicts, where it has become an indispensable
asset in combat readiness and mission success.

More recently, military engagements and interactions have become
increasingly intricate due to the complex geopolitical events evolving
around the globe. As a result, the operational demands on the military
have expanded accordingly and present the potential to create a novel set
of stressors on military personnel and their families. Now more than ever,
and related to this newest chapter of the history of military psychology,
it would seem appropriate to review and catalog the role of this military
specialty across clinical, industrial-organizational, and research domains.
This chapter briefly describes the development of the profession of military
psychology, including the various functions of the military psychologist
through the years.

This chapter is dedicated to Private First Class (United States Army) John Bernard (Ben)
McCauley (1934-1997).



2 MILITARY PSYCHOLOGY
THE U.S. CIVIL WAR

During the U.S. Civil War, military medicine was in its infancy, and the dis-
cipline of military psychology did not exist in any form. It was throughout
the Civil War, however, that the first steps were taken to address overtly
the effects of combat and war on servicemen. The concept of nostalgia, a
term in use since the 1600s, was first well described (Kennedy, 2020), and
military doctors reported treating other psychological concepts, such as
phantom pain in amputees (Shorter, 1997), acute and chronic mania, alco-
holism, suicidal behavior, and sunstroke (Lande, 1997). Although there is
no documentation of the number of nostalgia cases, one anecdote depicts
the numbers of psychiatric casualties of the Civil War:

Both the Union and Confederate Armies attempted to utilize hospital ships
to evacuate their wounded situated in areas near the Atlantic coastline. It has
been reported that both armies had to abandon the use of such ships because
a large number of individuals suffering from what was then called “nostalgia”
practically clogged the gangplanks. This precluded such ships’ properly caring
for the physically sick and wounded. (Allerton, 1969, p. 2)

Following the war, soldiers who presented themselves for mental
health care were often diagnosed with “chronic mania.” Formal programs
to address veterans’ problems were limited. These servicemen were mostly
cared for at home—although at times housed in the local jail because of the
lack of other appropriate means to keep them and others safe—and many
were treated in “insane asylums” (Dean, 1997). The United States Govern-
ment Hospital for the Insane (USGHI; now known as St. Elizabeths Hospi-
tal), opened in 1855, was the first federally operated psychiatric hospital in
the United States and eventually provided care for all government patients,
including those who attempted to assassinate Presidents Andrew Jackson
and Ronald Reagan (McGuire, 1990).

The Civil War saw the first documentation of substance use problems
related to combat: abuse and addiction to alcohol, chloral hydrate, cocaine,
morphine, and opium as well as substance withdrawal (Dean, 1997; Wata-
nabe, Harig, Rock, & Koshes, 1994). Anecdotally, it appears that many
of the chronic addiction problems among Civil War veterans were related
to medical treatment for pain (Dean, 1997; see Chapter 7, this volume, for
more information on substance abuse and the military).

WORLD WAR |

World War I marked the official birth of military psychology. In April 1917,
Robert Yerkes, then the head of the American Psychological Association
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(APA), convened a group of psychologists, including James McKeen Cat-
tell, G. Stanley Hall, Edward L. Thorndike, and John B. Watson. Their
charter was to determine how psychology could help the war effort. The
committee recommended that “psychologists volunteer for and be assigned
to the work in which their service will be of the greatest use to the nation”
(Yerkes, 1917). Committees were developed, ranging from the Committee
on the Selection of Men for Tasks Requiring Special Skills to the Commit-
tee on Problems of Motivation in Connection with Military Service. On
August 17, 1917, Yerkes was commissioned as a Major in the U.S. Army
(Uhlaner, 1967; Zeidner & Drucker, 1988), and by January 1918, 132 offi-
cers were commissioned for work in the Division of Psychology, Office of
the Surgeon General (Zeidner & Drucker, 1988; see Figures 1.1 and 1.2).
Their work signified the first concerted efforts to screen military recruits
and included such notable statisticians as E. L. Thorndike, Louis Thur-
stone, and Arthur Otis (Driskell & Olmstead, 1989). World War I had
such an impact on psychology that only one paper presented at the 1918
APA annual convention did not have anything to do with the war (Gade &
Drucker, 2000), and although there were only 200 members of the APA at
the time, 400 psychologists contributed to the war effort.

The Army Alpha Intelligence Test (for those who were literate in Eng-
lish) and Beta (for those who were not literate, who were literate in another
language, and/or who failed the Alpha) were developed and administered
to 1,750,000 men during the war (Kevles, 1968; see Figure 1.3). Of these
men, 7,800 were recommended “for discharge by psychological examin-
ers because of mental inferiority,” 10,014 were recommended for assign-
ment “to labor battalions because of low grade intelligence,” and 9,487
were recommended for assignment to “development battalions, in order
that they might be more carefully observed and given preliminary training
to discover, if possible, ways of using them in the Army” (Yerkes, 1921,
p. 99).

The Army Alpha evolved into the Wechsler—Bellevue Scale, the precur-
sor to the Wechsler Adult Intelligence Scale, which has become the most
frequently used intelligence test today (Boake, 2002). Intelligence testing
during World War I marked the first means of testing hundreds of individu-
als simultaneously and led Lewis Terman (1918) to emphasize the need for
standardized administration of psychological tests. Intellectual testing was
not the only focus during World War I. The Woodworth Personality Data
Sheet, which became the model for subsequent personality assessments,
was introduced at that time (Page, 1996), and Yerkes developed procedures
to assess and select individuals to become officers and undertake special
assignments (Zeidner & Drucker, 1988).

The achievements of psychological testing in World War T were a sig-
nificant impetus for the earliest recognition of psychology as a respected
academic and scientific field. The success of group testing had substantial
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FIGURE 1.1. First company of commissioned psychologists, School for Military Psy-
chology, Camp Greenleaf. (***denotes officer not a psychologist.) From left to
right—front row: Wood, Roberts, Brueckner, Stone, Foster (instructor), Tyng (bat-
talion major), Hunter, Hayes, ***, *** Edwards, Stech, LaRue. Second row: ***,
##* Malmberg, Moore, Norton, Shumway, Arps, ***, ***_ Stokes, Jones, Pedrick,
Toll. Third row: Manuel, Bates, Miller, Chamberlain, Basset, Estabrook, Poffen-
berger, Benson, Trabue, Doll, Rowe, Elliott. Top row: Paterson, Dallenbach, Pit-
tenger, Boring, Wylie, Bare, English, Sylvester, Morgan, Anderson, Houser. Major
Yerkes is shown in the corner. Reprinted from Yerkes (1921).

B grtiinens

FIGURE 1.2. Supply company barracks assigned to psychological board at Camp Grant,
showing typical psychological staff. Of the four officers in front, the captain at the left
is the psychiatrist, and the three lieutenants (Sylvester, Benson, Terry) are psychologists.
Reprinted from Yerkes (1921).
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FIGURE 1.3. Scoring examination papers. The scorers are working at mess tables on
the alpha examination. Reprinted from Yerkes (1921).

implications for organizations like grade schools, universities, and licensing
boards. These tests also kindled the interest of private industry in search
of help from psychologists with problems such as employee absenteeism,
employee turnover, and ways to increase industrial efficiency (Zeidner &
Drucker, 1988).

World War I marked the creation of the specialty of neurosurgery and
the means to save the lives of servicemen with head injuries. With these
advances arose the field of cognitive rehabilitation, advocated heavily by
Shepherd I. Franz, a psychologist at USGHI, whose efforts to create a reha-
bilitation research institute were unsuccessful. However, Franz went on to
publish manuals and books on cognitive assessment and “re-education”
(Boake, 1989; Franz, 1923). Most military hospitals did provide rudi-
mentary rehabilitation during World War I but were closed after the war
because of lack of need.

Aviation psychology was born during World War I, and its major focus
was the psychological screening of pilots in order to select those most likely
to successfully complete training and avoid aviation accidents (Driskell &
Olmstead, 1989). Early work showed that the best candidates possessed
high levels of intelligence, emotional stability (i.e., low levels of excitabil-
ity), perception of tilt (i.e., proprioception, the perception or awareness of
the position and movement of the body), and mental alertness (Koonce,
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1984). In addition to widespread intellectual testing, psychological screen-
ing, and head injury rehabilitation, the clinical condition of war neurosis
was identified (Young, 1999).

During World War I, U.S. military psychiatrists filled the clinical role.
In the United Kingdom, however, military psychologists not only provided
clinical care but also did so in the combat zone, something U.S. military
psychologists would not engage in until the Korean War. With the out-
break of World War I, these medically trained British Army psychologists
deployed to wartime France in support of U.K. troops. Operating from
field hospitals and casualty clearing stations and, later, not yet diagnosed
nervous (NYDN) hospitals, they saw large numbers of personnel suffer-
ing from shellshock (Smith & Pear, 1917), disordered action of the heart
(DAH), and related syndromes (Jones & Wessely, 2005). British military
psychologists also presided over the evacuation, to rear areas or to the
United Kingdom, of military personnel who were deemed unfit for further
combat, at least in the immediate future.

In Britain, a large number of hospitals were established, including
Craiglockhart (made famous in novelist Pat Barker’s Regeneration tril-
ogy, as the hospital where the writers Siegfried Sassoon and Wilfred Owen
were treated together by British Army psychologist W. H. Rivers). Rivers
and his colleague C. S. Myers were both medical practitioners who had
taken up the new discipline of psychology, and both worked at Sir Fred-
erick Bartlett’s Department of Experimental Psychology at the University
of Cambridge. Indeed, Rivers held the position of university lecturer in
physiological and experimental psychology, while also noted as the found-
ing editor of the British Journal of Psychology. He furthermore functioned
as cofounder of what later became the British Psychological Society. Both
individuals served as commissioned officers in the Royal Army Medical
Corps during World War I, with Myers becoming consulting psychologist
to the British Expeditionary Force. He established four forward NYDN
centers and, later, five forward DAH centers in France, which operated in
addition to the hospitals in Britain (Greenberg, Hacker Hughes, Earnshaw,
& Wessely, 2011; Shephard, 2000).

World War I also saw the recognition of the first effective intervention
for combat stress (i.e., shellshock), and the earliest cognitive restructur-
ing techniques were documented well ahead of the development of formal
cognitive theory (Howorth, 2000). Forward psychiatry was implemented,
using the concept of assessment and treatment known as PIES (proxim-
ity, immediacy, expectancy, and simplicity) and resulted in 40-80% of
shellshock cases returning to combat duty (Jones & Wessely, 2003). These
early-intervention principles remain the foundation of combat stress inter-
vention today, within the practices of deployed combat stress units (McCau-
ley & Breeze, 2019; Kennedy, 2020).

The conflict of World War I also marked one of the first organized uses
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of chemical warfare: mustard gas (Harris, 2005). This gave rise to observa-
tions of “gas hysteria” and the recognition of a psychological response to
threats of this nature. Lessons learned in World War I continue to guide
mental health professionals in addressing the response to fears of and cur-
rent terrorist threats to employ chemical and biological weapons. In short,
World War I was a time of major growth for the field of psychology, the
successes of which continue to have a profound impact on psychology prac-
tice today. G. Stanley Hall (1919) foretold the future when he commented
on the work of psychologists in World War I, noting that “only when the
history of American psychology is recorded in large terms will we realize
the full significance of the work.”

WORLD WAR Il

Between 1944 and 1946, the APA underwent significant reorganization when
it merged with the American Association for Applied Psychology (AAAP).
After this merger, the five sections of AAAP became charter divisions in the
new APA and included Division 19, Military Psychology (Gade & Drucker,
2000). In addition to stronger organizational foundations, World War IT saw
an influx of esteemed German and Jewish psychologists to America, which
significantly strengthened the field of psychology in the United States.

Psychologists were in high demand during World War IT and worked
in all branches of the U.S. military, as well as sectors such as the National
Research Council, Psychological Warfare Services, Veterans Administra-
tion (VA, now known as the United States Department of Veterans Affairs),
and Department of Commerce (Gilgen, 1982). Work continued in psycho-
metric testing, but a great diversification of developments and expansion
in psychology occurred both during and immediately after the war. Boring
(1945) published a comprehensive text on the application of psychology
to the military, addressing topics such as adjustment to combat, personnel
selection, morale, sexuality, and psychological warfare. He outlined seven
fields of the “psychological business of the Army and Navy”™: observation,
performance, selection, training, personal adjustment, social relations,
and opinion and propaganda (p. 3). Books were also published for mili-
tary members about the application of psychological principles to enhance
performance (e.g., National Research Council, 1943; Shaffer, 1944) and to
develop psychologically informed leadership abilities (Kraines, 1946). The
Office of Strategic Services (OSS, now the Central Intelligence Agency) was
developed, along with the first psychological selection program for indi-
viduals seeking positions as OSS operatives in espionage, counterespionage,
and propaganda (Banks, 1995; OSS Assessment Staff, 1948), modeled after
the selection procedures used by the German military for officers and oth-
ers holding leadership positions (Ansbacher, 1949).
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Screening for military service was improved, and in 1940 the Army
General Classification Test (AGCT), developed by psychologists, was intro-
duced as a means of measuring the aptitude of recruits and also of selecting
men for specialist courses (Zeidner & Drucker, 1988) and for officer train-
ing (Harrell, 1992). The AGCT was taken by more than 12 million men for
classification purposes and was valued over the intellectual testing format
because of its minimization of verbal ability and the influence of formal
education, its emphasis on spatial and quantitative reasoning, and its effi-
ciency in administration (Harrell, 1992). After World War II, uniform apti-
tude testing in the military was mandated by the Selective Service Act of
1948, and in 1950 the Armed Forces Qualification Test (AFQT) was born.
Although every service branch utilized the AFQT, each also continued to
use its own screening procedures and instruments until 1968 (Defense
Manpower Data Center, 1999).

Much of the improvement in classification and screening procedures
was attributed to military psychologists’ opportunity to test large groups of
individuals from various geographical and cultural backgrounds. This obser-
vation and subsequent recognition that test results must be interpreted dif-
ferently depending on an individual’s background were clearly documented
during World War II, marking some of the first succinct reasoning for cul-
turally fair psychological tests. An additional impact was the construction of
abbreviated testing techniques, which could easily be applied in the civilian
sector (Hunt & Stevenson, 1946). World War II also saw the increased use of
personality tests, and in 1943 the Army began using experimentally a newly
published test, the Minnesota Multiphasic Personality Inventory, as a screen-
ing and selection instrument (Page, 1996; Uhlaner, 1967).

The increased emphasis on screening turned out to be a problem for
those experiencing what was then identified as combat fatigue or combat
exhaustion. Because the thinking of the time was that screening would
exclude those prone to the development of these problems, during World
War II, the United States did not initially apply the lessons learned in World
War I about combat stress reactions (i.e., the need for timely intervention
near the front line). Subsequently, little forward mental health care (i.e.,
mental health clinicians in the combat zone) was practiced, favoring instead
reliance on psychological screening to avoid negative psychological reac-
tions to the war. In fact, in 1943, while the rejection rate based on psycho-
logical screening was three to four times that of World War I, the incidence
of mental health disorders was three times that seen in World War I (Glass,
1969). General George Marshall, in 1943, observed “that there were more
individuals being discharged from the army for psychiatric reasons than the
number of individuals being inducted into the army” (Allerton, 1969, p. 3).
Between 1943 and 1945, 409,887 U.S. servicemen were hospitalized for
combat fatigue in overseas Army hospitals: Of these, 127,660 were aero-
medically evacuated to the United States (Tischler, 1969). One unfortunate
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result of the overemphasis on screening was that 40% of early discharges
were attributed to combat fatigue (Neill, 1993), but it solidified the mil-
itary’s recognition of the need for battlefield interventions and prepara-
tion for the psychological toll of combat (Department of the Army, 1948).
The overwhelming number of psychiatric casualties of World War II also
confirmed the notion that combat stress reactions were generally normal
responses to the emotional trauma and stressors of war, as opposed to a
defect of character (Glass, 1969; see Chapter 3 for a discussion of military
stress reactions).

Meanwhile, the U.K. military recruited eight civilian psychologists to
produce tests to aid in the selection of candidates for the Royal Navy (RN).
As a second filter at the larger naval entry establishments, these psycholo-
gists administered short, graded, and easy-to-score tests comprising addi-
tional tests of general intelligence, mathematical aptitude, and mechanical
aptitude. As noted by Hacker Hughes (2007), the end of 1943 saw the RN
retaining a staff of 10 “industrial” psychologists and approximately 300
assistants, mainly from the Women’s Royal Naval Service (WRNS), who
were involved in the work of personnel selection.

In the British War Office, on the other hand, testers and nontechni-
cal officers and noncommissioned officers (NCOs) were employed within
the Army’s Directorate of Service Personnel, set up in July 1941 as part of
the Adjutant-General’s Department. All 19 psychologists—14 men and 5
women—were uniformed officers. Additionally, such work retained 31 offi-
cers and NCO testers (26 men and 5 women); along with 584 Nontechnical
officers (531 men and 53 women) and a further 697 NCOs (494 men and
203 women). The tests in the standard test battery included assessments of
general intelligence, arithmetic, verbal and nonverbal skills, and instruc-
tions (comprehension). Tests used for the selection for training in special
trades or duties included U.S. Army Morse Aptitude Tests for signalers;
spelling, shorthand, and typing tests for Auxiliary Territorial Service (ATS)
clerks and signalers; and assembly tests for drivers and mechanical trades
(Hacker Hughes, 2007).

More comprehensive testing was involved in British officer selection, in
which psychologists collaborated with military officers and psychiatrists in
the selection of officer candidates. Their work centered on formal psycho-
logical testing as well as the overall selection process. The tests involved not
only outdoor selection tasks, in which psychologists and psychiatrists col-
laborated on test design with the military staff of the War Office selection
boards (WOSBs), but also a number of formal psychological tests, includ-
ing intelligence tests, biographical questionnaires, projective tests, and a
more complicated version of the traditional Raven’s Progressive Matrices
Test; together with tests of verbal intelligence and reasoning. Outside the
Adjutant-General’s Department, the War Office also employed a small
number of men with psychological training at the Directorate of Scientific
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Research and the Directorate of Biological Research within the War Office
Medical Department (Hacker Hughes, 2007).

Military psychology also achieved advances elsewhere in what was
then the British Commonwealth. For example, the Australian military
witnessed the establishment of the Australian Army Psychology Service in
1945. This occurred in tandem with Australian developments in psycho-
logical test resources for pilot selection, along with advances in cultural
sensitivity within the psychological screening and assessment tools for mili-
tary recruits (Hall & Eaves, 1989).

During the war, multiple psychological articles were published on
malingering as a means to avoid military service or discipline, then also
referred to as gold-bricking, faking, or malingery. The attitude toward
malingerers at this time was summed up by Hulett (1941): “It is indeed
devastating to recognize as we must, that all men are not possessed of man-
hood, and that the yellow streak down the backs of some of our fellows is
invisible to the unaided human eye” (p. 138). Common methods of malin-
gering were purported to be the induction of symptoms with substances
such as alcohol, epinephrine, sugar, and cathartics; claims of pain or other
sensory problems (e.g., blindness); claims of motor dysfunction; feigning of
insanity; self-mutilation; exaggeration of real symptoms; or refusing to seek
treatment for a curable condition (Campbell, 1943).

During World War II, the top five mental health diagnostic catego-
ries were neurosis, personality disorder, alcoholism, epilepsy, and insanity
(Stearns & Schwab, 1943). Notably, the inadequacy of the existing mental
health diagnostic system (Standard Nomenclature of Diseases and Opera-
tions) for military use during World War IT was a significant impetus for
the development of the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM; American Psychiatric Association, 1952). Additionally, head
injury rehabilitation reemerged on a large scale (Doherty & Runes, 1943),
with many of the leading psychologists later gaining prominence in the field
of neuropsychology (Boake, 1989; for further information, see Kennedy,
Boake, & Moore, 2010). Unfortunately, once again, many of the rehabilita-
tion centers were closed after the war. The field did not return in a signifi-
cant way until the late 1960s and early 1970s, in response to the increasing
number of survivors of motor vehicle accidents (Boake, 1989).

Aviation psychology continued to evolve during World War II with the
development of the U.S. Army Air Forces Aviation Psychology Program in
1941, the focus of which was to assist with the selection of aviation person-
nel (Driskell & Olmstead, 1989). In addition to the selection for positions
such as pilots, navigators, and bombardiers, research was also conducted
on the service member—equipment relationship, particularly with regard to
the new military technologies of this period (Koonce, 1984). In 1947, the
Air Force became a separate branch of the military, and industrial psycho-
logical research flourished in the new service (Hendrix, 2003).
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As noted by Hacker Hughes (2007), World War II saw the British Air
Ministry retain 4 civilian advisors in psychology for training methods; along
with 17 Women’s Auxiliary Air Force (WA AF) aircrew selection officers, 14
ground crew selection officers, and nearly 100 junior technical assistants.
Tests used included measures of general intelligence (including the Royal Air
Force [RAF] GVK test of general, verbal, and spatial/practical intelligence)
and mathematics (for all RAF and WA AF candidates); Morse aptitude; pilot
aptitude and observer (radio) aptitude (for aircrew candidates) and fluency;
technical information; Morse reading; and radar (for temperament). In
addition to these duties, Air Ministry psychologists also collaborated on a
number of research projects from 1937 onward, including tests of reaction
time and deftness of speed of hands and feet (the Sensory Motor Appara-
tus Test to assess flying aptitude and the Angular Perception Test to assess
skills in making final approaches and landing aircraft). In addition, the
Air Ministry, at the beginning of the war, used two kinds of tests: a group
intelligence test prior to the selection board assessment, and experimental
preselection aptitude tests to try to determine the sort of flying for which a
recruit would be best suited.

Across all three British services, psychologists were involved in the
design and interpretation of a variety of questionnaires and interviews,
which addressed the layout, arrangement, and display of operational
equipment, particularly in RAF operations rooms. Specific contributions
were made in regard to the radius and position of turning handles in gun-
nery controls, along with the design and use of a number of trainers and
simulators for pilots, gunners and air gunners, and bomb aimers. Psychol-
ogists were integral to work connected with a wide range of visual aspects
of operational duties, including the use of goggles, instrument panel light-
ing, and night flying. Other more operational work involved advising in
the special adaptation and modification of a variety of weapon systems.
Job analyses and time and motion studies formed another aspect of war-
time psychologists’ work: for example, the job analyses of WRNS radio
mechanics, air mechanics, and torpedo mechanics for the admiralty and
the organization of WOSBs for potential ATS officers for the War Min-
istry; time and motion studies of gun laying and gun drills; and studies
of extreme climatic conditions in tropical and Arctic conditions (Hacker
Hughes, 2007).

Following World War II, the field of aviation psychology grew dramat-
ically, affecting the practices of civilian airlines and creating new roles for
aviation psychologists. Such psychologists are now involved in a wide range
of activities, including research and identification of individuals involved
in antiterrorism activities, aircraft accident investigations, assessment and
selection of flight personnel, performing aeromedical psychological evalu-
ations, and continuing research into human factors issues (Koonce, 1984;
Olson, McCauley, & Kennedy, 2013).
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World War II was also the first and only time that nuclear weapons
were used. Survivors developed both acute and chronic psychological reac-
tions, including withdrawal, severe fear reactions, psychosomatic symp-
toms, and posttraumatic stress disorder (PTSD; Salter, 2001). Beyond the
effect of the bombings on the people of Japan, the images from Hiroshima
and Nagasaki in 1945 continue to instill fear into societies threatened with
such use today. Concerns mount about the capacity of terrorists to obtain
and use these weapons (Knudson, 2001). In a similar vein, World War II
was known for Japanese suicide bombers or kamikaze pilots. Kamikaze
attacks accounted for a large proportion of the sailors who were wounded
in action, second only to attacks that involved multiple weapons (Blood,
1992). The threat of suicide bombers has arisen as a heightened concern in
recent decades, and some of the lessons learned in World War II are appli-
cable to this modern-day weapon.

In the United States, military clinical psychology emerged during
World War II, with military psychologists assigned to hospitals for the first
time (McGuire, 1990; Uhlaner, 1967). Following the war, the growth of
clinical psychology in the military continued. With a shortage of physicians
and psychiatrists to meet the emotional needs of veterans, psychologists
provided both group and individual mental health treatment in VA facili-
ties (Cranston, 1986). In 1946, the first psychology internship programs
were established, enrolling 200 interns within the VA system. These efforts
resulted in increased acceptance of psychologists, not just as researchers
and experts in assessment but also as mental health providers (Phares &
Trull, 1997).

As occurred after World War I, psychologists were demobilized follow-
ing World War IT; however, in 1947, they obtained permanent active-duty
status (McGuire, 1990; Uhlaner, 1967). Two years later, the first military
clinical psychology internship programs were established in the U.S. Army,
one of which was at the Walter Reed General Hospital in Washington, D.C.
For discussions of military psychologists’ current core clinical duties, see
Chapters 2 (fitness-for-duty evaluations), 3 (stress reactions), 4 (evidenced-
based treatment), 5 (behavioral health in primary care clinics), 7 (substance
use), and 9 (suicide), this volume.

The advances of military psychology during World War II cannot be
underestimated, and this provided a solid foundation from which the pro-
fession of psychology would continue to grow. Indeed, during the war, the
Allies’ adversary, Germany, deemphasized the study of individual differ-
ences and rejected the profession of psychology, replacing, for example,
didactic courses in universities in psychology with those of racial theory
(Zillmer, Harrower, Ritzler, & Archer, 1995). As such, the United States
and United Kingdom became global leaders in the study of human behavior
following World War II.
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THE KOREAN WAR

During the Korean War, military psychologists served in several new posi-
tions: in service overseas, in combat zones, and on hospital ships (McGuire,
1990). The war saw significant use of torture, as well as the execution of
U.S. prisoners of war, and gave rise to the concept of brainwashing (Ursano
& Rundell, 1995). U.S. troops were exposed to forced marches, severe mal-
nutrition, inhumane treatment, and continuous propaganda and “reeduca-
tion” on communism (Ritchie, 2002). The Korean experience prompted
the military to make significant changes in survival schools or training
programs to help service members who are captured as prisoners of war.
Repatriated prisoners of war from the Korean conflict are credited for the
inception of the survival, evasion, resistance, and escape (SERE) model of
training currently provided to U.S. service members whose duties place
them at high risk of enemy capture (e.g., special forces, aviation personnel).
The SERE training paradigm and psychology’s role therein are covered in
depth in Chapter 15 (this volume; see also Moore, 2010).

Unfortunately, early in the war, the principle of treating combat stress
near the front line to enable military members to return to duty was not
possible to implement, partly due to the abrupt start of the conflict and the
lack of prepared support units (McGuire, 1990). As a result, 250 troops
per 1,000 were declared psychological casualties. However, the lessons of
World War II regarding the need for mental health providers in the com-
bat zone were not forgotten (Glass, 1969). Later in the war, mental health
providers were deployed, and 80% (Ritchie, 2003) to 90% (Jones, 1995)
of combat fatigue cases returned to duty. After the first year of combat in
Korea, a rotation policy of 9 months in combat was implemented, which
also helped to significantly reduce the number of psychiatric casualties
(Glass, 1969).

Psychology’s role in testing did not diminish during the Korean War.
The U.S. Army and Air Force collaborated on a technical manual outlin-
ing the roles of the military psychologist and proper use of psychologi-
cal tests (Departments of the Army and the Air Force, 1951), with such
distinguished contributors as David Wechsler and Paul Meehl (Uhlaner,
1967). Instruments created to select individuals for specific jobs and officer
programs continued to be improved. Additionally, the Korean War saw
advances in military psychology within Australia, one of many nations
involved in the conflict, which achieved enhancements to operational and
organizational structures for military psychology assets. Of note, in 1952,
the Australian Army Psychology Service evolved into its current opera-
tionally focused entity as the Australian Army Psychology Corps (Hacker
Hughes, McCauley, & Wilson, 2019).

Following the Korean War, the U.S. Army began to devote significant
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resources to the study of motivation, leadership, morale, and psychological
warfare (Uhlaner, 1967). The study of human systems related to military
functioning increased in scope, utility, and popularity (Zeidner & Drucker,
1988). The Air Force and Navy also created research centers for the study
of what was then called human engineering. The goal of increasing the per-
formance of military personnel given different equipment, various physi-
cal states (e.g., fatigue), and various environments gave rise to increased
research in human factors engineering (Roscoe, 1997; Uhlaner, 1967).

THE VIETNAM WAR

After the Korean War, the U.S. Air Force implemented the Airman Qualify-
ing Examination in 1958 for administration to high school students. Shortly
thereafter, the Army and Navy developed their own group ability tests,
and ultimately in 1968, the Armed Services Vocational Aptitude Battery
(ASVAB) was implemented to make a truly uniform aptitude tool (Defense
Manpower Data Center, 1999). The ASVAB has become an integral screen-
ing and aptitude tool for military recruits, and it is regularly used by mili-
tary neuropsychologists during the assessment of head-injured service mem-
bers, as its composite score is a reliable indicator of premorbid intellectual
functioning (Kennedy et al., 2000; Welsh, Kucinkas, & Curran, 1990).

As in Korea, psychologists served in combat zones during the Vietnam
War. Forward mental health was practiced from the beginning of the con-
flict, and low levels of traditional combat stress were seen. Compared with
the psychiatric casualty rates of World War IT (28-101 per 1,000 troops per
year) and Korea (37 per 1,000 troops per year), troops in Vietnam exhib-
ited very low rates, 10-12 per 1,000 troops per year (Allerton, 1969). As
in no other conflict before or since, however, there was an extraordinary
amount of substance abuse (see Chapter 7, this volume).

Also, a higher proportion of character disorders were diagnosed dur-
ing the war, possibly related to the characteristics of individuals who could
not avoid the draft. In other words, those with more resources were able to
obtain education deferments or other exemptions to avoid military service
(McGuire, 1990). In addition, the spirit of the times in the United States
was highly tolerant of drug use, and this probably affected those serving in
Vietnam as well. Because of the large numbers of troops who were abusing
substances and had to be medically evacuated from the theater, mandatory
drug testing was implemented and opportunities for alcohol and drug reha-
bilitation were increased.

The Vietnam War was a significantly complex conflict, involving the
use of weapons technologies not seen before that could inflict substantial
destruction, even on the level of the individual soldier (Zeidner & Drucker,
1988). American military members faced a well-trained force and were
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confronted with challenging jungle warfare as well as horrific prisoner of
war experiences (see Moore, 2010). Military rotation policies at the time
dictated specific tour lengths for individuals as opposed to rotations of
entire units, resulting in poor unit cohesion because of the constant arrivals
and departures of personnel (Zeidner & Drucker, 1988). Compounding
these problems, the attitude on the home front regarding the utility of the
war was largely unsupportive of the troops. The psychological impact of all
these factors is hypothesized to have resulted in high rates of PTSD, with
some veterans still experiencing symptoms today.

Following Vietnam, the U.S. military recognized the need for a formal
response to noncombat critical incidents, including the deaths of service
members during training or from suicide. In 1978, the Portsmouth Naval
Hospital Psychiatry Department organized a Special Psychiatric Rapid
Intervention Team. This multidisciplinary resource comprised psycholo-
gists, psychiatrists, chaplains, nurses, and corpsmen (McCaughey, 1987).
The team supported psychological casualties arising from critical incidents
such as training accidents, suicides, natural disasters, and bombings (for
modern disaster response, see Chapter 11, this volume).

OPERATIONS DESERT SHIELD AND DESERT STORM

Military personnel in Operations Desert Shield and Desert Storm were
exposed to multiple combat stressors: greater numbers of enemy forces,
possible use of chemical and biological weapons, environmental challenges
(i.e., desert exposure, sandstorms), lethal animal life, inadequate or insuf-
ficient hygiene opportunities, and a culture that did not accept American
values (Martin, Sparacino, & Belenky, 1996). Although there was great
capacity for significant stress casualties, the limited number of wounded
and killed American troops and the availability of forward mental health
support resulted in relatively few combat stress casualties; however, rates
of PTSD have increased over time in these veterans. In addition to forward
mental health support on the ground during the Persian Gulf War, for the
first time a psychologist was deployed on a Navy aircraft carrier, the USS
John E. Kennedy, which subsequently had no incidence of medical evacua-
tion for mental health reasons (Wood, Koffman, & Arita, 2003).
Notwithstanding the contribution of good military mental health sup-
port structures, Gulf War syndrome or Gulf War illness, an ambiguous
conglomeration of physical and psychological symptoms, emerged uniquely
during the Persian Gulf War era. Despite a wealth of research into this
phenomenon, there remains uncertainty regarding the characterization of
the condition as a specific syndrome (Bieliauskas & Turner, 2000; Everitt,
Ismail, David, & Wessely, 2002). Gulf War syndrome was hypothesized
to originate from vaccinations, exposure to toxic substances (e.g., smoke
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from burning oil wells), and psychological trauma. Years of studying Gulf
War veterans have largely led to the conclusion that, although risk factors
for the syndrome included inoculations and exposures to noxious chemi-
cals and psychological trauma, the persistence of the syndrome is largely
the result of previous psychological distress and individual veterans’ attri-
bution of their symptoms (i.e., the belief that they were exposed to toxic
agents; Hotopf et al., 2004; Stuart, Ursano, Fullerton, Norwood, & Mur-
ray, 2003). Despite the lack of a clear definition of Gulf War syndrome,
veterans who have unexplained symptoms that began during or after the
war are given financial and health benefits (Campion, 1996), and research
into this issue continues.

PEACEKEEPING AND HUMANITARIAN OPERATIONS:
MILITARY OPERATIONS OTHER THAN WAR

Peacekeeping and humanitarian missions have their own unique character-
istics and impact on military personnel. Stress control units have been regu-
larly utilized for those deployed for peacekeeping operations. Such psycho-
logical resources have been applied since Operation Restore Hope (ORH)
in Somalia in 1992 (Bacon & Staudenmeier, 2003), given that peacekeeping
forces often face an unfriendly populace, come under fire, live in unhy-
gienic conditions, and are separated from their families (Hall, Cipriano,
& Bicknell, 1997). In addition, peacekeeping missions can put significant
strain on individuals who may be vulnerable, have a preexisting mental
health condition, are engaging in the abuse of drugs and/or alcohol, or are
experiencing relationship problems. These have been deemed risk factors
for suicide in peacekeepers specifically (Wong et al., 2001).

Operation Uphold Democracy in Haiti saw significant stress among
U.S. troops, including three suicides in the first 30 days of the mission
(Hall, 1996). This reinforced the need for frontline mental health provid-
ers to administer preventive and early intervention measures for military
personnel supporting peacekeeping missions (Hall et al., 1997). With
operational stress support, 94% of soldiers presenting with psychological
symptoms during Operation Uphold Democracy were returned to full duty
without the need for medical evacuation (Hall, 1996).

Operation Joint Endeavor in Bosnia saw an unprecedented number of
military mental health professionals on hand for suicide prevention, stress
management, critical incident debriefings, and clinical care in-country
(Pincus & Benedek, 1998). Mental health providers made advances during
this mission in learning to increase awareness of available services and in
destigmatizing help-seeking behavior by offering a comprehensive outreach
program (Bacon & Staudenmeier, 2003). For more on peacekeeping and
humanitarian missions and stress responses, see Kennedy (2020).
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IRAQ, AFGHANISTAN, AND BEYOND

Military psychologists continue to make history. During two decades of
international conflict in Iraq, Afghanistan, and beyond, there emerged an
immediate need for an enhanced understanding of combat stress in the
context of modern warfare. Service members have experienced the per-
vasive use of improvised explosive devices and rocket and mortar attacks
causing psychological injuries as well as physical wounds. The frequent
blasts and explosions once again brought to the forefront the phenomenon
of blast concussion, first examined in World War I. As such, across the
services, programs have arisen to educate service members on concussion
and combat stress (see Chapter 6, this volume), and significant research has
emerged in this area. In addition, prevention, diagnosis, and treatment are
increasingly integrated into pre- and postdeployment health readiness pro-
grams throughout the military. In particular, military neuropsychologists
have made major contributions in establishing guidelines for the assessment
and treatment of brain injuries.

Military psychologists continue to expand their roles, including sup-
port for conventional and special operations. As early as October 2001,
psychologists were deployed to main and forward-staging bases supporting
Operation Enduring Freedom (OEF). In addition, psychologists served at
forward-fire bases, providing expeditionary support to soldiers and U.S.
Marines; along with consultation for commanders in both OEF and Oper-
ation Iraqi Freedom (OIF). Psychologists also treated enemy combatants
throughout the Global War on Terror, both in theater and in detention
facilities such as Guantanamo Bay.

Psychologists provide integral support in repatriation operations (see
Chapter 15, this volume), assessment and selection for special operations
(see Chapter 13, this volume), hostage negotiation (see Chapter 16, this
volume), and human factors research; their roles have also expanded dra-
matically in counterintelligence, counterterrorism, and interrogation sup-
port (Staal & Harvey, 2019; see Chapter 12, this volume, for a discussion
of operational psychology, and Chapter 14, this volume, for a discussion of
security clearance evaluations).

Furthermore, women now make up an increasing proportion of the
U.S. military, and all jobs, including ground combat positions, are open to
them. However, women face gender-specific stressors in the military, such
as unhealthy stereotypes, lack of female mentors and role models, sexual
harassment, and sexual assault. Consequently, there remains much for mili-
tary psychology to contribute to this emerging area (see Chapter 8, this
volume, for more information on sexual assault in the military).

Other recent advances include the expansion of prescription privileges
for psychologists. Beginning in 1994, the first cohort of military clinical psy-
chopharmacology fellows graduated from a bespoke postdoctoral training
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program (Sammons, Levant, & Paige, 2003); followed by the establish-
ment of the psychopharmacology fellowship at the Tripler Army Medical
Center in Hawaii in 2005. The military’s success in training psychologists
as prescribers has served as a model for psychologists in the civilian sector
(Dittman, 2003). In addition to the Department of Defense, Public Health
Service, and Indian Health Service, five states (New Mexico, Louisiana,
Illinois, Towa, and Idaho) and one U.S. territory (Guam) have since enacted
laws granting prescribing privileges to appropriately trained psychologists.

Military psychologists became permanent ship’s company on aircraft
carriers in 1998. This Psychology at Sea program continues to be highly
successful (Wood et al., 2003). Service aboard these ships can be mentally
stressful to the crew and is at times referred to as working “on top of a
nuclear reactor and under an airport.” Each carrier is assigned one psy-
chologist, who serves not only the carrier but also the battle group that
accompanies it, comprising a total of approximately 12,000 people. As the
sole mental health provider, with assistance from a behavioral health tech-
nician and one or two substance abuse counselors, psychologists have had
to move away from traditional forms of therapeutic interventions. The suc-
cess of the carrier psychologists, and the need for mental health providers
to be as close to military units as possible, led to an expansion of embedded
mental health, to include ground combat units, submarine squadrons, and
other operational commands (see Chapter 10, this volume). This mode of
care delivery is tackling stigma and shows promise in the arenas of problem
prevention and early detection.

In parallel with the long-standing campaigns in Iraq and Afghanistan,
military psychology has seen significant expansion in armed forces across
international jurisdictions. Many nations now view this specialty as a crucial
asset for military health care, research, and organizational systems. In the
Irish military, for example, clinical psychologists comprise the largest group
of mental health professionals (McCauley & O’Brien, 2017). The Australian
Army Psychology Corps remains an integral part of mental health provision
throughout that nation’s deployment cycles. Additionally, the U.K. Armed
Forces now retain over 100 psychologists (i.e., uniformed and Ministry of
Defence (MoD) civilian personnel) across military medical, research, and
human factors domains (Hacker Hughes et al., 2019). Specifically, the British
military has achieved a tenfold increase in their number of clinical psychol-
ogy personnel during the past 20 years, while also securing the reintroduc-
tion of uniformed military psychology officers to the Royal Army Medical
Corps. This has resulted in clinical psychologists serving as the U.K. MoD’s
Deputy Head of Healthcare, with others leading mental health clinical teams
across the military (Norris, Renwick, Siddle, & Westlake, 2019).

Additionally, British military psychologists are responsible for deliv-
ering specialist neuro- and rehabilitative psychology services, developing
new assessment and treatment programs, serving as U.K. representatives to
the North American Treaty Organization (NATO) scientific entities, and
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incorporating psychological resources into both enlisted and officer training
courses (Precious & Lindsay, 2019; Rennie, 2019; Sturgeon-Clegg, Hurn, &
McCauley, 2019). Such U.K. military psychology personnel have broken new
ground in serving as direct assets to special forces units, while also deploying
as specialist personnel during the Ebola crisis, and via the provision of expert
consultative functions to deployed units in Iraq, Afghanistan, and elsewhere
(Norris & McCauley, 2019). These advances in U.K. military psychology
had a significant impact on the British Psychological Society (BPS). In 2015,
Professor Jamie Hacker Hughes, the former head of the MoD’s Clinical Psy-
chology Service, became president of the BPS; and in 2019, the BPS formally
established its Defence and Security Psychology Section.

Large-scale international military operations have been reduced over
recent years. However, the emergence of COVID-19 in 2020 saw the rede-
ployment of military psychologists to military and civilian medical facili-
ties, where they supported fellow clinicians in responding to the world’s
largest public health crisis in over 100 years (O’Brien & McCauley, 2020).
Psychology served as a key operational asset and force-multiplier. As noted
by Shenberger-Hess, Giangrande, and Miletich (2020), military psycholo-
gists have faced new and unique behavioral health challenges during the
coronavirus pandemic. Serving both military personnel and civilian popu-
lations, they continue to apply evidence-based interventions to address the
consequences of social distancing, isolation, quarantining, unemployment,
and financial difficulties, and fear of direct morbidity and mortality from
the virus itself (including the loss of loved ones). In addition, they have
adapted to address the challenges in delivering high-quality patient care
(e.g., within intensive care units), providing adequate access to care, and
administering early intervention for inpatients and outpatients experienc-
ing behavioral health crises (p. 4).

Across the United States and internationally, COVID-19 has seen mili-
tary psychologists evolve their service delivery models on land and sea.
Such duties entail the use of personal protective equipment for in-person
clinical care; along with providing their full spectrum of duties via remote
and telemedicine platforms (Collins, McCauley, & Norris, 2020; Grant,
2020; Zanov et al., 2020). Such clinical practice innovations hold signifi-
cant promise for improving access to care during operations, while remov-
ing social and cultural barriers to military psychology services (O’Shea,
McCauley, & O’Brien, 2019).

SUMMARY

The history of military psychology, although brief, is extensive. Not only
has the field of psychology had an extraordinary impact on the military,
but also the developments that have grown out of the various wars and the
needs of the military have directly affected the practice of psychology across
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society. Psychologists continue to make history in their support of military
missions, in their contributions to national security, and in improving ser-
vices for active-duty members and their families. The following chapters
focus on these efforts, along with military psychologists’ increasing roles
in clinical, expeditionary, and operational psychology domains. Lessons
learned from recent and current campaigns and operations will shape the
next chapter in the history of not only military psychology but also the
discipline of psychology throughout the world.

REFERENCES

Allerton, W. S. (1969). Army psychiatry in Viet Nam. In P. G. Bourne (Ed.), The
psychology and physiology of stress: With reference to special studies of the
Viet Nam War (pp. 1-17). New York: Academic Press.

American Psychiatric Association. (1952). Diagnostic and statistical manual of
mental disorders. Washington, DC: Author.

Ansbacher, H. L. (1949). Lasting and passing aspects of German military psychol-
ogy. Sociometry, 12, 301-312.

Bacon, B. L., & Staudenmeier, J. J. (2003). A historical overview of combat stress
control units of the U.S. Army. Military Medicine, 168, 689-693.

Banks, L. M. (1995). The Office of Strategic Services psychological selection pro-
gram. Unpublished master’s thesis, U.S. Army Command and General Staff
College.

Bieliauskas, L. A., & Turner, R. S. (2000). What Persian Gulf War syndrome? The
Clinical Neuropsychologist, 14, 341-343.

Blood, C. G. (1992). Analyses of battle casualties by weapon type aboard U.S.
Navy warships. Military Medicine, 157, 124-130.

Boake, C. (1989). A history of cognitive rehabilitation of head-injured patients,
1915-1980. Journal of Head Trauma Rehabilitation, 4, 1-8.

Boake, C. (2002). From the Binet-Simon to the Wechsler—Bellevue: Tracing the
history of intelligence testing. Journal of Clinical and Experimental Neuro-
psychology, 24, 383-405.

Boring, E. G. (1945). Psychology for the armed forces. Washington, DC: National
Research Council.

Campbell, M. M. (1943). Malingery in relation to psychopathy in military psychia-
try. Northwest Medicine, 42, 349-354.

Campion, E. (1996). Disease and suspicion after the Persian Gulf War. New Eng-
land Journal of Medicine, 335, 1525-1527.

Collins, R., McCauley, M., & Norris, R. (2020). UK military clinical psychology
during Covid19. The Military Psychologist, 35(2), 18-21.

Cranston, A. (1986). Psychology in the Veterans Administration: A storied history,
a vital future. American Psychologist, 41, 990-995.

Dean, E. T., Jr. (1997). Shook over hell: Post-traumatic stress, Vietnam, and the
Civil War. Cambridge, MA: Harvard University Press.

Defense Manpower Data Center. (1999). Technical manual for the ASVAB 18/19
career exploration program (rev. ed.). North Chicago: HQ USMEPCOM.



A History of Military Psychology 21

Department of the Army. (1948). Military leadership psychology and personnel
management (an extract from the Senior ROTC Manual, Vol. II). Washing-
ton, DC: Author.

Departments of the Army and the Air Force. (1951). Military clinical psychology,
technical manual, TM 8-242, Air Force manual, 1600-45. Washington, DC:
Author.

Dittman, M. (2003). Psychology’s first prescribers. Monitor on Psychology, 34,
36.

Dobherty, W. B., & Runes, D. D. (1943). Rehabilitation of the war injured: A sym-
posium. New York: Philosophical Library.

Driskell, J. E., & Olmstead, B. (1989). Psychology and the military: Research
applications and trends. American Psychologist, 44, 43-54.

Everitt, B., Ismail, K., David, A. S., & Wessely, S. (2002). Searching for a Gulf War
syndrome using cluster analysis. Psychological Medicine, 32, 1371-1378.

Franz, S. 1. (1923). Nervous and mental re-education. New York: Macmillan.

Gade, P. A., & Drucker, A. J. (2000). A history of Division 19 (Military Psychol-
ogy). In D. A. Dewsbury (Ed.), Unification through division: Histories of
the divisions of the American Psychological Association (Vol. V, pp. 9-32).
Washington, DC: American Psychological Association.

Gilgen, A. R. (1982). American psychology since World War II. Westport, CT:
Greenwood Press.

Glass, A. J. (1969). Introduction. In P. G. Bourne (Ed.), The psychology and physi-
ology of stress: With reference to special studies of the Viet Nam War (pp.
xiii-xxx). New York: Academic Press.

Grant, N. (2020). Steaming to assist Los Angeles with COVID-19. The Military
Psychologist, 35(2), 21-22.

Greenberg, N., Hacker Hughes, J. G. H., Earnshaw, N. M., & Wessely, S. (2011).
Mental healthcare in the United Kingdom Armed Forces. In E. C Ritchie (Ed.),
Textbook of military medicine (pp. 657-665). Washington, DC: Department
of the Army, Office of the Surgeon General, Borden Institute.

Hacker Hughes, J. G. H. (2007). British naval psychology 1937-1947: Round pegs
into square holes. Unpublished master’s thesis, University of London.

Hacker Hughes, J. G. H., McCauley, M., & Wilson, L. (2019). History of military
psychology. Journal of the Royal Army Medical Corps: International Journal
of Military Health; Military Psychology Special Issue, 165, 68-70.

Hall, D. P. (1996). Stress, suicide, and military service during Operation Uphold
Democracy. Military Medicine, 161, 159-162.

Hall, D. P., Cipriano, E. D., & Bicknell, G. (1997). Preventive mental health inter-
ventions in peacekeeping missions to Somalia and Haiti. Military Medicine,
162, 41-43.

Hall, G. S. (1919). Some relations between the war and psychology. American
Journal of Psychology, 30, 211-223.

Hall, W. H., & Eaves, ]J. L. (1989). Military psychology: Its role in the growth
of psychology in Australia (1st ed.) Psychological Research Unit, Directorate
of Psychology Publication, Australian Defence Force. Retrieved February 235,
2020, from https:/lapps.dtic.mil/dtic/tr/fulltext/u2/a217966.pdf.

Harrell, T. W. (1992). Some history of the Army General Classification Test. Jour-
nal of Applied Psychology, 77, 875-878.



22 MILITARY PSYCHOLOGY

Harris, J. C. (2005). Gassed. Archives of General Psychiatry, 62, 15-17.

Hendrix, W. H. (2003). Psychological fly-by: A brief history of industrial psy-
chology in the U.S. Air Force. American Psychological Society Observer,
16. Retrieved May 20, 2012, from www.psychologicalscience.orglobserver/
getArticle.cfm?id=1451.

Hotopf, M., David, A., Hull, L., Nikalaou, V., Unwin, C., & Wessely, S. (2004).
Risk factors for continued illness among Gulf War veterans: A cohort study.
Psychological Medicine, 34, 747-754.

Howorth, P. (2000). The treatment of shell-shock: Cognitive theory before its time.
Psychiatric Bulletin, 24, 225-227.

Hulett, A. G. (1941). Malingering—A study. The Military Surgeon, 89, 129-139.

Hunt, W. A., & Stevenson, 1. (1946). Psychological testing in military clinical psy-
chology: I. Intelligence testing. Psychological Review, 53, 25-35.

Johnson, R. D. (1997). Seeds of victory: Psychological warfare and propaganda.
Atglen, PA: Schiffer.

Joint Chiefs of Staff. (2003). Doctrine for joint psychological operations. Wash-
ington, DC: Author.

Jones, E., & Wessely, S. (2003). “Forward psychiatry” in the military: Its origins
and effectiveness. Journal of Traumatic Stress, 16, 411-419.

Jones, E., & Wessely, S. (2005). Shell shock to PTSD: Military psychiatry from
1900 to the Gulf War. New York: Psychology Press.

Jones, F. D. (1995). Psychiatric lessons of war. In R. Zattchuk & R. F. Bellamy
(Eds.), Textbook of military medicine: War psychiatry (pp. 1-33). Washing-
ton, DC: Office of the Surgeon General, U.S. Department of the Army.

Kennedy, C. H. (2020). Military stress reactions: Rethinking trauma and PTSD.
New York: Guilford Press.

Kennedy, C. H., Boake, C., & Moore, J. L. (2010). A history and introduction to
military neuropsychology. In C. H. Kennedy & J. L. Moore (Eds.), Military
neuropsychology (pp. 1-28). New York: Springer.

Kennedy, C. H., Kupke, T., & Smith, R. (2000). A neuropsychological investiga-
tion of the Armed Service Vocational Aptitude Battery (ASVAB). Archives of
Clinical Neuropsychology, 15, 696-697.

Kevles, D. J. (1968). Testing the Army’s intelligence: Psychologists and the military
in World War 1. Journal of American History, 55, 565-581.

Knudson, G. B. (2001). Nuclear, biological, and chemical training in the U.S. Army
Reserves: Mitigating psychological consequences of weapons of mass destruc-
tion. Military Medicine, 166, 63-65.

Koonce, J. M. (1984). A brief history of aviation psychology. Human Factors, 26,
499-508.

Kraines, S. H. (1946). Managing men: Preventive psychiatry. Denver: Hirschfeld
Press.

Lande, R. G. (1997). The history of forensic psychiatry in the U.S. military. In
R. G. Lande & D. T. Armitage (Eds.), Principles and practice of military
forensic psychiatry (pp. 3-27). Springfield, IL: Charles C. Thomas.

Martin, J. A., Sparacino, L. R., & Belenky, G. (1996). The Gulf War and mental
health. Westport, CT: Praeger.

McCaughey, B. G. (1987). U.S. Navy Special Psychiatric Rapid Intervention Team
(SPRINT). Military Medicine, 152, 133-135.



A History of Military Psychology 23

McCauley, M., & Breeze, J. (2019) Dispatches from the editor: Military psychol-
ogy, a force multiplier. Journal of the Royal Army Medical Corps: Interna-
tional Journal of Military Health; Military Psychology Special Issue, 165,
63-64.

McCauley, M., Hacker Hughes, J. G. H., & Liebling-Kalifani, H. (2008). Ethical
considerations for military clinical psychologists: A review of selected litera-
ture. Military Psychology, 20, 7-20.

McCauley, M., & O’Brien, D. (2017). Military clinical psychology in the Irish
Defence Forces. The Irish Psychologist, 44, 10-15.

McGuire, F. L. (1990). Psychology aweigh! A history of clinical psychology in the
United States Navy, 1900-1988. Washington, DC: American Psychological
Association.

Moore, J. L. (2010). The neuropsychological functioning of prisoners of war fol-
lowing repatriation. In C. H. Kennedy & J. L. Moore (Eds.), Military neuro-
psychology (pp. 267-295). New York: Springer.

National Research Council. (1943). Psychology for the fighting man. Washington,
DC: Penguin.

Neill, J. R. (1993). How psychiatric symptoms varied in World War I and II. Mili-
tary Medicine, 158, 149-151.

Nguyen, D. S. (1969). Psychiatry in the army of the republic of Viet Nam. In
P. G. Bourne (Ed.), The psychology and physiology of stress: With reference
to special studies of the Viet Nam War (pp. 45-73). New York: Academic
Press.

Norris, R., & McCauley, M. (2019). Defence Clinical Psychology Service: An over-
view of clinical psychology in the UK Ministry of Defence. Journal of the
Royal Army Medical Corps: International Journal of Military Health; Mili-
tary Psychology Special Issue, 165, 71-73.

Norris, R., Renwick, S., Siddle, R., & Westlake, P. (2019). Leadership in 21st
century military healthcare: What did clinical psychologists ever do for us?
Journal of the Royal Army Medical Corps: International Journal of Military
Health; Military Psychology Special Issue, 165, 74-79.

O’Brien, D., & McCauley, M. (2020). Covid-19 and defence mental health: The
journey of the military clinical psychologist. The Irish Psychologist, 46(6),
152-156.

Olson, T., McCauley, M., & Kennedy, C. H. (2013). History of aeromedical
psychology. In C. H. Kennedy & G. Kay (Eds.), Aeromedical psychology
(pp. 1-17). Aldershot, UK: Ashgate.

O’Shea, E., McCauley, M., & O’Brien, D. (2019). Tele-mental health and psycho-
social support: A case for implementation with Irish Defence Forces person-
nel. Defence Forces Review, pp. 85-92

OSS Assessment Staff. (1948). Assessment of men. New York: Rinehart.

Page, G. D. (1996). Clinical psychology in the military: Developments and issues.
Clinical Psychology Review, 16, 383-396.

Phares, E. J., & Trull, T. J. (1997). Clinical psychology: Concepts, methods, and
profession (Sth ed.). Pacific Grove, CA: Brooks/Cole.

Pincus, S. H., & Benedek, D. M. (1998). Operational stress control in the former
Yugoslavia: A joint endeavor. Military Medicine, 163, 358-362.

Precious, D., & Lindsay, A. (2019). Mental resilience training. Journal of the Royal



24 MILITARY PSYCHOLOGY

Army Medical Corps: International Journal of Military Health; Military Psy-
chology Special Issue, 165, 106-108.

Rennie, A. M. (2019). Here, there, and everywhere: Psychologists and the training
of British Army officers at the Royal Military Academy Sandhurst. Journal
of the Royal Army Medical Corps: International Journal of Military Health;
Military Psychology Special Issue, 165, 109-112.

Ritchie, E. C. (2002). Psychiatry in the Korean War: Perils, PIES, and prisoners of
war. Military Medicine, 167, 898-903.

Ritchie, E. C. (2003). Psychiatric evaluation and treatment central to medicine in
the U.S. military. Psychiatric Annals, 33, 710-715.

Roscoe, S. N. (1997). The adolescence of engineering psychology. Human Fac-
tors History Monograph Series 1. Retrieved September 14, 2005, from www.
hfes.org/PublicationMaintenance/FeaturedDocuments/27/adolescencehtml.
html.

Salter, C. A. (2001). Psychological effects of nuclear and radiological warfare. Mili-
tary Medicine, 166, 17-18.

Sammons, M. T., Levant, R. F., & Paige, R. U. (2003). Prescriptive authority for
psychologists: A history and guide. Washington, DC: American Psychologi-
cal Association.

Shaffer, L. F. (1944). The psychology of adjustment: An objective approach to
mental hygiene. Washington, DC: Houghton Mifflin, for the United States
Armed Forces Institute.

Shenberger-Hess, A., Giangrande, S., & Miletich, D. (2020). COVID-19’s impact
on mental health. The Military Psychologist, 35(2), 4—6.

Shephard, B. (2000). A war of nerves: Soldiers and psychiatrists 1914-1994. Lon-
don: Jonathan Cape.

Shorter, E. (1997). A history of psychiatry. New York: Wiley.

Smith, G. E., & Pear, T. H. (1917). Shell shock and its lessons. Manchester, UK:
Manchester at the University Press.

Staal, M., & Harvey, S. (2019). Operational psychology: A new field to support
national security and public safety. Westport, CT: Praeger.

Stearns, A. W., & Schwab, R. S. (1943). Five hundred neuro-psychiatric casualties
at a naval hospital. Journal of the Maine Medical Association, 34, 81-89.

Stuart, J. A., Ursano, R. J., Fullerton, C. S., Norwood, A. E., & Murray, K. (2003).
Belief in exposure to terrorist agents: Reported exposure to nerve or mus-
tard gas by Gulf War veterans. Journal of Nervous and Mental Disease, 191,
431-436.

Sturgeon-Clegg, J., Hurn, H., & McCauley, M. (2019). Neuropsychology and clin-
ical health psychology in the UK Ministry of Defence. Journal of the Royal
Army Medical Corps: International Journal of Military Health; Military Psy-
chology Special Issue, 165, 87-89.

Terman, L. M. (1918). The use of intelligence tests in the Army. Psychological Bul-
letin, 15, 177-187.

Tischler, G. L. (1969). Patterns of psychiatric attrition and of behavior in a combat
zone. In P. G. Bourne (Ed.), The psychology and physiology of stress: With
reference to special studies of the Viet Nam War (pp. 19-44). New York:
Academic Press.

Uhlaner, J. E. (1967, September). Chronology of military psychology in the Army.



A History of Military Psychology 25

Paper presented at the 75th Annual Convention of the American Psychologi-
cal Association, Washington, DC.

Ursano, R. J., & Rundell, J. R. (1995). The prisoner of war. In R. Zajtchuk &
R. F. Bellamy (Eds.), Textbook of military medicine: War psychiatry (pp.
431-455). Washington, DC: Office of the Surgeon General, U.S. Department
of the Army.

Walters, H. C. (1968). Military psychology: Its use in modern war and indirect
conflict. Dubuque, TA: Wm. C. Brown.

Watanabe, H. K., Harig, P. T., Rock, N. L., & Koshes, R. J. (1994). Alcohol and
drug abuse and dependence. In R. Zajtchuk & R. F. Bellamy (Eds.), Texz-
book of military medicine: Military psychiatry: Preparing in peace for war
(pp. 61-90). Washington, DC: Office of the Surgeon General, U.S. Depart-
ment of the Army.

Welsh, J. R., Kucinkas, S. K., & Curran, L. T. (1990). Armed Services Vocational
Aptitude Battery (ASVAB): Integrative review of reliability studies. Brooks
Air Force Base, TX: Air Force Systems Command.

Wong, A., Escobar, M., Lesage, A., Loyer, M., Vanier, C., & Sakinofsky, L. (2001).
Are UN peacekeepers at risk for suicide? Suicide and Life-Threatening Behav-
ior, 31, 103-112.

Wood, D. P., Koffman, R. L., & Arita, A. A. (2003). Psychiatric medevacs during a
6-month aircraft carrier battle group deployment to the Persian Gulf: A Navy
force health protection preliminary report. Military Medicine, 168, 43—47.

Yerkes, R. M. (1917). Psychology and national service. Journal of Applied Psychol-
ogy, 1, 301-304.

Yerkes, R. M. (Ed.). (1921). Memoirs of the National Academy of Sciences: Psy-
chological examining in the United States Army (Vol. XV). Washington, DC:
U.S. Government Printing Office.

Young, A. (1999). W. H. R. Rivers and the war neuroses. Journal of the History of
the Behavioral Sciences, 35, 359-378.

Zanov, M., Genkov, K., Taylor, D., Hein, C., Crittenden, B., & Eklund, K. (2020).
Madigan fight with COVID-19: Department of Behavioral Health response to
the pandemic. The Military Psychologist, 35(2), 6-9.

Zeidner, J., & Drucker, A. J. (1988). Behavioral science in the Army: A corporate
history of the Army Research Institute. Washington, DC: Army Research
Institute for the Behavioral and Social Sciences.

Zillmer, E. A., Harrower, M., Ritzler, B., & Archer, R. P. (1995). The quest for the
Nazi personality: A psychological investigation of Nazi war criminals. New
York: Routledge.



* CHAPTER 2 *

Military Fitness—for—Duty

Evaluations

James M. Keener, Christopher A. Merchant,
and Chad E. Morrow

Clinical military psychologists assess a service member’s fitness for duty
each time they conduct a psychological evaluation, whether in a deployed
or an expeditionary setting, at a stateside military treatment facility (MTF),
in an overseas hospital, or in an outpatient clinic. Based on Department of
Defense (DoD) terminology, fitness for duty is defined as a service mem-
ber’s ability to perform the duties of his or her office, grade, rank, or rating.

When meeting with a service member for the first time, military psy-
chologists make an initial assessment of the member’s fitness for duty and
write a narrative report. On the basis of this evaluation, they determine
whether the service member is fit and suitable for full duty or whether
further review is needed. In some services, such as the Army, more spe-
cific policy requires that military psychologists document whether a service
member is fit for duty during every encounter (U.S. Army Medical Com-
mand, 2017). To find a service member unfit for duty, the military uses a
formal review process that involves a Medical Evaluation Board (MEB)
and a Physical Evaluation Board (PEB). Suitability for further service is
determined at the command level and refers to issues of development and
personality. In addition to this form of medical evaluation, commanders
also have service-specific regulations to administratively separate service
members due to psychological fitness for duty concerns that do not rise to
the level, or meet requirements of, the MEB process. This chapter guides
the reader through the military fitness and suitability-for-duty evaluation
process.

26
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CONDUCTING A FITNESS-FOR-DUTY EVALUATION

Fitness-for-duty evaluations can arise from one of three sources: self-referral,
referral from other medical providers, or command referral. Initially, we
discuss a non-emergent fitness-for-duty evaluation (self-referral and vol-
untary medical referral) and then focus on the special requirements of a
command-directed evaluation (CDE). It should be noted that the different
branches of service have somewhat differing administrative requirements
and language; however, the components of the fitness-for-duty evaluation
are very similar across all branches.

It is generally accepted that a service member rarely presents to a mili-
tary mental health provider as a first response in coping with psychologi-
cal problems. Friends, family members, other service members, members
of the chain of command, and chaplains are often the first-line resources
for emotional support. Most often then, other self-help approaches have
been tried without adequate success before mental health professionals are
approached. Therefore, when a service member comes to a mental health
clinic, he or she usually presents with problems that significantly affect
quality of life. Most often, the individual is experiencing problems in rela-
tionships, self-image, and performance of duties. Although it is usually
the individual who decides to seek help, this decision is often influenced
by the advice of friends, family members, coworkers, or supervisors; it
may be generally recognized that the individual’s level of functioning has
declined. Therefore, it is necessary for the military psychologist to deter-
mine whether the decline in functioning has reached a level at which the
service member can no longer adequately perform his or her assigned mili-
tary duties (i.e., determine fitness for duty). While the military psycholo-
gist is thoughtful about fitness for duty, he or she is also focused on treat-
ing the service member with the ultimate goal of returning that individual
to full functioning.

MILITARY OCCUPATION

To determine whether the service member can adequately perform his or
her assigned duties, the military psychologist must first understand what
the person’s job responsibilities involve.

There are hundreds of distinct military occupations within each branch
of service throughout a vast network of bases around the globe. Each of
these occupations requires specific education, training, and experience that
can offer a unique challenge to understanding a service member’s fitness
for duty. To understand whether a service member is fit or not fit for duty,
military psychologists initially need to understand the unique occupational
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skills involved in the service member’s day-to day-activities and how his or
her symptoms impact his or her ability to function in a specific job.

The U.S. Navy and U.S. Coast Guard have a system of ratings or
“rates” such as Hospital Corpsman (HM); the U.S. Army uses Military
Occupational Specialties such as Infantryman (11B); the U.S. Marine Corps
uses Military Occupational Specialties such as Infantry Rifleman (0311);
the U.S. Air Force uses a system of Air Force Specialty Codes (AFSC) such
as Aircraft Loadmaster (1A2X1); and the U.S. Space Force uses specialty
codes such as Space Systems Operations (1C6). The duty requirements of
each of these occupations can vary widely; for example, the day-to-day
requirements of a Coast Guard HM will be very different from those of an
aircraft loadmaster serving in the Air Force. For this reason, certain mili-
tary occupational specialties and special duty assignments require special-
ized assessments and consideration when determining fitness or suitability.
An explanation of special screenings for several specialized communities is
provided later in this chapter. Also see Chapter 13 (this volume) for infor-
mation on assessing and selecting personnel for high-risk jobs.

SOURCES OF COLLATERAL INFORMATION

The process for assessing a service member’s fitness for duty requires a
comprehensive evaluation of his or her situation. The primary instruments
for this evaluation are the clinical interview, a review of pertinent history
and collateral information. In addition to the careful history obtained by
interviewing the patient, the military psychologist will also need to conduct
a thorough review of the service member’s service and medical records and,
if necessary, obtain a history from his or her collateral sources to include
military service record, supervisors, family members, and embedded medi-
cal professionals.

The military service record contains details about the service member’s
training, performance of duties, educational history, military award his-
tory, enlistment waivers, disciplinary issues, and Armed Services Vocational
Aptitude Battery (ASVAB) scores. The ASVAB is an entry-level screening
tool, and the scores can be useful for understanding baseline intellectual
functioning (DoD, 1984; Kennedy, 2020). The service member’s hard copy
and electronic medical record details medical issues beginning with the
service member’s entry into the military and all subsequent contacts in the
military health care system, including mental health. Importantly, medical
records originating in deployed and operational settings are increasingly
becoming available for review.

Understanding the service member’s occupation and work setting will
likely be more straightforward for embedded psychologists who serve in
the same units as their patients. For psychologists attached to military
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treatment facilities, responsible for the treatment of a variety of service
members with a multitude of occupations, they will need to rely heavily
on consultation with the embedded medical providers who provide routine
medical care for expeditionary units. These embedded medical providers
offer a key source of collateral information and a critical resource to bet-
ter understand the often complex and multifaceted day-to-day responsibili-
ties that their service members must meet. Examples of valuable collateral
sources include an independent duty corpsman attached to a Navy subma-
rine, a flight surgeon attached to an Air Force air wing, or brigade surgeon
attached to an Army infantry brigade.

If given permission to contact family members, the psychologist is able
to gain a better understanding of the service member’s preservice person-
ality, developmental history, the family’s perception of any changes, and
general functioning, contrasting information to verify the accuracy of the
interview data and gathering details regarding developmental and preser-
vice influences and behaviors. Consider the following example in which
collateral information was key is assisting with the case conceptualization
and intervention plan.

Case 2.1. The Struggling Sailor

A 21-year-old BM3 (boatswain’s mate petty officer third class) with 2
years of active service returned from a 9-month deployment at sea with
limited opportunities for liberty off the ship. During the deployment, his
wife gave birth to their first child. After returning from postdeployment
leave, the BM3 presented for an intake to the ship’s psychologist with a
chief complaint of feeling disconnected from his wife and child. During
the evaluation, the BM3 indicated that his wife had convinced him to see
the ship’s psychologist because she was worried about him being distant,
lacking joy when interacting with the baby, and sleeping too much. The
psychologist learned that the sailor was having challenges reintegrating
with his wife, guilty thoughts about missing the birth of his son, and
concerns about his abilities as a new father. During the evaluation, the
BM3 agreed to allow the psychologist to contact his wife to gather col-
lateral information about predeployment and postdeployment function-
ing. The psychologist learned from the BM3’s wife that she was primarily
concerned about her husband’s unwillingness and inability to effectively
interact with their son. The collateral information from the spouse vali-
dated the BM3’s concerns and the psychologist’s suspicions that the sailor
was having difficulty with postdeployment reintegration and with his
confidence in his own abilities as a new father. Using this information,
the psychologist was able to develop an individual treatment plan that
focused on behavioral strategies to help the BM3 engage with his son and
communicate more effectively with his wife. The collateral information
gained from his wife also helped to guide a referral for the sailor to a new



30 MILITARY PSYCHOLOGY

parent support program that helped him gain confidence in his parenting
abilities.

Furthermore, in routine behavioral health evaluations, if given permis-
sion to contact supervisors in the chain of command, the military psycholo-
gist is better able to assess how the individual’s mental health problems
are affecting his or her ability to perform assigned duties. The military
branches recognize the importance of maintaining privacy and confidenti-
ality while carefully balancing a commanding officer’s (CO) right/need to
know to ensure that he or she can manage operational risk. According to
the Code of Federal Regulations, “A covered entity may use and disclose
the protected health information of individuals who are U.S. Armed Forces
personnel for activities deemed necessary by appropriate military command
authorities to assure the proper execution of the military mission” (Public
Welfare, Security & Privacy 45 C.F.R. § 164, 2020). By DoD Instruction
(DoDI) 6490.08, “Healthcare providers shall follow the presumption that
they are not to notify a Service member’s commander when the Service
member obtains mental healthcare” (DoD, 2011). The presumption of pri-
vacy is overcome in specific instances, including concern about harm to
self, harm to others, harm to mission, inpatient care, and acute medical
conditions interfering with duty, if the member has entered into a substance
abuse treatment program, for specialized personnel, and CDEs.

Routine evaluations will usually find the service member fit for full
duty. However, when the psychologist finds the individual unable to ade-
quately perform assigned duties, the psychologist must determine whether
a course of treatment is likely to return the individual to full-duty status
within a reasonable period (e.g., 6—12 months). As an example, each branch
of service has the ability to utilize a temporary period whereby a change
in the service member’s duty status is permitted. This brief period is called
limited duty (LIMDU) in the Navy and Marine Corps and temporary lim-
ited duty (TLD) in the Coast Guard. LIMDU is an official documented
period of restricted duty during which the service member receives ongoing
treatment. The Army and Air Force use a physical profile serial report in
place of a LIMDU board. Profiles and LIMDU are time limited and allow
the service member to have his or her duty temporarily restricted (e.g.,
no overseas deployments, no overnight watch standing), so he or she can
receive adequate treatment with limited interruptions. However, these pro-
files or LIMDU boards are usually designed for a specific period of time.
For example, military psychologists evaluating an Army soldier can assign
a temporary profile for up to 90 days without restriction, but the process
must involve a physician if a profile extends beyond that time (Department
of the Army, 2019¢). Due to these time limitations, it is incumbent on the
mental health professional to closely monitor the member’s progress during
LIMDU and facilitate return to full duty as soon as he or she is ready. If
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LIMDU does not return the service member to full duty within the allowed
time frame or the illness is sufficiently severe and chronic such that the
member is not expected to return to unrestricted duty, then he or she is
typically referred to an MEB.

The Army and Air Force are guided in the fitness for duty process
by their own instructions on how to evaluate and communicate potential
issues. Although similar to Navy guidelines, there are subtle differences
to address mission-specific requirements. Military psychologists working
with Army soldiers frequently communicate with commanders through the
Report of Mental Status Evaluation (Department of the Army Form 3822)
to record the results of an evaluation that may include temporary duty
restrictions, safety concerns, or brief profile recommendations. An exam-
ple of a common duty-limiting recommendation is the restriction of a ser-
vice member’s ability to carry a weapon (Department of the Army, 2019d).
Once these recommendations are made, the temporary profiles are also
documented in a Physical Profile Record (Department of the Army Form
3349), which is defined as the single source for communicating a soldier’s
comprehensive medical fitness for duty to commanders and medical profes-
sionals (Department of the Army, 2019c¢). These formal tools help maintain
the balance between service member privacy and the commander’s need to
maintain the readiness and safety of the force. Regardless of service, mili-
tary psychologists must be skilled in how to effectively and appropriately
communicate the psychological needs and risk factors of service members
to commanders. The reader is invited to review the branch-specific instruc-
tions for MEBs referenced in Table 2.1.

DISABILITY EVALUATION SYSTEM

The military Disability Evaluation System (DES), often referred to as the
medical board system, has undergone considerable changes in the past
decade. DoD Instruction (DoDI) 1332.18 defines the DES as the “mecha-
nism for determining fitness for duty, separation, or retirement of service
members because of disability” (DoD, 2018b). Notable aspects of the DES
are the MEB, PEB, and nonmedical assessment.

Medical Evaluation Board

An MEB “reviews all available medical evidence, to include any examina-
tions completed as a part of DES processing, and documents the medical
status and duty limitations of Service members who meet referral eligibil-
ity criteria.” For an example of a thorough MEB narrative summary, see
Appendix 2.1 at the end of this chapter. The role of the MEB is to document
whether the service member “has medical conditions whether singularly,
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TABLE 2.1. Regulations and Instructions by Branch of Service

Regulation or

Organization Title Instruction
Air Force Medical examinations and standards (Secretary ~ USAF Instruction
of the Air Force, 2013) 48-123
Physical evaluation for retention, retirement, and USAF Instruction
separation (Secretary of the Air Force, 2019) 36-3212
Nuclear Weapons Personnel Reliability Program  USAF Guidance
Memorandum
Army Medical record administration and health care AR 40-66

documentation

Patient administration (Department of the Army, AR 40-400
2014)

Active duty enlisted administrative separations AR 635-200

Assignment of enlisted personnel to Army AR 601-1
Recruiting Command

Disability evaluation for retention, retirement, AR 635-40
and separation

Enlisted assignments and utilization management AR 614-200

Medical readiness procedures (U.S. Department AR 40-502
of the Army, 2019b)

Standards of medical fitness (U.S. Department AR 40-501
of the Army, 2019%¢)

Navy Manual of the medical department (Secretary NAVMED P-117
of the Navy, 2005) and Change 164
Separation by reason of convenience of the Article 1900-120

government—medical conditions not amounting
to a disability

DoD Manual for courts-martial Military Rules of
Evidence 706
Command notification requirements to dispel DODI 6490.08
stigma in providing mental health care to service
members
Mental health evaluations of members of the DODI 6490.04

armed forces

Medical standards for appointment, enlistment, DODI 6130.03
or induction in the military services

Physical disability evaluation DODI 1332.18
Enlisted administrative separations DODI 1332.14

Note. Full reference entries for the specific publications noted in this table are listed in the end-
of-chapter References.



Military Fitness-for-Duty Evaluations 33

collectively or through combined effect, that will prevent them from rea-
sonably performing the duties of their office, grade, rank, or rating.” If
the service member cannot perform these duties, he or she is referred to a
PEB. An MEB is made up of two or more physicians, and any MEB that
includes a mental health diagnosis “must contain a thorough behavioral
health evaluation and include the signature of at least one psychiatrist or
psychologist” (DoD, 2018b). The MEB does not make the final determina-
tion on fitness for duty; this is determined by the PEB, later in the process.
Of note, under the provisions of Title 10, U.S.C., Chapter 61, branch sec-
retaries of the military are given the authority to separate members found
unfit for duty.

The MEB considers several sources when making a determination,
including the provider’s narrative summary, line-of-duty (LOD) determi-
nation, and a statement from the CO describing the impact of the condi-
tion on the service member’s military duties. An LOD determination is
necessary if there is a question about the member’s duty status at the time
of an injury or disease, or if the condition was caused by other factors. A
nonmedical assessment provides the MEB with critical information regard-
ing the member’s performance of assigned duties at the work site, supervi-
sors’ behavioral observations, and possible psychosocial factors. The MEB
makes its determinations based on the diagnosis, prognosis for return to
full duty, need for further treatment, and medical recommendations. If the
MEB determines that the service member is unable to adequately perform
his or her duties, it will refer the case to a PEB. The member can file an
appeal if he or she does not agree with the findings of the MEB.

Physical Evaluation Board

By DOD Instruction (DoDI) 1332.18, the PEB includes three formal pro-
cesses: the Informal Physical Evaluation Board (IPEB), the Formal Physical
Evaluation Board (FPEB), and a review of PEB results. The IPEB includes at
least two military officers or the civilian equivalent. In the event of a split
opinion, a third officer will be brought in. The IPEB reviews all the docu-
ments from the MEB and issues initial findings. When the service member
is presented with the findings from the IPEB, he or she may decide to accept
or rebut the findings. At this time, the service member can request a formal
hearing (FPEB), which he or she can personally attend, and offer witnesses
who may testify, challenging the IPEB’s conclusions. The FPEB consists of
at least three members: a 0—6 president of the board (or the civilian equiva-
lent), a medical officer who is not the service member’s treating physician or
the physician who originated the MEB, and a line officer or E-9 staff non-
commissioned officer (NCO) for enlisted cases who is familiar with duty
assignments. At the conclusion of the FPEB, a determination of fitness for
duty is made (fit vs. unfit) and a disability rating is assigned if applicable.
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ADMINISTRATIVE SEPARATIONS

Certain diagnoses lead to an administrative separation rather than initia-
tion of the PEB process, including, but not limited to, personality disor-
ders and conditions that existed prior to service (EPTS) and that were not
exacerbated by military service. When a service member is deemed unable
to perform assigned duties because of one of these conditions, he or she is
considered for an administrative separation rather than a medical separa-
tion (PEB). These conditions typically lead to discharge only if they affect
the service member to the degree that he or she cannot adequately perform
assigned duties. Guidance for administrative separations is extensive and
can be found in DoDI 1332.14 (DoD, 2019). Services may require men-
tal health evaluations for administrative separations. The Army provides
service-specific guidance through Army Regulation 635-200 for admin-
istrative separations. Military psychologists working with Army soldiers
should be aware that this regulation requires verification that mental
health conditions that qualify for the MEB process did not contribute to
the reason for administrative separation. If a condition that qualifies for
MEB is present, commanders are required to use the MEB process for
separation (Department of the Army, 2016a). This is to protect soldiers
who are experiencing disabling conditions from being administratively
separated for misconduct. For example, a soldier with schizophrenia may
miss work or display bizarre conduct due to psychosis, which the com-
mand may misinterpret as misconduct. Mental health evaluations are also
required for separation for conditions not rising to the level of MEB, such
as claustrophobia or personality disorder, in the case of the absence of
other conditions that qualify for MEB (Department of the Army, 2016a).
Personality disorders are addressed in detail in the “Suitability Evalua-
tions” section later in this chapter.

COMPETENCY EVALUATIONS

Competency evaluations, commonly referred to as 706 boards, are com-
pleted in accordance with the guidelines established by the Manual for
Courts-Martial (2019). A 706 board is ordered by a military judge if “it
appears to any commander who considers the disposition of charges, or
to any preliminary hearing officer, trial counsel, defense counsel, military
judge, or member that there is reason to believe that the accused lacked
mental responsibility for any offense charged or lacks capacity to stand
trial” (Manual for Courts-Martial, 2019, p. 11-86). This formal inquiry
into mental capacity or responsibility is conducted by a physician or clini-
cal psychologist and serves to answer a number of questions posed by the
court. These questions include an understanding of the state of mind of the
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accused service member at the time of the alleged crime, the diagnosis of
the service member, and if the accused service member was able to “appre-
ciate the nature and quality or wrongfulness of his or her conduct” at the
time of the alleged crime (Manual for Courts-Martial, 2019, p. 11-86). Fur-
thermore, the court seeks to understand from the 706 board if the service
member is “presently suffering from a mental disease or defect rendering
the accused unable to understand the nature of the proceedings against the
accused or to conduct or cooperate intelligently in the defense” (Manual
for Courts-Martial, 2019, p. I1-86). For a comprehensive review of military
forensic psychology, the military justice system, and psychologists’ roles in
courts-martial, see Stein and Younggren (2019).

COMMAND-DIRECTED EVALUATIONS

CDEs are performed when a CO becomes concerned about the emotional
state and subsequent fitness for duty of a service member under his or her
command. It should be noted that pre- and postdeployment mental health
assessments, special duty evaluations, evaluations arising as a result of fam-
ily advocacy involvement (e.g., domestic violence), and evaluations related
to substance abuse rehabilitation programs, are covered under different
instructions and are not considered CDEs. Moreover, the process for con-
ducting both nonemergency and emergency CDEs has changed consider-
ably in the past decade, and the DoD has streamlined the process to ensure
that service members receive the treatment they need.

The responsibility for ordering a mental health evaluation rests with
the CO or supervisor. When an enlisted service member is the subject of an
emergency command-directed mental health evaluation, the CO or super-
visor can delegate the order to a senior enlisted member. If a commissioned
officer is the subject of a command-directed mental health evaluation, the
order for the CDE may be delegated to a commissioned officer senior to the
officer being referred. The steps involved in a CDE have been simplified
in the past decade and are described in DOD Instruction 6490.04 (2013).
When a commander believes that a service member requires a nonemergent
evaluation, the commander will:

o Step 1: Advise the service member that there is no stigma associated
with obtaining mental health services.

o Step 2: Refer the service member to a mental health provider utiliz-
ing the provider’s name and contact information. Precoordination
with the mental health professional is recommended as the CO will
need to inform the provider and de-conflict scheduling to ensure a
smooth appointment. Mental health providers authorized to con-
duct CDE:s are clinical psychologists, psychiatrists, psychiatric nurse
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practitioners, and doctorate-level social workers. In outpatient set-
tings, LCSWs who hold a master’s degree in social work will be
considered to conduct CDEs.

o Step 3: Inform the service member of the necessary details of the
appointment, including its date, time, and location.

When a commander or supervisor is concerned about potential sui-
cidal or homicidal behavior, he or she will take steps to ensure that the
safety of the service member and others is protected and transportation is
obtained for the emergency CDE. Finally, the commander or supervisor
will inform the receiving mental health provider that the service member is
arriving to his or her treatment facility and what prompted the referral for
the emergency CDE. Consider the following example.

Case 2.2. The Concerned Command

An embedded psychologist with an Army infantry unit was contacted by
the battalion commander who reported that he recently learned a previ-
ously high-performing specialist (SPC) had shown up to work smelling
of alcohol, missed important meetings, had recently given away prized
photographs, and had commented to a friend that “the world would be
better if I was gone.” Many of the SPCs friends had tried to convince him
to speak with the embedded psychologist, but he refused, stating, “I won’t
do it, I don’t need any help.” Due to the SPCs behaviors, concerning state-
ment, and unwillingness to voluntarily meet with the psychologist, the
battalion commander requested a CDE. During the course of the evalua-
tion, it became clear to the psychologist that the SPC had become increas-
ingly depressed after a divorce and a lengthy custody dispute. Through
the CDE, the psychologist discovered that he began binge-drinking and
was contemplating suicide as a result of his stressors. He was subsequently
hospitalized for 3 days and, upon discharge, was connected with follow-
up care to begin treatment for his symptoms of depression and alcohol
use, and to set up a consultation for legal assistance for his divorce. The
battalion commander’s swift and deliberate actions through a referral for
a CDE were critical in understanding the SPCs circumstances and condi-
tion as well as providing him with time-sensitive treatment and support.

Post-CDE, follow-up communication with COs is critical, so they can
better care for their service member and ensure safe and effective execu-
tion of the military mission. Mental health providers are instructed to limit
their communications to “the minimum necessary disclosure” that often
includes diagnosis, prognosis, discharge, and duty limitations. The Army
(2008) specifies the use of the Report of Mental Status Evaluation (Depart-
ment of the Army Form 3822) to further structure feedback to command-
ers from military psychologists. This form is a tool for the above-minimum
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necessary disclosers when used for a CDE, though it is also used to com-
municate with commanders for other types of psychological evaluations
as well. Of note, the other services meet the same post-CDE communi-
cation standards utilizing official memorandums or other documentation.
Regardless of service, military mental health providers can, if necessary,
inform the referring CO or supervisor of how they can assist the service
member with future treatment.

SUITABILITY EVALUATIONS

Mental health separations from the military based on unsuitability are often
due to personality disorders. For a service member to be found unsuitable,
the personality disorder must impair his or her ability to perform assigned
duties and to work with and take guidance from others. Being unable to do
so can result in adjustment difficulties, disciplinary issues, and inadequate
performance of assigned duties. When the personality disorder is severe,
the individual may become a threat to his or her own safety or the safety of
others. Before a service member can be separated as unsuitable because of
inadequate performance of assigned duties, his or her command must have
counseled the member about his or her deficiencies and given reasonable
time for the service member to correct the deficiencies “unless an appropri-
ate medical provider finds that the condition precludes the member from
overcoming the deficiencies” (MILPERSMAN 1900-120; Department
of the Navy, 2018a). Moreover, extensive documentation from multiple
sources will need to be obtained, including supervisors and coworkers to
“establish that the behavior is persistent, interferes with assignment to or
performance of duty and has continued after the member was counseled
and afforded an opportunity to overcome the deficiencies” (MILPERS-
MAN 1900-120; Department of the Navy, 2018a). As in fitness-for-duty
evaluations, the military psychologist must make the determination that
mental health treatment will not adequately change the service member’s
suitability status. In other words, when finding a member unsuitable, the
psychologist is saying that the service member and the military would be
best served if the service member left the service.

When a military psychologist finds a service member unsuitable for
military service because of a personality disorder, an administrative separa-
tion is recommended. This is only a recommendation made by the mental
health professional and does not constitute a final decision. In most cases,
the separation authority that makes the ultimate retention decision is the
service member’s service headquarters. Moreover, if the service member
has been diagnosed with a personality disorder and has more than 4 years
of service, has deployed to an imminent danger pay area in the past 24
months, or has ever completed a postdeployment health assessment, a flag
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medical officer will need to review the record. Military psychologists must
also be aware of service-specific policy and guidance. The Army (2016a) has
further restrictions, stating the service member must have served less than
24 months on active duty at the time the recommendation for separation
is initiated and must not have comorbid diagnoses of posttraumatic stress
disorder (PTSD), traumatic brain injury, or another mental health disorder
that significantly contribute to the diagnosis of personality disorder. If these
criteria are not met, the service member will be recommended for separa-
tion through the MEB process rather than administrative separation. These
policies were instituted to protect combat veterans from the possibility of
being misdiagnosed with a personality disorder when they exhibit behav-
ioral problems secondary to combat stress or concussive injuries.

FITNESS FOR ENLISTMENT AND ENTRY INTO MILITARY SERVICE

Fitness for military service is assessed for every person who desires enlist-
ment or commissioning. The DoD sets common physical and psychological
standards that are assessed prior to taking the oath of enlistment or oath
of office. Once prospective applicants have consulted with a recruiter and
then choose to join the service, they are taken to a local Military Entrance
Processing Station (MEPS), where they undergo a variety of assessments,
including an intensive physical exam. At MEPS, prospective service mem-
bers are medically screened and a comprehensive review of their past record
is completed. Candidates who have a history of a mental health condition
may be referred to a psychologist or psychiatrist by MEPS personnel who
will consider past treatment records and current presentation to assist in
determining their fitness for military service. The DoD (2020) has estab-
lished a policy that clearly identifies medical standards for appointment,
enlistment, or induction in the military service. These medical and men-
tal health standards are comprehensive. Prospective service members are
found fit for enlistment or commissioning once they have met these medical
standards. While a condition may be disqualifying according to the DoD, it
is important to note that service-specific waivers can be requested in some
cases where the prospective service member does not meet the minimum
standards of enlistment.

These medical standards are important points of reference for mili-
tary mental health professionals working at MEPS; civilian mental health
professionals utilized by MEPS; and at mental health clinics attached to a
recruit training command, such as the Navy Recruit Training Command
outside Chicago, the Marine Corps Recruit Depot at Parris Island, Army
Basic Training in Fort Jackson, South Carolina, or Air Force Basic Mili-
tary Training (BMT) at Joint Base San Antonio Lackland. At these recruit
training commands, mental health professionals perform fitness-for-duty
evaluations on a regular basis. It is possible that during training a recruit
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will disclose a history of a psychological condition that was not previously
disclosed and that is not consistent with military service. Based on a com-
prehensive clinical interview and a review of available records, a decision
will need to be made regarding whether the recruit’s condition existed prior
to enlistment (EPTE) and whether the recruit can continue to train. If the
recruit is found not fit for continued training, a recommendation is made
to the recruit’s command for an entry-level separation (ELS) for an EPTE
condition. A service member is eligible for an ELS if he or she has been in
the service for less than 180 days. Consider the following example.

Case 2.3. The Recruit with a History of Inattention

During medical in-processing at the local MEPS, a prospective Marine
recruit reported to the medical staff that he had been prescribed a stimu-
lant for attention-deficit/hyperactivity disorder (ADHD) from the ages of
9 to 13 years old. The prospective recruit was concerned that the history
of a diagnosis and subsequent treatment for ADHD would disqualify him
from service. During his physical exam, the prospective recruit denied
symptoms of ADHD, but he had difficulty remembering the circumstances
that led to his diagnosis and subsequent treatment. The HM attached to
MEPS worked with the prospective Marine recruit to gather the necessary
records from his former psychiatrist, but she had retired and the records
were not available. Thus, MEPS referred him for a one-time diagnostic
evaluation with a local psychologist who periodically conducted such
evaluations for MEPS. During the evaluation, the psychologist gathered
an extensive history, ranging from childhood until the present, to better
understand past symptoms of inattention and hyperactivity. In addition
to the interview, the psychologist utilized self-report measures of ADHD
and gathered collateral information from the prospective recruit’s parents.
After the evaluation, it was determined that he did not meet the criteria
for ADHD and he was subsequently granted a waiver.

These standards do not offer fitness-for-duty guidance on the numer-
ous special or arduous duties that are available to some service members
(e.g., aviation, special operations, or submarine duty). There are myriad
specialized duties within the military in which initial or ongoing psycho-
logical evaluations are conducted. Knowledge of the specific rules and
regulations impacting service members is crucial for mental health profes-
sionals who are routinely called on to consult, evaluate, and treat service
members from a variety of communities.

OVERSEAS SCREENINGS

In 2018, the DoD released its annual base structure report that indicated
the DoD manages “a worldwide real property portfolio that spans all 50
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states, 8 U.S. territories with outlying areas, and 45 foreign countries”
(DoD, 2018a). The bases that are outside of the continental United States
(OCONUS) are often occupied by uniformed service members who, in
some cases, are accompanied by their families. The size, structure, and mis-
sion of these bases vary considerably, as do the medical and mental health
resources available. At some of the smaller locations, treatment options
are limited. To determine medical and psychological fitness for overseas
duty, the service member and accompanying family members must com-
plete an overseas screening (OSS). While each service varies slightly in how
they complete an OSS, the general process and structure are similar across
branches. A suitability screening is designed to determine appropriateness
for service in overseas or remote duty assignments. This screening is con-
ducted by a medical provider at the service member’s current command,
whose goal is to identify medical, psychological, dental, and educational
needs that may be duty limiting due to the available resources at the gain-
ing command.

Mental health professionals may be asked to complete a supplemen-
tal evaluation as part of the screening to determine whether a psychologi-
cal condition or educational need (e.g., Individualized Education Plan) is
present and what treatment or services are required. If a need for ongoing
mental health services is identified, information from the evaluation is sent
to the gaining command, which determines whether the necessary treat-
ment options are available at that location. If the recommended treatment
options are not available, it may be determined that the service member or
family member cannot have his or her health care needs met at the overseas
duty station, and new orders are issued.

SUBMARINE DUTY

The environment and mission of a submarine are unique: Serving on a
submarine can be an extremely difficult and arduous duty, marked by
long periods of limited contact with family and friends, a high operational
tempo, and intense cognitive demands. While onboard care is available
for many physical complaints and illnesses through a dedicated indepen-
dent duty corpsman (IDC), mental health professionals are not assigned
to individual submarines, but provide care pier-side when the submarine
is in port. Due to the limited availability of mental health resources and
the demanding nature of submarine duty, rigorous psychological standards
must be met before a sailor can serve aboard a submarine.

Once sailors complete recruit training, their path to service aboard a
submarine is voluntary and varies depending on their chosen rate. If their
rate will require them to perform a support function aboard the subma-
rine, such as in the case of a Culinary Specialist (CS) or Yeoman (YN),
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they will first learn about the technical aspects of their rate at “A” School.
Once they complete their technical training at A School, they will attend
Basic Enlisted Submarine School (BESS), where they will learn about the
basic operations of the submarine. If their rate will require them to perform
more technical duties, such as machinist’s mate (MM), electronics techni-
cian (ET), or electrician’s mate (EM), then they will attend BESS shortly
after completing recruit training. After completing BESS, they will attend
A School, where they will gain the technical knowledge of their rate. Pro-
spective submariner candidates are assessed during training at BESS for
psychiatric suitability using screening tools and, if necessary, a follow-up
evaluation with a psychologist or psychiatrist.

Once a submariner has completed the required training, and been
found physically and psychologically fit for submarine duty, there are strict
regulations that determine continued fitness for duty. According to the
Department of the Navy (2018b), “Psychological fitness for submarine duty
must be carefully and continuously evaluated in all submarine designated
personnel. It is imperative that individuals working in this program have a
very high degree of reliability, alertness, and good judgment” (p. 15-93a).
There are a litany of psychiatric conditions that are disqualifying for sub-
marine service, given that no care is available during frequent deployments,
including psychotic disorders, anxiety and mood disorders, somatoform
disorders, dissociative disorders, eating disorders, impulse control disor-
ders, and severe personality disorders. Some psychiatric conditions are not
disqualifying from service, including adjustment disorders and bereave-
ment, after the service member is evaluated by their undersea medical offi-
cer (UMO) and a psychologist or psychiatrist. For some psychiatric condi-
tions, a waiver can be requested by the submariner’s UMO in consultation
with the treating psychologist or psychiatrist. Mental health professionals
who have contact with submariners should closely consult with UMOs and
IDCs because they can provide further guidance on fitness-for-duty issues
arising with this unique population.

NUCLEAR FIELD DUTY

Nuclear field duty is a specialized Navy program open to officers and cer-
tain enlisted ratings and involves work in the Naval Nuclear Propulsion
Program. Enlisted sailors who work in the nuclear field perform a variety of
highly skilled duties. Nuclear field duty is highly competitive and requires a
great deal of motivation, a clean service record, and a strong academic back-
ground. Upon completion of a unique and academically rigorous training
program, sailors are sent to Nuclear Prototype School, where their educa-
tion continues in an environment similar to that of their work in the fleet.
Mental health professionals may encounter service members who are
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qualified to work in nuclear field duty after a self-referral, a CDE, or a
referral from the service member’s medical provider related to a periodic
medical exam. Service members who are qualified for nuclear field duty
receive periodic medical exams, during which, according to the Depart-
ment of the Navy (2018b), the medical provider “will pay special atten-
tion to the mental status, psychiatric, and neurological components of the
examination, and will review the entire health record for evidence of past
impairment. Specifically, the individual will be questioned about anxiety
related to working with nuclear power, difficulty getting along with other
personnel, and history of suicidal or homicidal behavior” (p. 15-79). Men-
tal health professionals who encounter nuclear field—qualified personnel
should work closely with these service members’ radiation health officer
(RHO), UMO, or IDC, because there are numerous psychological and neu-
rological conditions that are disqualifying from duty. A fitness-for-duty
evaluation should be comprehensive, and evaluators should pay special
attention to current mental health symptoms and a history of impulsivity,
evidence of poor judgment, poor interpersonal skills, and anxiety or mood
symptoms impacting ability to function in a high-stress environment.

PERSONNEL RELIABILITY PROGRAM

The Air Force has a program and evaluation processes for those work-
ing with nuclear materials. The Air Force’s Personnel Reliability Program
(PRP) is an extensive and continuous process, and an airman who is in PRP
requires substantial medical and psychological oversight that is managed
by certifying officials. Certifying officials typically are commanders, and
they ensure PRP airmen are constantly assessed, monitored, and cared for
throughout their time in the PRP. If any airman in the PRP receives any type
of treatment (e.g., medical or psychological) or experiences any significant
personal life events (e.g., foreclosure on a house or a divorce), that indi-
vidual is obligated to report such changes to his or her certifying official. At
that time, the certifying official determines if the airman needs to be placed
on alternate duties or can continue to work in his or her designated field.
In recent years, the PRP program has been implementing changes to create
objective versus subjective standards. The PRP manual (Secretary of the
Air Force, 2020) has been streamlined and has standardized the guidance
and policies from the Headquarters Air Force (HAF) level.

POSITIONS OF TRUST AND AUTHORITY

The secretary of the Army defined certain assignments as positions of trust
and authority (Department of the Army, 2019a). By Army regulation, the
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commander of any soldier pending assignment to become a drill sergeant,
Advance Individual Training (AIT) platoon sergeant, recruiter, sexual
assault response coordinator (SARC), or sexual assault prevention and
response victims’ advocate (SAPR-VA) must review the behavioral health
record of the soldier prior to authorizing his or her assignment. This review
is conducted through the Report of Mental Status Evaluation (DA 3822)
form mentioned previously in this chapter; such an evaluation is mandated
by an administrative requirement for a fitness-for-duty evaluation and
because commanders do not have direct access to a soldier’s behavioral
health records, he or she must rely on evaluations communicated by mili-
tary psychologists (Department of the Army, 2008). The Air Force con-
ducts similar evaluations for a military training instructor (MTI), a mili-
tary training leader (MTL), and service members with recruiting duties.
The Marine Corps has a process for conducting psychological assessments
and subsequent monitoring of drill instructors, whereas the Navy devel-
oped a process for conducting psychological assessments and follow-up
skills training for recruit division commanders (RDCs).

The criteria for fitness for duty differ by position, but rely on the judg-
ment of military psychologists who understand the unique requirements
of all positions. In general, these positions involve contact with potentially
vulnerable populations, authority over others, or positions with limited
oversight. For drill instructors and AIT platoon sergeants, the language
determining their fitness for duty to proceed to their assignment is similar
and broad. The regulation requires a licensed, doctoral-level mental health
provider to verify that the soldier has no record of emotional instability.
If a soldier is found fit for duty and successfully assigned to the position
and then removed from the position for a mental health reason, the sol-
dier is not eligible to return to the assignment. The criteria for a SARC or
SAPR-VA are more stringent and require the evaluation of the applicant for
domestic violence, substance abuse, financial instability, and any history of
removal from previous positions of trust.

Army recruiters also serve in positions of trust with specific fitness-
for-duty requirements defined by a separate regulation from the other
positions (Department of the Army, 2016b). These recruiters often serve
in remote locations with less access to care and under much different chain
of command oversight than other active-duty soldiers. They also routinely
interact with high school students and their families as the face of the mili-
tary. As a result, there is increased scrutiny of their behavior and stability.
This is mirrored in the depth of the fitness-for-duty evaluations conducted
by military psychologists. Objective testing is recommended, and treatment
for any significant mental health condition is disqualifying for 12 months.
In addition, any evidence of current emotional instability or distress related
to a temporary condition is disqualifying and requires the evaluating psy-
chologist to provide the expected duration of the instability and when the
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soldier can be reevaluated for recruiting duty. Chronic or recurrent condi-
tions are disqualifying without exception.

MENTAL HEALTH EVALUATIONS IN A COMBAT ENVIRONMENT

Mental health professionals working in combat zones will often find them-
selves assisting service members with managing the challenges of separa-
tion from family and friends while simultaneously managing the day-to-day
operational demands unique to a combat environment. While providing
care and evaluations in the combat zone is challenging, the process of assess-
ing a service member’s fitness for a combat zone deployment begins prior to
the service member traveling to that environment. The DoD requires a Pre-
Deployment Health Assessment (Department of Defense Form 2795) that
includes mental health screening questions (Department of Defense, 2015).
This assessment is evaluated by medical professionals who refer to mental
health professionals when that is indicated. Mental health professionals
then perform evaluations, as required, to determine the service member’s
fitness for deployment. In 2013, the Office of the Assistant Secretary of
Defense for Health Affairs published further guidance with specific mental
health requirements for a service member to be considered fit for combat
deployment. One notable takeaway from this guidance is the requirement
of 3 months of stability without significant impairments for any service
member diagnosed with a mental health disorder. These requirements are
more stringent due to the unique stressors and limited resources available
in combat zones. Combat troops are exposed to experiences difficult for
those outside the combat zone to fully grasp. Service members’ safety is of
the utmost importance, and safety is paramount in an environment where
all service members, including the psychologist, have access to one or mul-
tiple weapons.

Despite the obvious challenges of serving in an operational setting,
the fitness-for-duty process remains essentially the same. Over the past
decade, military mental health personnel, both officers and enlisted, from
all branches of service have been routinely deployed to combat zones to sup-
port combat troops during Operation Iraqi Freedom, Operation Enduring
Freedom, and Operation Inherent Resolve. Fitness-for-duty evaluations in
a combat zone must take into consideration the specific duty requirements
of the service member and the challenges of the combat environment. Some
combat troops go on daily combat missions, while others remain mostly
“within the wire” in combat support positions. From a mental health per-
spective, deployed military psychologists must help make a determination
regarding the service member’s ability to function within this unique envi-
ronment while taking into account the unique stressors that the service
member faces. They will work closely with the service member and his or
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her command unit to ensure the member can safely remain on full duty.
Requirements for CDEs remain the same. Recommendations to the service
member’s commander may include keeping the service member behind the
wire for a specified period so he or she can get consistent sleep, hot food, and
a chance to receive mental health services. The goal is to return the service
member to normal operations as soon as possible. Depending on the mission
of the service member’s command, the specified period away from combat
operations may be extended for days or even weeks. However, based on our
experience, if the service member does not benefit significantly from a brief
mental health intervention, then he or she will typically be evacuated from
theater to the continental United States (CONUS), where there are greater
resources for further evaluation and treatment. In cases where the service
member is considered a danger to self or others, the evacuation is expedited.

SUMMARY

Psychologists working with service members regularly evaluate and make
recommendations related to fitness for duty at the initial point of enlist-
ment into the service, during recruit training, during selection for special
communities, at any time when a CO becomes concerned for a service
member’s welfare, and at additional points throughout a service mem-
ber’s career. Fitness-for-duty evaluations are a critical responsibility that
active-duty and civilian psychologists are routinely asked to perform. Psy-
chologists working within military institutions should be well versed and
knowledgeable about the various occupational settings and specialties, the
service-specific requirements for these specialties, and the instructions that
guide the evaluations they must perform. Conducting these multifaceted
and at times complex evaluations allows psychologists to make an impact
on the lives of individual service members and the fighting force as a whole
by identifying those members who are fit and suitable for various occupa-
tions, evaluating when psychological interventions may be beneficial, and
helping them return to productive service whenever possible.
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APPENDIX 2.1. REPORT TO
MEDICAL EVALUATION BOARD

Date and Time: 23 March 2020 1200 to 1330
Service Member’s Name: Sergeant First Class (SFC) Joe Example

Reason for Convening of the MEB: SFC Joe Example is being recom-
mended for a Medical Evaluation Board by Dr. Zelda Q. Williams because
of a history of posttraumatic stress disorder (PTSD).

Nature of the Evaluation (voluntary or command-directed mental health
evaluation):

SFC Example self-referred to treatment. He was initially evaluated on
14 July 2019 by Dr. Williams.

Sources of Information (initial assessment; number of follow-up sessions;
review of inpatient and outpatient treatment records; interview with col-
lateral sources; interview with command sources; psychological assess-
ments): The information for the current report was received from SFC
Example and from a review of his outpatient medical records (both hard
copy and electronic).

Identifying Information (age; marital status; ethnicity): SFC Example is a
32-year-old, married, Caucasian and Hispanic male with 15 years of con-
tinuous active duty service. SFC Example’s military occupational specialty
(MOS) is military police (MP, 31B), and his current home duty station is
Any Base, USA. SFC Example reported that he has deployed three times to
an imminent-danger pay area.

Military Status and Military History (date of first and most recent entry
into service; estimated termination of service [i.e., EAOS/EAS]; duty sta-
tus: active duty or reservist; time in service; military occupational spe-
cialty [MOS]; dates and locations of deployments; pertinent history of
improvised explosive device [IED] or other blast exposure; motor vehicle
accidents; vebicle rollovers; significant mortar fire; or rocket attacks that
landed close to the service member; taking small-arms fire; seeing fellow
service members who were injured or killed; treating wounded; attend-
ing to service members who were killed in action [KIA]; being injured in
combat; awards received; pending disciplinary action and punishments;
past disciplinary actions and punishments): SFC Example reported that he
enlisted in the Army in 2005 because he wanted to serve his country and
learn a valuable skill. He has served on three combat deployments including
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deployments in support of Operation Iraqi Freedom (OIF; 2006-2007 and
2009-2010) and Operation Enduring Freedom (OEF; 2011). He endorsed
numerous examples of small-arms engagements, seeing fellow service mem-
bers who were injured and killed, treating wounded, and attending to ser-
vice members KIA during each of his deployments. He denied a history
of IED blast exposure, motor vehicle accidents in theater, tactical vehicle
rollovers, significant mortar or rocket attacks that landed close to him, or
being injured in combat. SFC Example stated that he has performed well in
his military career thus far, has never received a nonjudicial punishment or
other disciplinary action, and until recently has typically gotten along well
with peers and superiors. He has been awarded three Army Commendation
Medals, one Army Achievement Medal, the Combat Infantryman Badge,
an Iraqi Campaign Medal, and a Global War on Terror Service Medal. SFC
Example is pending end of obligated service in 2014, and per his report he
hopes to attend college and study international finance.

Chief Complaint at Intake (chief complaint at time of initial outpatient
visit or inpatient hospitalization in the service member’s own words):
“Deployment stress”

History of Present Illness (circumstances surrounding initial presentation
of symptoms/stressors; current and past symptoms; frequency of symp-
toms; duration of symptoms):

SFC Example was initially evaluated on 14 July 2010 when he presented
on a walk-in basis to the Behavioral Health Clinic. His chief complaint during
that evaluation was “deployment stress” and he described numerous symp-
toms of anxiety and depression. During the initial evaluation, SFC Example
stated that he had been feeling increasingly anxious and depressed since
returning from a 12-month deployment in support of OIF in early 2010. He
stated that his wife complained that he was “jumpy,” on guard, and irritable,
and that members of his extended family were concerned about his visible
change in mood and behaviors. He stated that he was often on guard and
fearful that he would be attacked. SFC Example also stated that he felt distant
and detached from his wife and two young sons. He described trouble con-
necting with his wife and children and noted that he would often feel guilty
for wanting to isolate himself from his family. Other symptoms endorsed
included trouble falling asleep, nightmares (three to four per week), experi-
encing moments in which he would “zone out” and remember his deployment
experiences, difficulties concentrating, avoidance of large crowds (including
busy restaurants, classrooms, amusement parks, and church), avoidance of
talking about his deployment experiences, and avoidance of driving on busy
streets. He also noted periods of depressed mood, never lasting more than 2
days at a time. He denied symptoms consistent with a mood disorder, mania,
or psychosis during his initial presentation.
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Present Condition/Review of Symptoms and Current Functional Status
(current psychiatric symptoms; required treatment; service member’s abil-
ity to perform required duties; compliance with treatment): SFC Example
completed a course of outpatient individual psychotherapy targeting symp-
toms of PTSD, monthly medication management appointments, and an
intensive outpatient treatment program specifically for PTSD. A significant
improvement was seen in his ability to manage his irritable moods and con-
nect with family. However, he continues to complain of difficulties falling
and staying asleep, nightmares, increased anxiety, increased arousal, dif-
ficulties with sustained attention and concentration, avoidance of thinking
and speaking about his deployment experiences, avoidance of large crowds,
and feeling fearful and on guard. These symptoms have impacted his occu-
pational functioning, because he cannot perform the typical duties of an
MP or standard administrative duties without extreme difficulties. His
symptoms have also greatly impacted his social functioning; he has noted
declines in his relationships with his extended family and friends, mainly
attributed to his fearfulness and symptoms of avoidance. He has been com-
pliant thus far with his treatment regimen, although avoidance of initial
treatment was seen, and he has stated multiple times that he does want to
continue with treatment. Future treatment recommendations include con-
tinued outpatient psychotherapy and medication management.

Mental Health History (history of mental health diagnoses; history of
mental health treatment; past hospital course; history of suicidal and/or
homicidal ideations, intentions, urges, or plans; past disability rating; sup-
porting data): SFC Example denied a significant history of diagnoses or
treatment for mental health illnesses prior to presenting to the Behavioral
Health Clinic. SFC Example reported that he has never participated in indi-
vidual psychotherapy as an adult but at age 7 he saw a child psychologist
for three sessions. SFC Example reported that his mother wanted him to see
a child psychologist to process some of his feelings following his parents’
divorce. Records from this psychologist were unavailable. SFC Example
stated that he has never had a mental health hospitalization. He went on to
deny a history of suicidal ideations, intentions, plans, urges, or attempts.
He further denied a history of homicidal ideations, intentions, urges, or
plans.

Family Psychiatric History (family history of mental health diagnoses;
family bistory of mental health treatment; family history of suicidal behav-
iors): SFC Example stated that his biological grandmother drank exces-
sively throughout her adult years, and he described memories of seeing her
intoxicated at family functions. He was unclear whether she ever received
treatment for substance abuse. SFC Example denied any further history of
mental illness or treatment for mental illness in his family. SFC Example
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also denied a family history of suicide and a family history of hospitaliza-
tions for mental health reasons.

Psychosocial History (information related to birth and childhood; relevant
childhood events [including abuse]; current relationships with parents and
siblings; current sources of social support; current living arrangements,
current information related to functioning in relationships): SFC Example
was born in Europe and raised throughout the northeastern United States.
He is the youngest of five children. He described his childhood as “wonder-
ful” until his parents divorced when he was 7 years old. He denied a his-
tory of physical, verbal, or sexual abuse as a child; however, he noted that
he was often exposed to verbal arguments between his parents centered
on their difficult financial situation. SFC Example described his father as
a successful international salesman who often spent money on expensive
cars, and his mother was a Spanish teacher who tutored middle school
children. He noted that his parents had joint physical custody after their
divorce; however, he spent most of his time with his mother because of his
father’s busy travel schedule. He noted that he performed well throughout
grade school and into high school with the exception of the year that his
parents divorced. SFC Example noted that his grades slipped and his teach-
ers complained that he was preoccupied, which prompted his mother to
consult with his pediatrician, who subsequently referred him to a child
psychologist. SFC Example graduated from high school on time with a
3.65 grade point average (GPA), and he participated in band, drama club,
and lacrosse. He denied any behavioral difficulties during high school and
noted that he got along well with classmates, teachers, and coaches. After
high school graduation, he applied to three local universities and decided to
enroll in Any Town University to study finance and play lacrosse. He met
his future wife during his first year of college and was married 8 months
later. He completed 1% years of college, obtaining a 3.0 GPA and making
the lacrosse team, before he was forced to leave school because his father
could no longer afford the high tuition. At the urging of his lacrosse coach,
he spoke with an Army recruiter. He is currently married and has twin sons
(6 years of age). His social support network includes his wife, Army bud-
dies, siblings, and mother. He noted that during the past year he has been
withdrawing from others and now only speaks with his friends and family
when they stop by his home unannounced. He stated that he has 16 voice-
mails from friends and family on his cell phone that he has not yet returned.
He also noted that his young sons complain that he no longer plays with
them and his wife complains that he will not attend social functions with
other families.

Legal History (history of police contact and arrests): SFC Example stated
that he has never been arrested. He did report that 2 months ago he received
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a ticket for failing to stop at a stop sign while driving home from work. He
stated that he was distracted and wasn’t paying attention when he ran the
stop sign. He denied any other police contact, which is consistent with his
command’s report.

Substance Use/Abuse (alcobol: include age of first use, past heavy use, cur-
rent frequency and duration of use, and symptoms consistent with abuse
or dependence; illicit drugs: include age of first use, past heavy use, cur-
rent frequency and duration of use, and symptoms consistent with abuse
or dependence; supplements, including workout supplements and energy
drinks; caffeine; nicotine; misuse of over-the-counter [OTC] medications):

o Alcohol: SFC Example noted that he first drank alcohol at the age
of 18 while at a school party. He reportedly drinks two alcoholic
beverages one to two times per week. He denied a history of heavy
alcohol use and stated that seeing his grandmother’s drinking was
influential. He denied ever experiencing symptoms consistent with
alcohol withdrawal or symptoms consistent with an alcohol use dis-
order.

o Illicit drugs: SFC Example stated that he smoked marijuana approx-
imately six times with members of his lacrosse team during his soph-
omore year of high school. He denied any further history of illicit
drug use.

o Supplements: He denied current supplement use.

e Caffeine: He reported that he currently drinks six to seven cups of
coffee per day. He stated that he drinks coffee because he believes
that it will help him stay awake and “get through the day” without
dozing off. He noted that he has also tried various energy drinks to
help him stay awake throughout the day.

e Nicotine: SFC Example reported that he currently does not smoke
cigarettes; however, he has tried chewing tobacco and uses one can
of chewing tobacco per month.

Current Medications: SFC Example is currently prescribed fluoxetine
hydrochloride, 40 mg per day. He has previously been prescribed citalo-
pram and zolpidem in the past, both of which have been discontinued.

Medical History (current treatment for significant medical illnesses; bis-
tory of major medical illnesses or treatment; history of head traumas or
injuries; past disability rating): SFC Example is currently not receiving any
treatment for significant medical illnesses. He has a history of tonsillec-
tomy at the age of 13. He denied a history of head traumas and concussion,
seizures and hospitalizations.

Pain Assessment (current pain): SFC Example denied current pain (0/10).
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Mental Status Exam (current): SFC Example arrived to his last appoint-
ment 15 minutes late, complaining that he overslept. He had dark circles
under his eyes, was unshaven, and was dressed in the uniform of the day.
He appeared his stated age, with multiple tattoos on his right arm. He
walked without assistance and presented with some psychomotor agitation
(leg tapping). He was awake, alert, and oriented to person, place, time, and
situation. His speech was of normal rate, rhythm, prosody, and volume. He
described his mood as “nervous” and his affect was mood congruent. His
thoughts were logical, linear, and goal directed and focused on his current
symptoms. There was no evidence of psychosis, and auditory, visual, olfac-
tory, and tactile hallucinations were denied. Insight was fair. Judgment was
fair and impulse control appeared intact during the session. Memory for
past events appeared normal, and attention and concentration waned at
times; however, he was responsive to redirection. Suicidal ideations, inten-
tions, urges, or plans were consistently denied. Homicidal ideations, inten-
tions, urges, or plans were also denied.

Suicidal/Homicidal Ideation Behavioral Review: SFC Example denied cur-
rent suicidal or homicidal ideations, intentions, urges, or plans in our last
session. During the initial evaluation, he also denied a history of suicidal
or homicidal ideations, intentions, urges, or plans and described numerous
deterrents to suicide, including a desire to see his children grow up, per-
sonal beliefs against suicide, and religious beliefs against suicide. He does
not have a family history of suicide and does not have weapons at home. He
was agreeable to following a clear safety plan should suicidal or homicidal
ideations arise in the future.

Psychological Testing Results: SFC Example was administered a battery
of psychological assessment measures on 23 August 2019 that included
the Minnesota Multiphasic Personality Inventory-2-RF (MMPI-2RF) and
PTSD Checklist for DSM-5 (PCL-5). A full copy of these results is avail-
able in his electronic medical record. Results of the MMPI-2RF were valid
and consistent. Results of the MMPI-2RF indicated that SFC Example
endorsed increased negative emotions, including pervasive anxiety, sleep
disturbances, and guilt (RC7; T = 71 and ANX; T = 70). Responses on the
PCL-5 indicate a total severity score of 52 with moderately or higher on
criterion B, C, D, and E. Both measures are consistent with SFC Example’s
self-reported symptomology.

DSM-5 Diagnosis: Posttraumatic Stress Disorder, Chronic (309.81)

o Military Impairment (clearly state how these symptoms impact the
service member’s occupational functioning and how current symptoms
will likely impact the military mission; describe how the service mem-
ber’s symptoms impact ability to work in his or her MOS and whether
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impairment would be evident if be or she were moved to a new MOS): SFC
Example is unable to function fully in his current position as an MP. He
will likely not be able to safely perform his role as an MP in a combat zone
and has experienced continued difficulties with his duties in a garrison
environment. He has trouble sleeping through the night, does not awake
feeling rested, is easily distracted, has trouble focusing and concentrating
when speaking to others and when writing reports, is often irritable, and
experiences anxiety, which results in his leaving situations where more
than three people are in attendance. He has been moved to an administra-
tive position within his unit where he has fewer responsibilities and a more
flexible schedule; however, he continues to have difficulties with interper-
sonal interactions and with writing. It is unlikely that another change in job
responsibilities or change in MOS will be beneficial.

o Social Impairment (clearly state how these symptoms impact the
service member’s family life, ability to attend school, ability to establish
and maintain relationships): SFC Example’s family life has been greatly
impacted by his current symptoms of PTSD. He noted that he has with-
drawn from his wife, children, extended family, and friends. He stated that
he loves his family very much and feels guilty that he has “cut off” others;
however, he believes that he can no longer connect with those who were
previously close with him. His interactions with his wife and children have
improved while at home, but he continues to avoid social activities outside
of the home, including his son’s soccer games, the theater, and going out to
a restaurant to eat. He enrolled in a course at the local community college,
but dropped out because of the increased anxiety he felt around others in
the classroom. He was able to successfully complete one online business
course. Although his avoidant symptoms have been a target of treatment
throughout the past year, he continues to struggle.

o Treatment Plan: It is recommended that SFC Example continue in
weekly Prolonged Exposure therapy with a psychologist and continue to
follow up for medication reviews on a monthly basis. His spouse has been
given information regarding couples therapy and further resources for the
family.

e Barriers to Care: SFC Example has avoided treatment in the past,
and his ambivalence about attending psychotherapy was an impediment
to treatment for the first month. His command has been flexible with his
schedule and allowed him to attend all appointments as scheduled. When
he transitions to a new provider in the VA system, his avoidance will likely
need to be targeted.

Administrative Recommendations: Physical Evaluation Board
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Recommendation for Medical Evaluation Board:

1.

Is the service member considered fully competent to be discharged to his
or her own custody? YES

. Are there past findings of incompetence or incapacitation? NO
. Is there pending disciplinary action, investigation, or administrative dis-

charge pending? NO
Is the service member considered fit to administer to his or her own
financial and legal affairs? YES

. Is continued mental health treatment recommended during the process-

ing of the board? YES—see treatment plan

SIGNATURE OF WRITER CO-SIGNATURE
Specialty of Writer Specialty of Co-Signer
Originating Department Department
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Service in the United States military is both an honor and a privilege
for those who volunteer, many out of a sense of patriotism in addition to
multiple career, academic, and travel opportunities. Service also develops
multiple character benefits for members, such as resilience, grit, and deter-
mination. However, service is not without challenges. In this chapter, we
provide a brief overview of military service-related stressors, types of stress
reactions, impact of stress on service members, and stress mitigation and
support resources. Although an exhaustive review of military stress and
stress reactions is beyond the scope of this chapter (see Kennedy, 2020, for
a comprehensive review), our aim is to provide an introduction to the risks
and predictors for maladaptive military stress reactions paired with avail-
able support options to support military service members. It is our hope
that this chapter, and the remainder of this volume, will increase aware-
ness and cultural competence when working with the U.S. military, while
providing realistic and relevant examples of courses of action to support
military service members.

OPERATIONAL DEFINITIONS

The term stress has been defined in multiple ways and can relate to an
action synonymous with emphasize (e.g., to stress a point) or an experi-
ence, a state, or a response. For the purposes of this chapter, we consider
stress as the physical or psychological experience subsequent to external
forces exceeding the mind’s and/or body’s ability to respond in an adaptive
way. The term reaction refers specifically to one’s response to a stimulus,
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without reference to valence. Thus, reactions to stress can be either adap-
tive or maladaptive, depending on outcome, and valence exists on a con-
tinuum. Accepting these definitions permits the interpretation of stress as
both inevitable and preventable. Additionally, Yerkes and Dodson (1908)
posited an association between stress and performance, whereby moderate
levels of stress enhance performance, but low and high levels of stress are
detrimental to performance. From this framework, we can further delin-
eate stress into categories of eustress and distress, where the former refers
to positive stress that can contribute to feelings of fulfillment and well-
being, and the latter refers to negative stress that can contribute to anxiety
and mental health problems. Indeed, stress is inevitable. Chronic stressors
may exist across times within a life span, and acute stressors often present
without sufficient warning. Overcoming chronic and acute distress, while
capitalizing on eustress, is critical to optimal performance expected within
military settings, punctuating the need to prepare minds, bodies, and life-
styles to survive and thrive despite many types of stressors.

Military-specific training addresses stress reactions along a contin-
uum of colored zones, each with increasing severity. Green is adaptive
and indicative of resilience, the ability to (1) withstand adversity without
becoming significantly affected, and (2) recover quickly and fully from
any impairment that has occurred (Department of the Navy, U.S. Marine
Corps, 2010). In contrast, yellow, orange, and red are maladaptive, rang-
ing in severity from mild and transient distress, to more severe and per-
sistent distress, to disabling illness. Adverse reactions to stress requiring
traditional mental health treatment are addressed by other chapters within
this volume. The following chapter focuses primarily on reactions within
the yellow zone, those that are maladaptive, but temporary, and lack
the severity associated with injury and illness. Notably, recent research
indicates that resilience in the face of major life stressors (e.g., spousal
loss, divorce, unemployment) is not as common as previously thought and
there is substantial variability in how people respond to adverse life events
(Infurna & Luthar, 2016). Resolution of reactions within the yellow zone
may require involvement of multiple parties, including unit leadership,
individuals, peers, family members, as well as community-based and clini-
cal caregivers.

MILITARY SERVICE-RELATED PROTECTIVE FACTORS

Military service offers multiple protective benefits, including pride, confi-
dence, discipline, independence, respect, openness, leadership and job skill
development, and friendship (Gade, Lakhani, & Kimmel, 1991). In particu-
lar, group cohesion, defined as the “inclination to forge social bonds, result-
ing in members sticking together and remaining united” (Carron, 1982,
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p. 124), is built via dedication of effort under a specified mission, syntonic
with a person’s values, and shared goals among members (Yukelson, 1997).
Group cohesion is associated with mutual support, cooperation, and shared
commitment (Consortium for Health and Military Performance [CHAMP],
2020), and the proximity inherent in military settings can enhance cohesive-
ness (Festinger, Schachter, & Back, 1950). Many military service-related
protective factors are associated with both performance as well as mental
health (e.g., Ahronson & Cameron, 2007; Rugo et al., 2020; Zalta et al.,
2021).

In addition to the protective factors described above, military-specific
stress may also be beneficial. Consistent with the Yerkes-Dodson law
(1908), veterans with low combat exposure reported greater perceived
wisdom years later than those with no or high combat exposure (Jennings,
Aldwin, Levenson, Spiro, & Mroczek, 2006). Perceived benefits of mili-
tary service and coping were also associated with greater perceived wis-
dom later in life, indicating that appraisal and coping strategies, rather
than experiences with stress alone, may facilitate eustress. Additionally,
experiencing stress, anxiety, and fear motivates social affiliation (Sarnoff
& Zimbardo, 1961), and ambiguous situations in particular promote a
desire to be with other people as a means of social evaluation and deter-
mination of appropriate responses (Schachter, 1959). Thus, stress reac-
tions such as fear and anxiety are common and, in general, dissipate over
time. However, in situations where fear and anxiety do not dissipate, and
individuals isolate instead of affiliate, stress reactions may become more
severe, debilitating, and persistent over time, ultimately contributing to
injury or illness.

MILITARY SERVICE-RELATED STRESSORS

Service members, while experiencing similar stressors to civilian peers, are
also subject to stressors unique to military service. Most notable to mili-
tary service is the stress associated with military deployment and service in
combat environments. However, it is a misconception to consider these as
the only or primary contributors to stress reactions for service members.
While stressors related to a military career vary significantly by branch of
service, military occupation, age, sex, and other demographic factors, some
commonalities exist across a “typical” career life cycle and are experienced
by the majority of service members.

Accession/Entry-Level Training

Upon entry to the military, all members are required to complete some
form of military-specific training designed to screen, evaluate, and prepare
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applicants for service in the U.S. Armed Forces. First, this process typically
requires a geographic shift away from family and friends, a separation from
common comforts, and a rapid introduction to military culture delivered in
environments designed to generate stress. The second stage of the accession
process generally focuses on occupation-specific training, preparing new
members to function in their new specialty. Common stressors within this
stage include performance-related demands (e.g., time pressure, performing
in physically demanding situations), interpersonal stress (e.g., being yelled
at by instructors), and challenges associated with adjusting to the military
environment (e.g., lack of sleep, lack of privacy, feeling homesick) (Adler et
al., 2013). Additional stressors can include adjustment to military service,
introduction to new and diverse groups, physical and academic demands,
and for many—their first step toward independence and adulthood (Gade
et al., 1991).

Duty Station/Permanent Change of Station

After completion of initial training, service members report to their ini-
tial assigned duty station. For many, this time period may closely resemble
civilian occupations and lifestyle with the added stress of military-specific
demands. Depending on branch of service, paygrade, location, and marital
status, members may reside in dormitory-style barracks, on board ships,
or in apartments or houses within the local community. In this setting,
service members endure common stressors associated with maintaining a
home, family, and social network (e.g., finances, physical separation, com-
munication). Military-specific stressors of frequent moves, unpredictable
training and operational schedules, limited privacy, and the impact of high
physical demands coupled with irregular sleep and dietary changes are also
commonly experienced by members. Previously utilized stress management
strategies may be unavailable for service members, driving the need for
rapid adaptation. For many, this includes establishing community within
their unit, installation, or surrounding areas.

Service members receive permanent change of station (PCS) orders
frequently, such that the word permanent is not to be taken literally. With
every new PCS, service members and their families may experience loss
of community and are faced with the task of reestablishing new social
networks at their new command. Geographic separation from supportive
social systems, frequently utilized as a powerful coping mechanism, is
one of the most ubiquitous military stressors. As described above, this
separation occurs immediately upon entry into military service for many
service members, and may recur every 2 to 4 years throughout one’s
military career. Separation from support systems further occurs during
temporary duty assignments, readiness training, underway periods, and
deployment.
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Deployment

Depending on branch of service and type of unit, deployment can be opera-
tionalized in multiple ways. In general, deployment refers to movement as
either an individual or unit, away from an assigned geographic location for
the purpose of completing a specific combat, combat support, or humani-
tarian mission within the range of military operations other than war. As
such, the range of specific stressors associated with deployment can include
boredom, moral conflict, interruption of routines, separation from fam-
ily, exposure to new environments, isolation, combat, and fear of loss of
life. Intensity of deployment-related stressors can also vary based on mili-
tary occupational specialty; for instance, combat medics are exposed not
only to combat, but also to trauma care on the battlefield (Russell, Russell,
Chen, Cacioppo, & Cacioppo, 2019).

Post-deployment Reintegration

Returning home from deployment is often viewed as a positive end to a
challenging tour; however, multiple stressors are inherent within the pro-
cess of returning. Reintegration challenges including intimate relationship
stress, parenting challenges, financial stress, and the difficulties of shifting
between one mind-set on deployment and then another after service mem-
bers return home can generate significant levels of individual and social
stress. For example, in a deployed setting, aggression, lack of emotional
expression, assertive driving, and the need to account for subordinates’
whereabouts may all be considered adaptive; on return from deployment,
these behaviors may be viewed as anger, detachment, recklessness, and
efforts to obtain excessive control (Danish & Antonides, 2013). As such,
in many cases, service members may have to unlearn much of what was
necessary during deployment in order to reintegrate successfully. Addi-
tional stress may result from a perceived decrease in comradery, intensity,
and sense of purpose in garrison environments. Finally, another common
reintegration challenge is role conflict; service members and their partners
must navigate changes and uncertainty regarding gender roles, routines,
and joint decision making that may have been well established prior to the
deployment (Jeschke, LaCroix, Fox, Novak, & Ghahramanlou-Holloway,
2020; Knobloch & Theiss, 2012).

TYPES OF STRESS REACTIONS

The biopsychosocial model (Engel, 1977) provides a framework for under-
standing the interactions between biological, psychological, and social
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factors on the development of illness and understanding the etiology of
disease. Stress reactions manifest in each of these domains in unique ways;
awareness and recognition of these reactions coupled with targeted inter-
ventions can help prevent distress from being amplified to disease, reducing
the likelihood that service members will fall below the green and yellow
ranges of the stress continuum.

Biological

Acute physiological stress reactions in the military are commonly associated
with operational stress in a deployed or combat setting; however, these occur
throughout military service (at varying levels) in response to the stressors
associated with service described above. These reactions include the neuro-
biological response of the autonomic nervous system (ANS) during the actual
threat of death during combat and perceived threats of harm during high-
stress interactions. Specifically, within the ANS, the sympathetic nervous
system (SNS) reaction to danger (i.e., fight or flight response) includes deficits
or impairment in fine motor coordination, vision, hearing, attention, pro-
cessing speed, memory encoding and retrieval, and anxiety. Service members
are likely to perceive their own physiological symptoms as increased heart
rate and respiration, muscle tension and abnormal movement (e.g., shaking),
headache, nausea, and perspiration. The subsequent inhibitory response of
the parasympathetic nervous system (PNS) allows the brain to restore pri-
mary frontal lobe functioning and regulate physiological responses. Many
components of military training aim for stress inoculation, with goals to
decrease the PNS response and/or enhance PNS regulation during periods of
elevated stress through habituation to stress (Meichenbaum, 1985).

Psychological

Innate to military service are persistent stressors that may overburden or
deplete typically available supportive psychological resources. Military-
specific stressors include unexpected changes in mission demands, fre-
quent PCS moves, geographic distance from protective support systems
(e.g., family, community), high-demand operational schedules, and typical
daily stressors. Given that the military is a microcosm of society within
the United States, service members do not enter with a “blank slate.” The
stressors associated with military service are additive to the common stress-
ors and histories these members share with the civilian population, often
generating a greater than average demand for resilience, with higher risk
of adverse outcomes when depleted. Decreased resilience may contribute to
sustained anxiety, restlessness, insomnia, poor attention, and mood chal-
lenges, increasing the likelihood of a future stress injury.
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Social

Military service may fundamentally change one’s social environment. The
systems a service member engages within can both create stress (frequent
moves, performance demands) and buffer stress while encouraging growth
(team focus, engaged leadership, access to medical care). Social environ-
ment changes alone may limit one’s ability to participate in previously enjoy-
able or stress management activities due to geographic or logistic changes
in resources. Social behavior changes within these environments may also
parallel physiological and psychological responses to stress, worsening
with each stage of change. Decreased engagement means that individuals
who previously exercised regularly, socialized with friends and family, or
spent their free time participating in hobbies are likely to experience higher
levels of stress with worsening mood symptoms, with only the return of
prior behaviors predicting improvement (Grippo, Beltz, & Johnson, 2003).
Synergistic impacts also occur within the social domain. For example, ser-
vice members who experience impulsive, disruptive, and antisocial behav-
ior in their stress response can engage in misconduct, resulting in judicial
or nonjudicial punishment, demotion, or bad conduct discharges, further
restricting available resources within their environment (Booth-Kewley,
Highfill-McRoy, Larson, & Garland, 2010).

IMPACT OF STRESS ON SERVICE MEMBERS

Chronicity, accumulation, and/or acuity of a stress reaction can cross
the threshold to a level of impairment consistent with a clinical disorder
(e.g., major depressive disorder), to be addressed in depth in later chap-
ters. Notably, subclinical stress reactions are some of the most common
causes of impairment associated with military service. For example, the
most prevalent and costly mental health problem within the U.S. Armed
Forces is adjustment disorder (Armed Forces Health Surveillance Branch
[AFHSB], 2020; Morgan & Kelber, 2018). In 2019, adjustment disorders
affected 91,571 active-duty service members and accounted for a total of
472,436 medical encounters (AFHSB, 2020). Adjustment disorder directly
reduces readiness in multiple ways: (1) time required to attend medical
appointments (AFHSB, 2020), (2) logistically challenging medical evacu-
ations from theater (AFHSB, 2020), (3) health care costs that exceed post-
traumatic stress disorder (PTSD) or anxiety disorders (Morgan & Kel-
ber, 2018), (4) reduced retention (Maby et al., 2017), and (5) a link with
more severe mental health issues, including suicide ideation and attempts
(George et al., 2019). Additional subclinical stress reactions include combat
or operational exhaustion, episodic and cumulative combat stress reaction,
and episodic and cumulative operational stress reaction (Kennedy, 2020).
Table 3.1 provides an overview of these reactions.
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TABLE 3.1. Conceptual Framework of Military Stress Reactions
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Type of military
stress reaction

Definition

Immediate Acute

Chronic

Adjustment
problems

Combat or
operational
exhaustion

Episodic
combat stress
reaction

Cumulative
combat stress
reaction

Episodic
operational
stress reaction

Stress reaction
related to adjusting
to a military event or
any aspect of life in
the military.

Exhaustion that
develops over
several weeks or
more of combat or
other prolonged
operations, arduous
conditions, and/

or physical,
environmental, and
mission stressors.

Stress response
that results from

a discrete event
that occurs in the
course of a combat
situation.

Stress response

that results from
prolonged and
repetitive combat
experiences; this is a
combined stress and
exhaustion response.

Stress response

that results from a
specific event that
occurs in the course
of military duties
and is unrelated to
combat.

Adjustment problems are not
conceptualized as immediate
or acute in the same way as
the stress reactions.

Adjustment problems tend to
resolve on their own or with
mentorship over the course
of several weeks to several
months.

Exhaustion is not
conceptualized as immediate
or acute as it takes several
weeks to develop.

Presentation Presentation
lasts several lasts from
hours to days.  a week to
months.
Presentation Presentation
lasts several lasts from
hours to days.  a week to
months.
Presentation Presentation
lasts several lasts from
hours to days.  a week to
months.

This is reserved
only for those who
are unable to adjust
to the stressor at
hand. Clinically, this
is conceptualized

as a persisting
adjustment disorder,
which is still
expected to resolve
within 6 months

of removal of the
stressor.

Exhaustion becomes
a chronic, clinically
diagnosable problem
only when early
intervention is
unsuccessful in
reregulating mood
and sleep symptoms.

Presentation lasts
several months or
arises/is exacerbated
months or years
later; a traditional
clinical diagnosis is
likely appropriate.

Presentation lasts
several months or
arises/is exacerbated
months or years
later; a traditional
clinical diagnosis is
likely appropriate.

Presentation lasts
several months or
arises/is exacerbated
months or years
later; a traditional
clinical diagnosis is
likely appropriate.

(continued)
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TABLE 3.1. (continued)

Type of military

stress reaction  Definition Immediate Acute Chronic

Cumulative Stress response Presentation Presentation Presentation lasts

operational that results from lasts several lasts from several months or

stress reaction  prolonged operations, hours to days. a week to arises/is exacerbated
arduous conditions, months. months or years
and/or physical, later; a traditional
environmental, and clinical diagnosis is
mission stressors likely appropriate.

that are unrelated

to combat; this
comprises a combined
stressor and
exhaustion response.

Note. Reprinted with permission from Kennedy (2020).

The value of recognizing subclinical stress reactions, and subsequently
intervening at the preclinical level, cannot be overstated. The PIES (prox-
imity, immediacy, expectancy, and simplicity) model provides an example
of the benefits of targeting challenges early, close to the source of a prob-
lem, with an expectation of rapid return to wellness (Artiss, 1963). The
risk of failing to recognize these states is also significant. Stress can have
a deleterious effect on performance and mission accomplishment and can
also contribute to more severe personal consequences (e.g., excessive alco-
hol use). Indeed, only 30 percent of military suicide decedents in 2018 were
identified to have been treated by mental health or recognized as having
a clinical disorder (Tucker, Smolenski, & Kennedy, 2019), and the most
commonly identified stressors among military suicide decedents included
failing relationships, administrative or legal problems, and workplace dif-
ficulties. Case 3.1 below is one example of a common stress reaction and
PIES-consistent response, highlighting the roles of leadership and other
nonclinical helping services in supporting the service member.

Case 3.1. The Soldier Who Was Never Home

The specialist (SPC) was a Blackhawk crew chief. He was described as a
stellar soldier by his chain of command. Unfortunately, the time he was
deployed and high operational demands required him to spend significant
time away from family. His leadership noticed significant changes in his
behavior shortly after he and his wife separated, but attributed these to
normal stress. After presenting to work intoxicated, however, his leader-
ship became concerned, grounded him (i.e., removed his flight status),
and had the flight surgeon check in with him after he shared that he was
having difficulty sleeping, was feeling “angry all the time,” and thinking
“things would be better for everyone if I were dead.” He identified his
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primary stressors as financial challenges related to his recent separation
and inability to engage in marital counseling due to his work schedule. In
support, the flight surgeon and the SPC’s leadership collaborated to con-
nect him with Army Community Services (ACS) and the Army Substance
Abuse Program, to provide financial counseling, marital counseling, and
substance use education. ACS also helped him establish budgeting and
billing management for future deployments and trainings to help manage
his schedule to allow more time with his family. Unfortunately, despite
implementing these changes, the specialist was unable to save his mar-
riage. However, he was able to learn to manage the stress related to the
divorce in healthy and adaptive ways, and was able to regain his flight
status.

STRESS MITIGATION AND SUPPORT

Efforts to mitigate the adverse impacts of stress in service members, indi-
vidually and through support services, serve to keep members in the green
and decrease the likelihood of stress injuries. Multiple nonmedical efforts
have been undertaken to reach service members with these tools “left of
bang” (prior to injury), including the use of Military Family Life Coun-
selors, deployed resiliency counselors, the U.S. Army’s Master Resilience
Trainer program, and the mental fitness-focused Rational Thinking, Emo-
tion Regulation, and Problem Solving (REPS) program currently being
piloted within the U.S. Navy. Each of these programs shares some foun-
dation in cognitive, behavioral, and/or social restructuring—all with the
primary foci of stress mitigation, resilience development, and performance
enhancement. While a summary of all psychological stress mitigation strat-
egies is outside the scope of this chapter and text, the following highlights
of stress mitigation, coping skills, and social support are discussed as a
demonstration of effective tools within these domains.

Cognitive Stress Mitigation

Psychological approaches derived from cognitive-behavioral therapy with
a focus on the cognitive components of aversive emotional responses have
been demonstrated to mitigate these responses in a variety of psychologi-
cal disorders, limiting further exacerbation and injury (Butler, Chapman,
Forman, & Beck, 2006). Furthermore, additional efforts may be focused
on identifying maladaptive thoughts, challenging dysfunctional think-
ing styles, and encouraging thought stopping (recognition of a maladap-
tive thought, followed by a service member telling him- or herself to stop
fixating on the thought once it emerges) (Chesney et al., 2006). Alterna-
tively, service members may use a range of additional strategies designed
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to reduce cognitive rigidity and enhance cognitive flexibility. For example,
service members may practice exploring evidence for and against a particu-
lar thought, rather than accepting thoughts as true facts. They may also
practice reframing their thoughts in order to introduce shades of gray into
all-or-nothing cognitions. Over time, the goal is to replace maladaptive
thoughts with more balanced and realistic thoughts that can help individu-
als adapt to acute and chronic stressors. As service members practice these
strategies, their self-confidence and beliefs about stress may change. Nota-
bly, recent research found that confidence in one’s ability to stop unpleasant
thoughts was uniquely associated with lower prevalence of lifetime suicide-
related behavior among an outpatient sample of military service members
(Cunningham, Cramer, Cacace, Franks, & Desmarais, 2020).

Problem-Focused Coping

Research has highlighted the role of appraisal and effective coping as key
to stress-related growth (Jennings et al., 2006). Coping consists of both
emotion-focused coping and problem-focused coping; the former refers
to regulation of emotional responses to stress, and the latter to efforts to
change the characteristics of stressful conditions (Lazarus & Folkman,
1984). Coping self-efficacy may be particularly important to managing
stress reactions and minimizing the amount of time one spends in the yel-
low zone, as self-efficacy, or confidence in one’s abilities (Bandura, 1997),
is an important component of behavior change. There are three main com-
ponents of coping self-efficacy: (1) belief in one’s abilities to stop maladap-
tive thoughts, (2) belief in one’s abilities to find solutions to problems, and
(3) belief in one’s ability to get social support (Chesney et al., 2006).

Having a positive problem orientation means appraising problems as
challenges or opportunities, rather than as insurmountable setbacks. Peo-
ple with a positive problem orientation recognize negative emotions, under-
stand that experiencing negative emotions is part of the problem-solving
process, and feel confident that they can overcome problems (e.g., planful
problem solving; D’Zurilla & Nezu, 1982). Enhancing effective problem-
solving strategies may therefore be an added component in the approach to
stress mitigation.

Social Support

Service members, like civilians, who have established a community of
social support may be better equipped when faced with acute stress. For
example, the presence of social support among veterans is negatively cor-
related with suicidal ideations (Wilks et al., 2019). Furthermore, service
members who perceive cohesive relationships among their unit are also at
lower risk for suicide (Rugo et al., 2020). Establishing strong interpersonal
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relationships within a unit may also influence a service member’s job satis-
faction (Ahronson & Cameron, 2007).

In addition to peer support, multiple support services exist that may
be useful for stress mitigation (see Table 3.2). Examples of these services
include the Military OneSource and Military Family Life Counseling
programs, service-specific support centers, and service-specific financial
relief organizations. Military OneSource offers nonmedical individual
and couples counseling for military personnel and their families in the
community, in addition to financial consulting, tax filing services, and a
multitude of other support services at no cost to service members. Non-
medical counseling is also available on multiple military installations
through Military Family Life Counselors (MFLCs). MFLCs are licensed
clinicians contracted to provide mobile and confidential supportive non-
medical counseling to service members and their families. These orga-
nizations each function to help mitigate psychosocial stress and improve
service member well-being. Military branch-specific organizations such as
the Army’s Community Services and the Navy’s Fleet and Family Support
Center provide similar resources and recreational activities for active-duty
personnel and families. Branch-specific financial support organizations
exist to help during significant financial crises (e.g., Navy and Marine
Corps Relief Society, Army Emergency Relief) through no interest loans
or grants, when needed. Notably, each of these services will also connect
service members with higher levels of care, if indicated, conducting warm
hand-offs to embedded mental/behavioral health assets or military treat-
ment facilities to ensure safety.

Case 3.2 offers an example of the use of these resources, in partnership
with medical and mental health services, in addressing stress reactions.

Case 3.2. The Sailor Who Had a Difficult Adjustment to the Navy

A seaman (SN) presented to the emergency room (ER) shortly after arrival
at her first duty station, a naval destroyer, after a report of suicide ide-
ation while at sea for a brief training period. She experienced immediate
resolution of symptoms upon removal from her ship and expressed fears
that she could not handle the stress of the operational schedule, describ-
ing multiple upcoming brief underway periods to prepare for a longer,
shipboard deployment. The ER connected the sailor with her local mental
health clinic for further support and evaluation of suitability for contin-
ued service. Clinically, the SN did not meet the criteria for any psychiatric
condition that would preclude further service, but rather she presented
with the common challenge of difficulty adjusting to a new and stress-
ful environment. She reported feeling overwhelmed at work, with subse-
quent physiological arousal, then seeking private spaces to calm down.
She stated this pattern repeats daily and described feeling embarrassed
to ask for help in understanding work expectations (“They will think I'm
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stupid”) or support in adjusting to naval service (“They will think I can’t
hack it”). Working with MFLC, she learned ways to challenge negative
thinking (“Everybody starts somewhere”), diaphragmatic breathing to
reduce arousal, social skills to connect with her peers, and goal setting
to help her prepare for the upcoming deployment. After six sessions, she
noted increased self-confidence for “sticking it out” and reported she had

begun to help other new sailors learn how to adjust to shipboard life.

TABLE 3.2. Support Services Available to Military Personnel

Mental Family
health  Financial support Spiritual

Resource services services services services Website

Army morale, v v WWw.armymwr.com

welfare, and

recreation/Army

community

services

Military v v v www.militaryonesource.

OneSource mil

Fleet and Family v v v www.cnic.navy.mil/ffr/

Support Center family_readiness/fleet_
and_family_support_
program.html

Navy—Marine v v v WWW.NMCrs.org

Relief Society

Marine Corps v v 4 www.usmc-mccs.org/

community services

services

Airman 4 v v www.afpc.af.mil/Airman-

and Family and-Family

Readiness

Center

Military Family v v www.militaryonesource.

Life Counselors mil/confidential-help/
non-medical-counseling/
military-and-family-life-
counseling

Embedded 4 v Installation dependent.

mental health Check installation
directories for resources.

Chaplains v Installation dependent.
Check installation
directories for resources.

Military medical v v www.tricare.mil

centers
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SUMMARY

Throughout this chapter, we have attempted to detail the sources of mili-
tary stress, impacts of adverse stress reactions, and methods and resources
to mitigate the impacts of stress to prevent further injury. Attempting to
summarize military stress and stress reactions within the confines of a sin-
gle chapter is not possible (for a comprehensive review, see Kennedy, 2020).
It is our intent, however, to leave you with some critical takeaways to carry
with you through the remainder of this volume:

o Stress, whether eustress or distress, can generate significant change
(adaptive or maladaptive) within the person experiencing it, and this change
can vary in both intensity and reach depending on the acuity and/or chro-
nicity of the stressor(s); a stress reaction can transition to a stress injury or
illness if ignored.

e Military service is associated with multiple unique stressors in both
deployed and garrison environments, and these stressors may impact both
the service member and their support system synergistically, thus increas-
ing the effect of the stressor; service members are not a blank slate such that
the stressors associated with military service are in addition to the shared
stressors experienced by civilian and military alike.

e Despite increased risk of exposure to stressors, military service is
also associated with multiple protective and psychologically strengthening
factors including a sense of purpose, social support, and access to abun-
dant resources to support personal and family stress, mental and physical
health, and financial well-being.

e Adverse reactions to military-specific stressors may have clinical
and nonclinical interventions that may improve service member function-
ing. Clinicians, military leaders, and/or other influential personnel work-
ing with service members under such conditions should take an integrative
approach in their conceptualization of the issues, which includes biologi-
cal, cognitive, behavioral, social, and environmental factors. When a whole
person approach such as this is used, improved abilities to identify pathol-
ogy and formulate and provide interventions may be achieved.

e This chapter is not meant to serve as an exhaustive description of
stress, military service, how one many react to it, or how best to prevent
these reactions from escalation to injuries, but rather as an overview for
those unfamiliar with military populations or as an overlay for those with
hopes of encouraging further engagement in the understanding of service
members and actions to support those who serve. The risk of adverse out-
comes following unaddressed stress reactions cannot be overstated.



70 MILITARY PSYCHOLOGY
REFERENCES

Adler, A. B., Delahaij, R., Bailey, S. M., Van den Berge, C., Parmak, M., van Tus-
senbroek, B., et al. (2013). NATO survey of mental health training in Army
recruits. Military Medicine, 178, 760-766.

Ahronson, A., & Cameron, J. E. (2007). The nature and consequences of group
cohesion in a military sample. Military Psychology, 19(1), 9-25.

Armed Forces Health Surveillance Branch. (2020). Hospitalizations, active compo-
nent, U.S. Armed Forces, 2019. Medical Surveillance Monthly Report, 27(5),
10-17.

Artiss, K. L. (1963). Human behavior under stress: From combat to social psychia-
try. Military Medicine, 128, 1011-1015.

Bandura, A. (1997). Self-efficacy: The exercise of control. New York: Freeman.

Booth-Kewley, S., Highfill-McRoy, R. M., Larson, G. E., & Garland, C. F. (2010).
Psycosocial predictors of military misconduct. Journal of Nervous and Men-
tal Disorders, 198(2), 91-98.

Butler, A. C., Chapman, J. E., Forman, E. M., & Beck, A. T. (2006). The empirical
status of cognitive-behavioral therapy: A review of meta-analyses. Clinical
Psychology Review, 26(1), 17-31.

Carron, A. V. (1982). Cohesiveness in sport groups: Interpretations and consider-
ations. Journal of Sport Psychology, 4(2), 123-138.

Chesney, M. A., Neilands, T. B., Chambers, D. B., Taylor, J. M., & Folkman, S.
(2006). A validity and reliability study of the coping self-efficacy scale. British
Journal of Health Psychology, 11(3), 421-437.

Consortium for Health and Military Performance (CHAMP). (2020). Building
team cohesion in military units. Retrieved March 23, 2021, from www.hprc-
online.org/social-fitness/teams-leadership/building-team-cohesion-military-
units.

Cunningham, C. A., Cramer, R. J., Cacace, S., Franks, M., & Desmarais, S. L.
(2020). The Coping Self-Efficacy Scale: Psychometric properties in an out-
patient sample of active duty military personnel. Military Psychology, 32(3),
261-272.

Danish, S. J., & Antonides, B. J. (2013). The challenges of reintegration for service
members and their families. American Journal of Orthopsychiatry, 83(4),
550-558.

Department of the Navy and U.S. Marine Corps. (2010). Combat and operational
stress control. Retrieved March 23, 2021, from www.med.navy.mil/sites/
nmcphc/Documents/LGuide/pdf/COSC_MRCP_NTTP_Doctrine.pdf.

D’Zurilla, T. J., & Nezu, A. M. (1982). Social problem solving in adults. In P. C.
Kendall (Ed.), Advances in cognitive-bebhavioral research and therapy (Vol. 1,
pp. 201-274). New York: Academic Press.

Engel, G. (1977). The need for a new medical model: A challenge for biomedicine.
Science, 196, 129-136.

Festinger, L., Schachter, S., & Back, K. (1950). Social pressures in informal groups:
A study of human factors in housing. New York: Harper.

Gade, P., Lakhani, H., & Kimmel, M. (1991). Military service: A good place to
start? Military Psychology, 3, 251-267.

George, B. J., Ribeiro, S., Lee-Tauler, S. Y., Bond, A. E., Perera, K. U., Grammer,



Military Stress Reactions il

G., et al. (2019). Demographic and clinical characteristics of military ser-
vice members hospitalized following a suicide attempt versus suicide ide-
ation. International Journal of Environmental Research and Public Health,
16, 3774.

Grippo, A., Geltz, T., & Johnson, A. (2003). Behavioral and cardiovascular changes
in the chronic mild stress model of depression. Physiology and Behavior,
78(4-5), 703-710.

Infurna, F. J., & Luthar, S. S. (2016). Resilience to major life stressors is not as
common as thought. Perspectives on Psychological Science, 11(2), 175-194.

Jennings, P. A., Aldwin, C. M., Levenson M. R., Spiro, A., & Mroczek, D. K.
(2006). Combat exposure, perceived benefits of military service, and wisdom
in later life. Research on Aging, 28(1), 115-134.

Jeschke, E. A., LaCroix, J. M., Fox, A. M., Novak, L. A., & Ghahramanlou-
Holloway, M. (2019). Military training and its relationship to post-deploy-
ment role conflict in intimate partner relationships. In U. Kumar (Ed.), The
Routledge international handbook of military psychology and mental health
(pp. 232-248). New York: Routledge.

Kennedy, C. (2020). Military stress reactions: Rethinking trauma and PTSD. New
York: Guilford Press.

Knobloch, L. K., & Theiss, J. A. (2012). Experiences of U.S. military couples dur-
ing the post-deployment transition: Applying the relational turbulence model.
Journal of Social and Personal Relationships, 29(4), 423-450.

Lazarus, R. S., & Folkman, S. (1984). Stress, appraisal, and coping. New York:
Springer.

Maby, J. L., Kwon, P. O., Washington, W., Pearce, T. D., Cowan, D. N., Kelley, A.
L., et al. (2017). Disability evaluation system analysis and research annual
report. Silver Spring, MD: Walter Reed Army Institute of Research.

Meichenbaum, D. (1985). Stress inoculation training. Oxford, UK: Pergamon
Press.

Rugo, K. F., Leifker, F. R., Drake-Brooks, M. M., Snell, M. B., Bryan, C. J., &
Bryan, A. O. (2020). Unit cohesion and social support as protective factors
against suicide risk and depression among National Guard service members.
Journal of Social and Clinical Psychology, 39(3), 214-228.

Russell, D. W., Russell, C. A., Chen, H. Y., Cacioppo, S., & Cacioppo, J. T. (2019).
To what extent is psychological resilience protective or ameliorative: Explor-
ing the effects of deployment on the mental health of combat medics. Psycho-
logical Services, 18(1), 51-63.

Sarnoff, 1., & Zimbardo, P. G. (1961). Anxiety, fear, and social isolation. The Jour-
nal of Abnormal and Social Psychology, 62(2), 356-363.

Schachter, S. (1959). The psychology of affiliation: Experimental studies of the
sources of gregariousness. Stanford, CA: Stanford University Press.

Tucker, J., Smolenski, D. J., & Kennedy, C. H. (2019). Department of Defense
Suicide Event Report (DoDSER) calendar year 2018 annual report. Falls
Church, VA: Psychological Health Center of Excellence (PHCoE), Defense
Health Agency (DHA).

Wilks, C. R., Morland, L. A., Dillon, K. H., Mackintosh, M., Blakey, S. M, Wag-
ner, H. R., et al. (2019). Anger, social support, and suicide risk in U.S. mili-
tary veterans. Journal of Psychiatric Research, 109, 139-144.



72 MILITARY PSYCHOLOGY

Yerkes, R. & Dodson, ]J. The relation of strength of stimulus to rapidity of habit
formation. Journal of Comparative Neurology and Psychology, 18, 459-482.

Yukelson, D. (1997). Principles of effective team building interventions in sport:
A direct services approach at Penn State University. Journal of Applied Sport
Psychology, 9(1), 73-96.

Zalta, A. K., Tirone, V., Orlowska, D., Blais, R. K., Lofgreen, A., Klassen, B., et
al. (2021). Examining moderators of the relationship between social support
and self-reported PTSD symptoms: A meta-analysis. Psychological Bulletin,
147(1), 33-54.



* CHAPTER 4 x
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of Common Psychological

Health Disorders in the Military
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and Greg M. Reger

Military service members are subject to constant change, and the antici-
pation of an uncertain future is a way of life. Leadership during combat
and other operations requires the use of decision making that is adaptable.
Plans can change with little notice, based on ever-changing situations and
circumstances. Deployment requirements evolve based on world/political
events and military personnel may not know when an operation will occur,
or whether they will be involved. The duration of some deployments can
change, and in some instances, service members may only have partial
information on where they will be located. Furthermore, the experience
of combat is characterized by threats that are, to a large degree, difficult
to predict. Exposure to potentially traumatic events is common. Stress and
anxiety are also present simply in the preparations for combat and other
military operations. Because the military aims to always be ready to fight
and win America’s wars, service members train as they fight, and military
training calendars are littered with intentionally stressful and demanding
events. All of this occurs in the context of young adulthood, a period dur-
ing which baseline onset of behavioral health conditions occurs among
some, regardless of military service.

In this context, it is self-evident that all service members experience
stress and anxiety as a result of combat and military operations. In most
cases, combat and operational stress results in reactions that can be man-
aged by simple interventions adopted by the service member and aided by

73



74 MILITARY PSYCHOLOGY

their leaders (Department of Army, 2016; see also Chapter 3, this volume).
However, in other cases, military personnel may experience more signifi-
cant effects. These can include trauma-reactions, depression, apprehension,
worry, and fear about perceived threats, or future events, that negatively
impact their functioning. In these instances, the service member may meet
the criteria for a psychological disorder. This chapter reviews three com-
mon psychological health disorders among military personnel—namely,
posttraumatic stress disorder (PTSD), depression, and generalized anxiety
disorder (GAD)—and discusses the evidence-based treatments available for
effective treatment.

POSTTRAUMATIC STRESS DISORDER

Military service is associated with exposure to traumatic stressors includ-
ing war zone dangers, accidents, and other occupational hazards that may
place military personnel at elevated risk for the development of PTSD (Joel-
lenbeck, Russell, & Guze, 1999). In this section, we provide guidance on
recommended assessment and treatment procedures in conformance with
the Department of Veterans Affairs (VA) and the Department of Defense
(DoD) Clinical Practice Guideline for the Management of PTSD (VA/DoD,
2017) and also incorporate other evidence-based sources of information.

Diagnostic Criteria for PTSD

PTSD is a highly debilitating and potentially chronic mental health condi-
tion that may occur following trauma exposure. PTSD was formerly clas-
sified as an anxiety disorder in the fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV; American Psychiatric
Association, 1994); however, the fifth edition (DSM-5; American Psychiat-
ric Association, 2013) now classifies PTSD in a separate category denoted
as Trauma and Stressor-Related Disorders. DSM-5 describes PTSD as a
disorder resulting from trauma exposure involving actual or threatened
death, serious injury, or sexual violence either through direct experience or
witnessing of the event; learning that a close family member or friend expe-
rienced the event; or experiencing repeated or extreme exposure to aversive
details of the traumatic event (e.g., police officers repeated exposure to
child abuse; American Psychiatric Association, 2013). Diagnostic criteria
from each of four distinct symptom clusters must be met for PTSD to be
diagnosed: (1) reexperiencing symptoms (e.g., recurrent dreams, involun-
tary distressing memories [Criterion B]); (2) persistent avoidance of stimuli
related to the event (Criterion C); (3) symptoms of negative alternation of
cognitions or mood (Criterion D); and (4) alterations in arousal and reactiv-
ity associated with the event (Criterion E). The duration of the symptoms
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must be a month or more and cause significant distress or impairment in
social, occupational, or other important domains of functioning. When
PTSD onset occurs 6 or more months after the traumatic event, this is des-
ignated with the specifier “with delayed expression.”

DSM-5 introduced a dissociative subtype of PTSD that is character-
ized by symptoms of derealization (i.e., sense of detachment from the world
or a perception of unreality) and depersonalization (i.e., feeling that one’s
body is detached from oneself; Dutra & Wolf, 2017). This subtype is given
when a patient meets all PTSD criteria plus derealization and/or deperson-
alization symptoms; it appears to be characteristic of a clinical population
with unique neurobiological and epidemiological features, which may con-
fer greater severity and comorbidity (see Schiavone, Frewen, McKinnon, &
Lanius, 2018, for a discussion). Although there has been some controversy
about whether this subtype requires a specialized form of treatment, the
majority of research indicates that current evidence-based PTSD treatments
are effective for this subtype (Dutra & Wolf, 2017).

Course of PTSD

Empirical data show that the course of PTSD is not linear but rather may
wax and wane across time (Bryant, 2019). A 20-year prospective study
examined combat-related PTSD symptoms among Israeli war veterans,
comparing those with and without a history of a combat stress reaction
(CSR). This study defined CSR as a diagnosis that reflected a psychological
breakdown on the battlefield characterized by cognitive, behavioral, and
affective responses and the inability to function as a combatant (Karstoft,
Armour, Elklit, & Solomon, 2013). Accordingly, this study compared the
course of PTSD among soldiers from the same units who were and were not
diagnosed with an acute stress reaction, similar in some respects to acute
stress disorder. Four trajectories were identified for both groups: (1) resil-
ient, (2) recovering, (3) delayed, and (4) chronic; however, 76.5% of non-
CSR cases were classified as resilient compared to 34.4% of the CSR cases.
A 10-year study involving combat- and non-combat-exposed U.S. veter-
ans similarly identified four trajectories, described as resilient, preexisting,
new-onset, and moderate-stable (Donoho, Bonanno, Porter, & Kearney,
2017). Persistence of PTSD in active-duty service members (ADSMs) and
veterans appears to be strongly associated with combat and PTSD symptom
severity; additional risk factors include comorbidity, illness/injury, physical
symptoms, and sleep problems (Armenta et al., 2018).

Acute Stress Disorder

Acute stress disorder (ASD) may be conceptualized as existing on the same
spectrum as PTSD. It differs from PTSD in its duration (less than 1 month)
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and lower symptom threshold. Instead of requiring symptoms from mul-
tiple clusters, 9 out of 14 symptoms must be present. Individuals with sub-
threshold PTSD symptoms may still experience significant impairment and
distress, including suicidal ideation (Marshall et al., 2001). ASD is respon-
sive to trauma-focused psychotherapies containing exposure and/or cogni-
tive restructuring components; thus, such treatments are recommended for
the prevention of PTSD among patients diagnosed with ASD (VA/DoD,
2017).

Prevalence of PTSD

Epidemiological studies conducted with the general population report
overall lifetime PTSD prevalence rates of 10.0-11.3% for women and 5.0-
6.0% for men (Breslau, Davis, Andreski, & Peterson, 1991; Kessler, Son-
nega, Bromet, Hughes, & Nelson, 1995). Among veterans, lifetime PTSD
prevalence has been estimated to be 13.4% and 7.7%, for women and men,
respectively (Lehavot, Katon, Chen, Fortney, & Simpson, 2018). These find-
ings are consistent with a large-scale civilian meta-analysis that reported a
twofold greater risk for PTSD among women compared to men (Tolin &
Foa, 2006). In contrast, a more recent meta-analysis of PTSD prevalence
rates among 4,945,897 Operation Enduring Freedom and Operation Iraqi
Freedom (OEF/OIF) veterans yielded an overall PTSD prevalence rate of
23% and indicated that PTSD was more prevalent in men compared to
women (Fulton et al., 2015). Although some debate about sex differences
occurs in PTSD prevalence, in general, rate estimates indicate that PTSD is
more common among women compared to men in both civilian and mili-
tary populations.

Etiology of PTSD

Individuals vary in their risk for exposure to various types of traumatic
events as well as in their responses (Breslau et al., 1991). Although many
people experience traumatic events, the majority do not develop PTSD
(Breslau et al., 1991). Differences in biological, psychological, and cogni-
tive vulnerabilities (i.e., diatheses), as well as features of the event itself,
influence the development and course of PTSD after traumatic exposure
(e.g., Bryant, 2019; Elwood, Hahn, Olatungi, & Williams, 2009; Keane,
Marshall, & Taft, 2006). Psychiatric history, childhood abuse, and fam-
ily history, for example, have been shown to consistently relate to PTSD
vulnerability (Brewin, Andrews, & Valentine, 2000; see McLaughlin &
Lambert, 2017, for a discussion of developmental pathways). In addition,
some types of traumatic experiences appear to be more strongly related to
PTSD than others. Exposure to natural disasters appears to be considerably
less likely to result in PTSD compared to sexual assault and other forms of
interpersonal violence (Creamer, Burgess, & Mclaughlin, 2001; Forbes et
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al., 2014). Although roughly equal proportions of men and women report
exposure to various forms of interpersonal violence (Iverson, Mercado,
Carpenter, & Street, 2013), men are more likely to experience nonsexual
assault, whereas women are more likely to experience sexual assault (Tolin
& Foa, 2006; Iverson et al., 2013; Kessler et al., 1995).

Risk and Protective Factors

Certain distal and proximal factors influence susceptibility to PTSD. Such
factors can be conceptualized temporally as preexisting factors (e.g., sex,
psychiatric history, genetics); factors relating to the trauma (e.g., sever-
ity, pain, peritraumatic dissociation, alcohol use); and posttrauma fac-
tors (e.g., social support, financial stress; Keane et al., 2006; see Sareen,
2014, for a review). For example, peritraumatic intoxication during sexual
assault has been shown to relate to more severe PTSD symptoms, intru-
sive thoughts, self-blame, and use of alcohol for coping (Jaffe et al., 2017;
Littleton, Grills-Taquechel, & Axsom, 2009). Several pretrauma risk fac-
tors for combat-related PTSD have been identified among military per-
sonnel, including female sex, ethnic minority status, U.S. Army service,
enlisted rank, low educational attainment, combat specialization, adverse
life events, length of deployment, and prior trauma and psychological prob-
lems (Xue et al., 2015). Aspects of the trauma that confer elevated PTSD
risk include increased combat exposures, discharge of a weapon, witness-
ing injury or killing, severe trauma, and deployment-related stressors (Xue
et al., 2015). Female ADSMs exposed to combat are significantly more
likely than nondeploying women to experience sexual assault (LeardMann
et al., 2013), potentially placing them at especially high risk for PTSD. Post-
deployment risk factors for PTSD include unemployment, alcohol misuse,
stressful events, and poor social support (Possemato, McKenzie, McDevitt-
Murphy, Williams, & Ouimette, 2014). In the aftermath of a traumatic
experience, increased social support may help mitigate the development of
PTSD (Sareen, 2014).

VA/DoD PTSD Treatment Recommendations

The VA/DoD Clinical Practice Guideline for the Management of PTSD
recommends diagnostic evaluation and assessment that include the follow-
ing components: determination of DSM criteria, acute risk of harm to self
or others, functional status including duty and work responsibilities, risk
and protective factors, treatment history, medical history, and pertinent
family history. Given that PTSD is strongly associated with risk for suicidal
behavior (Panagioti, Gooding, & Tarrier, 2012), it is especially important
to assess for suicidal ideation and prior engagement in suicidal behaviors.
PTSD is also often associated with relationship discord and social isola-
tion; thus, it is necessary to evaluate functioning in these domains as well.
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Shared decision making (SDM) is the recommended approach to PTSD
patient care. SDM involves the incorporation of the patient’s preferences
to inform treatment and to increase patient involvement, quality decision
making, and outcomes. Patient and collateral education on psychological
trauma and PTSD, as well as a review of the pros and cons of available
treatment options, are key components of SDM in the treatment of PTSD.

Evidence-Based Treatments

The VA/DoD PTSD Clinical Practice Guideline strongly recommends the
use of individual and manualized trauma-focused psychotherapeutic treat-
ments containing exposure and/or cognitive restructuring as a principal
focus. Treatments that meet these criteria include prolonged exposure (PE;
Foa, Hembree, Rothbaum, & Rauch, 2019), cognitive processing therapy
(CPT; Resick, Monson, & Chard, 2016), cognitive-behavioral PTSD thera-
pies (e.g., Ehlers et al., 2003), brief eclectic psychotherapy (Gersons, Carlier,
Lamberts, & van der Kolk, 2000), narrative exposure therapy (Neuner,
Elbert, & Schauer, 2020), eye movement desensitization and reprocessing
(EMDR; Shapiro, 1989), and written exposure therapy (WET; Sloan &
Marx, 2019).

An estimated third of patients, however, may not respond to trauma-
focused cognitive-behavioral therapies (Bradley, Greene, Russ, Dutra, &
Westen, 2005), and PE and CPT have been associated with unfavorable
rates of attrition (Najavits, 2015). WET may be particularly useful in such
cases, as it has demonstrated noninferiority to CPT and significantly lower
treatment dropout rates than CPT (6.4% vs. 39.7%), and involves fewer
treatment sessions and less in-session provider time (Sloan, Marx, Lee, &
Resick, 2018).

Pharmacotherapy or manualized non-trauma-focused psychothera-
pies including stress inoculation training (Meichenbaum & Deffenbacher,
1988), present-centered therapy (Resick et al., 2015), and interpersonal
psychotherapy (Markowitz et al., 2015) are recommended in situations
where providers are not trained in trauma-focused psychotherapies or when
patients decline to engage in first-line treatments. Although limited empiri-
cal data guiding the use of these treatment options exist, meta-analytic
findings indicate that pharmacological and individual non-trauma-focused
therapies can help alleviate PTSD symptoms.

Additional PTSD Diagnostic and Treatment Considerations
Trauma History

There is a robust dose-response relationship between exposure to traumatic
events and risk for PTSD (Dohrenwend et al., 2006). Individuals presenting
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with PTSD symptomatology may have been exposed to multiple traumatic
experiences; thus, the event associated with the clinical presentation may
be tied to exposures to several earlier or chronic trauma exposures that
may exert a cumulative negative effect (Sareen, 2014). It is therefore recom-
mended that clinicians conduct a thorough assessment of patient trauma
history and the trauma’s significance to the patient’s sense of self and future
to inform treatment planning (Coyle et al., 2019; Sareen, 2014).

Complex PTSD

The World Health Organization (WHO) in the International Classifica-
tion of Diseases, 11th Revision for Mortality and Morbidity Statistics
(ICD-11; WHO, 2018) describes complex PTSD (CPTSD) as a condition
characterized by core PTSD symptoms (i.e., reexperiencing, avoidance,
sense of threat) and disturbances in self-organization, including emotion
dysregulation, negative self-concept, and interpersonal problems. CPTSD
is not included in the DSM-5 (American Psychiatric Association, 2013);
however, a considerable volume of research has emerged since the publica-
tion of the DSM-5 in support of the validity of this syndrome among both
civilians and military personnel (e.g., Folke, Nielsen, Anderson, Karatzias,
& Karstoft, 2019; Knefel et al., 2020). CPTSD can result from a single
traumatic exposure, although multiple and/or prolonged traumatic expo-
sures may be stronger risk factors for the development of CPTSD (Cloitre,
Garvert, Brewin, Bryant, & Maercker, 2013). Sexual assault in childhood
and adulthood is a particularly salient predictor of CPTSD (e.g., Villalta
et al., 2020). Because of the association of CPTSD with multiple traumatic
exposures, ADSMs may be at elevated risk for CPTSD due to deployment-
related trauma such as combat and sexual assault as well as other trau-
matic exposures during and/or predating military service (LeardMann et
al., 2013; Letica-Crepulja et al., 2020; Suris, Lind, Kashner, Borman, &
Petty, 2004; Zinzow, Grubaugh, Monnier, Suffoletta-Maierle, & Frueh,
2007).

Given the multidimensional symptom profile associated with CPTSD,
some have suggested that the efficacy of frontline trauma-focused cognitive-
behavioral treatments may be significantly downgraded among CPTSD
patients (Corrigan, Fitzpatrick, Hanna, & Dyer, 2020; Ferdinand, Kelly,
Skelton, Stephens, & Bradley, 2011; Najavits, 2015). As an alternative,
phase-oriented CPTSD treatment approaches target several aspects of treat-
ment in stages (Ford, Courtois, Steele, Hart, & Nijenhuis, 2005). The ini-
tial phase is oriented toward stabilization via coping and emotion regula-
tion skill building, followed by a second phase in which trauma-focused
exposure treatment is delivered (Ford et al., 2005). The final phase typi-
cally focuses on patient aspirations and the restoration of social connec-
tions (Ferdinand et al., 2011; Ford et al., 20035). A recent meta-analysis of
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phase-oriented treatments for CPTSD demonstrated a large effect size (Cor-
rigan et al., 2020), and a few initial studies conducted with veterans and
ADSMs also support the model (Ferdinand et al., 2011; Held et al., 2020;
Zalta et al., 2018).

Comorbidity

PTSD commonly co-occurs with other mental health conditions. Accord-
ing to the National Comorbidity Survey, 16% of patients diagnosed with
PTSD have one coexisting psychiatric disorder, 17% have two psychiat-
ric disorders, and 50% have three or more (Kessler et al., 1995). A large
military cohort study that examined medical encounter data over 7 years
reported that 83% of PTSD patients had one comorbid diagnosis, and
62.2% had three (Walter, Levine, Highfill-McRoy, Navarro, & Thomsen,
2018). Depressive, anxiety, and substance abuse disorders are two to four
times more prevalent among patients with PTSD, and the use of substances
for self-medication is common (Leeies, Pagura, Sareen, & Bolton, 2010).
There has been controversy about whether or not patients with comorbid
PTSD and substance abuse should be treated sequentially or concurrently;
the available evidence indicates that concurrent treatment is feasible and
efficacious for military veterans (e.g., Back et al., 2019). Significant comor-
bidity can greatly complicate treatment and may require a broader scope of
intervention and adjunct treatment.

In addition to the aforementioned PTSD comorbidities, traumatic
brain injury (TBI) and obsessive—compulsive disorder (OCD) are two prob-
lems that are particularly difficult to identify, and the failure to do so is
likely to substantially prolong distress and negatively impact treatment out-
come and quality of life.

Traumatic Brain Injury

PTSD is often comorbid with mild and moderate TBI but can be difficult
to identify because of delayed-onset PTSD (Bryant, O’Donnell, Creamer,
McFarlane, & Silove, 2013). When both problems are present and only one
is identified, however, treatment is adversely affected (see Rosen & Ayers,
2020, for a discussion). Fortunately, frontline treatments for PTSD can be
readily adapted to patients with TBIs (Rosen & Ayers, 2020). Thus, careful
assessment and monitoring are required of patients who have experienced
traumatic experiences and injuries.

Obsessive-Compulsive Disorder

PTSD and OCD are both trauma-related and often co-occur (Badour,
Bown, Adams, Bunaciu, & Feldner, 2012; Gershuny et al., 2008). An
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estimated 24-40% of patients with PTSD have comorbid OCD (Brown,
Campbell, Lehman, Grisham, & Mancill, 2001; Gershuny et al., 2008).
Thirty-six percent of veterans seeking PTSD treatment exhibited elevated
obsessive—compulsive (OC) symptoms and more severe PTSD compared
to PTSD patients without OC symptoms (Aldea, Michael, Alexander,
& Kison, 2019). It is therefore recommended that clinicians assess OC
symptoms in PTSD patients. Although PTSD screening and treatment are
routine in the DoD and VA health care systems, OCD is very frequently
unrecognized and undiagnosed, with few patients completing a full course
of treatment (Aldea, Michael, Alexander, & Kison, 2019). For example,
ruminative tendencies for self-blame and guilt found among PTSD patients
may be, in part, attributable to coexisting OCD.

Individually, OC and PTSD symptoms may severely impair function-
ing; however, their co-occurrence is likely to greatly intensify distress, par-
ticularly if only one disorder is recognized and treated. Even when both
disorders are identified, treatment can be problematic. One study found
that behavioral interventions for OCD may increase and intensify PTSD
symptoms (Gershuny, Baer, Jenike, Minichiello, & Wilhelm, 2002). More-
over, awareness of potential OCD and PTSD co-occurrence and how it may
influence treatment is essential. Although no guidelines or integrated treat-
ment approaches exist for treating comorbid PTSD and OCD, exposure
and response prevention (Foa, Yadin, & Leichner, 2012) is the psychother-
apeutic treatment of choice for OCD, and trauma-focused exposure-based
therapies are recommended by VA/DoD for PTSD. A dual-focus simulta-
neous approach would appear to be a prudent approach. Both conditions

also have been shown to respond to selective serotonin uptake inhibitors
(SSRIs).

Case 4.1. The Marine Who Was Sexually Assaulted

The lance corporal (LCpl) sought treatment because she felt “exiled from
life,” after a sexual assault while deployed 4 months ago. She experienced
multiple stressors during the deployment, including poor social support,
financial burdens, adaptation to an environment that occasionally exposed
her to combat, and sexual harassment by her assailant. After the rape, she
experienced emotional disconnection, irritability, and difficulty executing
her duties, as well as intrusive thoughts and a strong sense of self-blame.
She was sleeping poorly and starting misusing alcohol and sleep medica-
tion to cope. She expressed reluctance to report the assault because she
had consumed alcohol at the time. The assessment procedure included a
diagnostic interview and an assessment battery comprising screening tools
for both PTSD and other comorbidities. She was diagnosed with PTSD
and opted to engage in PE. Additionally, she was referred to substance
abuse counseling to address medication and alcohol misuse, sleep hygiene,
and emotion regulation difficulties. She was also provided with a referral
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to a Sexual Assault Response Prevention Victim’s Advocate (SAPR-VA).!
Over the course of her PE sessions, her self-blame and intrusive thoughts
subsided, she reframed the assault as an event that she could not have
foreseen occurring, and her work performance returned to normal. She
also increased engagement in social activities, and her problematic use of
substances improved.

DEPRESSIVE DISORDERS

Depressive disorders were introduced as a new chapter in DSM-5 (Ameri-
can Psychiatric Association, 2013) and include major depressive disorder
(MDD), persistent depressive disorder, disruptive mood dysregulation dis-
order, substance/medication-induced depressive disorder, depressive disor-
der due to another medical condition, and premenstrual dysphoric disor-
der. The disorders share the presence of sadness, irritable mood, or feeling
hopeless; however, they are differentiated based on the onset, duration, or
presumed etiology (American Psychiatric Association, 2013). This section
focuses on MDD due to its prevalence among ADSM and veteran popula-
tions (Liu et al., 2019; Mustillo et al., 2015) and relevance to the VA/DoD
Clinical Practice Guideline for the Management of MDD (VA/DoD, 2016).

Major Depressive Disorder

MDD is the most studied among the depressive disorders. It is defined by
experiencing a major depressive episode (MDE) without a history of a
manic episode or hypomanic episode (characterized by an acute period of
intense energy, euphoria, or irritable mood, pressured speech, or behav-
ioral excesses). The classification of an MDE involves experiencing five out
of the nine following symptoms for most of the day, nearly every day, for
at least 2 weeks, and the symptoms must occur during that same period:
depressed mood, little interest or pleasure in activities (anhedonia), change
in appetite, change in sleep, psychomotor agitation or slowing, loss of
energy, decreased concentration or trouble making decisions, feeling guilty
or worthless, and thoughts of death or suicide. Furthermore, an individual
must experience at least depressed mood or anhedonia to qualify as an
MDE (American Psychiatric Association, 2013).

Depression Rates

The Psychological Health Center of Excellence (PHCoE) reported the rates
of depressive disorders among U.S. ADSMs from 2005 to 2017 enrolled

1For a full discussion of military sexual trauma and resources, see Chapter 8 (this vol-
ume).
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in TRICARE for a given year (PHCoE, 2019). Period prevalence included
ADSMs who sought mental health care and were coded with a depres-
sive disorder in the year of interest, whereas incidence indicated 6 months
without delivered care for the same condition before the new encounter.
Across all services, the rates of depressive disorders rose from 2005 to
2017 (point prevalence, 2.2% vs. 3.3%, and incidence, 1.6% vs. 2.1%).
The Armed Forces Health Surveillance Branch (AFHSB) published find-
ings in a Medical Surveillance Monthly Report on U.S. ADSMs between
2007 and 2016 from medical encounters reimbursed through the Military
Health System (MHS; Stahlman & Oetting, 2018). Over the entire period,
depressive disorders were the second most diagnosed of all incident mental
health disorder diagnoses at 16.8%, with an incidence rate of 242.5 cases
per 10,000 person-years. Between 2007 and 2016, rates of depressive dis-
orders were highest among ADSMs aged 20 to 24 years old, females, and
Army soldiers. The top three military occupations with the highest rates
of depression across the entire period were (1) motor transport, (2) health
care, and (3) combat-related (i.e., infantry, artillery, or combat engineer-
ing).

While incorporating the prevalence and incidence of depressive dis-
orders based on health care evaluations might ensure valid estimates, an
important limitation of the PHCoE and AFHSB summaries depended on
patients who utilized medical care and, therefore, may underestimate the
overall burden of depression on ADSMs. A study of 41,351 U.S. ADSMs
examined the self-reported risk of depression at approximately 30 days and
between 90 to 180 days returning from deployment to Iraq or Afghanistan
(Mustillo et al., 2015). Furthermore, this study analyzed the frequency of
depressive disorders listed in any TRICARE medical encounter within 6
months postdeployment. The service branch with the most positive screens
for possible depression was the U.S. Marine Corps at 27.4% within 30 days
and 23.1% between 90 to 180 days, whereas the Army had 12.2% and
9.9% screen positive at the previous time points, respectively. Conversely,
6.6% of Marine Corps and 5.8% of Army service members had a depres-
sive disorder listed in a medical encounter within 6 months of returning
from deployment. A report released by the Deployment Health Clinical
Center (now PHCoE) among U.S. ADSMs from 2005 to 2016 showed an
increasing trend of outpatient and inpatient health care encounters for
depressive disorders in the MHS across the entire time span (Deployment
Health Clinical Center, 2017). Nevertheless, further interventions may be
warranted to reduce the disparity between ADSMs with probable depres-
sion and the utilization of services (Thériault et al., 2020).

An investigation of 1,885 U.S. veterans from the 2005 to 2016 National
Health and Nutrition Survey found 9.6% of the sample had depression over
the entire period, with the highest peak at 12.3% from the 2011 to 2012
cycle, and 7.2% at the most recent 2015 to 2016 cycle (Liu, Collins, Wang,
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Xie, & Bie, 2019). In addition, female veterans have had higher rates of
depression than men since 2009, and fewer than 12 years of education was
associated with a greater prevalence of depression throughout most years of
interest, including the most recent cycle from 2015 to 2016. Furthermore,
a study of 2,732 U.S. veterans from the National Health and Resilience
in Veterans Survey in 2011 found 10.2% had probable MDD based on
an anonymous Web-based survey (Nichter, Norman, Haller, & Pietrzak,
2019). Taken together, ongoing evaluations for depression remain vital
among U.S. service members and veterans. Understanding the contributing
and protective factors of depression in the military is a pivotal component
of informed case conceptualization.

Etiology

U.S. ADSMs contend with critical life events that increase their likelihood
of depression in adulthood, such as deployment-related trauma (Meadows
et al.,, 2017). An investigation of 17,252 U.S. service members deployed
to Iraq or Afghanistan found military personnel with combat experience
were two times more likely to have new-onset MDD (Porter et al., 2018).
In particular, if the service member had witnessed a person’s death; wit-
nessed instances of physical abuse; felt as if he or she was in great danger
of being killed; had been wounded or injured, or knew someone seriously
injured or killed. Also, a study of 551 U.S. ADSMs found the limited expo-
sure combat subgroup, defined strictly as being sent outside the wire, was
more likely to be diagnosed with a depressive disorder when screened in
a primary-care setting, whereas service members assigned to the medi-
cal exposure combat subgroup, characterized as caring for the injured or
handling dead bodies, did not show a significant decrease in depression
at 12-month follow-up (Kelber et al., 2019). The limited exposure sub-
group consisted mainly of functional repair occupations, whereas health
care-related specialties were largely made up of service members in the
medical exposure subgroup. Moving forward, assessing for the type of
combat exposure and military occupational specialty may inform treat-
ment outcomes.

A history of traumatic experiences during childhood such as physical
abuse was associated with depression severity among 1,488 U.S. veterans of
Iraq or Afghanistan, even after controlling for combat exposure (Youssef et
al., 2013). A study of U.S. Veterans Health Administration patients found
women with a history of childhood abuse (sexual, physical, or both) were
nearly three times more likely to have recurrent MDD, whereas trauma
postmilitary was associated with recurrent MDD in men (Curry et al.,
2019). Collecting data on adverse experiences when entering basic training
may aid in recognizing those who might benefit from early interventions
before exposure to military-related trauma (Duncan et al., 2020).
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Psychological Factors

The ability to enhance and suppress emotions, known as expressive flexibil-
ity, might promote adaptive coping and attenuate depression. U.S. combat
veterans with MDD were observed to have lower emotional enhancement
but similar levels of emotional suppression compared to combat veterans
without MDD (Rodin et al., 2017). Suppression ability might be a result of
military training and adaptive to withstand stressful environments; how-
ever, impaired emotional expression may serve as a driver of MDD and
thus a potential target for treatment. Effective treatments addressing emo-
tional expression are discussed below (e.g., Walser, Sears, Chartier, & Kar-
lin, 2012; Wenzel, Brown, & Karlin, 2011; see the “VA/DoD Depression
Treatment Recommendations” section). A 2-year prospective study of 2,157
U.S. military veterans found 1.3% classified as resilient (high trauma/low
psychological distress) and 50.4% categorized as distressed (high trauma/
high psychological distress) screened positive for MDD at baseline (Isaacs
et al., 2017). In comparison to the distressed group, there were greater pos-
itive perceptions of the military’s effect on one’s life, extraversion, emo-
tional stability, and altruism associated with resilient membership at base-
line. Greater dispositional gratitude and a greater sense of purpose in life
at baseline were independent predictors of resilient membership at 2-year
follow-up compared to the distressed group. An investigation of 2,171 U.S.
ADSMs found individuals with low resilience, characterized as having poor
cognitive, emotional, and behavioral responses to stressful life events, were
nearly three times more likely to have MDD based on self-report (Vyas et
al., 2016). Increasing resilience at a follow-up assessment demonstrated a
reduced likelihood of up to 54% for developing MDD alone and up to 93%
for developing comorbid PTSD and MDD. A 2-year prospective study fol-
lowed 70,664 Army soldiers and found a dose—response relationship with
resilience, whereby strengths at baseline such as positive affect, lack of cata-
strophic thinking, and lack of loneliness reduced the odds of developing
depression by 19-52% (Shrestha et al., 2018). U.S. military training pro-
grams may identify service members at risk for depression and intervene by
enriching psychological resilience (Crane et al., 2019).

Unit Cohesion

Increased social bonding or greater unit cohesion, such as believing one
can rely on other unit members or first-line leaders for support, weakened
the link between combat experiences and depression in a sample of 5,283
Army and activated National Guard or Reserve soldiers (Reed-Fitzke &
Lucier-Greer, 2020). A prospective study of 1,307 Marines found indi-
viduals with higher perceptions of cohesion (compared to members of the
same unit) at predeployment lowered the risk of MDD at postdeployment
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(Breslau, Setodji, & Vaughan, 2016). A longitudinal investigation of 4,645
Army soldiers measured unit cohesion at the individual level before deploy-
ment and 1 month, 3 months, and 9 months after returning from Afghani-
stan (Anderson et al., 2019). Greater perceived unit cohesion both before
deployment and 1 month after deployment lowered the odds of an MDE
at 3- or 9-months postdeployment, regardless of the level of deployment
stress exposure. Overall, the findings recommend evaluating cohesion at
an individual’s perspective over one’s assessment of the unit as a whole.
Furthermore, clinicians may benefit from exploring social well-being and
mental health among enlisted personnel transitioning to civilian life (Vogt
et al., 2020).

Taken together, depression in military personnel can onset or recede
due to a myriad of factors, including trauma exposure, psychological resil-
ience, and perceived cohesion within military units. Also, ample evidence
suggests biological factors such as genetic or neurological components
are linked to depression (for an in-depth discussion of biological consid-
erations, see Feliciano, Renn, & Segal, 2018). The findings support the
diathesis—stress model, in which a higher vulnerability (diathesis) requires
less stress due to life events to cause MDD, whereas a lower predisposition
demands higher environmental stressors to induce MDD (Bartone & Hom-
ish, 2020; Colodro-Conde et al., 2018).

VA/DoD Depression Treatment Recommendations

The administration of the Patient Health Questionnaire-2 (PHQ-2;
Kroenke, Spitzer, & Williams, 2003) is encouraged as a screening instru-
ment for all patients not currently receiving treatment for depression. The
PHQ-2 is a two-item depression screener that assesses for depressed mood
and anhedonia over the past 2 weeks, and a total score greater than 3 (out
of a possible 6) likely indicates MDD (Kroenke et al., 2003). If a patient is
suspected to have depression, it is recommended that he or she complete a
diagnostic evaluation using the DSM-3 criteria to establish a working diag-
nosis, as well as determine the functional status, medical history, past treat-
ment history, and relevant family history. Furthermore, it is suggested that
the Patient Health Questionnaire-9 (PHQ-9, Kroenke, Spitzer, & Williams,
2001) be administered to measure the initial severity of depression and to
monitor progress during treatment. The PHQ-9 self-report form assesses
for nine depressive symptoms over the past 2 weeks and has been validated
among individuals with and without depressive disorders (Lowe, Kroenke,
Herzog, & Grife, 2004). Ongoing monitoring of symptom intensity across
treatment can help inform evaluations of treatment response and quantify
remission of depression (i.e., PHQ-9 total score of 4 or less, maintained for
at least 1 month) to help inform collaborative clinical decision making. See
Figure 4.1 for the PHQ-2 and PHQ-9 self-report items.
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More than
Over the last 2 weeks, how often have you been Notat  Several halfthe Nearly
bothered by any of the following problems? all days days every day
1. Little interest or pleasure in doing things 0 1 2 3
2. Feeling down, depressed, or hopeless 0 1 2 3
3. Trouble falling or staying asleep, or sleeping 0 1 2 3
too much
4. Feeling tired or having little energy 0 1 2 3
5. Poor appetite or overeating 0 1 2 3
6. Feeling bad about yourself, or that you are a 0 1 2 3
failure or have let yourself or your family down
7. Trouble concentrating on things, such as 0 1 2 3
reading the newspaper or watching television
8. Moving or speaking so slowly that other 0 1 2 3
people could have noticed? Or the opposite,
being so fidgety or restless that you have been
moving around a lot more than usual
9. Thoughts that you would be better off dead or 0 1 2 3

of hurting yourself in some way

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult
O O (u] [m]

FIGURE 4.1. Patient Health Questionnaire-9 (PHQ-9). The PHQ-9 (Kroenke et
al., 2001) was developed by Drs. Robert L. Spitzer, Janet B. W. Williams, Kurt
Kroenke, and colleagues, with an educational grant from Pfizer Inc. No permis-
sion required to reproduce, translate, display, or distribute. The Patient Health
Questionnaire-2 (PHQ-2) includes the first two items of the PHQ-9 and the total
score ranges from 0 to 6. The PHQ-9 total score includes all nine items and ranges
from 0 to 27.

Treatment Settings

Strong evidence exists for incorporating the collaborative care model for
the treatment of MDD in primary-care settings due to significantly reduced
depressive symptoms, greater treatment adherence, and favorable recovery
rates at 6- and 12-month follow-ups (Coventry et al., 2014; Thota et al.,
2012). A systematic review of collaborative care for depression defined
this model as a minimum of two health professionals working together, an
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assigned case manager tasked with coordinating or delivering services, a
structured management plan offering pharmacological and psychotherapy
interventions, monitored follow-ups, and enhanced interprofessional com-
munication (Wood, Ohlsen, & Ricketts, 2017). Key identified barriers to
establishing this multiprofessional approach were organizational disagree-
ment on integration and poor interprofessional communication. A higher
likelihood of successful implementation followed greater acceptability of
the model’s strength and quality due to education and supervision, as well
as clearly defined roles for case managers to reduce the perception of added
workload and personal stress. Further reports from patient views may
enhance this model.

Delivering frontline treatments for MDD via telemental health (TMH;
e.g., video conferencing) offers patients improved access to quality clini-
cal care (Linde et al., 2015; Osenbach, O’Brien, Mishkind, & Smolenski,
2013). TMH provides services to underserved populations such as rural
or remote areas, eliminates barriers due to travel or limited mobility, and
expands care to patients who avoid military- or veteran-affiliated clinics
(e.g., stigma, reminders of service-related trauma). However, an investiga-
tion of Army soldiers and U.S. military veterans found similar effective-
ness for reducing hopelessness between TMH and in-person visits for mild
to moderate symptom severities, whereas greater improvement for severe
symptom profiles favored in-person psychotherapy (Smolenski, Pruitt,
Vuletic, Luxton, & Gahm, 2017). This finding may account for the inher-
ent social interaction and behavioral activation associated with attending
in-person visits. From this perspective, further research on which patient
profiles benefit from video compared to traditional office time appears
warranted; nevertheless, TMH may extend sufficient care for those unable
to attend in-person appointments.

Evidence-Based Treatments

Evidence-based psychotherapy for uncomplicated mild to moderate MDD
(e.g., PHQ-9 total score of 10-19) includes acceptance and commitment
therapy for depression (ACT-D; Walser et al., 2012), behavioral therapy/
behavioral activation (BT/BA; Lejuez, Hopko, Acierno, Daughters, &
Pagoto, 2011), cognitive-behavioral therapy for depression (CBT-D; Wenzel
et al., 2011), interpersonal psychotherapy for depression (IPT; Clougherty
et al., 2014), mindfulness-based cognitive therapy for depression (MBCT;
Segal, Williams, & Teasdale, 2013), and problem-solving therapy (PST;
Nezu, Nezu, & D’Zurilla, 2012). BT/BA is a time-effective behavioral inter-
vention that can vary between 5 to 10 sessions (depending on the number of
additional sessions needed for implementation and termination planning)
and targets adaptive reinforcement behaviors using a successive approxi-
mation approach. Like BT/BA, CBT-D enhances behaviors conducive to
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improving mood; however, this intervention also identifies and modifies
problematic beliefs associated with depression. ACT-D is a 12-session,
third-wave behavioral intervention that focuses on helping patients accept
internal experiences and commit to actions that embody their personal val-
ues. IPT is based on attachment theory and treats MDD using a 16-session,
manualized intervention to address the following primary areas related to
interpersonal functioning: role transitions, role disputes, interpersonal loss,
and interpersonal skills. Like CBT-D, MBCT focuses on recognizing mal-
adaptive beliefs (and other internal experiences); however, this treatment
encourages patients to detach and observe thoughts, rather than attempt to
eliminate them. PST is a time-limited, cognitive-behavioral approach that
prioritizes collaborating with patients to promote self-efficacy and learn
coping skills with specific problem areas contributing to depression. When
deciding on treatment modality, it is vital to align intervention mechanisms
of change to patient-specific drivers of MDD and ascertain patient prefer-
ences to increase collaboration.

For uncomplicated mild to moderate MDD, evidence-based pharma-
cotherapy includes two classes of antidepressant medications—namely,
an SSRI (except fluvoxamine) and serotonin and norepinephrine reuptake
inhibitors (SNRIs) (Khan, Faucett, Lichtenberg, Kirsch, & Brown, 2012).
Bupropion and mirtazapine are first-line treatments for MDD and may
provide an option for patients unwilling to take antidepressants due to
unwanted sexual side effects such as decreased libido. It is recommended
that one use an alternative monotherapy or augment with a second medi-
cation or psychotherapy if a patient shows partial or no response to the
initial medication (maximized) after 4 to 6 weeks of delivery (Trivedi et al.,
2006). Furthermore, the offer of computer-based CBT (Richards & Rich-
ardson, 2012) or PST (Bedford, Dietch, Taylor, Boals, & Zayfert, 2018) is
encouraged for mild to moderate MDD as an adjunctive intervention or if
standard psychotherapy is not available.

When a patient presents with complex MDD (e.g., a PHQ-9 total score
of 20 or greater, recurrent episodes, or need for hospitalization), the use of
a combination of evidence-based psychotherapy and pharmacotherapy is
suggested (Cuijpers et al., 2014). Furthermore, electroconvulsive therapy
(ECT) with or without psychotherapy in patients with severe MDD is rec-
ommended for specific conditions such as catatonia, psychotic depression,
severe suicidality, and a history of poor response to multiple antidepres-
sants (Anderson, McAllister-Williams, Downey, Elliott, & Loo, 2020; The
UK ECT Review Group, 2003).

Following remission of MDD, psychotherapy and medication options
exist for planning continuation and maintenance treatments. When a
patient responds to antidepressant medication, continued antidepressant
use for at least 6 months is recommended to reduce the rate of relapse
(e.g., recurrent MDE). If a patient reports an unstable remission status, it is
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recommended that one offer maintenance pharmacotherapy for 12 months
and possibly indefinitely; or if psychotherapy is preferred, it is advised that
one provide CBT-D, IPT, or MBCT for approximately 3 to 6 months after
remission is achieved to prevent relapse.

Case 4.2. The Depressed Medic

The Sergeant (SGT), an Army Infantry Branch medic, presented to treat-
ment stating she was extremely unhappy with her occupation and that
she had lost her sense of purpose in life. During her adolescence, she
reported having depressive episodes that remitted without treatment.
Over the past year, she had noticed a drastic change in her mood fol-
lowing combat exposure and low perceived support from her leaders.
She reported that she did not believe others trusted her to do her job.
Within the past 2 weeks, she had experienced the following symptoms:
depressed mood, minimal desire to initiate enjoyable activities, feelings
of worthlessness, insomnia, difficulties concentrating, and hopelessness
about the future. Although she occasionally thought she was better off
dead, she believed ending her life was not an option and denied having
any such plan. Her total score on the PHQ-9 was 16, which fell within
the range of moderately severe depression. She indicated that her symp-
toms of depression significantly impaired her work performance and
social relationships. With all of this information taken together, she met
the diagnostic criteria for MDD, recurrent type, moderate severity. After
consideration of her symptoms and collaboration on her treatment prefer-
ences, ACT-D was conducted to disentangle her from getting “caught up”
in thoughts that she was a failure, to increase her ability to contact the
present moment, and to rebuild her sense of purpose. Although she was
still mildly symptomatic with intermittent sadness following 12 weeks
of ACT-D, she voiced significant improvement in her work and social
relationships by attending to the present moment, tolerating unpleasant
thoughts and emotions, and refocusing her decisions and actions to live
a meaningful life.

ANXIETY DISORDERS

Anxiety disorders are a group of diagnoses that involve excessive fear and
anxiety. Some anxiety disorders involve excessive anxiety to a perceived
imminent threat, with a corresponding fight or flight response and escape
or avoidant behaviors to cope. Other anxiety disorders involve excessive
anticipation of threats in the future, with physiological and cognitive
preparations to cope. In this section, we review GAD, including diagnos-
tic features, risk factors for GAD among military personnel, and effective
treatments.
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Diagnostic Criteria for GAD

GAD involves excessive anxiety and worry that is difficult to control and
relates to multiple areas of life, such as occupational or academic perfor-
mance (American Psychiatric Association, 2013). The excessive apprehen-
sion occurs for at least 6 months and is present more days than not, causing
significant distress or impaired functioning. At least three of six symptoms
must be present and related to the worry and anxiety: restlessness or feeling
keyed up, easily fatigued, problems with concentration, irritability, muscle
tension, and sleep disturbance. The anxiety and associated symptoms must
not be related to the use of a substance or other medical/mental health
condition.

Prevalence of Anxiety and GAD

In the United States, the lifetime prevalence of GAD is 9% in adults, with a
1-year prevalence of 0.9% (DSM-35). Women are at twice the risk of GAD,
relative to men (American Psychiatric Association, 2013). Compared to the
general U.S. population, rates of anxiety appear to be higher among military
personnel. A military surveillance report of service members who served
from 2007 to 2016 characterized the crude incidence rates of mental health
disorders diagnosed during the medical encounters of the force (Stahlman
& Oetting, 2018). These data are limited by the number of military per-
sonnel seeking treatment and the unknown number of those with mental
health conditions not seeking care. Regardless, the overall crude incidence
rate of anxiety disorders for the 10 years from 2007 to 2016 among active
component military personnel was 212.0 per 10,000 person-years. Consis-
tent with the general U.S. population, rates of anxiety disorders were higher
among women. Army soldiers had higher rates of anxiety disorders relative
to the U.S. Navy, U.S. Air Force, and Marine Corps service members. Of
the more than 853,000 military personnel diagnosed with a mental health
condition, 14.9% were anxiety disorders, as defined by ICD-9 and ICD-10.
Unfortunately, the study did not separate rates by specific diagnoses.

Data from the MHS Data Repository found that the 2017 prevalence
of anxiety disorders (i.e., new-onset and continuing cases) among ADSMs
was 3.5% (PHCoE, 2019). The prevalence was highest in the Army (4.4%)
and lowest among the Marine Corps (2.3%). Across the years, the 1-year
prevalence rate for all services from 2005 to 2017 ranged from 1.0% to
3.7%. A similar rate (2.0%) was reported for the prevalence of other anxi-
ety syndrome in a large, longitudinal study of health outcomes in the mili-
tary (Riddle et al., 2007).

Interestingly, rates are much higher among health care-seeking veter-
ans who are no longer serving in uniform. A 12% GAD prevalence rate was
found among primary-care patients in the VA (Milanak, Gros, Magruder,
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Brawman-Mintzer, & Frueh, 2013). In a sample of over 8,300 Canadian
military personnel, the prevalence of GAD was 1.7% for the past year and
4.4% over a lifetime (Erickson et al., 2015).

Etiology

Several factors and theories have been promulgated to help explain the eti-
ology of GAD. Like all mental illnesses, anxiety is likely the result of a
combination of genes, environment, and stress. First, heritability studies
highlight the role of genetic risk. Research suggests that GAD likely shares
genetic origins with other anxiety disorders and depression (Purves et al.,
2019), and that the heritability of GAD sits at approximately 30% (Gott-
schalk & Domschke, 2017).

As genetics do not entirely account for GAD onset, research on cog-
nitive-behavioral theories helps describe additional factors contributing to
the development of GAD. A leading model, Borkovec’s cognitive avoid-
ance theory of worry (Borkovec, 1994; Borkovec, Alcaine, & Behar, 2004)
builds on Foa and Kozak’s (1986) emotional processing theory and posits
that worry represents a cognitive avoidance approach to perceived future
threats by employing verbal linguistic, thought-based activity, which pre-
vents distress and thus inhibits emotional processing. Specifically, worry
facilitates the opportunity to identify strategies to prevent feared events
from happening, but also avoids the physical and emotional effects of
approaching the feared stimuli and associated distress. Furthermore, the
verbal linguistic nature of worry prevents distressing mental imagery and
emotions. According to the cognitive avoidance theory of worry, worry is
thus negatively reinforced (by reducing or avoiding distress) and thus is
more likely to occur with future stressors.

A second approach, the intolerance of uncertainty theory, posits that
individuals with GAD are distressed by uncertainty, and such situations set
off a chain of worry and anxiety (Dugas, Gagnon, Ladouceur, & Freeston,
1998; Koerner & Dugas, 2006). Worry is used to help cope with the stress-
ful situation or to prevent the situation from happening. Anxiety about the
uncertainty triggers cognitive avoidance and leads to a negative problem
orientation. Those who experience a negative problem orientation do not
believe they solve problems effectively, see problems as threats, have limited
frustration tolerance when addressing problems, and are pessimistic about
the probable outcomes of problems. This negative problem orientation and
cognitive avoidance result in stress and increased worry and anxiety, con-
tributing to the maladaptive cycle.

Risk and Protective Factors among Military Personnel

In addition to the factors highlighted by theories of anxiety, military-specific
factors can influence the risk for GAD as well. For example, military units
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are made up of teams of men and women who typically train and deploy
together. The cohesion and leadership of such teams can have an impact on
the functioning of individuals. A longitudinal study of soldiers before, dur-
ing, and after deployment found that soldiers who reported stronger unit
cohesion 1 to 2 months before deployment to Afghanistan had a lower risk
of GAD postdeployment (Anderson et al., 2019).

Childhood adversity increases the risk of mental health problems in
adulthood, which is often referred to as the stress sensitization hypothesis
(Hammen, Henry, & Daley, 2000). Adults with several childhood adversi-
ties are at greater risk of depression, anxiety, and PTSD when they encoun-
ter major life stressors (McLaughlin, Conron, Koenen, & Gilman, 2010).
Those who enter the military are no different. Consistent with the stress
sensitization hypothesis, new Army recruits were at greater risk of GAD
following recent stressful events if they were exposed to childhood mal-
treatment (Bandoli et al., 2017).

Two other factors contributing to the risk of GAD in military person-
nel are TBI and marital distress. TBI that occurred during deployment has
been found to increase the risk of GAD, even after controlling for prede-
ployment mental health status, the severity of deployment stress, and prior
TBI history (Stein et al., 2015). Given the role of social support in buffering
the effects of stress, it is not surprising that research on military person-
nel found that marital distress was positively associated with GAD, panic
disorder, and substance use disorder in the previous 30 days (Whisman,
Salinger, Labrecque, Gilmour, & Snyder, 2020).

Differential Diagnosis in Military Personnel: Agoraphobia and Specific Phobia

A detailed review of all anxiety disorders is beyond the scope of a single
chapter. However, given the prevalence of PTSD among military person-
nel, certain predictable assessment challenges merit discussion regarding
the attribution of symptoms to trauma versus an anxiety disorder. Agora-
phobia involves marked anxiety about at least two of five situations: public
transportation, open spaces, enclosed places, crowds, or being outside the
home alone (American Psychiatric Association, 2013). DSM-5 diagnostic
criteria require that the anxiety is associated with cognitions regarding the
difficulty of escape or apprehension about accessing help should panic or
embarrassing symptoms occur. For this chapter’s purposes, the key factor
related to the discussion of agoraphobia in military populations is the con-
sideration of whether manifestations of avoidance should be counted as a
symptom for PTSD or agoraphobia. Consider the case of a soldier, recently
returned from combat deployment, who rarely leaves his home and avoids
public shopping centers due to his anxiety. Is this symptom attributed to
the avoidance criteria of PTSD or rather agoraphobia?

Schillaci and colleagues (2009) discussed the problem and the crite-
rion they developed for their assessments, prior to the establishment of
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the DSM-S. In their study of 115 combat veterans with PTSD and depres-
sion, the authors found it necessary to distinguish symptoms of agorapho-
bia from trauma-related avoidance and hypervigilance. They determined
that avoidance of situations from which escape could be difficult was
considered a PTSD symptom when it clearly related to the trauma theme
and was otherwise considered a symptom of agoraphobia. Using this cri-
terion, the authors found that 12% of their sample of veterans had PTSD
with comorbid panic disorder with agoraphobia. The establishment of
DSM-5 has clarified this dilemma. According to DSM-5, agoraphobia is
considered if the fear, anxiety, or avoidance is not restricted to trauma
reminders.

A similar dilemma emerges regarding certain phobias after trauma.
The diagnosis of specific phobia involves significant fear or anxiety about
a specific object or situation, which almost always provokes the distressing
emotional response and is, therefore, avoided (American Psychiatric Asso-
ciation, 2013). It is not uncommon for sexual assault survivors with PTSD
to avoid sex (Foa & Rothbaum, 2001). If we consider a sailor who has been
sexually assaulted, and now avoids sex, is this presentation a reminder of
assault that is avoided as a symptom of PTSD, or has he or she developed
a symptom of specific phobia? According to DSM-3, if the specific phobia
developed following trauma, the diagnosis of specific phobia is only made
if full criteria for PTSD are not met.

Additional Assessment Considerations among Military Personnel

Given the central role of fear in anxiety disorders, it is worth noting that
service members may not always perceive, or at least report, the emotion
of fear. Military training prepares service members to obey lawful orders,
regardless of personal risk. Fear is sometimes unhelpful to the goal of sup-
porting the mission in the face of danger. Accordingly, asking about con-
structs such as “stress,” “worry,” or “anxiety” may be more productive
during assessment for anxiety among some military personnel, even if these
terms are not perfect synonyms.

2]

Evidence-Based Treatments for GAD

The VA/DoD library of Clinical Practice Guidelines does not include a treat-
ment guideline for GAD or anxiety. However, the Anxiety and Depression
Association of America’s GAD Clinical Practice Review Task Force pro-
duced a practice guideline that provides an evidence-based review (Powers,
Becker, Gorman, Kissen, & Smits, 2015), and several practice guidelines
are also available in the scientific literature (Andrews et al., 2018; Katzman
et al., 2014). Generally, recommended treatments include CBT and Food
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and Drug Administration—approved SSRIs and SNRIs, which are discussed
below.

Several CBT psychotherapy treatment protocols for GAD have shown
efficacy, and these psychotherapy protocols typically include multiple com-
ponents designed to address factors theoretically linked to anxiety. Com-
mon features include psychoeducation about anxiety, relaxation exercises
or stress management, progressive exposure to anxiety-provoking situa-
tions or circumstances, inhibition of safety behaviors used to manage anxi-
ety, and cognitive restructuring, or other skills to address overestimations of
threat or catastrophizing. Problem-solving skills are also common. Several
meta-analytic reviews of the scientific literature have concluded that CBT
for GAD is efficacious (e.g., Hofmann & Smits, 2008; Mitte, 2005). A recent
meta-analysis examined CBT relative to wait lists, treatment as usual, or
psychological placebo control and found that CBT for GAD outperformed
comparators with a medium to large effect size (Carl et al., 2020).

Computerized CBT for GAD has also been shown to be effective.
These programs typically provide Internet-based delivery of CBT treat-
ment components to help ensure access to treatment, particularly to sup-
port those living in rural areas. A meta-analysis of Internet-based CBT for
anxiety found that the five reviewed studies addressing GAD demonstrated
a large effect, relative to control conditions (Olthuis, Watt, Bailey, Hayden,
& Stewart, 2016).

Finally, a recent review of recommended treatments for GAD high-
lighted SSRIs and SNRIs as first-line pharmacotherapy (Craske & Bys-
tritsky, 2020). Recommended SSRIs in this treatment guide include cita-
lopram, escitalopram, sertraline, paroxetine, fluoxetine, and fluvoxamine.
Recommended SNRIs include duloxetine and venlafaxine (extended-
release). As head-to-head comparisons of medications for GAD are lacking,
most prescribers work with their patients to select medications based on
side effect profiles, considering other medications the patient is already tak-
ing, or based on patient preferences or past treatment experiences (Craske
& Bystritsky, 2020). Military personnel may want to work with their pre-
scriber to consider impacts of medication side effects on job-specific func-
tioning requirements. Better outcomes have been found when medication
is combined with CBT for children (Walkup et al., 2008) and older adults
(Wetherell et al., 2013). To conclude this section, let us examine one more
case.

Case 4.3. The Soldier Who Worried about Everything

The specialist (SPC) spends considerable time and energy worrying about
things that could go wrong with his job performance. He consistently
anticipates bad outcomes to support his preparatory planning and to
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ensure he does not fail. His physician first spoke with him about his anxi-
ety after routine screening. His referral to a behavioral health provider
resulted in an intake interview, during which symptoms for GAD were
evaluated and the clinician ruled out other possible explanations for the
symptoms. When discussing treatment options for GAD, the SPC declined
a referral to a prescriber, explaining that changes in medication can affect
readiness to deploy and he was concerned about the side effects of some of
the medications discussed. He initiated CBT for GAD and was surprised
that it did not resemble the psychotherapy he had seen on TV. Instead, his
therapist had a specific plan for each session, teaching him about his anxi-
ety, his thinking, and skills he could use to manage his anxiety. Although
he was apprehensive about anxiety-provoking assignments, like intention-
ally entering into anxiety-provoking situations, he rapidly learned that his
feared catastrophes did not come to pass, and he had a sense of control
from choosing to voluntarily engage. As he completed more of these exer-
cises, he started to feel better about himself for doing so, and his mood
improved. He attended therapy for 13 sessions and developed a special
appreciation for the changes in how he thought about situations and the
relaxation exercises he learned. Although he felt as if he still worried more
than most soldiers at the conclusion of treatment, he was much less anx-
ious and had the tools to manage his anxiety.

CONCLUSION

Service members and their families make significant sacrifices before, dur-
ing, and after military deployments. Behavioral health disorders are part
of the price paid by some, with PTSD, depression, and anxiety among the
most common. Significant work has been undertaken in DoD to ensure that
help is available to those who need it, whether through TMH or face-to-
face care. Furthermore, reviewed research suggests that effective treatments
are available for many deployment-related problems. This is encouraging.
However, significant questions remain. There is limited clinical research on
the comparative efficacy of many evidence-based psychological treatments
generally, and certainly for the subgroup of active-duty military personnel.
Preemptively selecting the evidence-based treatment that would be most
effective for a given service member is not currently possible, and contin-
ued research into precision medicine is warranted. Many questions also
remain about the relationship between military deployments and future
mental health. In particular, limited information is known about the long-
term mental health implications of deployments to Iraq and Afghanistan.
Longitudinal studies of representative samples are needed to address these
and related questions.
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Primary—care clinics operate as the de facto setting for mental health
treatment, providing some form of health care services to more than half
of individuals with mental health conditions (Centers for Disease Control
and Prevention [CDC], 2014; Kessler & Stafford, 2008). Efforts to improve
services delivered by primary care, guided by ideals such as the Military
Health System (MHS) quadruple aim (i.e., readiness, population health,
experience of care, and per capita cost), have paved a landscape for inte-
grating behavioral health services as an essential component of routine
care. Currently, psychologists and social workers have been integrated into
most primary-care clinics in the military that have at least 3,000 enrollees.
This chapter will provide a brief history of integrated behavioral health
in the military as well as models of integration, ethical considerations for
care, recommended training, and common interventions in the primary-
care behavioral health (PCBH) model of service delivery.

BRIEF HISTORY OF INTEGRATED BEHAVIORAL
HEALTH IN PRIMARY CARE IN THE MILITARY

Behavioral health services of various kinds within primary-care and family
medicine clinics have been provided for many decades (Engel, Kroenke, &
Katon, 1994; Williams, Bishop, Hennen, & Johnson, 1974). The first formal
initiation of a servicewide clinical and training program to integrate mili-
tary behavioral health providers into military primary-care clinics began
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in 2000 at the three U.S. Air Force psychology internship sites (Hunter &
Goodie, 2012; Hunter & Peterson, 2001). At that time, the Air Force had
initiated a major redesign of its primary-care clinics called the Primary
Care Optimization Project. The aspect of this program specifically related
to behavioral health providers was called the Behavioral Health Optimiza-
tion Project (BHOP); the goal of this project was to offer services in pri-
mary care that satisfied patients and providers, improved access to care,
promoted team-based care, addressed a broad range of presenting prob-
lems, and enhanced early identification and treatment of behavioral health
conditions (Hunter, Goodie, Dobmeyer, & Dorrance, 2014). Although a
variety of behavioral health providers have been trained and have worked
in military primary-care clinics (e.g., psychologists, social workers, psy-
chiatrists, psychiatric nurse practitioners), the initial Air Force training
program focused specifically on clinical and counseling psychologists.

In 2000, Kirk Strosahl, a pioneer in the integration of psychologists
into primary-care settings, was contracted by the Air Force to help initi-
ate this new BHOP program (Peterson, 2018). Dr. Strosahl was charged
with the establishment of a training program as well as developing clinical
competencies required for psychologists to work in primary-care settings.
His involvement also included the establishment of a specific model for
the integration of psychologists into military primary care; one empha-
sis of this model was the adaptation for primary care of empirically sup-
ported treatments that had been established in specialty care settings. The
model was called the primary-care mental health model (now referred to as
the primary-care behavioral health [PCBH]| model; Reiter, Dobmeyer, &
Hunter, 2018; Strosahl & Sobel, 1996).

In total, Dr. Strosahl provided extensive training to six psychologists
and a clinical social worker at the Air Force’s three psychology internship
sites. These individuals were designated as “expert trainers” for the pur-
pose of training other psychology and social worker interns in integrated
primary-care techniques. Across the three Air Force psychology internship
sites, about 24 clinical psychology interns per year were trained to work as
behavioral health consultants (BHCs). Upon graduation from the internship
programs, these new psychologists were assigned to 1 of about 75 Air Force
medical treatment facilities located around the world to disseminate the
PCBH model at their individual military treatment facilities. This exten-
sive training pipeline for psychology interns and licensed psychologists and
social workers was key to the rapid dissemination and implementation of
the PCBH model throughout the Air Force (Peterson, 2018).

In 2008, the Department of Defense (DoD) established the Mental
Health Integration Working Group (MHIWG), which included representa-
tion from the Air Force, U.S. Navy, and U.S. Army and multiple special-
ties (i.e., family medicine, psychology, social work, and psychiatry), and
was led by Dr. Christopher Hunter, who was one of the original Air Force
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expert trainers (Hunter et al., 2014). Building on the recommendations
made by the MHIWG and after funding was secured, the DoD formulated
Department of Defense Instruction 6490.15, which shaped the implemen-
tation of the PCBH model of delivery throughout the MHS (Hunter et al.
2014). As of 2020, there were 312 behavioral health consultant positions
across the MHS.

MODELS OF INTEGRATED PRIMARY CARE

Behavioral health services can be delivered in primary care using a con-
tinuum of integration. To better understand the ethical issues, training cur-
riculum, and evidence-based interventions outlined below, it is important
to distinguish between medical-provided behavioral health care, specialty
behavioral health colocated within primary care, and having behavioral
health providers integrated into the primary-care system.

Medical-Provided Behavioral Health Care

Medical-provided behavioral health care refers to a delivery model in which
medical providers (i.e., physicians, nurses) with limited required training in
behavioral health interventions provide these interventions without direct
consultation or collaboration with a behavioral health provider. Medi-
cal providers may employ behavioral health screening tools or implement
programs such as the screening, brief intervention, referral and treatment
(SBIRT) model (Collins, Hewson, Munger, & Wade, 2010). Although this
model provides some evidence for effectively reducing behaviors such as
risky drinking behavior (Moyer, 2013), treatment in primary care is most
often reliant on psychoeducation and pharmacotherapy. Furthermore, indi-
viduals presenting to primary care without designated behavioral health
assets are often not being identified or are undertreated for their mental
health concerns (Mitchell, Rao, & Vaze, 2010).

Colocated Specialty Behavioral Health

To enhance the quality of assessment and intervention of behavioral health
care, some systems colocate independent behavioral health clinics near or
within primary care. Operationally, these behavioral health clinics resem-
ble specialty behavioral health with 50-minute appointments, enhanced
privacy on medical records, and a care plan executed independently from
medical care. Colocation of behavioral health services and primary care
includes several apparent benefits. These include more likely collaboration
between medical and behavioral health teams, the potential for reduced
stigma that is often associated with siloed specialty care, and perceptions
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by the medical team of improved access to behavioral health treatment
through familiar providers (Collins et al., 2010; Strosahl, 2005). However,
colocated care still does not fully address the MHS quadruple aim (Defense
Health Agency, 2020). That is, colocation may improve the experience of
care, but optimizing readiness, improving population bhealth, and manag-
ing total bealth care cost require a stepped-care approach that can ensure
the total military force is medically ready by making behavioral health a
scalable resource that is routinely available.

Integrated Primary Care

Opposite the continuum from medical-provided behavioral health care
is the complete integration of behavioral health providers as part of the
primary-care team. Currently, there is more than one model showing valu-
able outcomes for improving mental health. One such method of delivery is
the collaborative care model (CoCM). This model integrates a behavioral
health care manager who is trained in managing common behavioral health
disorders, as part of the primary-care team to actively coordinate patient
care between medical and behavioral health providers. Given this mod-
el’s historical emphasis on augmenting the primary-care team to address
common behavioral health concerns, implementation of the CoCM largely
focuses on patients with depression and anxiety. The positive outcomes
across 79 randomized controlled trials have highlighted the model’s impact
for effective intervention of anxiety and depression (Archer et al., 2012).
Another delivery model used in military health systems looks to further the
effectiveness of the primary-care team by addressing both the behavioral
health and health behavior needs of the patient.

Primary-Care Behavioral Health

The integration model used in most military health systems is the PCBH
model. This model of delivery was selected for its considerable changes to
how behavioral health providers assess and intervene with patients. The
changes allow an increased number of individuals in the population access
to a behavioral health clinician. The PCBH model aims to provide brief,
targeted, and evidence-based assessment and intervention in a primary-
care setting (Hunter et al., 2017). In this model, licensed psychologists
and social workers serve as BHCs for the primary-care team. The BHC
helps the team and its patients target behavioral health concerns (e.g.,
depression, insomnia, posttraumatic stress disorder), as well as challeng-
ing health—-behavior change (e.g., tobacco use, physical activity) and man-
agement of disease processes with significant biopsychosocial components
(e.g., chronic pain, obesity, diabetes). The current operational definition
of the BHC was developed by Reiter and colleagues (2018) in consultation
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with other subject matter experts using the acronym GATHER to outline
essential competencies:

The BHC assists in the care of patients of any age and with any health con-
dition (Generalist); strives to intervene with all patients on the day they are
referred (Accessible); shares clinic space and resources and assists the team
in various ways (Team-based); engages with a large percentage of the clinic
population (High volume); helps improve the team’s biopsychosocial assess-
ment and intervention skills and processes (Educator); and is a routine part of
biopsychosocial care (Routine). (p. 112)

In the PCBH model, patients are typically seen by the BHC for one
to four appointments lasting 15 to 30 minutes each. During an episode of
care, notes are entered in the medical record, and the patient’s primary-
care provider (PCP) receives direct feedback about the plan for the patient.
In this model of delivery, ownership of care is maintained by the PCP, and
follow-up is based on a consultant approach, meaning “patients are fol-
lowed by the BHC and PCP until functioning or symptoms begin improv-
ing; at that point, the PCP resumes sole oversight of care but re-engages the
BHC at any time, as needed” (Reiter et al., 2018, p. 112). For most patients,
data have shown that the greatest functional improvement occurs in the
first four appointments (Bryan et al., 2014); if patients do not begin to
show improvement after approximately four appointments in this setting,
the BHC assists the team with a referral to the appropriate resources in spe-
cialty care (e.g., outpatient mental health clinic). For some patients, more
than four appointments with the BHC may be appropriate to help the pri-
mary-care team and patient manage chronic concerns that do not warrant
the regularity of specialty behavioral health. Overall, the PCBH approach
is intended to augment the existing delivery of behavioral health services in
primary care to improve the biopsychosocial management of health, not to
replace services provided in any other setting (Reiter et al., 2018).

Ethical Issues

Working in a primary-care setting requires a different standard of care
compared to working in specialty behavioral health clinics, which has
important implications for ethical practice. The topic of behavioral health
providers adapting ethical standards for primary-care settings has been
addressed by multiple authors (Dobmeyer, 2013; Goodie, Kanzler, Hunter,
Glotfelter, & Bodart, 2013; Kanzler, Goodie, Hunter, Glotfelter, & Bod-
art, 2013; Runyan, Robinson, & Gould, 2013; Runyan, Carter-Henry,
& Ogbeide, 2018). Runyan and colleagues’ (2018) adaptation of ethical
principles provides an interprofessional collaborative primary-care model
that aims to consider the ethical standards of the entire care team. Its
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fundamental principle is to “help/do no harm,” with additional principles
focused on patient-centered informed consent, transparent documentation,
and transparency in consultation with patients and colleagues. The model
helps to bridge the gap between multiple, sometimes competing, ethical
considerations. The following will identify unique aspects of common
ethical challenges including boundaries of clinical competence, multiple
relationships, informed consent, documentation, and confidentiality. The
reader is also directed to Chapter 17 (this volume) for further discussion of
ethics in military settings.

Boundaries of Competence

In primary-care settings, BHCs are expected to practice as generalists,
suggesting they are prepared to see anyone who walks through the door.
Although it is not the responsibility of BHCs to provide an intervention for
every condition, they must be able to identify and begin interventions for a
wide range of conditions. For military psychology, this is not an unfamil-
iar expectation; unique to BHCs is the expectation that they also be well
versed in managing health—behavior change and disease processes to aug-
ment medical care as part of the primary-care team. For those conditions
that BHCs cannot treat, they facilitate appropriate referrals. As in all set-
tings, BHCs are expected to practice and consult within their boundaries
of competence.

Multiple Relationships

In military medical settings, it is common for medical providers to assist in
the care of their peers (Kanzler et al., 2013). These attitudes toward caring
for peers stand in sharp contrast to the encouragement from the American
Psychological Association (APA, 2017) to avoid multiple relationships. In
primary care, particularly in a wide range of military settings, behavioral
health providers may be faced with challenging decisions regarding how to
engage with primary-care peers. Following Runyan et al.’s model (2018)
focusing on the principle of helping and not harming, it can be culturally
and ethically appropriate to provide informal guidance and consultation to
peers within the context of primary-care clinics. Nevertheless, it is impor-
tant for providers to set boundaries with their peers if providing consulta-
tion or other care would interfere with the working relationships needed.

Informed Consent

In specialty behavioral health clinics, it is common and expected practice to
spend time assuring that patients consent to treatment and understand the
limits of that treatment through a verbal discussion and signed document
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outlining the limits of confidentiality. When receiving integrated behav-
ioral health services in primary care, it is typical for the consent to care to
be a verbal description of the services that will be provided (e.g., Hunter et
al., 2017). This description includes information about the role of the BHC,
the structure of the appointment, possible outcomes, how the encounter
will be documented in the medical record, how the outcome will be com-
municated to the PCP, and limits of confidentiality. In the military set-
ting, this includes a brief description of the applicability of the Uniformed
Code of Military Justice. When using the PCBH model, the consent process
is usually limited to about 2 minutes and is accompanied by a handout
describing the BHC’s role.

Documentation

In primary care, and more broadly across medical settings, information
from appointments is recorded in the electronic health record. In contrast,
the documentation of appointments in specialty behavioral health care set-
tings is often protected behind additional security firewalls of the electronic
health record that limit access to individuals who are authorized to read the
behavioral health record. In primary-care settings, information from BHC
encounters is included like other medical records. There are no additional
privacy settings that obscure the content of those records. This practice
requires BHCs to be mindful of what they include in the medical record.

Privacy and Confidentiality

As alluded to in the previous sections, expectations regarding privacy and
confidentiality are different in primary-care settings compared to specialty
behavioral health settings. Although patients should expect that their infor-
mation will remain private and confidential within the context of the pri-
mary-care clinic, those seen by BHCs should expect that the broad descrip-
tions of what was discussed during appointments and the plans for their
care will be part of the medical record and will be discussed with their PCP.

Recommended Training Curriculum

Training in integrated primary care for psychologists may occur during
doctoral, internship, or postdoctoral programs (Larkin, Bridges, Fields, &
Vogel, 2016) or following formal training. The APA maintains a list of
training programs and other resources for integrated primary care at wwuw.
apa.orgled/graduate/primary-care-psychology. It is important to note that
what is considered integrated primary care can vary widely between train-
ing programs.

As described earlier, across the military services, the Air Force has
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had one of the most robust, longest-running trainings in integrated pri-
mary care (Peterson, 2018). Although some psychology internship sites
throughout the services offer PCBH training, the majority of BHCs are
now civilian social workers and psychologists trained through the Defense
Health Agency (DHA). The DHA has established one of the most compre-
hensive systems for training BHCs (Dobmeyer et al., 2016). The training
uses a phased system that includes pretraining self-guided activities, Phase
I “classroom training” consisting of didactics and simulated patient care,
and Phase II training that requires site visits and observation of their prac-
tice in clinic (Dobmeyer et al., 2016). During Phase I and II, trainees are
evaluated by an expert BHC who uses a standardized measure of core com-
petencies to rate and provide feedback on their performance.

Outside of the DHA, other large health care systems have created their
own trainings. The U.S. Department of Veterans Affairs (VA) also uses a
phased model with requirements for learners to demonstrate standardized
competencies during role-plays and with actual patients (Kearney et al.,
2019). The training model used by the VA has been shown to improve fidel-
ity to the integrated primary-care model through self-report, role-plays,
and provider behavior (Kearney et al., 2019). The DHA and VA also both
emphasize the importance of developing a train-the-trainer model to ensure
that enough providers are proficient in the integrated primary-care compe-
tencies (Dobmeyer et al., 2016; Kearney et al., 2019).

Clinical Competencies

The Interorganizational Working Group on Competencies for Primary-
Care Psychology Practice established a set of competencies for behavioral
health providers working in these settings (McDaniel et al., 2014). The
work group also lists essential components and sample behavioral anchors
for clinical competencies in science, systems, professionalism, relation-
ships, application, and education. Although full descriptions are too long
to fully replicate for this chapter, Table 5.1 summarizes the clusters and
associated competencies more completely described by McDaniel and col-
leagues (2014).

BHCS EVIDENCE-BASED INTERVENTIONS IN PRIMARY CARE

For many, the PCBH model of integrated primary care likely presents a
substantial shift in the model, competencies, and ethical considerations
associated with standards of care. Even providing behavioral health in a
medical exam room can seem a far departure. Although the expectations
and encounters of a BHC are unlike those of a provider in specialty behav-
ioral health, evidence-based interventions remain an essential component
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TABLE 5.1. Primary Care Competency Clusters

Cluster Competency groups

Science Science related to the biopsychosocial approach
Research and evaluation

Systems Leadership and administration
Interdisciplinary systems
Advocacy

Professionalism Professional values and attitudes

Individual, cultural, and disciplinary diversity
Ethics in primary care
Reflective practice/self-assessment/self-care

Relationships Interprofessionalism
Building and sustaining relationships in primary care

Application Practice management
Assessment
Intervention
Clinical consultation

Education Teaching
Supervision

of quality care. The following discussion will describe typical presenting
problems as well as a brief review of the existing literature for evidence-
based interventions by a BHC in a military primary-care clinic.

In addition, consultation examples are provided to illustrate usual care
in the PCBH model. It is important to note that although patients typically
are seen for one to four appointments, the modal number of appointments
is one. This means the initial consultation with the BHC is vital for both
assessment and intervention. One recommendation for structuring the ini-
tial consultation is the use of the 5 A’s model of behavior change in primary
care (Whitlock, Orleans, Pender, & Allan, 2002). Using this model, an
initial 30-minute consultation could include 15 minutes to assess the prob-
lem, 3 minutes to advise the patient of possible interventions and agree on a
plan, 10 minutes to assist with preparing the patient to carry out the inter-
vention, and 2 minutes to arrange a follow-up plan between the patient,
PCP, and BHC (Hunter et al., 2017). Although the time allotted for each
component may vary from one consultation to the next, each of the inter-
ventions outlined below will employ this structure.

Insomnia

Sleeping complaints in primary care are pervasive, with as many as 69%
of individuals who present to primary care reporting some form of insom-
nia (Isler, Peterson, & Isler, 2005). For 19% of individuals, these sleep
complaints constitute chronic insomnia (Ram, Seirawan, Kumar, & Clark,
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2010). The prevalence of sleep-related disorders in military populations
can reach upwards of 9 out of 10 individuals, particularly postdeploy-
ment (Mysliwiec et al., 2013). In addition to the direct effects of insom-
nia, chronic sleep problems are associated with functional impairment,
exacerbation of medical conditions, reduced quality of life, and develop-
ment of other psychological conditions (Gagnon, Bélanger, Ivers, & Morin,
2013). Furthermore, service members with untreated sleep problems are
at increased risk compared to their well-rested counterparts for develop-
ing additional behavioral disorders such as posttraumatic stress disorder,
depression, and suicidality when exposed to austere conditions such as
deployment, highlighting the importance of early detection and treatment
in military populations (Gehrman et al., 2013).

Assessment of Sleep-Related Problems

Compared to specialty behavioral health, the brevity of assessment and
intervention in primary care limits the time required for tools such as sleep
diaries. Assessment of sleep in primary care is often reliant on focused
functional assessment of sleep in combination with standardized self-report
measures. The Insomnia Severity Index (ISI; Bastien, Vallieres, & Morin,
2001) is one commonly used self-report measure targeting perceptions of
sleep-related distress and severity of symptoms. Items are intended to cap-
ture sleep onset, maintenance, and satisfaction, as well as noticeability,
interference, and experienced distress in daily life functioning (Bastien et
al.,2001). The ISI is validated in a primary-care setting using a cutoff score
of 14 for detecting clinical insomnia and provides a sensitivity of 82.4%
and specificity of 82.1% (Gagnon et al., 2013). It is also important to screen
for sleep disturbances that may be explained by medical conditions such as
obstructive sleep apnea (OSA). The Berlin Questionnaire (Netzer, Stoohs,
Netzer, Clark, & Strohl, 1999) and STOP-Bang Questionnaire (Chung et
al., 2008) are two brief measures used in primary care that target common
symptoms and risk factors associated with OSA, such as snoring, daytime
sleepiness, observed cessation of breathing and body mass index. Beyond
standardized screeners, a functional assessment of sleep is vital to better
understand areas of focus for intervention. Functional assessment of sleep
in primary care should include collecting a history of sleep problems, per-
tinent information about the current sleep environment, preparatory sleep
behaviors, time spent in bed, functional impact of sleep, and at least a cur-
sory review of related conditions (e.g., sleep apnea, narcolepsy, bruxism,
substance misuse).

Primary-Care Intervention for Insomnia

Cognitive-behavioral therapy for insomnia (CBT-I) is a well-established,
first-line intervention for insomnia, with outcomes outperforming the
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longitudinal effects of sleep medications once treatment is discontinued
(Riemann & Perlis, 2009). When the core interventions from CBT-I are
distilled and adapted for a primary-care setting, publications have repeat-
edly demonstrated successful results (Buysse et al., 2011; Falloon, Elley,
Fernando, Lee, & Arroll, 2015; Fernando, Arroll, & Falloon, 2013). One
pragmatic trial using these primary-care adaptations in the PCBH model
revealed that 83% of participants attained greater than 85% sleep efficiency
regardless of comorbidities (Goodie, Isler, Hunter, & Peterson, 2009).

CBT-I includes an array of strategies and tools for addressing different
aspects of sleep. For primary-care settings, a brief behavioral treatment
for insomnia protocol has been developed (Troxel, Germain, & Buysse,
2012) including interventions selected from the larger CBT-I repertoire to
fit the nature of the sleep problem. Common strategies in primary care
include alterations to sleep hygiene, stimulus control, sleep restriction, and
relaxation techniques. These interventions are typically supplemented by a
handout with examples of helpful strategies for relaxation, ways to improve
sleep hygiene, a summary of healthy stimulus control, or a guide to effec-
tive sleep restriction. Patients may also be recommended resources such
as an app by VA Mobile called CBT-i Coach (https://mobile.va.goviapp/
cbt-i-coach) to aid with the selected intervention. Often, the functional
assessment provides the necessary information to identify and prioritize
which strategy will have the greatest impact leaving the initial consultation.

Let’s review a sample case to demonstrate the BHC’s’ role and approach
to a soldier who expressed concerns about daytime sleepiness and falling
asleep at work to his PCP. This consultation example is provided to illus-
trate usual care in the PCBH model.

The case study will follow an initial consultation using the five A’s
model mentioned before (i.e., assess, advise, agree, assist, arrange; Whit-
lock, 2002).

Case 5.1. The Soldier with Sleep Problems

The BHC is asked by the PCP to develop a plan to improve sleep and assist
in determining whether the soldier should be considered for sleep medi-
cation. The BHC begins the same-day encounter with an introduction
to behavioral health consultation services, verifies the referral question,
and briefly reviews the ISI and STOP-Bang Questionnaire. The screeners
suggest insomnia but are not consistent with OSA. After completing a
10-minute functional assessment, the BHC identified that the sleep prob-
lems began after a recent prescription for allergy medication. The soldier
reported drinking four to five energy drinks across the day to combat
sleepiness and often has difficulty getting to sleep at night. The BHC then
spends 3 minutes advising on the likely contributors to the soldier’s sleep
problems and possible first steps in combatting them. These include (1)
moving allergy medication to the evenings after discussion with the PCP,
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(2) cutting caffeine intake after 2 p.m., and (3) introducing relaxation
techniques to reduce sleep latency in the evening. The BHC also offers
a handout with additional information about improving sleep through
behavior change. The soldier expressed resistance to cutting caffeine
completely after 2 p.m., but after some discussion, the BHC and soldier
agreed to reduce the total intake to two energy drinks per day, with nei-
ther consumed after 5 p.m. The BHC spends the remaining 10 minutes
of the appointment assisting the soldier by demonstrating deep breathing
and establishing a plan to practice nightly. The BHC arranges a follow-
up in 6 weeks to evaluate progress and provide additional intervention as
needed. At follow-up, the service member reports improved sleep latency
and reduced daytime sleepiness. The BHC reemphasizes continued use of

learned skills for sleep maintenance and suggests routine follow-up with
the PCP.

Depression

Depression is one of the leading mental health diagnoses in the United
States, afflicting 9.4% of Americans, with a similar prevalence in military
service members (Kessler, Petukhova, Sampson, Zaslavsky, & Wittchen,
2012; Meadows et al., 2018). In a primary-care clinical sample, the rate
is mirrored, meaning 1 in 10 encounters could benefit from the identifica-
tion of and intervention for depressive symptoms (Meadows et al., 2018;
Mitchell et al., 2010). Given the high prevalence of depression in primary
care, treatment in this setting provides an ideal means to address the global
readiness of the military population from a behavioral health perspective.
However, primary-care teams are often ill-equipped to identify or treat
behavioral health concerns; this leaves most untreated or undertreated
with psychopharmacotherapy, which has limited long-term effectiveness
(Karyotaki et al., 2016; Mitchell et al., 2010).

Assessment of Depression in Primary Care

The Patient Health Questionnaire-9 (PHQ-9) is the most extensively
evaluated tool in the primary-care setting (El-Den, Chen, Gan, Wong, &
O’Reilly, 2017). This nine-item screener can be administered in about 1
minute and provides a self-report measure targeting symptoms of major
depressive disorder over the last 2 weeks (Kroenke, Spitzer, & Williams,
2001). With a maximum score of 27, the measure provides suggested sever-
ity categories ranging from minimal to severe (Kroenke et al., 2001). For a
single threshold to identify clinically significant symptoms, a cutoff score
of 10 provides sensitivity of 78% and specificity of 87% (Moriarty, Gil-
body, McMillan, & Manea, 2015). The measure also includes an item that
predicts increased risk for suicide and suicide attempts (Simon et al., 2013).
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In some cases, the PHQ-2 can be administered as an ultra-brief screener
and precursor to administering the entire PHQ-9 (Arroll et al., 2010).
This pares down the PHQ-9 to the first two items targeting anhedonia
and depressed mood (Kroenke, Spitzer, Williams, & Lowe, 2009). At a
clinical cutoff score of 2 out of 6, this ultra-brief measure provides a sen-
sitivity of 86% and specificity of 78% in a primary-care setting (Arroll
et al., 2010). Other measures to consider for assessment of depression in
primary care include the Beck Depression Inventory for Primary Care
(BDI-PC; Steer, Cavalieri, Leonard, & Beck, 1999) and Edinburgh Postna-
tal Depression Scale (EPDS; Cox, Holden, & Sagovsky, 1987). In addition
to measurement-based assessment, a functional assessment of mood and
depressive symptoms using the mnemonic SIGECAPS (i.e., sleep, interest,
guilt, energy, concentration, appetite, psychomotor agitation/retardation,
and suicidal ideation) can guide strategies for intervention. As part of the
assessment, determination of suicide risk can also guide appropriate level
of care in accordance with established clinic policies and clinical practice
guidelines (see Chapter 9, this volume).

Primary-Care Intervention for Depression

The options for empirically supported treatment of depression include
a variety of pharmacotherapies as well as psychotherapeutic modalities.
Pharmacotherapy in combination with psychotherapy provides protection
from relapse after termination and is often an ideal treatment option for
more severe populations (Karyotaki et al., 2016). As mentioned before,
many do not, or cannot, access evidence-based treatment in specialty care
clinics, emphasizing the importance of adapting established interventions
to improve the delivery of services in primary care (Mitchell et al., 2010).

Evidence-based intervention in primary care is largely drawn from
components of cognitive and behavioral interventions for depression.
Specifically, patients may be provided with the tools and skills to imple-
ment a behavioral activation strategy, cognitive restructuring techniques,
or problem-solving skills. BHCs also typically provide handouts with psy-
choeducation about the processes and symptoms of depression as well as
mood trackers to improve awareness of thoughts, behaviors, and emotions.
Patients may also be referred to resources such as VA Mobile’s ACT Coach
(a mobile app that utilizes acceptance and commitment therapy; htips:/
mobile.va.goviapplact-coach) for additional assistance implementing inter-
ventions selected during the appointment. As with sleep, selection of an
intervention should be informed by the functional assessment as well as a
collaborative discussion with the patient about which strategy he or she is
most motivated to try. Additionally, BHCs work closely with the primary-
care team to discuss the appropriateness of pharmacotherapy, management
of suicide risk, and referral to a higher level of care for individuals not
showing improvement after about four appointments.
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Posttraumatic Stress Disorder

Posttraumatic stress disorder (PTSD) has become a hallmark behavioral
health concern associated with combat service over the last several decades.
PTSD is estimated to present in at least 5% of service members postde-
ployment, with more than twice that prevalence rate reported in opera-
tional infantry units (Kok, Herrell, Thomas, & Hoge, 2012). In civilian
primary-care patients, PTSD demonstrates a similar prevalence of approxi-
mately 6%, while veteran primary-care samples report rates 2 to 3 times
higher (Prins et al., 2016). Unfortunately, the need for improved detection
and treatment of PTSD in primary-care settings often results in contin-
ued symptomology and exacerbation of associated health issues (Wilson,
2007).

Assessment of PTSD

The Primary-Care PTSD Screen for DSM-5 (PC-PTSD-5; Prins et al., 2016)
and the PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013) offer
brief screeners that permit enhanced detection of PTSD in primary care.
The PC-PTSD-5 consists of six “yes” or “no” items, which are symptoms
of PTSD as defined by the fifth edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5; American Psychiatric Association,
2013). For patients endorsing three or more items, the measure provides a
sensitivity of 95% and specificity of 85%, suggesting they should be fur-
ther assessed for PTSD (Prins et al., 2016). The PCL-5 is a 20-item self-
report measure that asks patients to rate on a 5-point scale (i.e., 0 to 4) how
frequently and significantly symptoms of PTSD bothered them in the last
month (Bovin et al., 2016; Weathers et al., 2013). In both civilian and mili-
tary samples, the PCL-5 maintains strong test—retest reliability, internal
consistency, and convergent and discriminant validity (Blevins, Weathers,
Davis, Witte, & Domino, 2015; Bovin et al., 2016). For service members
with a score of 33 out of 80 (sensitivity of 93%; specificity of 72%), the
measure indicates clinically significant distress related to posttraumatic
stress (Wortmann et al., 2016). These screeners take less than 5 minutes
to complete and provide a starting place for initiating a conversation about
exposure to traumatic events.

Primary-Care Intervention for PTSD

Many providers in the DoD and VA employ prolonged exposure and cogni-
tive processing therapies as empirically supported interventions for PTSD
in civilian and military populations. In fact, manualized trauma-focused
psychotherapy is the first-line treatment for PTSD in the VA/DoD clinical
practice guideline (U.S. Department of Veterans Affairs and Department of
Defense, 2017). Although many of these manualized therapies require far
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more time and total appointments than what is characteristically available
in primary care, a series of studies by Cigrang and colleagues (2017) have
provided evidence for modified versions of prolonged exposure techniques
with positive results across open trial and randomized clinical trial studies.
In both cases, studies showed clinically significant reduction in symptoms
after only four appointments, with lasting results at 8-week and 6-month
follow-ups. Data at this time suggest that brief treatments for PTSD deliv-
ered in primary-care settings are effective, although referral for specialty
behavioral health treatment may be appropriate for patients requiring more
intensive interventions.

The most empirically validated modality for adapting prolonged expo-
sure techniques is prolonged exposure for primary care, which emphasizes
exposure through a written narrative of traumatic experiences; patients
are provided a workbook with prompts for detailed trauma narratives,
emotional processing questions, and a record of subjective units of distress
(Cigrang et al., 2017). Using this format of intervention, the initial consul-
tation is typically reserved for assessment, psychoeducation, and collabora-
tive work with the patient to determine the appropriate level of care. Sub-
sequent appointments outline the use of at-home, writing-based exposure,
review of progress and barriers, and encouragement of opportunities for in
vivo exposure or general behavior change that promote healthy function-
ing. Patients may also benefit from other models such as written exposure
therapy (Marx & Sloan, 2019) or strategies that emphasize acceptance-
based techniques (van Emmerik, Kamphuis, & Emmelkamp, 2008; Walser
& Westrup, 2007).

Case 5.2. The Air Force Medic with PTSD

The BHC is asked by the PCP to see an Air Force master sergeant after
he screened positive for potential PTSD on the PC-PTSD-5. The airman
is an operating room technician with 19 years of active-duty service. He
had previously deployed to Iraq, where he served as the noncommissioned
officer in charge (NCOIC) of the operating room at a combat support
hospital. During his deployment, he supported hundreds of surgical cases
involving severe medical traumas, many of which involved limb amputa-
tions. Early on in his deployment, several of the younger operating room
technicians whom he supervised became distressed with the high volume
of traumatic amputation cases, especially when they had to dispose of the
amputated limbs in a bin and incinerate them at the end of each duty shift.
To protect his younger troops, the operating room NCOIC volunteered
to assist in the most difficult surgical cases and to take responsibility for
the incineration of all human remains at the end of each duty day. For the
first 3 years after returning from deployment, he suffered with significant
flashbacks, nightmares, and avoidance symptoms, which included not
scheduling himself for any surgical cases. However, because of his con-
cerns about stigmatization for being weak for “just doing his job” while
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deployed, he did not reveal his suffering to anyone, including his supervi-
sor or his spouse. The BHC administers the PCL-5 to help confirm the
diagnosis of PTSD, and then offers the options of a referral to the mental
health clinic for specialty PTSD treatment or to receive brief treatment
for PTSD in the primary-care clinic. The airman opts to be treated in pri-
mary care and completes four 30-minute treatment sessions of prolonged
exposure for primary care including the completion of written exposure
therapy exercises between treatment sessions. A PCL-5 administered dur-
ing the fourth treatment session indicates that his PTSD symptoms have
been reduced substantially, but are still at an elevated level. The BHC then
discusses the options of continuing to work on his own with what he had
learned from the primary-care PTSD treatment or a referral to the mental
health clinic for specialty PTSD treatment. The airman indicates he was
open to a specialty clinic referral, but states that he wants to think about
it further and discuss this option with his wife.

Chronic Pain

Chronic pain is a significant problem for active-duty military members,
veterans, and dependents, and most individuals with a chronic pain condi-
tion will seek treatment through primary care. The National Health Inter-
view Survey revealed that up to 20% of all U.S. adults will experience a
chronic pain problem, and 8% of adults will report “high-impact” pain
(Dahlhamer et al., 2018). Assessing pain on both a clinical and epidemio-
logical scale has gained increased attention since the designation of pain as
the “fifth vital sign” more than 20 years ago (Morone & Weiner, 2013). A
flurry of research evolved from this designation and highlighted the wide-
spread scope of pain as an epidemiological concern and the extraordinary
complexity of chronic pain as a clinical issue. Chronic pain conditions have
various origins and presentations, making it difficult to establish a one-
size-fits-all approach to pain conceptualization, assessment, and manage-
ment. A comprehensive overview of the various categories of chronic pain
is outside the scope of this chapter, but Table 5.2 gives a brief overview of
different types of pain and related presentations. Musculoskeletal pain is
the most prevalent pain condition among military service members and
veterans and accounts for over one-third of all pain presentations (Bader,
Giordano, McDonald, Meghani, & Polomano, 2018).

The Difficulty of Defining Chronic Pain

Pain is a subjective phenomenon, making it very difficult to assess or develop
a common understanding of how pain is defined. The most widely agreed-
upon definition of pain was developed by the International Association for
the Study of Pain (IASP) and was recently revised to describe pain as “an
unpleasant sensory and emotional experience associated with, or resembling
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TABLE 5.2. Most Common Pain Presentations

Pain type Prevalence Clinical characteristics
Musculoskeletal Up to 63% of military Pain in the muscles, joint, and/
pain members seeking care or connective tissue lasting

Neuropathic pain

through the military health
system (Reif et al., 2018).

Approximately 7% of U.S.
adults; more likely in middle

age (Bouhassira et al., 2008).

longer than 3 months. Up

to one-third of those with
musculoskeletal pain report
more than one location of pain.

Pain attributable to nerve
damage due to disease or
injury. Can be categorized as
peripheral or central based on
the cause.

Whole/widespread ~ Approximately 1% of all Pain, often accompanied by
body pain (e.g., service members. More fatigue, present throughout the
fibromyalgia) prevalent in women and body. Patient may experience
middle age. pain in response to nonpainful
stimuli.
Headache Up to 20% of military May include unilateral or

members based on headache
type (Bader et al., 2018).

bilateral head pain, neck pain,
aura symptoms, and varying
frequency and duration of
headache episodes.

that associated with, actual or potential tissue damage” (Raja et al., 2020,
p. 1). Pain can be further classified based on persistence or chronicity of
pain, though definitions of persistence vary. The World Health Organization
established a definition of persistent pain as pain present most days over the
past 6 months (Gureje, Von Korff, Simon, & Gater, 1998), but this defini-
tion has been narrowed to pain that is present more days than not for 3 or
more months (Steingrimsdottir, Landmark, Macfarlane, & Neilsen, 2017).
All variations on the definition of chronic pain agree that the factor best
differentiating chronic from acute pain is that chronic pain lasts longer than
expected or significantly affects an individual across multiple life domains
(e.g., work, home, relationships, activities of enjoyment, spirituality, mood).
When working with pain in primary care, a patient-centered definition of
pain chronicity (i.e., pain has lasted long enough to have a significant impact
on functioning across multiple domains) is likely the best approach.

Chronic Pain Assessment in Primary Care

Patient-reported outcomes are crucial to effective pain management, so
choosing appropriate pain measures is a key part of treatment. Many differ-
ent measures of pain exist, and choosing the best option for assessing pain
in primary care can be difficult. The most ubiquitous and controversial
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pain assessment used in primary care is the Numeric Rating Scale (NRS).
The NRS requires a patient to rate the intensity of his or her pain on an
enumerated scale often ranging from 0 (n0 pain) to 10 (worst possible pain),
with scores greater than 4 representative of “moderate” pain intensity and
scores greater than 7 representative of “severe” pain (Boonstra et al., 2016).
Despite some concerns about the reliability of a single pain rating as a pain
treatment outcome, large studies find that a change of 2+ points on the
NRS is clinically significant (Farrar, Young, LaMoreaux, Werth, & Poole,
2001).

Concerns about NRS validity gave rise to the development of pain
interference measures that advance pain assessment by asking about the
intensity of pain and the extent to which pain interferes with different
activities in the patient’s life. The National Institutes of Health Patient
Reported Outcomes Measurement Information System (PROMIS) devel-
oped a brief pain interference module with strong validity and reliability in
chronic pain populations that can be quickly administered in primary-care
settings (Amtmann et al., 2010). The Brief Pain Inventory (Cleeland, 1989)
is frequently used in primary care to measure multiple domains of pain
interference. The PEG (Krebs et al., 2009) is a three-item measure often
used in primary care because of its brevity and capacity to assess average
pain intensity (P), interference with enjoyment of life (E), and interference
with general activity (G).

The U.S. Army Surgeon General Pain Management Task Force Final
Report (Office of the Army Surgeon General, 2010) emphasized the impor-
tance of pain assessment that accounts for the unique circumstances of
military service-related pain. In response to this report, the Defense and
Veterans Center for Integrative Pain Management developed the Defense
and Veterans Pain Rating Scale (DVPRS; see Figure 5.1) as a brief validated
measure of pain interference specific to military populations (Buckenmaier
et al., 2013; Polomano et al., 2016). Each of these pain measures provides
valuable information as part of baseline pain evaluation and prospective
treatment outcomes assessment, and should be used as a standard and fre-
quent part of behavioral pain management in primary care.

In addition to standardized measures, functional assessment by the
BHC should gather information about contributing factors that exacer-
bate and ameliorate experienced pain, the functional impact on activities
of daily living, and current patterns of coping when experiencing pain.
In combination with standardized assessment, functional assessments can
aid in prioritizing potential interventions that are personalized to meet the
goals and motivations of individual patients.

Chronic Pain Comorbidities

Chronic pain is often accompanied by comorbid symptoms such as depres-
sion, PTSD, anxiety, sleep disturbance, fatigue, functional disability, stress,
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and social dysfunction (Nugraha et al., 2019). All these comorbid concerns
have a reciprocal impact on pain and pain management, so it is often help-
ful to include these as part of patient assessment and conceptualization.
Posttraumatic headache disorder (McGeary et al., 2020) can make pain
recalcitrant to standard of care therapies (McGeary, Moore, Vriend, Peter-
son, & Gatchel, 2011). Comorbid depression and anxiety can worsen pain
and increase the use of opioid medication for pain management (Hooten,
Shi, Gazelka, & Warner, 2011). Although insomnia is often considered a
consequence of chronic pain, there is emerging evidence that patterns of
disrupted sleep can increase the risk of developing chronic pain (Generaal,
Vogelzanga, Penninx, & Dekker, 2017).

Chronic Pain Management Interventions

Most nonpharmacological interventions for chronic pain in primary care
are rooted in cognitive and behavioral therapies (CBT) due to the accumu-
lated body of research supporting their use and the broad spectrum of these
treatments that address both chronic pain and the comorbidities that main-
tain and perpetuate pain (Du et al., 2017). CBT interventions such as stress
management, relaxation, activity pacing, restructuring catastrophic pain
cognitions, and developing healthy social support are all well-established
tools for effective pain management. In 2018, the Defense Health Agency
established a MHS stepped-care model of pain management including the
implementation of a brief cognitive-behavioral therapy for chronic pain
(BCBT-CP; Defense Health Agency, 2018). BCBT-CP is a seven-module,
manualized CBT treatment program for chronic pain that was adapted
from the 12-session CBT-CP program developed by the Department of
Veterans Affairs (Murphy et al., 2014). CBT-CP modules and their topics
are presented in Table 5.3. There is emerging evidence that outcomes asso-
ciated with these modules/sessions are dose-dependent, so patients with
less severe pain or less pain interference may need fewer sessions to achieve
significant clinical improvement.

Telehealth Adaptions of Pain Management

There has been significant advancement in adapting behavioral pain man-
agement into military telehealth over the past 10 years (Byrne & Spevak,
2020; McGeary, McGeary, & Gatchel, 2012), and telehealth formats are
now effectively being used for pain management and pain consultation.
CBT programs like CBT-CP and BCBT-CP are increasingly delivered
through telehealth, which allows greater accessibility to these interven-
tions for patients who cannot travel due to pain, disability, or other health
concerns (e.g., COVID-19). The Army and Navy have established specialty
pain consultation for PCPs using the University of New Mexico’s Project
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TABLE 5.3. Cognitive-Behavioral Therapy for Chronic Pain (CBT-CP) Session Topics

Session Topic Content summary
1 Interview and assessment  Baseline evaluation of chronic pain
2 Treatment orientation Education about CBT-CP
3 Assessment feedback and  Develop treatment goals based on assessment
goal setting
Exercise and pacing Importance of movement and planning activity
Relaxation training Teach relaxation techniques for pain and stress
6 Pleasant activities 1 Identify and implement meaningful pleasant
activities for coping
7 Pleasant activities 2
8 Cognitive coping 1 Learn how thoughts affect pain and how to
monitor and challenge them
9 Cognitive coping 2
10 Sleep Strategies for improving sleep
11 Discharge planning Plan for flare-ups and skill review
12 Booster session Evaluate use of skills and troubleshoot

ECHO (or TeleECHO) platform, resulting in decreased opioid prescription
and better pain management outcomes (Katzman et al., 2019). CBT-based
interventions delivered by telehealth show significant improvement for up to
half of all patients treated, with moderate effect sizes (Rutledge et al., 2018).

Tobacco Cessation

For patients who use nicotine or tobacco, the single most important thing
they can do to improve their health is to quit (Peterson, Vander Weg, & Jaén,
2011). By extension, behavioral health providers can improve the health of
their patients more through evidence-based tobacco cessation than by any
other brief behavioral health intervention. In most primary-care settings,
nicotine and tobacco cessation refers to quitting cigarette smoking; how-
ever, in military populations, this also refers to smokeless tobacco cessation
given a higher rate of smokeless tobacco use for both males and females
(Peterson et al., 2007; Severson, Klein, Lichtensein, Kaufman, & Orleans,
2005; Vander Weg, DeBon, Peterson, Mittleman, Klesges, & Relyea, 2005).
In addition, with the recent proliferation of vaping, nicotine cessation also
refers to electronic cigarettes (Cox, 2015).

The “Five A's” of Tobacco Cessation

The most popular evidence-based brief intervention for nicotine and
tobacco cessation in medical settings is the “five A’s” approach (Fiore et
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al., 2008; Peterson et al., 2011). The five A’s include Ask about tobacco
use, Advise patients to quit, Assess interest in quitting, Assist in quitting,
and Arrange for follow-up. This brief approach can be shortened to just
the first two A’s, three A’s, or four A’s, depending on the length of time
available. For example, the two A’s version (i.e., Asking and Advising) can
be completed in about 30 seconds. Many PCPs believe this is all the time
they have available to devote to tobacco cessation. Simply asking patients
about their tobacco use and then advising them to quit may seem overly
simplistic; however, a large proportion of primary-care patients report that
their providers have never told them they should quit (Fiore et al., 2008;
Peterson et al., 2011).

Universal Screening for Nicotine and Tobacco Use

Given the apparent gap in care, the first step BHCs can take in assisting
with nicotine and tobacco cessation is to assure the clinic has a universal
screening program. Most health care providers are familiar with guidelines
for the universal assessment of nicotine and tobacco use during every out-
patient medical visit. In fact, the assessment and treatment of tobacco use is
an accreditation metric for the nation’s oldest and largest standards-setting
and accrediting body in health care, the Joint Commission (Joint Com-
mission, 2020). Part of the inspection process for the Joint Commission is
to evaluate whether health care providers assess nicotine and tobacco use
during every primary-care appointment. The initial screening for nicotine
and tobacco use is often conducted by the PCP or one of the medical staff
members prior to referral to the BHC; however, as part of the primary-care
team, BHCs also can conduct brief screenings for nicotine and tobacco use
in patients referred to them for other reasons.

Evidence-Based Interventions for Tobacco Cessation

A detailed review of evidenced-based interventions for nicotine and tobacco
cessation is beyond the scope of this chapter. Specific details on tobacco
cessation in primary-care settings have been previously published (Fiore et
al., 2008; Hunter et al., 2017; Peterson et al., 2011). Most evidence-based
interventions include a combination of behavioral, cognitive, and phar-
macological approaches. Therefore, it is essential that BHCs working in
primary-care settings be familiar with nicotine replacement therapy (e.g.,
nicotine patches, gum, lozenges) as well as prescription medications such as
bupropion (Zyban) and varenicline (Chantix). In most cases, the BHC will
work closely with the PCP regarding nicotine and tobacco cessation medi-
cations and then provide brief behavioral and cognitive strategies as part
of the BHC visits. Additionally, BHCs should be prepared to aid with the
connection to resources outside the clinic such as a telephone quitline (i.e.,
1-800-QUIT-NOW) or referral to a tobacco cessation program. Quitlines
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provide evidence-based telehealth interventions as well as education on
nicotine replacement therapy free of charge (Keller, Bailey, Koss, Baker, &
Fiore, 2007).

A common challenge encountered in primary care is demotivation to
engage tobacco use behaviors due to the low quit rates for many patients
who are attempting to stop nicotine and tobacco use. In addressing this
challenge, BHCs may work to improve the care team well-being by empha-
sizing the benefit of assisting even a single patient to quit successfully.
Given that most individuals require multiple attempts before they quit per-
manently, BHCs may also help the care team to conceptualize nicotine and
tobacco use as a chronic condition rather than simply a lifestyle choice.
Finally, BHCs can improve the care team well-being by reducing the work-
load for the clinic and delivering behavior change interventions.

Weight Management

Military health systems most often define overweight and obesity using
the body mass index (BMI), a height-to-weight ratio intended to estimate
body fat. In the United States, two in five adults meet criteria for obesity,
with growing prevalence on a global scale (Centers for Disease Control
and Prevention, 2018). Even in an active-duty military population, with
body composition standards and resources geared toward physical readi-
ness, one in four individuals meets BMI criteria for obesity, and longitu-
dinal trends show service members steadily moving into heavier catego-
ries (Rush, Leard-Mann, & Crum-Cianflone, 2016). After discharge from
military service, deleterious changes in diet, sleep, and physical activity
further elevate rates of weight-related health concerns in veteran popula-
tions (Bookwalter et al., 2019). Despite the pervasiveness of obesity and
clear relationship to weight-related health conditions, only one in five
adults with obesity receives weight-related counseling when seen in pri-
mary care (Bleich, Pickett-Blakely, & Cooper, 2011). Even when patients
receive weight-related counseling, it often is not consistent with clinical
guidelines for weight management (Ko et al., 2008). This may be partly
attributable to weight stigma, which can create health disparity as provid-
ers discount obesity as an avoidable risk (Phelan et al., 2015). Although
obesity is the result of a caloric surplus, the factors that impact the basic
equation are a far more complicated interaction of cultural, behavioral,
social, metabolic, physiologic, and genetic factors that are not completely
understood (Sharma, 2003).

Functional Assessment for Overweight and Obesity

As mentioned above, BMI provides one of the quickest and most fre-
quently used measures for identifying patients in need of weight-loss
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interventions in primary care. However, identifying weight as a health
concern is not the end of a good assessment. Part of working with a med-
ical team is understanding the patient’s medical history sufficiently to
help guide conversations about weight-related medical conditions such
as diabetes, hypertension, or cardiovascular health concerns. Equally
important is identifying the patient’s existing knowledge, motivation
for behavior change, and weight-related goals. To develop a personal-
ized intervention with the greatest chance of successful implementation,
a functional assessment also should include an understanding of previous
weight-loss attempts, dietary habits, eating behaviors, and physical activ-
ity. A cursory review for disordered eating behaviors also may identify
other areas of clinical concern.

Intervention for Overweight and Obesity

A combined report by the American College of Cardiology, the Ameri-
can Heart Association, and the Obesity Society recommends aiming for a
5% to 10% weight reduction in 6 months for clinically meaningful change
(Jensen et al., 2014). Weight loss requires an energy deficit resulting from a
restriction of calorie intake and engagement in physical activity. To address
health—behavior changes related to weight loss, clinical guidelines suggest
engagement in at least 14 individual or group specialty behavioral health
appointments across 6 months; for some, pharmacotherapy also may be
appropriate (Jensen et al., 2014). Although treatment in primary care can-
not support such intensive behavioral interventions, integration with the
medical team can aid in fostering a holistic biopsychosocial approach.
Additionally, initial data on weight management in PCBH suggest a posi-
tive impact on weight loss (Sadock, Auerbach, Rybarczyk, & Aggarwal,
2013).

In the PCBH model, successful weight management can be optimized
by assisting the patient with three things: (1) a clear goal for weight loss
consistent with the aforementioned 5% to 10% weight reduction in 6
months, (2) education on healthy dietary planning and eating behaviors,
and (3) a behavior-change plan that encompasses both calorie restriction
and increased physical activity. With the aid of handouts to capture critical
educational information and guided discussion about feasible changes, a
personalized behavior-change plan realistically can be established in one
to two appointments (Hunter et al., 2017). Once a plan is established, fol-
low-up is arranged, as necessary, to provide continued support, as addi-
tional strategies likely will be necessary for overcoming obstacles to weight
maintenance. For example, initial weight loss is best predicted by calorie
restriction, but sustained weight management after meeting the weight-loss
goal is largely reliant on physical activity with regular weight monitoring
(Stubbs & Lavin, 2013). In some ways, weight management may deviate
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from the typical maximum of four appointments with the BHC; however,
treatment of obesity is similar to chronic disease management and benefits
from long-term follow-up with the patient’s medical home.

SUMMARY

Behavioral health services have been delivered in primary care since long
before the introduction of specialized providers. Since 2000, military pri-
mary-care clinics have made efforts to improve these services by integrating
psychologists as part of the primary-care team (Hunter & Peterson, 2001).
Currently, psychologists and social workers are integrated into primary-
care clinics across the MHS, delivering specialized behavioral health con-
sultation using the PCBH model. Providing services as a BHC requires ethi-
cal considerations, clinical competencies, and a training curriculum that
are unique from many of their specialty behavioral health counterparts.
These differences serve to provide a stepped-care model in which deliver-
ing evidence-based interventions for behavioral health concerns, enhancing
health behaviors, and managing disease processes are routine parts of the
primary-care experience.
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Managing Military—Specific
Concussion for the
General Practitioner

Heather G. Belanger, Patrick Armistead-Jehle,
Jessica Parker, Sara M. Lippa, and Eveline F. Yao

’Eaumatic brain injury (TBI) has become the focus of considerable clini-
cal and research efforts in both the Department of Defense (DoD) and the
Department of Veterans Affairs (VA) due to the prolonged nature of con-
flicts in Iraq and Afghanistan, the frequent use of explosive devices, and
attention by the media. According to the Defense and Veterans Brain Injury
Center (DVBIC'; 2021), between 2000 and 2019, there were approximately
414,000 active-duty military service members who sustained a TBI. The
vast majority (80-95%) of TBIs were classified as mild (mTBI) or, more col-
loquially, concussion. The terms mTBI and concussion are typically used
interchangeably. Systemwide concussion screening programs within DoD
and VA have led to an increasing focus on identification, assessment, and
treatment. This, in turn, has led to an increasing need for clinical expertise
and evaluations related to concussion. This chapter will focus on military-
specific concussion, with a basic introduction to identification, assessment,
and management, including when a referral is appropriate. It is geared
toward the general psychologist practitioner who undoubtedly has seen an
increase in concussion-related complaints in recent years.

Despite the attention given to brain injuries sustained in the combat
theater, documented concussions more frequently occur in garrison. Ser-
vice members routinely engage in physically demanding training and opera-
tional activities that increases their risk. Additionally, the majority of service

IDVBIC is now called TBICoE (TBI Center of Excellence).
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members are men between 18 to 24 years of age, and this particular demo-
graphic carries a higher risk for concussion via motor vehicle accidents and
sporting events, independent of military service. Even with the significant
reduction of service members deployed overseas in support of combat, TBI
and concussion will continue to be a condition of interest in the military.

CONCUSSION BASICS

A concussion occurs when an external force impacts the brain, disrupting
its functioning. VA and DoD clinical practice guidelines (CPGs) define a
concussion as a brain injury with normal structural neuroimaging and up
to 24 hours’ alteration of consciousness (AOC), up to a day of posttrau-
matic amnesia (PTA), or up to 30 minutes of loss of consciousness (LOC)
(Department of Veterans Affairs and Department of Defense, 2016). It is
important to distinguish concussions from moderate, severe, and penetrat-
ing TBIs, which generally have longer duration of LOC, PTA, AOC; may
have abnormal structural neuroimaging; and often result in different prog-
nostic recovery trajectories and outcomes.

Objective neuropsychological testing reveals a reduction in cognitive
functioning across most domains in the acute phase of concussion that
generally returns to baseline within 3 months of injury (Belanger, Tate,
& Vanderploeg, 2018). Other factors, including psychiatric symptoms, use
of benzodiazepines, litigation, and invalid responses, can impact neuro-
psychological test scores with relatively large deleterious effects (Iverson,
2005). Sleep disturbance, pain, substance abuse, social support, coping
abilities, beliefs about concussion, and expectations for recovery may also
impact cognitive performance and other outcomes (Belanger et al., 2018).
Therefore, identification, treatment, and management of these and other
potential comorbidities and contributing factors are clearly important.

A number of physical or somatic (e.g., headaches, fatigue, nausea/
vomiting), cognitive (e.g., attention, memory, processing speed), vestibu-
lar (e.g., balance, dizziness, vertigo, nausea/vomiting), and affective (e.g.,
depressed mood, anxiety, irritability, psychiatric disorders) symptoms may
occur immediately following a concussion. These symptoms may resolve
within hours (Iverson, 2005), but generally last no longer than 3 months if
there are no other contributing factors (McCrea, 2008). When postconcus-
sion symptoms linger, diagnostic criteria for postconcussional syndrome per
the International Statistical Classification of Disease and Related Health,
Tenth Edition (ICD-10; World Health Organization, 1992) may be met. It
is notable that the diagnosis of postconcussion disorder was removed in the
fifth edition of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5; American Psychiatric Association, 2013). This may be due to the
fact that these post-event symptoms do not tend to change together over
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time, as is typical for a syndrome (Belanger et al., 2018). Postconcussion
symptoms are nonspecific, making the diagnosis more challenging as these
symptoms are common in patients with bodily injuries but without con-
cussion (Meares et al., 2011), psychiatric disorders (Donnell, Kim, Silva,
& Vanderploeg, 2012), and even healthy college students (Wang, Chan,
& Deng, 2006). It has been suggested that if symptoms persist for several
months in multiple domains resulting in functional impairment, the term
postconcussion syndrome not be used. Rather, persistent symptoms that
occur after a concussion is recommended as this allows for acknowledg-
ment that multiple factors have played a role in maintaining and/or propa-
gating these symptoms (Silva & Kay, 2013).

Psychiatric disorders, most commonly depression, anxiety, and post-
traumatic stress disorder (PTSD), are more prevalent following concussion
than in the general population. Depression is the most common psychiatric
diagnosis following TBI and may be the result of premorbid risk factors,
psychological reaction to the injury and related psychosocial factors, and/
or neurological dysfunction (Belanger et al., 2018). Post-injury depres-
sion (Iverson et al., 2017), anxiety (Silverberg et al., 2015), combat stress
(Kennedy et al., 2012), and PTSD (Hoge et al., 2008) have all been clearly
linked to worse outcomes. Importantly, premorbid psychological disor-
ders increase the likelihood of psychiatric diagnosis following concussion
(Belanger et al., 2018). Indeed, pre-injury mental health has been impli-
cated as one of the most important factors in recovery from concussion
(Iverson et al., 2017; Silverberg et al., 2015).

In contrast to psychiatric, medical, and psychosocial factors, neuro-
imaging findings tend not to play a significant role in concussion recovery
(Lange, Yeh, Brickell, Lippa, & French, 2019). Magnetic resonance imag-
ing (MRI) scans may reveal white matter hyperintensities (i.e., abnormal
changes seen in the white matter of the brain) in patients with a history of
concussion. At times, patients may focus on these white matter hyperinten-
sities as a sign of lasting brain damage from their injury. However, white
matter hyperintensities are nonspecific, and can also result from normal
aging (Lindemer, Greve, Fischl, Augustinack, & Salat, 2017) or other con-
ditions to include migraines (Aradi et al., 2013). In a study of 152 active-
duty service members (Tate et al., 2017), the presence of white matter
hyperintensities was not significantly different between participants with
concussion (41%), orthopedic injuries only (49%), and PTSD only (29%).
Therefore, the presence of white matter hyperintensities cannot be used
as diagnostic criteria for postconcussive complications. Additionally, white
matter hyperintensities were not increased in patients diagnosed with post-
concussion syndrome compared to controls without a history of concussion
(Panwar, Hsu, Tator, & Mikulis, 2020) and generally have not been found
to be related to postconcussive symptom severity (Clark et al., 2016; Tate et
al., 2017). In contrast, lesions found with susceptibility weighted imaging,
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or microbleeds, have been shown to be relatively specific to TBI, though
they are not necessarily correlated with worse symptom reporting or cogni-
tive functioning in concussed patients (Tate et al., 2017). Diffusion tensor
imaging (DTI) has shown alterations in white matter integrity following
concussion that correlate to objective cognitive performance as well as sub-
jective symptoms, though these findings are not universal across studies
(Asken, DeKosky, Clugston, Jaffee, & Bauer, 2018). DTT is not currently
used clinically.

BLAST VERSUS NON-BLAST TBI

TBIs have historically been associated with blunt force trauma. Prolonged
conflicts in Afghanistan and Iraq have featured frequent use of improvised
explosive devices (IED), explosively formed penetrator (EFP) rockets, and
mortars, and as such, the phenomenon of blast-force trauma has gained
increased attention. As alluded to above, the majority of military-related
TBIs occur in garrison and stem from causes similar to nonmilitary injuries
(i.e., MVAs and blows to the head with falls, hits, or assaults); however, the
majority of combat-related TBIs involve blast-related forces (DVBIC, 2020;
Owens et al., 2008). For instance, Owens and colleagues (2008) report
that an explosive mechanism accounted for 81% of all injuries in Iraq and
Afghanistan, while gunshot wounds accounted for 19%. The authors note
that this is the highest percentage of explosive injuries in any U.S. conflict.

Blast injuries are not a unitary insult, but rather encompass up to five
separate types of injuries incurred either directly or indirectly from a blast.
These consist of the following: (1) primary injury from the pressure wave;
(2) possible secondary injury from blunt or penetrating trauma (i.e., frag-
ments of debris propelled by the explosion); (3) tertiary translation force
injuries (e.g., being forced to the ground or against an adjacent object from
the blast); (4) quarternary heat and burn injuries; and (5) quinary indirect
injures such as chemical exposure or hypoxia.

Non-combat-related blast injuries from breacher training have also
become the focus of increased research attention (Carr, Polejaeva, et al.,
2015; Carr, Stone, et al., 2016; Tate et al., 2013). There is mounting con-
cern (by service members, the medical community, and legislators) that
repeated low-level blast exposures, which do not result in subsequent LOC,
PTA, or even AOC, could lead to physiological disruption. These types of
experiences have been termed subconcussive injuries.

Research surrounding blast-related TBIs has focused predominantly
on two areas: (1) the possibility of unique physiological disruptions sub-
sequent to blast exposure and (2) whether or not there are functional out-
comes that differ from blunt force TBI. With regard to the former, research
findings suggesting neuroanatomical disruption from blast are varied. For
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instance, Ivanov et al. (2017) concluded that combat veterans with blast
exposure but no TBI compared to combat veterans with a remote history
of blast-related TBI had poorer white matter integrity on DTI, particularly
in the left cingulum. Newsome et al. (2016) demonstrated that combat vet-
erans with a history of blast-related TBI had compromised functional con-
nectivity in the globus pallidus relative to demographically similar veterans
with no history of TBI or blast exposure. In a case series, Martindale and
colleagues (2018) found changes in white matter hyperintensities related
to severity of blast exposure. Shively et al. (2016) found that blast expo-
sure produced unique brain lesions in postmortem veterans with histories
of blast exposure. More specifically, blast-exposed brains had prominent
astroglial scarring at neuroanatomical boundary zones between tissue and
fluid and between gray and white matter junctions. Mu and colleagues
(2017) conducted a review of imaging in blast-related mTBI and found
a number of studies revealed decreased cortical thickness and decreased
thalamus and amygdala volume, as well as white matter tract abnormali-
ties (including the corpus callosum and superior longitudinal fasciculus).
However, the Mu et al. study also noted that clear variations across study
designs and methods precluded the formulation of salient conclusions
regarding the pathomechanisms of blast-related TBI.

Research to identify any potentially different functional outcomes
between blast and non-blast-related TBIs has also been conducted. While
the current data indicate that there may be unique aspects of brain disrup-
tion associated with blast injury, several studies have suggested that func-
tional outcomes are generally similar to non-blast injuries. After covarying
for psychiatric symptoms, Lange et al. (2012) reported no additive effect of
a blast plus blunt force trauma injury over a blunt force trauma injury alone
on various cognitive measures. Belanger et al. (2009) and Cooper et al.
(2012) found similar nonsignificant differences across cognitive measures
when comparing blast and non-blast-related groups. Moreover, the previ-
ously mentioned Ivanov et al. (2017) study, which demonstrated dimin-
ished left cingulum white matter integrity in blast-injured combat veterans,
failed to show any relationship between blast exposure and standardized
cognitive measures. Belanger and colleagues (2010) found no differences
between blast and non-blast TBI groups in a sample of veterans more than
a month post-injury, save a higher degree of hearing complaints in the blast
group. To this end, outside of possible hearing issues, there appear to be no
functional differences between blast and non-blast TBIs outlined in the cur-
rent literature. Finally, the available literature indicates that low-level blast
exposure is associated with biological markers of neurological dysfunction
and deficiencies in aspects of cognition (Carr et al., 2016; Tate et al., 2013).
However, these deficiencies resolved within 2 weeks following the last blast
exposure (Tate et al., 2013). This literature, however, is incomplete and
continues to develop (see Belanger et al., 2020, for a review).
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CHRONIC TRAUMATIC ENCEPHALOPATHY

One issue that has garnered significant media attention on concussion,
largely related to professional sports, is chronic traumatic encephalopa-
thy (CTE), hypothesized to be secondary to repetitive blunt force head
trauma and to represent a distinct neurodegenerative condition that leads
to long-term cognitive, neurological, and neurobehavioral problems
(McKee et al., 2009). The prevalence, cause, and clinical criteria for CTE
are unknown, yet recent media reports suggest otherwise. Public aware-
ness about repetitive brain trauma is positive from a preventive perspec-
tive, but tends to create the impression that more is known about CTE
than is actually the case. It is therefore imperative that clinical providers
be educated about CTE as to best inform patients and avoid perpetuating
misinformation.

Pathologically, recently proposed preliminary consensus criteria for
CTE include the pathognomonic presence of an accumulation of abnormal
p-tau in neurons, astrocytes, and cell processes around small vessels in an
irregular pattern at the depths of the cortical sulci (McKee et al., 2016).
However, the sensitivity and specificity of these criteria are unknown. In
addition, there are no current clinical diagnostic criteria for CTE, and the
proposed clinical features are broad. These clinical symptoms are highly
variable and nonspecific to CTE pathology, and include diverse disorders
and symptoms including depression, anxiety, PTSD, alcohol/substance
abuse/dependence, dysarthria, dysphagia, gaze disturbance, chronic pain,
anabolic steroid use, coronary artery disease, headaches, suicide, aggres-
sion, dementia, poor impulse control, gait instability/parkinsonism, ocu-
lar deficits, cognitive difficulties, paranoid ideations, poor insight, dis-
inhibition, inappropriate sexual behavior, apathy, and risk taking (Mez,
Stern, & McKee, 2013; Omalu et al., 2011; Stern et al., 2013). Proposed
clinical subtypes based on symptom presentation and onset have not
been validated, and there are no operational clinical diagnostic criteria
for these proposed subtypes. Overall, more systematic, prospective, and
longitudinal research is needed to determine the risk of CTE and whether
there is an association between repetitive head impacts or concussion and
CTE.

For providers, Belanger et al. (2020) provide a three-phased schematic
approach for intervening with individuals who have repetitive head impact
and/or concussion histories and are concerned about CTE. This approach
includes (1) assessment and education, (2) targeted interventions for specific
symptoms and comorbidities (e.g., sleep disturbance, headache, depres-
sion), and (3) psychotherapy to address mental health concerns (see Case
6.1 that follows later in this chapter). This specific strategy also applies to
management of concussion writ large (see below for specific clinical recom-
mendations).
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RELEVANT MILITARY INSTRUCTIONS AND GUIDELINES

The DoD has generated a number of publications that inform the military’s
approach to concussion management (Table 6.1). In 2004, the VA and
DoD partnered to establish an Evidenced Based Practice Working Group
(EBPWG) to develop CPGs, informing physical medicine and behavioral
health care among their respective populations. The Management of Con-
cussion-mTBI CPG was first published in 2009. It has been revised several
times since its initial release, with the most recent version published in Feb-
ruary 2016 (Department of Veterans Affairs and Department of Defense,
2016). Originally intended to assist primary-care providers with the diag-
nosis, assessment, treatment, and follow-up of mTBI patients, the CPG was
utilized across health care disciplines and shaped the standard of care for
physical and behavioral health providers alike. In addition to the compre-
hensive Management of Concussion-mTBI CPG, the accompanying mTBI
Clinician Summary, Patient Summary, and Pocket Card CPG tools are also
available for provider and patient use (Department of Veterans Affairs and
Department of Defense, 2021).

The Management of Concussion-mTBI CPG (Department of Veter-
ans Affairs and Department of Defense, 2021) includes a discussion of
23 evidence-based recommendations for the diagnosis and assessment,
co-occurring conditions, treatment, and setting of care for mTBI manage-
ment, several of which pertain specifically to cognitive symptoms and are
subsequently reviewed. Particularly relevant to psychologists, the review
concluded that post-mTBI cognitive symptoms tend to resolve within hours
to days following an injury, and there is an absence of a clear relationship
between self-report and cognitive assessment findings 30 days postconcus-
sion. The CPG provides a “strong against” recommendation for neuropsy-
chological testing within 30 days following a concussion (Recommendation
4). For patients with a concussion history who continue to report cognitive
symptoms 30 days or more postconcussion and are refractory to treat-
ment, the CPG posits a “weak for” recommendation for administration of
a structured cognitive assessment to determine functional limitations and
assist with treatment planning (Recommendation 17). For patients identi-
fied via postdeployment screening or who present for care with complaints
possibly associated with a concussion, the CPG provides a “strong against”
recommendation for comprehensive neuropsychological testing (including
the Automated Neuropsychological Assessment Metrics, Neurocognitive
Assessment Tool, or Immediate Post-Concussion Assessment and Cogni-
tive Testing) for routine diagnostic and treatment purposes (Recommenda-
tion 5), based on insufficient evidence in the literature for doing so.

With regard to managing postconcussive cognitive symptoms, the CPG
(Department of Veterans Affairs and Department of Defense, 2021) offers
a “weak for” recommendation for referral to cognitive rehabilitation with a
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mTBI rehabilitation therapist for patients with a history of mTBI presenting
with treatment refractory cognitive complaints 30 to 90 days post-event.
However, prolonged therapy, in the absence of symptom improvement, has a
“strong against” recommendation (Recommendation 18). The CPG Work-
ing Group noted that treatment specialists must consider comorbid and pre-
existing conditions (to include psychological diagnoses) as these may reduce
cognitive functioning. The use of medication, supplements, nutraceuticals,
or herbal medicine is also not recommended for treating cognitive com-
plaints associated with concussion (Recommendation 19) due to the lack
of demonstrated evidence and potential harmful effects in this population.

Two algorithms, Module A: Initial Presentation and Module B: Man-
agement of Symptoms Persisting > 7 Days (Figures 6.1 and 6.2), provide
clinicians with a diagnostic and therapeutic decision-making framework
for assessing service members at critical junctures. As providers progress
through the clinical decision-making algorithms, they may utilize the spe-
cific and detailed symptom evaluation and management recommendations
provided in the CPG to guide treatment planning and referrals.

In addition to the CPG, the DoD released several TBI instruction mem-
orandums, to include guidance on mTBI management in a deployed setting
and TBI neuropsychological assessment. As with all DoD instructions, the
services follow DoD guidance and ensure that subsequent service-specific
policies created align with DoD instruction.

DoD Policy Guidance for Management of mTBI/Concussion in the
Deployed Setting (Department of Defense Instruction 6490.11; Depart-
ment of Defense, 2019) established that DoD components will identify,
track, and ensure evaluation and treatment of service members exposed
to potentially concussive events, and those with medically documented
concussions will be managed in accordance with the DoD clinical prac-
tice theater guidelines and documented in the service member’s electronic
health record. Commanders or their designated representatives will report
exposure and assessment of all service members, using an Injury/Evalu-
ation/Distance (I.LE.D) Checklist, who were, at minimum, involved in a
vehicle blast/collision/rollover event, within 50 meters of a blast radius;
experienced a direct blow to the head or loss of consciousness; or were
exposed to more than one blast event. The I.LE.D. Checklist assesses for
bodily harm (I/Injury), concussion-related symptoms such as vomiting and
dizziness (E/Evaluation), and proximity to the blast (D/Distance). Service
members involved in a potentially concussive event or who respond “yes”
to any of the I.LE.D. Checklist questions or demonstrate listed symptoms
post-injury should be referred for medical evaluation. Medical guidance, in
accordance with DVBIC guidance (2019), emphasizes post-event rest peri-
ods. These guidelines inform medical providers and encourage command
support for a required 24-hour rest period after a potentially concussive
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A. Module A: Initial Presentation (>7 Days Post-injury)

- Provide education and access
to information regarding
concussion/mTBI (See section

Person injured with head - — .
L 1. Progressively declining level of 7. Double vision
trauma resulting in N .
| N | : consciousness 8. Worsening headache
a 1erat\0.n oriossa 2. Progressively declining 9. Cannot recognize peaple or
consciousness neurological exam disoriented to place
3. Pupillary asymmetry 10. Slurred speech
l 4.  Seizures 11. Unusual behavior
5. Repeated vomiting
Urgent/emergent Yes . L
- . . 6. Neurological deficit: motor or
conditions identified? sensoryg
(See sidebar 1) l
No Refer for
A emergency
4 | Evaluate for severity of evaluation and
T8I basesﬁ on history treatment Criteria Mild Moderate Severe
(See sidebar 2) Structural imaging, see Normal or Normal or
O Normal
Recommendation 3 abnormal abnormal
Loss of Consciousness (LOC) 0-30 min >3;)4n;‘|n and >24 hours
Is the severity moderate Yes =Z3hours
or severe TBI? Alteration of consciousness/ b t0 24 hours >24 hours; severity based on
mental state (AOC)* P other criteria
N - .
© 6| Consult with Posttraumatic amnesia (PTA) 0-1day >1 and <7 days >7 days
TB_‘ SPECi?”St; Glasgow Coma Scale (GCS) (best 1315 912 <
v Exit Algorithm | available score in first 24 hours)** : :
/ Diagnosis of 10 - -
. . 9 Is person currently Follow DoD Policy guidance for
concussion/mTBI: Yes - Yes .
> deployed on military or » management of mTBI/concussion
Are symptoms present? combat operation? in the deployed setting
(See sidebar 3) -
No
o ,,
1 Go to Algorithm B

Management of Symptoms
Persisting >7 days

on educational resources)
Provide usual care
- Follow-up as indicated

Physical Symptoms:

Headache, dizziness, balance disorders,
nausea, fatigue, sleep disturbance,

blurred vision, sensitivity to light, hearing
difficulties/loss, tinnitus, sensitivity to noise,
seizure, transient neurological
abnormalities, numbness, tingling

Behavior/Emotional Symptoms:
Depression, anxiety, agitation,
irritability, impulsivity, aggression

Cognitive Symptoms:

Problems with attention,
concentration, memory, speed of
processing, judgment, executive
control

*Alteration of mental status must be immediately related to the trauma to the head. Typical symptomswould be: looking and feeling dazed and
uncertain of what is happening, confusion, difficulty thinking clearly or responding appropriately to mental status questions, and being unable to
describe events immediately before or after the trauma event.

**In April 2015, the DoD released a memorandum recommending against the use of GCS scores to diagnose TBI. See the memorandum for

additional information.

***Symptoms that may develop within 30 days post injury.

FIGURE 6.1. VA/DOD Clinical Practice Guideline for Management of Concussion/
Mild Traumatic Brain Injury: Version 2.0. Module A: initial presentation (> 7 days
post-injury). Public domain. Department of Veterans Affairs and Department of

Defense (2021).
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B. Module B: Management of Symptoms Persisting >7 days

1 [ Patient with persistent symptoms after mTBI }

)

2 Primary care provider should build
therapeutic alliance and assess patient
priorities
Complete history and physical examination,
including mental status exam, psychosocial
evaluation and symptom attributes
(See sidebar 4)

)

Duration, onset, and location of symptom
Previous episodes, treatment and response
Patient perception of symptom

Impact on functioning

Factors that exacerbate or alleviate symptoms

Provide information and education on symptoms and
recovery
Educate about prevention of further injuries

? Evaluate potential co-occurring disorders or - Provide reassurance on expectation of positive recovery
diseases (such as depression, posttraumatic - Empower patient for self-management
stress disorder, musculoskeletal pain or - Provide sleep hygiene education
substance use disorders) - Teach relaxation techniques
¢ - Recommend limiting use of caffeine/tobacco/alcohol
- Encourage monitored progressive return to normal

4 Determine treatment plan duty/work/activity/exercise
5 Educate patient/family on symptoms and

expected recovery

'

6 Provide early interventions and initiate
symptom-based treatment
(See sidebar 5 and Appendix B)

¢

Are symptoms resolved

Yes

Case managers may:

Follow-up and coordinate (remind) future appointments
Reinforce early interventions and education

Address psychosocial issues (financial, family, housing or
school/work)

Connect patient to available resources

after 90 days?

vl

8 Reevaluate and initiate symptom-based
treatment and follow-up as appropriate
(See Appendix B)
9 If symptoms persist and affect function,
consider consult and collaboration with TBI
specialist
10

Did patient respond positively to
TBI specialist intervention?

w]

11| Consider case management with primary care
(See sidebar 6)

12

v

Follow-up as needed

Provide encouragement and
reinforcement

Monitor for comorbid conditions
Address:

- Return to work/duty/activity
- Community participation

- Family/social issues

FIGURE 6.2. VA/DOD Clinical Practice Guideline for Management of Concussion/
Mild Traumatic Brain Injury: Version 2.0. Module B: management of symptoms
persisting > 7 days. Public domain. Department of Veterans Affairs and Depart-

ment of Defense (2021).
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event. Service members diagnosed with a first concussive event must have
a minimum 24-hour rest period unless clinical evaluation indicates a lon-
ger period is necessary. Service members diagnosed with two concussive
events in a 12-month period should delay returning to duty 7 days fol-
lowing symptom resolution. A history of three diagnosed concussions over
a 12-month period delays returning to duty until a recurrent concussion
evaluation has been completed. Commanders have the latitude to impose
longer recovery periods in consultation with medical personnel. Similar
guidelines for recovery based on number of previous concussions have also
been mandated for the garrison environment.

Specific to mTBI neuropsychological assessment practices, DoD
Instruction 6490.13 (March 2017), Comprebensive Policy on Traumatic
Brain Injury-Related Neurocognitive Assessments by the Military Services,
designated the Army as the Military Health System (MHS) lead for test-
ing and determined that all service members and DoD civilians across the
deployment cycle will undergo computerized neurocognitive assessment.
The current DoD designated neurocognitive assessment tool is the Auto-
mated Neuropsychological Assessment Metrics (ANAM). A predeployment
baseline ANAM is administered within 12 months prior to deployment.
Per instruction and in accordance with DVBIC guidelines, post-injury
assessment is completed after a diagnosed concussion, comparing baseline
and post-injury results to inform return to duty decisions. Of note, neu-
rocognitive assessment measures, such as the ANAM, are not to be used
as stand-alone diagnostic tools. Service members endorsing head injury-
related questions on the Post-Deployment Health Assessment are referred
for additional evaluation and potential neurocognitive test administration.
Service-level programs may establish additional guidance that incorporates
the aforementioned core testing elements. As an example, in 2019, U.S. Spe-
cial Operations Command (SOCOM) instituted a new brain health policy
(USSOCOM Policy Memorandum 19-01) mandating the establishment of
a baseline cognitive assessment followed by periodic cognitive assessments
using ANAM, documentation of historical symptoms and exposure base-
line with periodic updates, and a requirement for at-risk operators to wear
blast gauges in relevant training and deployment settings to capture overt
and subconcussive repetitive blast exposures. In addition, a working group
was formed to evaluate ongoing brain health efforts and current science,
and to adapt to changing requirements of the force. This brain health policy
only applies to those personnel working within the SOCOM enterprise.

MILITARY-SPECIFIC ASSESSMENT TOOLS

While many of the neuropsychological measures employed in the civilian
sector to evaluate and treat TBI are applicable in military settings, there are
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TABLE 6.1. Military Concussion Instructions and Guidelines

Instruction Title Purpose Population
DoD/VA The Management  Assists providers in managing  Applies to adults
clinical practice of Concussion- patients with a history of mTBI eligible for care in
guidelines Mild Traumatic via a review of evidence-based the VHA and DoD
(CPG) Brain Injury? recommendations for diagnosis health care systems

and assessment, co-occurring
conditions, treatment, and
setting of care.

DoDI 6490.11 DoD Policy Establishes the identification,  Applies to the
Guidance for tracking, evaluation, and military departments
Management of treatment of service members
Mild Traumatic exposed to potentially
Brain Injury/ concussive events, and those

Concussion in the — with medically documented

Deployed Setting ~ concussions are managed in
accordance with DoD clinical
practice theater guidelines
and are documented in the
electronic medical record.

DoDI 6490.13  Comprebensive Establishes the use of Applies to military
Policy on computerized neurocognitive  departments and
Traumatic Brain assessment (ANAM4) the Coast Guard
Injury-Related across the deployment cycle when it is a service
Neurocognitive (predeployment, post-injury, in the Department of
Assessments by the and postdeployment) with Homeland Security
Military Services service members and DoD by agreement with

civilians. that department

USSOCOM Comprebensive Establishes baseline cognitive ~ Applies to personnel

Policy Strategy for Special assessment, periodic in the SOCOM
Memorandum  Operations Forces ANAM cognitive testing, enterprise
19-01 Warfighter Brain ~ documentation of historical

Health symptoms and exposure

baseline with periodic updates,
and a requirement for at-risk
operators to wear blast

gauges in relevant training

and deployment settings to
record overt and subconcussive
repetitive blast exposures.

2CPG update in progress at the time of this chapter’s publication.

some measures that may be exclusive to a military context. One such mea-
sure is the ANAM, which is a collection of computer-based assessments, ini-
tially developed by the DoD, designed to measure attention, concentration,
reaction time, memory, processing speed, and decision making. As stated
earlier, ANAM is mandated for use in the military to establish a predeploy-
ment baseline unique to each service member. Subsequent administrations
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can then be compared during or after deployment to establish any intra-
individual differences potentially due to concussive injury (Department of
Defense Instruction 6490.13; Department of Defense, 2017). An ANAM
Performance Validity Index was derived from the accuracy and response
time (RT) discrepancies of four subtests (i.e., Matching to Sample, Sim-
ple RT, Procedural RT, and Code Substitution Learning). Cutoff scores
of > 10 maximized sensitivity/specificity (0.68/0.90) in an outpatient set-
ting (Roebuck-Spencer, Vincent, Gilliland, Johnson, & Cooper, 2013).
USSOCOM’s brain health policy (2019) requires a periodic reassessment
using the ANAM Version 4 Military Expanded (ANAM4 MilExp), which
includes an additional three subtests that tap visual cognitive, executive
functioning, and memory abilities.

Another tool used almost exclusively by the military is the Military
Acute Concussion Evaluation (MACE) that is not intended to be a neu-
ropsychological measure, but rather a quick and easy screener to detect
concussion and mental status in the immediate setting (e.g., on the battle-
field or sports field) (McCrea et al., 2014). The MACE was updated to
MACE 2 (DVBIC, 2018) in 2018. MACE 2 is made up of four parts: (1)
a history component that records information on the injury event (mecha-
nism of injury, acute characteristics, postconcussive symptoms, etc.); (2) a
brief neurological exam; (3) a cognitive screening called the Standardized
Assessment of Concussion (SAC; McCrea, Randolph, & Kelly, 2000); and
(5) Vestibular/Ocular-Motor Screening (VOMS). The SAC assesses orienta-
tion, immediate memory, concentration, and delayed recall and has a total
score of 30. Preliminary data suggest that the VOMS improves diagnosis of
concussion, as well as prediction of recovery (Mucha et al., 2014).

CLINICAL MANAGEMENT OF CONCUSSION

Management of concussion is highly dependent on two factors: (1) time
since injury and (2) specific symptomatology. In the first 24 hours of injury,
cognitive and physical rest is strongly indicated. Symptoms during this time
are expected, but should be aided by rest. After 24 hours, the patient should
begin to engage in a graded return to activities. DVBIC has published a six
stage progressive recovery process: Stage 1: Rest—only basic activities of
daily living; Stage 2: Light Routine Activity—walking, stretching, simple
cognitive activities; Stage 3: Light Occupation-Oriented Activity—brisk
walk, lift objects less than 20 pounds; Stage 4: Moderate Activity—light
resistance training, jogging; Stage 5: Intensive Activity—normal routine
and exercise, return to driving; Stage 6: Unrestricted Activity—return to
pre-injury activities. For those who are not asymptomatic after 24 hours,
the service member is progressed to the next stage only when activities
can be completed without exacerbation of symptoms at the current stage.
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At a minimum, the service member spends 24 hours at each stage with an
expectation that within several days to a few weeks, concussive symptoms
will resolve and normal activities can be resumed.

During staged recovery, symptom specific treatments can be provided.
These might include over-the-counter medications for headaches or pre-
scription medication for dizziness. Most often, this care will be overseen
by a primary-care provider or specialist with concussion-specific training
(e.g., neurologist or neuropsychologist). However, patients may already
be engaged with BH- or behavioral health—specific care, especially by
primary-care behavioral health consultants (BHCs; see Chapter 3, this
volume). In such cases, the BHC assists with behavioral interventions for
symptoms like insomnia or headache pain. BHCs also educate patients
about expectations for recovery and, in turn, work to minimize potential
iatrogenic effects or misattribution of symptoms. As noted above, during
the immediate (0-7 days) and acute periods of concussion management,
extended psychological or cognitive testing is not recommended. However,
brief self-report measures of concussive symptoms, for example, the Neu-
robehavioral Symptom Inventory (Cicerone & Kalmar, 1995), can be use-
ful in tracking symptoms. Moreover, brief cognitive test batteries that focus
on domains likely impacted by concussion (i.e., processing speed, reaction
time, attention, and memory) can also be useful in tracking recovery. Com-
monly, these measures are administered via computer, for example, the
Immediate Post-Concussion Assessment and Cognitive Testing (ImPACT;
Lovell, 2015) and the Automated Neuropsychological Assessment Metrics
(ANAM; Kane, Roebuck-Spencer, Short, Kabat, & Wilken, 2007).

Frequently, mental health providers in both primary care and in
specialty clinics will see patients with a remote history of concussion. In
many cases, these patients will have one or more comorbid conditions that
include dysregulated sleep (e.g., insomnia or a breathing-related sleep dis-
order), chronic pain, psychological diagnoses (e.g., depression, anxiety,
PTSD), fatigue, and/or substance use disorders. Treating these patients can
be complex, but success hinges on accurate diagnoses so that appropriate
interventions can be engaged. Given the nonspecific nature of concussive
symptoms, this can be a challenging endeavor. First, mental health treat-
ment for any comorbid psychological diagnoses can substantially improve
overall functioning. Formal psychological testing, via instruments like the
Personality Assessment Inventory (PAI; Morey, 1997) or the Minnesota
Multiphasic Personality Inventory (MMPI-2/RF/MMPI-3; Ben-Porath &
Tellegen, 2008/2011/2020), can assist with differential diagnosis, as well as
the potential identification of symptom overreport and somatization. Next,
behavioral interventions for pain management (in particular, headache
management) are of utility in improving outcomes. Finally, where insom-
nia exists, the employment of cognitive-behavioral therapy for insomnia
(CBT-I) can greatly improve sleep (Trauer, Qian, Doyle, Rajaratnam, &
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Cunnington, 2015), which in turn may improve mood, pain, and cognition
(Beetar, Guilmette, & Sparadeo, 1996; Bloomfield, Espie, & Evans, 2010;
Chaput, Giguere, Chauny, Denis, & Lavigne, 2009; Waldron-Perrine et al.,
2012).

Patients with a history of concussion will often present with cogni-
tive complaints, such as poor memory, slower processing speed, and inat-
tention. As with many concussion-related symptoms, cognitive complaints
are nonspecific to mTBI and can result from a range of etiologies. Cogni-
tive screening measures commonly employed in primary-care settings, such
as the Folstein Mini Mental Status Exam (Folstein, Folstein, & McHugh,
1975) or Montreal Cognitive Assessment (MoCA; Nasreddine et al., 20035),
have low ceilings and thus may be limited in terms of sensitivity for patients
with a history of concussion. As noted above, several computerized mea-
sures have been devised for use with concussed patients. However, deficits
on these measures are not necessarily specific to concussion, in particular in
those with a remote history of concussion. The same is true of more formal
cognitive testing. To this end, screening for cognitive deficits could be com-
pleted by nonneuropsychologists; however, care must be taken in interpret-
ing test results, as deficits do not necessarily suggest residual neurological
dysfunction. If such screening is undertaken, given the high base rates of
invalid cognitive testing in service members and veterans with a history
of TBI (Denning & Shura, 2019), validity testing should be included. The
training and experience of the psychologist engaging in the test adminis-
tration and interpretation should dictate the measures administered; how-
ever, some cognitive screening instruments include embedded validity tests.
The Repeatable Battery for the Assessment of Neuropsychological Status
(RBANS; Randolph, 1998), for example, has a handful of embedded per-
formance validity tests (PVTs). While such measures can provide additional
data to assist with case conceptualization, it is of note that embedded PVTs
lack sensitivity relative to stand-alone PVTs (Armistead-Jehle & Hansen,
2011; Miele, Gunner, Lynch, & McCaffrey, 2012). Therefore, these mea-
sures may erroneously classify invalid data as valid. Patients with a remote
history of concussion who demonstrate exceptionally low scores on cogni-
tive screening measures should be referred to a neuropsychologist for a more
thorough evaluation, informing case-conceptualization and treatment.

Clearly, treatment of pre- and postconcussion psychiatric symptoms
is paramount. Some mental health providers unfamiliar with concussion
may worry that they are unqualified to provide treatment to patients with
history of concussion; however, this is not the case. Therapy should not be
withheld or delayed because the patient has experienced a concussion. If
therapy begins more than 3 months after the most recent concussion, there
is likely no need for any alterations/modifications to therapy. If therapy is
conducted in the acute phase of recovery, it is possible that minor modifica-
tions for reduced attention, processing speed, and memory (such as having
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the patient rephrase important information and repeating it as necessary,
writing down important points/homework assignments) would be benefi-
cial.

In addition to interventions targeting psychological comorbidities,
early psychoeducation regarding concussion has been shown to be benefi-
cial for recovery (Belanger et al., 2018). This may help the patient manage
expectations, both normalizing immediate symptoms, as well as indicat-
ing that a complete recovery is anticipated (Kennedy, 2020). Psychoedu-
cation is especially important given media portrayals of TBI, concussion,
and chronic traumatic encephalopathy (CTE), and a gradual resumption
of activities and physical exercise as tolerated (Silverberg & Iverson, 2013)
should be emphasized. Although rest has historically been prescribed for
concussion, extensive rest (“cocoon therapy”) has not proven beneficial,
and, in fact, an early and graded return to activity (to include aerobic activ-
ity) is associated with faster recovery (De Kruijk et al., 2002; DiFazio,
Silverberg, Kirkwood, Bernier, & Iverson, 2016; Lawrence, Richards,
Comper, & Hutchison, 2018; Thomas, Apps, Hoffmann, McCrea, & Ham-
meke, 2015). Additionally, it is recommended that the term concussion be
used with patients to reduce potential for iatrogenesis (Hoge, Goldberg, &
Castro, 2009). Though the terms mTBI and concussion are generally used
interchangeably, mTBI is perceived by patients to be more severe (Sullivan,
Edmed, & Kempe, 2014) and result in worse outcomes than concussion
(Weber & Edwards, 2010).

ILLUSTRATIVE CASE EXAMPLES

In order to allow for practice in integrating the information presented in
this chapter, what follows are two case examples to provide a context to
concussions sustained in the military environment. In the first case, the
service member’s presentation is affected by misattribution of symptoms
and the need for psychological health care. In the second, the concussion is
discovered by the mental health provider following routine psychological
health screening.

Case 6.1. The Soldier Who Is Concerned That He Has CTE

The specialist (SPC) is a 25-year-old male who is seeing his mental health
provider for mild depressive symptoms, having been referred by his pri-
mary-care provider. He previously sustained a concussion in training 13
months ago, falling during a training exercise and striking his head against
a metal pole. He was reportedly dazed and a bit confused for several min-
utes but did not lose consciousness. The medic evaluated him and diag-
nosed him with concussion (MACE 2 Positive; Cognitive Results = 23/30).
A CT scan was negative. He suffered with headaches and mild dizziness
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for a few days, but was gradually able to return to training. He did not
experience any subsequent symptoms. His medical history is notable for
another concussion when he was playing football in middle school (no loss
of consciousness, no lasting symptoms, no hospitalization) and one prior
depressive episode at age 20 that was successfully treated with psycho-
therapy. He began having difficulty with depressed mood a few months
ago, following separation from his wife. He is now experiencing insomnia
and is binge-drinking on the weekends. He has been experiencing memory
problems recently and is concerned that he has CTE given his history of
concussions. His memory problems began several months ago in the form
of forgetting where he was going while driving, difficulty remembering his
schedule at work, and difficulty focusing. The initial findings suggest the
presence of significant depressive symptoms on a screening tool. The SPC
attributes his cognitive and mood difficulties to his prior concussions. He
is very concerned that he is at the beginning stages of CTE. He saw the
headlines about former NFL players having CTE at autopsy and believes
that, like the football players, his concussion may be most likely cause of
his recent decline.

This type of referral is very common in DoD and VA settings. This
case illustrates common conundrums in treating individuals with a history
of past concussion(s). Let’s examine some of the factors of this case:

e The SPC experienced the expected gradual recovery following his
concussion. If he had been tested soon after his injury, he likely
would have demonstrated some mild decline in his cognitive per-
formance, but the long-term prognosis following an uncomplicated
concussion with normal neuroimaging is favorable, with full cogni-
tive recovery.

e His memory complaints surfaced after separation from his wife,
along with the onset of his depressive symptoms.

e He has a prior history of depression. Pre-injury mental health has
been implicated as one of the most important factors in recovery
from concussion.

e CTE can only be diagnosed postmortem; there are no current clini-
cal diagnostic criteria for CTE and his history of two concussions
with full recovery does not support a serious neurological diagnosis.

Because of the specialist’s concerns, he was referred to both neurology
and the mental health clinic. Neurological evaluation was negative; the neu-
rologist did not feel that his symptoms were the result of a concussion. Dur-
ing his initial evaluation in the mental health clinic, he endorsed significant
depressive symptoms, insomnia, and memory problems. He has no history
of legal or prior substance problems, but has recently been binge-drinking
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on weekends. His provider was concerned that his drinking may be com-
plicating the clinical picture—possibly exacerbating sleep issues and indi-
rectly exacerbating memory complaints, and suggesting poor coping.

After a thorough assessment, his mental health provider believed the
specialist did not quite meet the criteria for a major depressive episode, but
he was certainly at risk. His prior successful experience with psychotherapy
was a strength. The provider decided against referring for additional work-
up for the concussion or memory complaints, due to her hypothesis that
treating the other mental health issues, as well as instilling more adaptive
coping strategies, would likely mitigate them. After providing a brief educa-
tion about CTE, the provider suggested short-term, focused psychotherapy
and note-taking during psychotherapy to circumvent reported memory
issues. The initial agreed upon goals were the development of more adap-
tive coping strategies and cognitive-behavioral therapy for insomnia. The
SPC successfully completed therapy, used his chain of command to assist
him with his divorce, and experienced full symptom remission. He was
retained in the military, fit for full duty. Let’s now turn to a case of acute
concussion.

Case 6.2. The Soldier Who Sucked It Up

The Army Staff Sergeant (SSG) is a 30-year-old 31B (pronounced 31-Bravo;
i.e., military police) who has been assigned to an airborne unit for the
past 2 years. She presented to the primary-care clinic in the course of a
routine annual evaluation. On one of her mandatory psychological screen-
ing instruments, she endorsed significant difficulty concentrating and was
referred to a same-day appointment with the BHC (see Chapter 5, this
volume). On questioning, she revealed that 5 days ago, she was engaged
in airborne training and experienced a difficult landing. She stated that
she “blacked out” for a few seconds and felt confused for several min-
utes. After she “shook out the cobwebs,” she made it to the rally point.
She stated that she did not report her symptoms or see a medic because
“I wasn’t bleeding or blind and besides another soldier busted up his leg
pretty bad and the medics were busy.” She developed a headache that has
continued and is notably exacerbated by morning physical training with
her unit. She also acknowledged a sense of vertigo when working out, as
well as increased distractibility and a feeling of fogginess while at work.
Finally, she noted that she is unusually fatigued by mid-afternoon, which
is problematic because her unit is preparing for an inspection and she is
working 10- to 12-hour days.

Given the military culture that values self-reliance, toughness, and
a unit-first mentality, and where “manning up” and “sucking it up” are
expected, the SSG’s decision to avoid medical care is not uncommon. Let’s
examine some facts of this case:
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e The SSG struck her head during airborne activities and experienced
a subsequent brief period of either posttraumatic amnesia or lost
consciousness followed by several moments of altered consciousness.

e She experienced various somatic and cognitive symptoms after this
injury that continue without improvement.

e The SSG continues to engage in usual work activities to include
physical training and has not been evaluated by a medical provider
for her injury or symptoms.

The BHC re-referred the SSG back to the primary-care physician for
confirmation of the concussion diagnosis, appropriate treatment, and duty
limitations. No further psychological health assessment or care was indi-
cated.

CONCLUSIONS

The contributions of behavioral health providers in the concussion manage-
ment process are crucial. While neurological assessment and care may be
needed in the acute and postacute concussion phases, psychological care,
particularly for those individuals with ongoing symptoms, is important
given the nonspecific nature of these symptoms and the prevalence of comor-
bid psychiatric disorders. Psychological care includes psychoeducation (par-
ticularly important in the immediate and acute periods), monitoring of both
cognitive and psychological symptoms, treatment of depression and anxiety
symptoms, sleep and pain interventions, and monitoring patients in order
to facilitate referrals to necessary specialists (e.g., sleep specialist, neuro-
psychologist). There is no evidence that a history of concussion(s) interferes
with empirically valid psychological treatments. The most important thing
a provider can do is to remain educated on the typical recovery patterns
following concussion in order to provide accurate education to patients and
not cause unintended iatrogenic effects with misinformation.
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In 1740, Admiral Edward Vernon of the Royal Navy directed that sailors
in the West Indies fleet be given a daily ration of a half-pint of rum diluted
with water. This diluted beverage was named “grog” by the sailors, after
the waterproof grogram cloak worn by Admiral Vernon (Pack, 1983). The
admiral’s intent was to minimize the harmful effects of drinking straight
liquor on the health and behavior of sailors under his charge. The Ameri-
can Navy, patterned after its British predecessors, continued the practice
and even formalized it through congressional legislation in 1794, marking
the first formal substance abuse prevention effort in the U.S. military. The
rationing of grog remained in effect until 1862, when it was abolished by
a general order, although alcohol on U.S. Navy vessels was not banned
entirely until 1914 (Sobocinski, 2004).

Periods of conflict pose significant risk for problematic substance use,
and risk may increase significantly when low operational tempo allows ser-
vice members “spare time” in which to misuse substances (Jones, 1995).
During the Texas Revolution, entire battalions were rendered combat inef-
fective due to hangovers from regular and excessive consumption of whiskey
(Austerman, 2010). During the Civil War, alcohol and opium commonly
were available, and were the primary medications used in field medicine
and amputations (Lewy, 2014). In a sample of Civil War veterans from
Indiana, 22.4% were treated for alcoholism and 5.2% were addicted to
chloral hydrate, cocaine, morphine, or opium (Dean, 1997). Historically,
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the worst substance problems were evident in the Vietnam War: In 1971, a
survey of U.S. service members returning from Southeast Asia showed that
92% had used alcohol while serving in Vietnam, 69% had used marijuana,
43% had used heroin, and 25% had used amphetamines (Robins, Hetzer,
& Davis, 1975). By July 1972, one of eight medical evacuations of soldiers
from Vietnam was due to a positive urine drug screen (Camp, 2015). In
contrast, U.S. forces’ exposure to alcohol during the first Persian Gulf War
was minimal, in part because of the relatively short duration of the war,
but mainly because Muslim tradition forbids the consumption of alcohol
and Saudi Arabia prohibited its importation (Quilter, 1993). Under these
environmental conditions, alcohol was more difficult to acquire, and many
alcohol-related problems were reduced substantially during this conflict
(Gunby, 1991).

The same prohibitions against alcohol—known as General Order
1—have been present for the more recent wars in Iraq and Afghanistan.
Nonetheless, studies conducted in the combat environment show that
between 6.8% and 8% of service members reported using alcohol while
deployed and between 1.4 and 2.6% reported using illegal drugs (U.S.
Army Medical Command, 2006, 2008). In addition, 3.8% of service mem-
bers reported “huffing” or using inhalants such as compressed air, fuels,
or paint to get high (U.S. Army Medical Command, 2008). Based on a
2007 inspection, illegal drugs and alcohol were typically procured through
contractors, third-country nationals, local nationals, coalition forces from
other nations, and mail from home (Kaner et al., 2007). Approximately
1.7% of service members tested positive for illegal drugs immediately after
returning from deployment in Iraq or Afghanistan (Larson, Mohr, Jeffery,
Adams, & Wilson, 2016). Furthermore, meta-analysis of studies since the
Gulf War shows that military personnel who have deployed are consistently
at greater risk for alcohol and substance use disorders (SUDs) compared to
those who do not deploy (Kelsall et al., 2015).

In the past decade, the military also has faced a significant increase
in the use of “designer drugs” or synthetics, including substituted cathi-
nones (bath salts), synthetic cannabinoids (spice), and other hallucinogens
(Weaver, Hopper, & Gunderson, 2015). The initial appeal of these drugs
was that they could not be detected on the standard urine drug screen
panel used by the military (Craig & Loeffler, 2014). These drugs were typi-
cally purchased over the counter in smoke shops, marketed as “plant food”
or “incense” with specific instructions that the compounds are “not for
human consumption” (Lenz et al., 2013). Most of these compounds were
not added formally to the Controlled Substances Act until 2012 (Brantley,
2012). In one sample of treatment-seeking service members, 11% reported
using synthetics in the last 90 days (Walker et al., 2014). Because these
substances are not well regulated, so the exact contents of any given sample
are not precisely known, clinical symptom presentations are wide-ranging,
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including instances of psychosis requiring hospitalization for more than
a week (Loeffler, Hurst, Penn, & Yung, 2012). As a result, significant
medical management is frequently required to stabilize patients using these
drugs (e.g., Craig & Loeffler, 2014; Weaver et al., 2015), as exhibited by
the following case.

Case 7.1. The Marine Who Used Bath Salts

In the early hours of a Saturday, the military police were called to the local
Marine Corps barracks about a lance corporal (LCpl). When they arrived,
several Marines reported that the LCpl had been extremely agitated, but
in a trance, and had attempted to push another service member out of
a sealed window. Suspecting drug use, the police took the LCpl to the
emergency department at the local military treatment facility. When the
toxicology screen came back negative, he was admitted to the inpatient
psychiatric ward due to delirium and disinhibition. Two days later, he
reported to the attending psychiatrist that he had been using “red dove,”
a synthetic cathinone (bath salts) that he had purchased from another
Marine.

Since 1980, the Department of Defense (DoD) has conducted a series
of periodic studies on service member health trends, known as the Health
Related Behavior Survey (HRBS). These studies have included surveillance
of substance use trends and their impact on military readiness. Data on
illegal drug use show a significant decline from 36% of service member
reporting any drug use in the past year in 1980 to 0.7% in 2015 (Burt, Bie-
gel, Carnes, & Farley, 1980; Meadows et al., 2018). Throughout this time,
marijuana use has accounted for the vast majority of reported illegal drug
use. The overall decline in drug use by military members since the 1980s
is largely attributable to the military’s zero-tolerance policy for illicit drug
use (Bray, Marsden, Herbold, & Peterson, 1992). Beginning in 2005, pre-
scription drug misuse was included in the HRBS, with a high point of 11%
past-year misuse identified in the 2008 survey, and a rate of 4.1% identified
in the 2015 survey (Bray et al., 2009; Meadows et al., 2018). Prescription
pain relievers were the most likely to be misused, followed by prescription
sedatives. Misuse of prescription drugs was highest among senior enlisted
personnel, and there were no differences in misuse of prescription drugs
between men and women (Meadows et al., 2018).

Whereas illicit drug use rates have generally decreased, rates of prob-
lematic alcohol use in the military have remained higher than in compa-
rable civilian samples (Meadows et al., 2018). Between 1998 and 2008,
there was a significant increase in binge-drinking (defined as 5 or more
drinks on a single occasion at least once in in the past 30 days) by service
members, with rates increasing from 35 to 47% of service members (Bray
et al., 2009). This rate decreased to 30% by 2015 (Meadows et al., 2018).
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Using scores from the Alcohol Use Disorders Identification Test (AUDIT;
Saunders, Aasland, Babor, De la Fuente, & Grant, 1993; see Figure 7.1),
33% of service members received a score of 8 or more, indicating haz-
ardous drinking (scores of 8-15), harmful drinking (scores of 16-19), or
possible dependence (scores of 20 or more) in 2008 (Bray et al., 2009). By
2015, this overall rate had increased to 35% (Meadows et al., 2018). Prob-
lematic alcohol use rates are consistently higher in the military among men
(36%) compared to women (31.3%); hazardous drinking is highest in the
Marine Corps (48.6%) and lowest in the Air Force (26.1%; Meadows et al.,
2018). In line with these findings, 68.2% of service members believe that
the military culture is supportive of drinking alcohol, and 42.4% of service
members indicate that military supervisors do not discourage alcohol use
(Meadows et al., 2018). Problematic alcohol use also has a direct impact
on military readiness, with 8% reporting serious consequences related to
drinking alcohol in the past year, such as occupational problems, arrests,
fights, causing an accident, or a low-performance rating (Meadows et al.,
2018).

The costs associated with alcohol misuse are numerous. A study of
health care costs for high alcohol consumption among beneficiaries conser-
vatively estimated the annual cost to the program to be approximately $1.2
billion (Dall et al., 2007), with a breakdown of $425 million in increased
medical costs and $745 million in reduced readiness (Harwood, Zhang,
Dall, Olaiya, & Fagan, 2009). Alcohol problems also affect mission readi-
ness in a variety of ways. Service members who are heavy drinkers (five or
more drinks at least once per week) are more likely than nondrinkers and
light drinkers to be late to work, to leave work early, to exhibit decreased
job performance, and to suffer on-the-job injuries (Fisher, Hoffman, Aus-
tin-Lane, & Kao, 2000). An estimated 10,400 active-duty service members
are unable to deploy each year because of drinking, and another 2,200
are separated from service each year because of alcohol problems. These
early separations cost the DoD about $108 million annually, and missed
deployments resulting from alcohol problems cost the DoD $510 million
per year (Harwood et al., 2009). At least 26.6% of military suicide deaths
in 2018 involved alcohol (Tucker, Smolenski, & Kennedy, 2020). In 2018,
62% of sexual assaults perpetrated against women in the military and 49%
of sexual assaults perpetrated against men in the military involved alcohol
(Sexual Assault Prevention and Response Office, 2019). Problem drinking
by service members significantly increases risk for intimate partner violence
(Sparrow, Kwan, Howard, Fear, & MacManus, 2017). Between 42% and
56% of moderate to heavy alcohol users in the military report driving after
drinking (Brown, Bray, & Hartzell, 2010). Problematic alcohol use is also
a risk factor for injury, with between 28% and 30% of service members
endorsing problematic alcohol use on the AUDIT after having a subsequent
medical encounter for injuries such as fractures, dislocations, concussion,



Patient’s name

Because alcohol use can affect your health and can interfere with certain medications and
treatments, it is important that we ask some questions about your use of alcohol. Your answers will
remain confidential, so please be honest. Place an X in one box that best describes your answer to
each question.

Questions 0 1 2 3 4 Item
Score
Never [Monthly (2-4 2-3times |4or
less timesa |aweek more
month times a
week
1. How often do you have a drink
containing alcohol?
lor2 3or4 50r6 7t09 10 or
more
2. How many drinks containing alcohol
do you have on a typical day when you
are drinking?

Never |Less Monthly | Weekly Daily or
than almost
monthly daily

3. How often do you have six or more
drinks on one occasion?

4. How often during the last year have
you found that you were not able to
stop drinking once you had started?

5. How often during the last year have
you failed to do what was normally
expected of you because of drinking?

6. How often during the last year have
you needed a first drink in the morning
to get yourself going after a heavy
drinking session?

7. How often during the last year have
you had a feeling of guilt or remorse
after drinking?

8. How often during the last year have
you been unable to remember what
happened the night before because of
your drinking?

No Yes, but Yes,
notin during
the last the last
year year

9. Have you or someone else been
injured because of your drinking?

10. Has a relative, friend, doctor, other
health care worker been concerned
about your drinking or suggested you
cut down?
Total

FIGURE7.1. The Alcohol Use Disorders Identification Test: Self-report version. From

Saunders et al. (1993). Public domain.
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or burns (Hurt, 2015). Whereas quantifying the negative impact of sub-
stance abuse on the military is relatively simple, addressing the problem is
complicated.

Military members face a great deal of stress not typically encountered
by the civilian population, such as loss of personal freedom, deployment
to dangerous or austere areas, frequent moves, and separation from fam-
ily (Campbell & Nobel, 2009). The military lifestyle itself is considered a
contributing factor to abusive levels of alcohol use (Ames, Cunradi, Moore,
& Stern, 2007; Ong & Joseph, 2008). This high level of stress is associated
with increased high-risk behaviors such as heavy episodic drinking during
off-duty hours, particularly after combat or on return home from a deploy-
ment (Brady, Credé, Harms, Bachrach, & Lester, 2019). Overall, military
personnel who have deployed are at greater risk for alcohol and substance
use disorders than those who do not deploy (Kelsall et al., 2015). Research
consistently demonstrates that certain subgroups of military personnel are
at increased risk of significant alcohol problems, including U.S. Marines
(Woodruff, Hurtado, & Simon-Arndt, 2018) and Special Operations
Forces (Skipper, Forsten, Kim, Wilk, & Hoge, 2014). From a demographic
perspective, the military faces particular challenges because a majority of
personnel are young adult males, a population considered at elevated risk
for substance abuse problems. One 5-year longitudinal study found that
75% of U.S. Navy recruits used alcohol prior to enlistment and 31% had
used illegal drugs (Ames, Cunradi, & Moore, 2002). In fact, teens who
engage in binge-drinking show a greater propensity to enlist in the military
after high school (Barry et al., 2013).

Although substance-related problems continue among uniformed
personnel, significant attention has been given to reducing their impact
across the military community. This chapter addresses the widespread pre-
vention efforts under way throughout the military (e.g., zero tolerance of
illicit drug use, alcohol deglamorization campaigns, random urinalysis,
and mandatory education), early intervention services (e.g., alcohol screen-
ings and intense education), the components of a comprehensive evaluation
of a possible substance or gambling disorder, treatment options available
for active-duty service members who experience these problems, and the
comorbidity of SUDs and posttraumatic stress disorder (PTSD).

PREVENTION AND EDUCATIONAL SERVICES

Many early prevention efforts in the military focused on punishment for
offenses. Alcohol-related incidents were the primary cause for 80% of U.S.
Navy floggings until the practice was abolished in 1850 (Mateczun, 1995).
Before 1970, chronic alcohol and drug problems were generally met with
legal punishment and discharge from the service (Prugh, 1975). In 1970,
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Congress stipulated that efforts be directed toward treatment and reha-
bilitation rather than automatic punishment and discharge (Baker, 1972).
Another significant event in the 1970s was the development of an office
to focus on the prevention of drug abuse, which was created in response
to significant increases in drug- and alcohol-dependent military personnel
in Vietnam (Prugh, 1975). In 1971, the U.S. Army began urine testing for
opiates upon the completion of Vietnam tours and quickly added routine,
unannounced testing for opiates, barbiturates, and amphetamines (Zin-
berg, 1972). Those service members who screened positive were required
to undergo supervised detoxification and a brief treatment program before
returning to the United States. There was briefly an effort to establish a
3-week drug rehabilitation program at an Army airfield in Vietnam for
deployed service members (Joseph, 1974). Beginning in the 1980s, mili-
tary programs became increasingly standardized, including mandates for
prevention training for 100% of new military members, annual training
required for all troops, and expanded random urine drug testing that have
continued until today (Department of Defense, 1980, 1985, 2014).
Whereas each military branch manages its own prevention programs,
they all share the same basic objectives of promoting mission readiness and
the health and wellness of troops through the prevention of substance abuse
(Sirratt, Ozanian, & Fraenkner, 2012). Prevention efforts throughout the
military can be conceptualized through a tiered prevention—intervention
model (Witkiewitz & Estrada, 2011). The first tier of this model is univer-
sal prevention, with efforts targeted toward the entire population of service
members. One example of such a program is the DoD “Own Your Limits”
campaign (www.ownyourlimits.org). This campaign promotes respon-
sible drinking among service members, provides education resources about
problematic alcohol use, and includes tools for calculating standard drinks
and blood alcohol concentration. Another example is delivering alcohol
risk education courses to all service members during certain phases of ini-
tial entry training. One such program—the Alcohol Misconduct Preven-
tion Program at Lackland Air Force Base—delivered a 1-hour brief alcohol
intervention to all trainees, and was associated with significant reductions
in alcohol-related incidents over a 12-month period following implementa-
tion (Klesges et al., 2013). Interestingly, this program also showed cost
avoidance of over $9,000 for every alcohol-related incident (ARI) prevented
by this initiative (Li et al., 2017). Targeted primary prevention efforts with
young service members have significant potential to reduce future alcohol
use disorders (Fink et al., 2016). Interventions to reduce problematic drink-
ing behavior also may occur at the military installation level. For example,
a base-wide policy restricting nighttime sales of alcohol at one installation
coincided with significantly reduced overall rates of citations for driving
under the influence or driving while intoxicated (Grattan, Mengistu, Bull-
ock, Santo, & Jackson, 2019). In a similar vein, the military is addressing
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the use of tobacco with Internet and other media-based resources. In 2007,
the military launched a multimedia tobacco cessation campaign called
YouCanQuit2 (www.ycq2.org). This program offers step-by-step processes
for quitting smoking, a live chat resource, self-assessment tools, and stories
from other service members who present real-life strategies for quitting
tobacco (Lin et al., 2018).

The second tier of the prevention—intervention model is selective pre-
vention; it focuses on specific groups of service members identified as being
at higher risk for developing SUDs (Witkiewitz & Estrada, 2011). In the
military setting, these interventions are typically education-based pro-
grams, and are recommended at the first sign that an individual is making
unwise decisions about alcohol use. The trigger for a referral to an early
intervention program is usually an ARI, for example, an arrest for drunk
and disorderly conduct, underage drinking, or drunk driving. Generally, a
single alcohol-related incident or concerns of the command about an indi-
vidual’s pattern of alcohol use will result in referral to an early intervention
program. Courses usually involve 15 to 20 hours of training and discussion
related to improving awareness about the effects of alcohol on the body and
brain, identifying risky situations, and making positive choices for respon-
sible drinking (see Schmid et al., 2017). The primary goals are to promote
responsible drinking, prevent further alcohol-related incidents, and prevent
the development of clinical and psychosocial substance abuse problems.
Indeed, even single-session interventions that focus on normative alcohol
use feedback and motivation for change can reduce alcohol use by service
members and decrease the likelihood of subsequent alcohol use disorder
diagnoses (Walker et al., 2017). Similar Web-based adaptations of these
educational programs also have been developed for service members, with
participants in programs such as Drinker’s Check-Up (https://checkupand-
choices.com) showing significant improvements in levels of drinking, fre-
quency of heavy drinking, and reductions in peak blood alcohol concentra-
tion (Pemberton et al., 2011). When early education interventions are not
successful in deterring problematic alcohol and drug use, then the third tier
of the prevention—intervention model is appropriate, involving indicated
prevention through formal assessment of substance abuse problems (Wit-
kiewitz & Estrada, 2011).

REFERRAL AND ASSESSMENT SERVICES

Diagnostic evaluations to determine the presence of SUDs generally
occur in several stages: referral, screening, and comprehensive evaluation.
Although service members are encouraged to self-refer if they believe that
they may have an alcohol problem, the most common referral route for a
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screening is an ARI or concern on the part of command leadership (Ong
& Joseph, 2008). For the most part, alcohol screening and intervention
services are considered commander’s programs, or resources that senior
leaders can use to ensure that their troops get needed help. Command-
level advisors on drug and alcohol issues across the services include Navy
Drug and Alcohol Program Advisors (DAPA), Substance Abuse Control
Officers (SACO) in the Marine Corps, the Army Substance Abuse Pro-
gram (ASAP), and the Air Force Alcohol and Drug Abuse Prevention and
Treatment program (ADAPT). Table 7.1 provides the various regulations
for substance abuse evaluations for each branch of the military. Some
of the most common reasons for command referrals are illegal civil or
military behavior involving drugs or alcohol, intimate partner violence
involving alcohol, or driving under the influence or while intoxicated
(Ong & Joseph, 2008). Given that various levels of the chain of command
are involved in processing documentation related to an ARI, there is lim-
ited confidentiality in drug and alcohol misuse referrals (Hoyt, 2013).
Nonetheless, efforts to promote self-referral to alcohol treatment through
increased confidentiality have been successfully piloted (Gibbs & Rae
Olmsted, 2011), creating limited exceptions in which voluntary clinical
services related to alcohol can be made available without command noti-
fication in certain situations (e.g., Department of the Air Force, 2018a;
Department of the Army, 2020).

Primary-care physicians play a key role in the screening and diagno-
sis of alcohol-related problems. Several steps can be helpful in this setting
(Fiellin, Reid, & O’Connor, 2000): (1) Inquire about current and past alco-
hol use with all patients, including any family history of substance-related
problems; (2) for individuals identified as “drinkers,” obtain enough
detailed information to differentiate between moderate and heavy drink-
ers; (3) use standard screening questionnaires such as CAGE (e.g., Have
you ever felt the need to cut down on drinking? Have you ever felt annoyed
by criticism of your drinking? Have you ever had guilty feelings about your
drinking? Have you ever taken a morning eye opener?); (4) based on infor-
mation from Steps 1-3, ask more specific questions to determine whether
criteria for an alcohol use disorder are met and to assess for evidence of any
medical, psychiatric, or behavioral complications associated with excessive
drinking and/or other substance use. In their review of 22 studies, Kaner et
al. (2007) found that general practitioners can help patients alter patterns
of harmful drinking with brief interventions, including feedback on alco-
hol use and dangers, identification of high-risk situations for drinking and
coping strategies, increased motivation, and the development of a personal
plan to reduce drinking. Research with veteran samples showed that such
brief interventions can significantly reduce problematic drinking for up to
6 months (Wigham et al., 2017). Such assessments also can be integrated
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into postdeployment screening to identify emerging alcohol-related prob-
lems (e.g., Larson et al., 2014).

Navy flight surgeons are taught during their initial aeromedical train-
ing to employ the SBIRT (Screening, Brief Intervention and Referral to
Treatment) approach in their practice of aviation medicine (Babor et al.,
2007; Babor & Higgins-Biddle, 2000). In addition to the CAGE, they are
also instructed in the use of the Alcohol Use Disorders Identification Test
(AUDIT); the Alcohol Use Disorders Identification Test-Consumption
(AUDIT-C), consisting of only the 3 alcohol consumption items from the
full 10-item AUDIT (Bush, Kivlahan, McDonell, Fihn, & Bradley, 1998);
and quantity/frequency questions, including the single-item alcohol pre-
screening question (“On any single occasion during the past 3 months,
have you had more than 5 drinks containing alcohol?”) recommended by
the National Institute on Alcohol Abuse and Alcoholism (Taj, Devara-
Sales, & Vinson, 1998). The student flight surgeons also receive experi-
ential training in brief interventions using motivational interviewing tech-
niques (Miller & Rollnick, 2002) and guidance on referral to treatment
when indicated.

It is also common for substance problems to be detected by emergency
room physicians (e.g., when patients present after fights or accidents while
intoxicated), mental health providers (e.g., diagnoses made during outpa-
tient evaluation or while on the inpatient mental health unit), and inter-
nists (e.g., patients admitted for detoxification). A strong collaboration
with these areas of medical treatment facilities is important and can lead to
an increase in referrals and earlier detection of problems (e.g., Fernandez,
Hartman, & Olshaker, 2006). Storer (2003) noted significant benefits to
brief inpatient interventions in both preventing repeat alcohol-related hos-
pitalizations to Naval Medical Center Portsmouth, as well as reducing the
length of stay of individuals who were readmitted.

Once a referral is made, the active-duty member undergoes an outpa-
tient or inpatient substance abuse screening. Screenings focus mainly on
the extent of the alcohol or drug use. Substance-related diagnoses are based
on criteria established by the fifth edition of the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5; American Psychiatric Association,
2013). If DSM-S5 criteria are met for a SUD, a provisional diagnosis is made
by the screener and the individual is referred for a more comprehensive
evaluation. The majority of referrals are for single ARIs (Ong & Joseph,
2008). Many of these one-time incident referrals do not result in diagnostic
criteria being met for a SUD. Although some service members not meeting
diagnostic criteria are returned to their commands with recommendations
for “no action,” most are recommended for early intervention education
programs conducted by service-specific prevention personnel, as discussed
(Schmid et al., 2017). The following case is a typical depiction of a service
member and a one-time incident.
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Case 7.2. The Underage Drinker

The airman first class (A1C) was a 20-year-old service member in the Air
Force with 1 year of service. He came to the attention of his command
when he showed up at morning formation still smelling of alcohol from
heavy drinking with other service members the night before. When given
a command-initiated breathalyzer test that morning, his blood alcohol
concentration was still above the legal limit. Due to the breathalyzer find-
ing and underage drinking, the A1C was referred to the ADAPT program.
The ADAPT assessment did not formally diagnose him with an alcohol
use disorder, but recommended that he enroll in alcohol brief counseling
with an enlisted certified alcohol and drug abuse counselor to address this
alcohol-related incident. The command reduced him in rank to airman
as a result of his misconduct, and he showed good engagement with the
educational program.

A word of caution is offered here about both the overdiagnosis and the
underdiagnosis of alcohol use disorders among military personnel. Some
clinicians strictly adhere to DSM-§ criteria for alcohol use disorder and
will sometimes make the diagnosis based on two alcohol-related incidents
that occur within a 12-month period regardless of their severity. A com-
mon example might involve a 19- or 20-year-old service member who is
referred for evaluation because he or she has had two underage drinking
incidents (involving one or two beers) but no accompanying behavioral
problem such as fighting or disorderly conduct. This type of individual
might be better served by an early intervention approach rather than alco-
hol treatment if the infraction is attributable to simple rule breaking rather
than a bona fide SUD. On the other hand, too strict an interpretation of
the 12-month temporal cluster criterion may mean that service members
with recurrent episodes of clinically significant abusive drinking that spans
several years could be underdiagnosed because their incidents do not fall
within the stipulated 12-month time frame. Thus, a service member with
four DUIs at 18-month intervals across several duty stations could con-
ceivably be found to not meet the diagnostic criteria for an alcohol use
disorder even though his or her continuing pattern of problematic drinking
is undeniable. These service members may seek “geographic cures,” as the
documentation of incidents from one command sometimes does not arrive
at the next duty station. A reasonable application of flexibility to the diag-
nostic criteria should allow diagnosis of alcohol use disorder in such cases
because maladaptive drinking patterns have been found to be persistent
over significant time periods. The use of the DSM-5 residual category of
unspecified alcohol use disorder is sometimes helpful in this regard, as it
“applies to presentations in which symptoms characteristic of an alcohol-
related disorder that cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning predominate
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but do not meet the full criteria for any specific alcohol-related disorder”
(DSM-5; American Psychiatric Association, 2013).

LEVELS OF TREATMENT

Service members who meet criteria for a SUD during a screening then
undergo a comprehensive evaluation to determine an appropriate treat-
ment plan. This evaluation typically covers topics addressed in a tradi-
tional psychological evaluation as well as an in-depth exploration of the
onset of substance use, changes in use over time, current use, triggers to
maladaptive use, availability of a support system, current stressors, and
coping strategies (e.g., Hawkins, Grossbard, Benbow, Nacev, & Kivla-
han, 2012). Diagnostic information is integrated with treatment place-
ment criteria from the American Society of Addiction Medicine (ASAM;
Mee-Lee, 2013) to determine the appropriate level of care (for an evalu-
ation example, see Appendix 7.1 at the end of the chapter). ASAM place-
ment criteria establish guidelines for outpatient treatment, intensive out-
patient treatment, residential treatment, and medically managed intensive
inpatient treatment such as detoxification, all of which are available
through military medical treatment facilities (Bollinger & Waters, 2018).
Patient placement decisions are based on assessment of various dimen-
sions, including acute intoxication/withdrawal risk, medical conditions,
coexisting psychological diagnoses, treatment acceptance and resistance,
relapse potential, and the recovery environment (Defense Health Agency,
2019). Integration of diagnostic and placement criteria in the treatment of
substance abuse problems requires a thorough knowledge of withdrawal
symptoms, evaluation procedures, and comorbidities of substance abuse
problems with other mental health and medical conditions (Hawkins et
al., 2012).

In general, a diagnosis of mild alcohol use disorder warrants outpa-
tient treatment (ASAM Level 1), although an individual considered to be
at heightened risk (e.g., multiple alcohol-related incidents and severe psy-
chosocial problems) could be placed in a more intensive level of treatment.
In the same vein, a diagnosis of moderate alcohol use disorder generally
warrants intensive outpatient treatment (Level 2), and a diagnosis of severe
alcohol use disorder warrants residential treatment (Level 3). Exceptions
to this rule might include those who previously completed treatment for
alcohol use disorder and were able to remain sober for a significant period
of time, but then had a brief relapse. If such individuals want to stay sober
and demonstrate singular motivation to follow a recovery plan, they may
be best served by a time-limited period of outpatient (OP) treatment or a
revision of their after-care plan to include increased attendance in Alco-
holics Anonymous (AA) meetings, developing and following a relapse
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prevention plan, and/or establishing environmental changes that support
an abstinence-based lifestyle. The length of OP treatment differs among the
services, ranging from weekly meetings for 2—3 months to daily sessions for
about 2 weeks (Bollinger & Waters, 2018). OP treatment typically focuses
on substance education, stress management, and boosting coping strategies.
It is considered appropriate for individuals who are exhibiting problematic
alcohol or drug use and who may be developing a more serious substance
problem, but who have not yet demonstrated signs of dependence. In some
ways, OP is an extension of early intervention in that the emphasis is on
education, alternative activities to drinking or other substance use, and the
development of more adaptive behaviors and stress management techniques
(Schmid et al., 2017). In OP, however, members attend individual therapy,
receive an introduction to AA or comparable mutual-support programs,
and are integrated into group therapy with individuals with varying levels
of severity of substance abuse.

Intensive outpatient (IOP) treatment is appropriate for those individu-
als with significant alcohol or drug problems that can be effectively treated
in an outpatient environment (McCarty et al., 2014). Given the level of
military structure, this model is the most frequently used because there
are significant command supports in place for abstinence and alternative
activities (see Institute of Medicine, 2013; Hoyt et al., 2018). IOP gener-
ally lasts 2-3 weeks and focuses on the same areas as OP, but it provides
more in-depth education, increased individual and group therapy, and an
emphasis on regular attendance at 12-Step meetings. Residential treatment
is available for individuals who need that higher level of structure in order
to remain abstinent during the treatment program or who have comorbid
disorders that require additional medical and/or mental health support.
One such residential program is a 22-bed inpatient center established in
2009 at Dwight D. Eisenhower Army Medical Center to cover all branches
of the military. This program includes daily physical training, 12-Step
groups, life skills, recreational therapy, and CBT for addiction behavior
(Mooney et al., 2014).

A treatment modality often used across outpatient, intensive outpa-
tient, and inpatient/residential treatment programs for SUDs is medication-
assisted treatment (MAT). MAT is the use of medications, in combination
with counseling and behavioral therapies, to provide a “whole-patient”
approach to the treatment of SUDs. Medications used for MAT are evi-
dence-based treatment options and do not just substitute one drug for
another (Connery, 2015). Research shows that a combination of medica-
tion and psychotherapy can successfully treat and maintain recovery as
well as prevent or reduce opioid overdose (Klein & Seppala, 2019). MAT
is primarily used for the treatment of addiction to opioids such as heroin
and prescription opioids. MAT normalizes brain chemistry, blocks the
euphoric effects of alcohol and opioids, relieves physiological cravings, and
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normalizes body functions without the negative and euphoric effects of the
substance used (Connery, 2015).

MAT has proved to be clinically effective and to significantly reduce
the need for inpatient detoxification services (Kenney, Bailey, Anderson,
& Stein, 2017). While the ultimate goal of MAT is sustained recovery,
this treatment approach also has been shown to improve patient survival,
increase retention in treatment, decrease illicit opioid use and other crimi-
nal activity among people with SUDs, increase patients’ ability to gain and
maintain employment, and improve birth outcomes among women who
have SUDs and are pregnant (Bailey, Herman, & Stein, 2013). Research
also shows that these medications and therapies can contribute to lowering
a person’s risk of contracting HIV or hepatitis C by reducing the potential
for relapse (Schranz, Barrett, Hurt, Malvestutto, & Miller, 2018).

Clinical practice guidelines (U.S. Department of Veterans Affairs and
Department of Defense, 2015) recommend three medications for the treat-
ment of opioid use disorders (OUDs): buprenorphine, methadone, and
naltrexone. These medications are used to treat addiction to short-acting
opioids such as heroin, morphine, and codeine, as well as semi-synthetic
opioids like oxycodone and hydrocodone (Rosenberg, Bilka, Wilson, &
Spevak, 2018). These MAT medications generally have been shown to be
safe for long-term (months to years) maintenance (Oesterle, Thusius, Rum-
mans, & Gold, 2019). Federal policies specify treatment delivery settings
for the use of certain MAT (see Priest et al., 2019). Methadone is a full
agonist at the mu opioid receptor that is prescribed and dispensed by a
federally licensed opioid treatment facility (OTP). It is important to note
that methadone is not prescribed for the treatment of OUD outside of a
federal OTP. In contrast, physicians in office-based treatment (OBT) set-
tings may prescribe buprenorphine, increasing the availability of MAT in
primary-care and specialty settings (Priest et al., 2019). Naltrexone is used
as both a once daily pill and as a monthly long-acting injectable agent.
The choice of MAT for OUD is driven by patient-specific characteristics
and needs, to include access and costs. Multiple drug-to-drug interactions
have to be taken into account, such as increased sedation with psychotropic
medications (Connery, 20135). Finally, naloxone is recommended to prevent
opioid overdose by reversing the toxic effects of the overdose (see Oliva et
al., 2017).

There are currently three FDA-approved amethystic medications to
support abstinence from drinking in patients with alcohol use disorders:
disulfiram, naltrexone, and acamprosate. Several other medications have
been found to be helpful in off-label use in these patients.

A word of caution: MAT may not be appropriate for certain patients
in safety-sensitive occupations, such as pilots, air traffic controllers, UAV
operators, and other special duty personnel. Before considering the use of
these drugs in such patients, it is advisable to consult with the patient’s flight



180 MILITARY PSYCHOLOGY

surgeon or other cognizant operational medical officer for guidance about
community-specific limitations. Patients requiring this level of treatment
are restricted from deployment and many specialty duties by policy. U.S.
Central Command (USCENTCOM, 2020) specifically prohibits personnel
from deploying if pharmacotherapy for SUD or AUD is required for main-
tenance of these conditions. Furthermore, service members undergoing for-
mal treatment using MAT must have completed treatment successfully—
with a demonstrated period of stability lasting at least 12 months—before
they can be medically cleared for deployment (USCENTCOM, 2020).
Parallel requirements govern deployment restrictions to other areas of the
globe, including U.S. Indo-Pacific Command (USINDOPACOM, 2020)
and U.S. Africa Command (USAFRICOM, 2019). Whereas the military is
supportive of these service members receiving needed treatment, this level
of treatment is incompatible with military service in austere environments.

PTSD AND SUDs

Given exposure to combat and traumatic incidents associated with train-
ing exercises, peacekeeping missions, and humanitarian relief, the military
population as a group is thought to be at a particularly high risk of devel-
oping PTSD and other mental health disorders (see also Chapter 4, this
volume). Meta-analysis indicates that rates of PTSD among veterans of
Operation Iraqi Freedom (OIF) and Operation Enduring Freedom (OEF)
range from 1.4 to 60% in individual studies, with an overall prevalence
estimate of 23% (Fulton et al., 2015). PTSD and SUDs commonly occur in
conjunction with one another among service members and veterans (Dwor-
kin, Bergman, Walton, Walker, & Kaysen, 2018). Veterans report regular
use of substances to manage PTSD symptoms (Ruzek, 2003), and 75% of
Vietnam veterans who met the criteria for PTSD following their military
service also met the criteria for SUDs (Jacobsen, Southwick, & Kosten,
2001). Among OIF and OEF veterans diagnosed with alcohol or other sub-
stance use disorders, a national study showed that 63-76% also were diag-
nosed with PTSD (Seal et al., 2011). In fact, alcohol as a coping mechanism
among veterans is the primary factor that accounts for the relationship
between PTSD symptoms and alcohol-related problems, such as hazardous
drinking (McDevitt-Murphy, Luciano, Tripp, & Eddinger, 2017; Miller,
Pederson, & Marshall, 2017).

A number of factors may exacerbate the likelihood of comorbid PTSD
and SUD diagnoses. In a study that surveyed 1,120 soldiers returning
from Iraq, of the 1,080 soldiers who responded to alcohol-related ques-
tions, 25% screened positive for alcohol misuse 3—4 months after return-
ing home, and those who screened positive had significantly more combat
experiences than those who screened negative (Wilk et al., 2010). Similarly,
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in another postdeployment sample, 27% of service members screened posi-
tive for alcohol misuse, with the highest rates among those with the greatest
combat exposure (Santiago et al., 2010). Externalizing personality factors
among veterans with PTSD also may increase the risk for alcohol and sub-
stance use disorders (Rielage, Hoyt, & Renshaw, 2010; Boland, Rielage,
& Hoyt, 2018). The combination of PTSD and SUD also may significantly
increase suicide risk. Nationally representative samples of veterans show
significantly increased risk of both PTSD and suicide behavior among those
with a lifetime history of alcohol use disorder (Fuehrlein et al., 2016). A
large nationwide survey of veterans with PTSD showed that the comorbid
presence of a SUD significantly increased risk of self-directed violence and
death by suicide (Ronzitti et al., 2019). Alcohol use disorders and other
mental health disorders also may have a bidirectional relationship. A study
of newly enlisted service members showed that mental health diagnoses
prior to enlistment significantly predicted the onset of alcohol use disor-
ders, but also that prior alcohol use disorders significantly predicted subse-
quent mental health diagnoses (Stein et al., 2017).

Individuals with co-occurring PTSD and SUD typically have more
intensive treatment needs from an addictions-services perspective com-
pared to addicted individuals with no PTSD component (e.g., Bernhardt,
2009; Korte et al., 2017). Individuals with co-occurring SUDs and PTSD
tend to have worse treatment outcomes overall, including more psychiat-
ric, medical, legal, and social problems, and tend to relapse sooner than
those with just one of these disorders (McCauley, Killeen, Gros, Brady, &
Back, 2012). PTSD treatment has been shown to reduce not only immediate
but also long-term risk of SUD relapse if provided during the transitional
period beginning soon after discharge from inpatient SUD treatment and
during the long-term recovery period (Ford, Russo, & Mallon, 2007). In
the recent past, the assumed interventional model for treating comorbid
PTSD and SUD was that trauma-focused treatment could not be initiated
until SUD problems had been resolved (see van Dam, Vedel, Ehring, &
Emmelkamp, 2012). More recently, integrative treatments have been stud-
ied that combine treatment for PTSD and SUD. A randomized cl