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EXECUTIVE SUMMARY

EXECUTIVE SUMMARY

Background

Section 723 of the National Defense Authorization Act for fiscal year 2006 directed the Secretary of Defense to
“establish within the Department of Defense a task force to examine matters relating to mental health and the Armed
Forces” and produce “a report containing an assessment of, and recommendations for improving, the efficacy of
mental health services provided to members of the Armed Forces by the Department of Defense.” Towards that end,
the Department of Defense Task Force on Mental Health (Task Force) was established, comprising seven military
and seven civilian professionals with mental health expertise. Task Force members were appointed in May 2006,
with one military and one civilian member serving as co-chairs for the group. Lieutenant General Kevin C. Kiley, the
Surgeon General of the Army, served as the military co-chair from the inception of the Task Force to March 2007.
Vice Admiral Donald C. Arthur, the Surgeon General of the Navy, served as the military co-chair from April 2007 to
June 2007. Dr. Shelley MacDermid, director of the Military Family Research Institute at Purdue University, served as
the elected civilian co-chair for the duration of the Task Force, from May 2006 to June 2007.

The Task Force acknowledges the good-faith efforts currently being implemented by the Department of Defense and
the military Services. In the history of warfare, no other nation or its leadership has invested such an intensive or
sophisticated effort across all echelons to support the psychological health of its military service members and
families as the Department of Defense has invested during the Global War on Terrorism. These laudable efforts
acknowledged, the actual success of the overall effort must be evaluated as a function of the effectiveness of
resource allocation and the design, execution, and refinement of strategies.

Introduction

The costs of military service are substantial. Many costs are
readily apparent; others are less apparent but no less
important. Among the most pervasive and potentially

The system of care for psychological health
that has evolved over recent decades is

disabling consequences of these costs is the threat to the insufficient to meet the needs of today’s
psychological health of our nation’s fighting forces, their ~ forces and their beneficiaries, and will not be
families, and their survivors. Our involvement in the Global sufficient to meet their needs in the future.

War on Terrorism has created unforeseen demands not only
on individual military service members and their families, but also on the Department of Defense itself, which must
expand its capabilities to support the psychological health of its service members and their families.

In particular, the system is being challenged by emergence of two “signature injuries” from the current conflict — post-
traumatic stress disorder and traumatic brain injury. These two injuries often coincide, requiring integrated and
interdisciplinary treatment methods. New demands have exposed shortfalls in a health care system that in previous
decades had been oriented away from a wartime focus. Staffing levels were poorly matched to the high operational
tempo even prior to the current conflict, and the system has become even more strained by the increased
deployment of active duty providers with mental health expertise. As such, the system of care for psychological
health that has evolved over recent decades is insufficient to meet the needs of today’s forces and their beneficiaries,
and will not be sufficient to meet their needs in the future.

Changes in the military mental health system and military medicine more generally, have mirrored trends in the
landscape of American healthcare toward acute, short-term treatment models that may not provide optimal
management of psychological disorders that tend to be more chronic in nature. As in the civilian sector, military
mental health practices tend to emphasize identification and treatment of specific disorders over preventing and
treating iliness, enhancing coping, and maximizing resilience. Emerging lessons from recent deployments have
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raised questions about the adequacy of this orientation, not only for treating psychological disorders, but also for
achieving the goal of a healthy and resilient force.

The challenges are enormous and the consequences of non-performance are significant. Data from the Post-
Deployment Health Re-Assessment, which is administered to service members 90 to 120 days after returning from
deployment, indicate that 38 percent of Soldiers and 31 percent of Marines report psychological symptoms. Among
members of the National Guard, the figure rises to 49 percent (U.S. Air Force, 2007; U.S. Army, 2007; U.S. Navy,
2007). Further, psychological concerns are significantly higher among those with repeated deployments, a rapidly
growing cohort. Psychological concerns among family members of deployed and returning Operation Iragi Freedom
and Operation Enduring Freedom veterans, while yet to be fully quantified, are also an issue of concern. Hundreds of
thousands of children have experienced the deployment of a parent.

Vision

Maintaining the psychological health, enhancing the resilience, and ensuring the recovery of service members and
their families are essential to maintaining a ready and fully capable military force. Towards that end, the Task Force’s
vision for a transformed military system requires the fulfillment of four interconnected goals:

1) A culture of support for psychological health, wherein all service members and leaders will be educated
to understand that psychological health is essential to overall health and performance, will be fostered. Early
and non-stigmatizing psychological health assessments and referrals to services will be routine and
expected.

2) Service members and their families will be psychologically prepared to carry out their missions. Service
members and their families will receive a full continuum of excellent care in both peacetime and wartime,
particularly when service members have been injured or wounded in the course of duty.

3) Sufficient and appropriate resources will be allocated to prevention, early intervention, and treatment in
both the Direct Care and TRICARE Network systems, and will be distributed according to need.

4) At all levels, visible and empowered leaders will advocate, monitor, plan, coordinate and integrate
prevention, early intervention, and treatment.

Together, these interconnected and interdependent objectives define an achievable future. Until each goal is fulfilled,
service members and their families will be inadequately served.

Findings

In general, the Task Force found that current efforts fall significantly short of achieving each of the goals enumerated
above. This assessment was based on a review of available research and survey data, additional data sought
specifically by the Task Force, public testimony from experts and advocates, and site visits to 38 military installations
throughout the world, including the largest deployment platforms, where thousands of service members, their family
members, commanders, mental health professionals, and community partners were given the opportunity to provide
their input.

The Task Force arrived at a single finding underpinning all others: The Military Health System lacks the fiscal
resources and the fully-trained personnel to fulfill its mission to support psychological health in peacetime or fulfill the
enhanced requirements imposed during times of conflict. The mission of caring for psychological health has
fundamentally changed and the current system must be restructured to reflect these changes. This requires
acknowledgement of new fiscal and personnel requirements necessary to meet current and future demands for a full
spectrum of services including: resilience-building, assessment, prevention, early intervention, and provision of an
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easily-accessible continuum of treatment for psychological health of service members and their families in both the
Active and Reserve Components.

The Task

Force’s findings related to each of the four goals related to the vision discussed above are summarized

briefly below:

1) Building a culture of support for psychological health

Stigma in the military remains pervasive and often prevents service members from seeking needed
care.

Mental health professionals are not sufficiently accessible to service members.

Leaders, family members, and medical personnel are insufficiently trained in matters relating to
psychological health.

Some Department of Defense policies, including those related to command notification or self-
disclosure of psychological health issues, are overly conservative.

Existing processes for psychological assessment are insufficient to overcome the stigma inherent in
seeking mental health services.

2) Ensuring a full continuum of excellent care for service members and their families

Significant gaps in the continuum of care for psychological health remain, specifically related to which
services are offered, where services are offered, and who receives services.

Continuity of care is often disrupted during transitions among providers.

There are not sufficient mechanisms in place to assure the use of evidence-based treatments or the
monitoring of treatment effectiveness

Family members have difficulty obtaining adequate mental health treatment.

3) Providing sufficient resources and allocating them according to requirements

The military system does not have enough fiscal or personnel resources to adequately support the
psychological health of service members and their families in peace and during conflict.

Military treatment facilities lack the resources to provide a full continuum of psychological health care
services for active duty service members and their families.

The number of active duty mental health professionals is insufficient and likely to decrease without
substantial intervention.

The TRICARE network benefit for psychological health is hindered by fragmented rules and policies,
inadequate oversight, and insufficient reimbursement.

4) Empowering leadership

Provision of a continuum of support for psychological health for military members and their families
depends on the cooperation of many organizations with different authority structures and funding streams.

The Task Force found insufficient collaboration among organizations at the installation, Service and
Department of Defense levels to provide and coordinate care for the psychological health of service
members and their families.

=555
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Recommendations

Actionable recommendations to address the shortfalls outlined above are presented and discussed in the body of this
document. These recommendations are designed to address the needs of members of the Active and Reserve
Components, their eligible beneficiaries, and other Department of Defense beneficiaries. The Task Force’s
recommendations are categorized and summarized briefly below:
1) Building a culture of support for psychological health

o Dispel stigma

o Make mental health professionals easily accessible

e Embed psychological health training throughout military life

o Revise military policies to reflect current knowledge about psychological health

e Make psychological assessment procedures an effective, efficient, and normal part of military life

2) Ensuring a full continuum of excellent care for service members and their families
e Make prevention, early intervention, and treatment universally available
e Maintain continuity of care across transitions
e  Ensure high-quality care
e Provide family members with access to excellent care

3) Providing sufficient resources and allocating them according to requirements
e  Provide adequate resources for mental health services
e Allocate staff according to need
e Ensure an adequate supply of military providers
e Ensure TRICARE networks fulfill beneficiaries’ mental health needs

4) Empowering leadership
e Establish visible leadership and advocacy for psychological health

e Formalize collaboration at the installation, Service and Department of Defense levels to coordinate care
for the psychological health of military service members

Conclusion

Against the backdrop of the Global War on Terror, the psychological health needs of America’s military service
members, their families, and their survivors pose a daunting and growing challenge to the Department of Defense.
Although it is acknowledged that the work of the Task Force is necessarily incomplete and that the recommendations
presented herein provide only the groundwork for a comprehensive strategic plan to support the psychological health
of service members and their families, the immediacy of these needs imparts a sense of urgency to this report. As
such, the Task Force urges the Department of Defense to adopt a similar sense of urgency in rapidly developing and
implementing a plan of action.

ES-4
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1. BACKGROUND, ORGANIZATION & ACTIVITIES OF THE
TASK FORCE

Section 723 of the National Defense Authorization Act for fiscal year 2006 (FYO6 NDAA) directed the Secretary of Defense to
“establish within the Department of Defense a task force to examine matters relating to mental health and the Armed Forces.”
Towards that end, the Department of Defense (DOD) Task Force on Mental Health (Task Force) was established, comprising
seven military and seven civilian professionals with military mental health expertise. The members were nominated from sources
both within and outside of the DOD and approved for membership by the Secretary of Defense. Task Force members were
appointed on 15 May 2006, with one military and one civilian member serving as co-chairs for the group. Lieutenant General
Kevin C. Kiley, the Surgeon General of the Army, served as the military co-chair from the inception of the Task Force to March
2007. Vice Admiral Donald C. Arthur, the Surgeon General of the Navy, served as the military co-chair from April 2007 to June
2007. Dr. Shelley MacDermid, director of the Military Family Research Institute at Purdue University, served as the elected
civilian co-chair for the duration of the Task Force, from May 2006 to June 2007. Further information on the membership of the
Task Force is available in Appendix B. The Task Force was constituted as a subcommittee of the Armed Forces Epidemiological
Board (AFEB, now the Defense Health Board (DHB)), a standing Federal Advisory Committee.

Per the FY06 NDAA, the Task Force was required to deliver a report to the Secretary of Defense containing “an assessment of,
and recommendations for improving, the efficacy of mental health services provided to members of the Armed Forces by the
Department of Defense” addressing specific elements enumerated in the Act, to which four additional elements were later added.
(Text of the original legislation and the four additional elements appears in Appendix A.) The Secretary of Defense was allotted
90 days to review the report and transmit it to the Senate and House Committees on Armed Services and Veterans' Affairs. The
Act also directed the Secretary of Defense to develop a plan based on the recommendations of the Task Force and submit the
plan to the Congressional defense committees not later than six months after receipt of the Task Force report. The Task Force
report was delivered 12 June 2007.

The Task Force gathered information from many sources through five primary operations:

1) Direct observation through site visits at military installations throughout the world;

2) Testimony from subject-matter experts;

3) Review of existing literature;

4)  Public testimony and submissions to the Task Force web site; and

5) Task Force requests for specific data from military and civilian organizations.
Site Visits

The Task Force conducted thirty-eight site visits at Army, Navy, Air Force, and Marine Corps installations within the United
States and throughout the world. (A complete list of the installations visited appears in Appendix C.) The Task Force was able to
visit a variety of installations with varying levels of deployment activity; however, because of security considerations, no visits
were made to the theaters of combat operations in southwest Asia. The Task Force obtained information regarding mental health
care in theater from multiple sources, including research reports such as the Mental Health Assessment Team’s (MHAT) reports,
briefings provided by military and civilian mental health professionals, and testimony by service members who had been
deployed. Site visits were conducted by delegations, usually comprising two to five Task Force members, both military and
civilian. Site visits were two to three days in length and included:

e Interviews with commanders of installations, units, and military treatment facilities (MTFs);

e  Discussion sessions with care providers from MTFs;

e Discussion sessions with personnel from family advocacy and substance abuse prevention offices, family support
centers, chaplains, and volunteer family support workers;

o Visits to military units;

e Open “town hall” meetings with service members and families;

e Visits to civilian health care facilities that provide support to military personnel and their families through the purchased
care system; and

e  Discussions with civilian mental health care providers.
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Task Force Meetings

The Task Force held monthly face-to-face meetings between July 2006 and April 2007 (with the exception of August 2006,
during which the Task Force convened via teleconference). (A complete listing of the Task Force meetings is featured in
Appendix D.) These plenary meetings provided an opportunity for Task Force members to receive informational briefings from
subject-matter experts in a forum that facilitated discussion between the members and experts. The meetings also provided an
opportunity for the Task Force to obtain statements from organizations and individuals regarding concerns about the mental
health of members of the Armed Forces and their families. Time was allocated during the Task Force meetings for working
sessions in which findings and recommendations were discussed and developed, upon which the Task Force’s written report
was based. The proceedings of each plenary Task Force meeting were captured and documented in an executive summary. All
open meeting sessions were transcribed and transcriptions were posted on the Task Force website. Executive working sessions
were closed to the public but were documented by meeting minutes.

Working Groups

The Task Force designated four working groups to focus on the elements assigned in the NDAA legislation. The working groups
addressed the following areas: Active Duty Service Members, Family, Evaluation, and Continuity of Care. Task Force members
assigned themselves to two of the four working groups. Each working group elected one military and one civilian chair. Working
groups convened via teleconference and during Task Force meetings and site visits.

Task Force Support
The operations of the Task Force were supported by an Executive Secretary and a staff under contract to the DHB.

Scope of the Task Force

Following in the footsteps of several commissions and advisory groups that have considered the state of care in the civilian
community (e.g., President’s New Freedom Commission on Mental Health, Institute of Medicine’s Improving the Quality of Health
Care for Mental and Substance-Use Conditions), the Task Force identified the salient characteristics of systems capable of
delivering excellent prevention, early intervention, and treatment to support psychological health, focusing on the needs of
service members and their families. The Task Force was also informed by the findings of the ongoing activities of the
Presidential Task Force on Returning Global War On Terror Heroes, the Institutional Review Group Report on Rehabilitative
Care at Walter Reed Army Medical Center and National Naval Medical Center, the ongoing initiatives of the DOD/Department of
Veterans' Affairs (DVA) Mental Health Work Group, and the work of the consolidation of TBI initiatives in the DOD and DVA
Work Group.

In its deliberations, the Task Force adopted a definition of mental health originally developed for Healthy People 2010 (2000):

Mental health is a state of subjective well-being and successful performance of mental function, resulting in
productive activities, fulfilling relationships with other people, and the ability to adapt to change and to cope
with adversity. Mental health is indispensable to personal well-being, family and interpersonal relationships,
and contribution to community or society.

Implicit in this definition is the notion that mental health is more than the mere absence of mental illness. Further, the definition
suggests that a mental health care system must provide not only clinical treatment, but also prevention and early intervention.

Finally, a note about the term “mental health” is warranted. In the military, the term “mental health professional” is employed
narrowly to refer to a specific set of providers with privileges to provide clinical treatment. Because the Task Force intentionally
adopted a more holistic view of the continuum of care than this narrow conception of “mental health” implies, this report does not
use the term “mental health” as a generic reference. Rather, the term “psychological health” is used generically, while “mental
health” is used only when referring specifically to military mental health providers with clinical privileges for the care they provide.
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Limitations of the Task Force and Report

The composition of the Task Force conformed to legal requirements, but did not represent the full range of providers and
constituents who deal with psychological health issues in the military. The Task Force focused its attention on service members
in the Active and Reserve Components and their families; this focus, however, excludes veterans already utilizing the
Department of Veterans Affairs healthcare beyond the transition from active duty to veteran status. In addition, consideration of
the Coast Guard fell outside the purview of the Task Force. Whereas the objective of the group was to examine services
provided to members of the Armed Forces by the DOD, mental health services for Coast Guard personnel are provided by the
Commissioned Corps of the Public Health Service.
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INTRODUCTION

2. INTRODUCTION

Over one million service members in the Active and Reserve Components of the U.S. military have been deployed in Operation
Enduring Freedom (OEF) in Afghanistan and Operation Iraqgi Freedom (OIF), of whom 449,261 have been deployed more than
once (DMDC, 2006). As of May 2007, more than 3,700 service members have died, primarily from hostile action, and more than
26,000 troops have been wounded.

Additional costs of military service may be less apparent, but are no less important. Among the most pervasive and potentially
disabling of these costs is the threat to psychological health. Based on data in their 2004 study, Hoge and colleagues estimated
that, using strict screening criteria, 17 percent of soldiers from brigade combat teams would be at risk for developing clinically
significant symptoms of post-traumatic stress disorder (PTSD), major depression, or anxiety after deployment, and that an even
higher percentage (28%) would experience symptoms if broader screening criteria were used (Hoge, Castro, Messer, McGurck,
Cotting & Koffman, 2004). The prevalence of PTSD within a year of combat deployment was estimated to range from 10 to 25
percent (Hoge et al., 2004). More recent data from the Post-Deployment Health Re-Assessment (PDHRA), which is administered
to service members 90 to 120 days after returning from deployment, indicate that 38 percent of Soldiers and 31 percent of
Marines report psychological symptoms. Among members of the National Guard, the figure rises to 49 percent (U.S. Air Force,
2007; U.S. Army, 2007; U.S. Navy, 2007). Psychological concerns are also significantly higher among those with repeated
deployments, a rapidly growing cohort. Psychological concerns among family members of deployed and returning Operation Iraqi
Freedom (OIF) and Operation Enduring Freedom (OEF) veterans, while yet to be fully quantified, are also an issue of concern.
Further, hundreds of thousands of U.S. children have experienced the deployment of a parent. Clearly, the challenges are
enormous and the consequences of non-performance are significant.

The costs of military service do not dissipate after deployment. Indeed, a higher percentage of service members reported
misusing alcohol after deployment compared with pre-deployment. Strains in family functioning have also been observed,
particularly at the 12-month milestone after deployment. According to the Mental Health Advisory Team (MHAT) IV report, 20
percent of married soldiers planned to separate or divorce (2006), a 5 percent increase from the MHAT-III report of the prior year
(2005).

Stigma, the shame or disgrace attached to something regarded as socially unacceptable, remains a critical barrier to accessing
needed psychological care. Analysis of anonymous surveys and questionnaires conducted following deployment revealed that
20 to 50 percent of active duty service members and Reservists reported psychosocial problems, relationship problems,
depression, and symptoms of stress reactions, but most report that they have not yet sought help for these problems (Wheeler,
2006). Fewer than 40 percent of those members who meet strict diagnostic criteria receive mental health services (Hoge et al.,
2004).

The cost of mental illnesses also extends beyond discharge from military

service. Of the 686,306 OIF and OEF veterans separated from active duty DOD’s mental health mission
service between 2002 and December 2006 who were eligible for DVA care,

229,015 (33%) accessed care at a DVA facility. Of those 229,015 veterans has fundamenta"y Changed'
who accessed care since 2002, 83,889 (37%) received a diagnosis of or were

evaluated for a mental disorder, including PTSD (39,243 or 17%), non-dependent abuse of drugs (33,099 or 14%), and
depressive disorder (27,023 or 12%) (VHA Office of Public Health and Environment Hazards, 2006).

Involvement in combat imposes a psychological burden that affects all combatants, not only those vulnerable to emotional
disorders or those who sustain physical wounds. Combat is a life-changing experience, imposing long-lasting emotional
challenges for combatants. It is increasingly clear that efforts to enhance combatants’ resilience and recovery in response to the
emotional sequelae of combat must be undertaken by all members of the military community. Psychological health involves not
only the detection and remediation of iliness but also the provision of effective preventive strategies. Strategies to prevent other
common problems, such as dental disease or orthopedic injuries, are well-developed. A similar capacity must be developed to
prevent psychological dysfunction and enhance resilience to stress.

Increased reliance on members of the Reserve Component, for whom access to military medical services was previously limited,

necessitates the development of new guidelines for caring for these personnel. In particular, commitment to these combatants
requires that service delivery be enhanced to serve those who, despite their wounds, elect to remain on active duty. The
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recognized need for extensive family involvement in the long-term process of rehabilitation and community reintegration also
demands the close involvement of families in the recovery process of the service members and requires greater responsiveness
in the treatment of family members’ needs.

Profound changes in the method of healthcare delivery in the civilian sector have contributed to equally significant changes in
military health care. Changes in the military mental health system and military medicine more generally, have mirrored trends in
the landscape of American healthcare toward acute, short-term treatment models that may not provide optimal management of
psychological disorders that tend to be more chronic in nature. The Military Health System (MHS) has transitioned from a model
of largely unfettered access to a system that increasingly resembles the inadequate managed care models that prevail in the
civilian healthcare sector. Although such changes have contributed to some increases in efficiency, some of its unintended
consequences have impeded DOD’s ability to fulfill its dual missions of national defense and benefit delivery.

DOD’s mental health mission has fundamentally changed. Despite the dedicated work of its members, the current system is not
structured to address these new challenges, leaving many psychological health needs unmet. Without a fundamental
realignment of services, this situation will worsen. As such, the military health care system must be reshaped to support the
psychological health of service members and their families. To achieve this objective, the DOD must, with the support and
commitment of Service leadership, develop a unifying strategic plan to heighten awareness of psychological health issues and
implement initiatives to ensure fulfillment of the achievable vision. In addition, the DOD and DVA should coordinate their
initiatives to ensure continuity of care in addressing psychological needs.
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3. AVISION FOR THE FUTURE

The military arts have continually evolved since the beginning of humankind. Over time, weapon systems have become
increasingly more expensive, complex, and lethal. Some have even become capable of self-maintenance, automatically ordering
replacement parts for components they sense have become excessively worn. This emphasis on the technology of warfare has
often been to the exclusion of the human element of the military force: military service members. The military has thus far sought
to improve human effectiveness primarily through better combat tactics, more highly lethal weaponry, and powerfully developed
physical strength and endurance. Future combat, however, will demand more—more flexibility, more agility, and more resilience.

Although psychological resilience is well recognized as a characteristic of the military's most celebrated leaders, it is not
generally appreciated as an attribute that can be taught or enhanced. Leaders' tactics are well-studied, yet their psychological
approach to leadership in military service is largely ignored. Leaders are in a unique position to influence the resilience of their
subordinates. More resilient leaders increase the psychological fithess of those they lead and are consequently more effective in
combat. Psychologically hardy individuals tend to view crisis situations as less stressful, less threatening, and less painful. They
learn from stressful situations and enhance their resilience to future crises. This is the essence of psychological combat
readiness. Improving psychological resilience will enhance combat effectiveness and decrease the adverse effects of stress in all
aspects of military service.

As a force composed entirely of volunteer patriots, the servicemen and
women of the U.S. military will continue to reflect the social, cultural,
religious, and ethnic diversity of the nation more generally. These service

Just as service members differ in their
professional abilities, so too do they

members come to the military with backgrounds and experiences as
broad as those of the civilian population, with significant variation in terms
of their prior exposure to psychological stressors. These men and women
enter the military Services with varying levels of untrained and largely
unexercised resilience, and varying degrees of vulnerability to
psychological trauma. As such, it is necessary to assess service
members’ resilience and vulnerability to psychological trauma early in their
careers and provide any requisite remediation to the maximum extent
possible. Efforts to enhance psychological resilience beyond "entry-level”

differ in their psychological strengths
and vulnerabilities. Differences in
abilities — whether physical or
psychological — must not be

characterized as defects but as

individual attributes to be cultivated and

strengthened in each service member.

This is an issue that must be addressed

emotional performance constitute a significantly under-appreciated and by each echelon of DOD leadership.
untapped resource.

There currently is no mechanism within DOD for assessing the capacity for resilience in newly-accessed service members. The
constructs of resilience and hardiness, while acknowledged to be core attributes of successful leaders, are incompletely
operationalized. Devising reliable and valid measurement tools that can be administered in a cost-effective fashion will require
extensive effort and coordination among the research and practice communities and line leadership. Nevertheless, the potential
benefits of such screening tools are considerable and the feasibility of their implementation merits careful scrutiny. If this type of
screening is approached from the vantage point of enhancing the capacity for resilience and optimizing individual performance,
rather than the identification of weakness or pathology, such efforts are likely to result in overall enhancements to psychological
health.

Every military leader must aggressively address the issue of stigma. Just as service members differ in their professional abilities,
so too do they differ in their psychological strengths and vulnerabilities. Differences in abilities — whether physical or
psychological — must not be characterized as defects but as individual attributes to be cultivated and strengthened in each
service member. This is an issue that must be addressed by each echelon of DOD leadership.

The goal of the MHS is “to be a world-class health system that supports the military mission by fostering, protecting, sustaining,

and restoring health.” Likewise, the vision of the Task Force is that all systems involved in supporting the psychological health of
military members and their families will also be world-class.
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Goals of a World-Class System

A culture of support for psychological health, wherein all service members and leaders
will be educated to understand that psychological health is essential to overall health and
performance, will be fostered. Early and non-stigmatizing psychological health assessments
and referrals to services will be routine and expected.

A culture of awareness, active prevention, and widespread responsibility mirroring the culture that currently supports the
maintenance of physical health must also be developed for psychological health. Just as service members are taught to provide
basic care for minor physical injuries, they should be taught to recognize the signs and symptoms of mental distress. Just as
commanders and others understand today that physical illnesses or injuries can be treated and in most cases cured or repaired,
in a world-class system everyone understands that the same is true for mental illnesses.

Service members and their families will be fully and psychologically prepared to carry out
their missions. Service members and their families will receive a full continuum of
excellent care in both peacetime and wartime, particularly when service members have
been injured or wounded in the course of duty.

In a world-class system, all beneficiaries receive the care they need regardless of where they are located. As such, care must be
not only available but also accessible, because individuals experiencing mental distress may be placed at risk when care is not
user-friendly or easily accessible. The mental health system should not focus exclusively on treating pathology, but on building
resilience, providing assistance to confront challenges to mental health, and assuring high-quality treatment when needed.

All care and services must be of the highest quality. In a world-class system, evidence-based practices are employed and
updated as new evidence is discovered, outcomes are monitored, and service delivery is adjusted regularly.

The well-being of service members is inextricably linked to the well-being of their families. Frequent redeployments may strain
even the strongest family bonds. In this era of instant communication, the service member remains in constant contact with his or
her family. Such contact may compound the daily stresses of deployment with additional worries about a child or spouse
struggling at home. Thus, a world-class military mental health system ensures optimal mental health among not only service
members but also family members.

Sufficient and appropriate resources will be allocated to prevention, early intervention,
Goal 3 and treatment in both the Direct Care and TRICARE Network systems, and will be distributed
according to need.

A world-class system provides high-quality care for all beneficiaries in both peacetime and wartime, whether at home or
deployed.

At all levels, visible and empowered leaders will advocate, monitor, plan, coordinate and
integrate prevention, early intervention, and treatment.

Goal 4

A world-class system has leaders with sufficient authority and accountability to acquire and allocate diverse mental health care
resources where they are needed to assure the quality of outcomes of care.

An Unrealized Vision

The current operational tempo has exposed fundamental weaknesses in the U.S. military’s approach to psychological health.
While there is evidence of excellence and many highly competent and hard-working professionals and volunteers, the system
lacks the capacity to surge to meet the demands of all service members and their families, who are particularly vulnerable to
system inadequacies. While progress has been made in intervening to ameliorate the long-term effects of stress, it has been
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uneven across units and military Services. Despite the progressive recognition of the burden of mental illnesses and substance
abuse and the development of many new and promising programs for their prevention and treatment, current efforts are
inadequate to ensure the psychological health of our fighting forces. Repeated deployments of mental health providers to support
operations have revealed and exacerbated pre-existing staffing inadequacies for providing services to military members and their
families. New strategies to effectively provide services to members of the Reserve Components are required. Insufficient
attention has been paid to the vital task of prevention.
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4. TODAY’'S LANDSCAPE

The Department of Defense has wisely recognized that fully supporting psychological health requires a public health approach
emphasizing a continuum of care that includes not only effective treatment but also active prevention and early intervention
(ASD(HA), 2007). Several national reports, such as the President's New Freedom Commission on Mental Health's Achieving
The Promise: Transforming Mental Health in America (2003) and the United States Surgeon General's Mental Health: A Report
of the Surgeon General (1999), have reinforced the scientific validity of such an approach. Prevention and early intervention
efforts have been widely recognized as not only more compassionate but also more economical than delaying intervention until
severe mental iliness has developed (Davis, 2002). A complete continuum of care includes several key elements, as illustrated in
the figure below.

e Primary Prevention is designed to reach all segments of the population regardless of whether or not indications of
illness are present. In the military, examples of primary prevention are education (e.g., when family members are
taught about coping with deployment) and health maintenance (e.g., when all members are provided with information
about substance use) (ASD(HA), 2007; Davis, 2002).

e Secondary Prevention activities are typically provided to a subset of the population when there is good reason to
believe that they are at elevated risk for difficulties. The early identification of problems through deployment-related
assessment constitutes one military example of secondary prevention.

e Tertiary Prevention activities include clinical treatment for diagnosed illnesses and rehabilitation to prevent
recurrences and manage chronic illness.
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No single mental health program exists across DOD: Numerous programs related to psychological health are administered within
and outside the confines of the Defense Health Program (DHP), with considerable variation in mental health service delivery
among the military Services and TRICARE. In many respects, this is desirable. A number of programs operate outside the DHP,
expanding leadership involvement and increasing accessibility to beneficiaries who cannot or do not desire to seek services via
the direct care system. Chaplains, for example, often serve as the first point of access for service members experiencing
distress. Suicide prevention, substance abuse prevention, and engenderment of resilience and the capacity to withstand the
challenges of the combat environment are essential functions of command, in which military medicine plays a critical but
supporting role. Family Advocacy and family support services, which include limited mental health counseling, are provided by
entities funded by non-DHP funds and report directly to line leadership. Other programs that offer mental health counseling, such
as Military OneSource, also operate independently of the DHP. While the multiplicity of programs, policies, and funding streams
provides many points of access to support for psychological health, they may also lead to confusion about benefits and services,
fragmented delivery of care, and gaps in service provision.
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TRICARE

TRICARE comprises DOD'’s worldwide health care program for active duty and retired uniformed services members and their
families. TRICARE contractual coverage of mental health is governed by both statute and regulation, including: Title 10, U.S.
Code; Code of Federal Regulation 32.199; and the Mental Health Parity Act of 1996. TRICARE is comprised of TRICARE Prime,
a managed care option; TRICARE Extra, a preferred provider option (PPO); and TRICARE Standard, a fee-for-service option.
TRICARE for Life is also available for Medicare-eligible beneficiaries aged 65 and over, while TRICARE Reserve Select is
available for members of the National Guard and Reserves, with care options similar to TRICARE Standard and Extra.

TRICARE Prime is a managed care option similar to a civilian health maintenance organization (HMO). Active duty service
members are required to enroll in Prime, for which they do not pay enroliment fees, annual deductibles or co-payments. Retired
service members pay an annual enroliment fee of $230 for an individual or $460 for a family and minimal co-pays apply for care
within the TRICARE network. TRICARE Extra and TRICARE Standard are available for all TRICARE-eligible beneficiaries who
are unable or elect not to enroll in TRICARE Prime. TRICARE Extra is a preferred provider option (PPO) in which beneficiaries
choose a doctor, hospital, or other medical provider within the TRICARE provider network. As noted previously, TRICARE
Standard is a fee-for-service option. Under TRICARE for Life, TRICARE acts as a second payer to Medicare for benefits payable
by both Medicare and TRICARE.

Psychological health services are provided in the purchased care system via the TRICARE network. Patients have access to
specialists and may in certain instances seek reimbursed services from mental health professionals. Non-active duty
beneficiaries may obtain outpatient services without authorization for the first eight visits during a fiscal year, and may seek
authorization for further visits. Some services, however, always require preauthorization, including psychoanalysis, psychological
and neuropsychological testing, electroconvulsive therapy, and any therapy sessions in excess of one hour. With physician
referral, beneficiaries may seek services from licensed mental health counselors and licensed professional counselors (see
http://www.tricare.mil/mhshome.aspx#; ASD(HA), 2007; Donehoo, 2006).

The Military Health System

With 9.2 million eligible beneficiaries, the MHS is the one of the largest medical systems in the world, providing medical care to
active duty service members, medically-eligible Guard and Reserve personnel, retirees, and dependents and dependent
survivors. According to recent data from the Defense Enrollment Eligibility Reporting System (DEERS), the breakdown of
beneficiaries in the MHS is as follows:

Beneficiary Type Number \

Active Duty 1,395,902
Dependents of Active Duty 1,946,658
Dependent survivors 540,496
Retirees 2,023,523
Dependents of retirees 2,410,668
Guard/Reserve (medically-eligible) 233,666
Dependents of medically-eligible Guard/Reserve 358,051
Inactive medically-eligible Guard/Reserve 47,463
Dependents of medically-eligible inactive Guard/Reserve 72,862
Other 46,385

Source: DEERS Data, 7 March 2007

Military medical services, including psychological health services, are provided in venues ranging from teaching hospitals to
deployed environments. The MHS is charged not only with providing healthcare for all eligible military members and their
beneficiaries, but is also accountable to DOD leadership and the combatant commanders of each Service for providing a fit force
that is continually ready to deploy. If assigned to a military installation, active duty service members are required to seek services
at a MTF when accessing non-emergency mental health care.
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In the direct care system, psychological health services are provided by uniformed providers as well as civilian federal
employees and contractors. As with other medical services, the Navy provides mental health services for its own beneficiaries as
well as Marine Corps personnel. The MHS provides mental health specialty care, counseling, and preventive services. Mental
health clinics are staffed by uniformed and civilian psychiatrists, psychologists, mental health nurses, social workers, and mental
health technicians.

Substance Abuse Prevention and Treatment

Each military Service has substance abuse prevention and treatment programs designed to promote readiness and wellness
through the prevention and treatment of substance misuse. These programs are organized differently within each of the
Services. In the Navy and Marine Corps, line-sponsored substance abuse programs focus on prevention or aftercare, with most
treatment being offered by medical assets. In the Air Force, the line and medical service share responsibilities for
prevention/education, detection/deterrence, and assessment/treatment of substance misuse problems. Each Service assigns a
unique name to these agencies (please see glossary under Substance Abuse Prevention and Treatment).

Family Support Centers

Though not a medical resource, each Service maintains Family Support Centers (FSCs) whose mission is to support family
members. FSCs play a crucial role in helping families cope prior to, during, and following deployment. These organizations are
operated by non-medical personnel, including non-professional and volunteer staff. Some FSCs offer counseling for clinical
disorders, including marital problems. Financial and employment counseling services may also be available, as well as services
such as support groups for new parents. FSCs also provide support for volunteers, including Family Readiness Group leaders,
key volunteers, and ombudspersons involved in outreach work with families. Each Service assigns a unique name to these
agencies (please see glossary under Family Support Centers).

Family Advocacy Programs

In the Department of Defense, the Family Advocacy Program (FAP) is the responsibility of the Principal Deputy Undersecretary
of Defense for Personnel and Readiness (USD(P&R)). Each Service manages and supports a broad-based program designed to
prevent, identify, report, treat, and follow-up cases of child and partner abuse. In the Navy and Marine Corps, the FAP is a line
function operating closely with medical assets for consultation, evaluation, and treatment. In the Air Force, the FAP is integrated
into the medical system. The Army FAP offers clinical services under the medical system, while prevention services are
conducted by Army Community Service.

Military OneSource

Military OneSource is a DOD-funded initiative offering a 24-hour, 7-day-a-week, confidential non-medical information and referral
system that can be accessed globally through the telephone, Internet, and e-mail. In addition, it offers confidential family and
personal counseling in local communities to active duty and reserve component members and their families. Face-to-face
counseling is provided at no cost for up to six sessions per person per problem per year. Military OneSource is programmatically
limited to services for non-clinical problems. If care is sought for a clinical problem (defined as any disorder for which TRICARE
provides reimbursement), Military OneSource facilitates referral to TRICARE or the nearest MTF.

Chaplains

Military mental health services are often delivered in partnership with services provided by military chaplains. This is especially
true in deployed environments where mental health and pastoral services constitute an essential component of deployment
support. Outside of the deployed environment, military chaplains provide marital and individual counseling, and are often sought

because issues of stigma may be lessened and greater assurances of confidentiality may be offered in the context of pastoral
counseling.

Other Organizations

A number of other organizations provide direct or indirect support for the psychological health of military members and their
families. Although a complete description of each falls outside the scope of the report, examples of these organizations include,
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but are not limited to: Health Promotions Offices, Sexual Assault Prevention and Response Offices, Exceptional Family Member
Programs, Suicide Prevention Programs, and Combat Operational Stress Control programs.

Departments of Defense and Veterans Affairs Joint Initiatives

The DVA provides mental health care to former service members, including those who have been medically retired, as well as
specialty care for some service members who remain on active duty. Under the auspices of the Joint Executive Council, the
DOD and the DVA have initiated steps to integrate programs for treatment of service members with psychological disorders or
co-morbid physical and psychological diagnoses. The DVA Office of Seamless Transition employs case managers at major
MTFs to identify and assist service members whose care is being assumed by the DVA. A memorandum of agreement (MOA)
between the two agencies, which was renewed on 1 Jan 2007, provides referrals to DVA medical facilities for health care and
rehabilitation of active duty military personnel who have sustained spinal cord injury, TBI, or blindness.



FINDINGS & RECOMMENDATIONS

5. FINDINGS AND RECOMMENDATIONS:
AN ACHIEVABLE VISION

5.1 BUILDING A CULTURE OF SUPPORT FOR PSYCHOLOGICAL HEALTH

511 Dispel Stigma

Mental iliness has been stigmatized throughout history, although recent decades have seen significant progress in revealing it as
a common and treatable human condition. Stigma often prevents individuals from seeking help for mental health problems.
Stigma also interferes with access to care (because individuals refuse to seek treatment), quality of care (because individuals
seek care “off the books”), and continuity of care (because individuals may not

inform military medical personnel about prior mental health treatment). In the Every military leader bears
m|||t§ry, stigma represent.s a gr}tlcal failure .of the community that. prevents responsibility for addressing stigma;
service members and their families from getting the help they need just when .

they may need it most. Further, stigma is of particular concern in the military leaders W_ho fail to do so redl_me the
because of the degree to which military members may bear responsibility for effectiveness of the service
lives beyond their own. Every military leader bears responsibility for members they lead.
addressing stigma; leaders who fail to do so reduce the effectiveness of the

service members they lead.

Evidence of stigma in the military is overwhelming. Four surveys of the MHAT have been conducted on service members
deployed to Iraq and Afghanistan (i.e., MHAT-I, -II, -lll & -IV). Results from the MHAT-IV report indicate that 59 percent of the
Soldiers and 48 percent of the Marines surveyed thought they would be treated differently by leadership if they sought
counseling (Office of the Surgeon Multinational Force-Iraq (OMNF-I) & Office of the Surgeon General (OTSG), US Army Medical
Command, 2006; Hoge et al., 2004). These findings are corroborated by the Task Force’s findings from public testimony,
comments from service members and their families, and discussions with mental health professionals, commanders, and
chaplains obtained via site visits.

Of even greater concern are recent findings that service members who screened positive for symptoms consistent with mental
illness were twice as likely as those without symptoms to express concerns about stigma (Hoge et al., 2004). Over half of
surveyed soldiers who met criteria for a psychological health problem thought they would be perceived as weak if they sought
help (Hoge et al., 2004; OSMF-I & OTSG, 2006). Moreover, individuals exhibiting the greatest need were the most hesitant to
seek care, even though empirical data from at least one military study indicates that most service members do not suffer any
negative career impact from seeking services related to their psychological health (Rowan & Campise, 2006).

Stigma may be propagated by a number of factors including perceptions that seeking mental health care will lower the
confidence of others in the service member’s ability, threaten career advancement and security clearances, and possibly cause
removal from one’s unit. In a review of literature related to stigma in the military, Sammons (2005) noted three unique
manifestations of stigma:

1)  Public stigma—public (mis)perceptions of individuals with mental illnesses;

2) Self-stigma—individuals’ perceptions of themselves; and

3) Structural stigma—institutional policies or practices that unnecessarily restrict opportunities because of psychological
health issues.

The multiple manifestations of stigma require multiple targeted intervention strategies, which are discussed below.
Combating Public Stigma

Empirical evidence can be used to guide efforts to combat all forms of stigma (e.g., Corrigan & Gelb, 2006). Providing factual
information about mental disorders is one method that has been found to be effective in reducing public stigma. Another is
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promoting contact with individuals who have a mental iliness (Greene-Shortridge, Britt, & Castro, 2007; Riisch, Angermeyer &
Corrigan, 2005).

Recommendation 5.1.1.1

The Department of Defense should implement an anti-stigma public education campaign, using evidence-
based techniques to provide factual information about mental disorders.

In Section 5.1.3 (Embed Training About Psychological Health throughout Military Life), the Task Force also recommends
educating the entire force that exposure to combat operations can wound the mind and disrupt the behavior of the best of service
members, just as it can wound their bodies. The message must be clear to all: building and maintaining resilience through
assertive, early interventions in times of stress are crucial to the health of service members and their families and to force
readiness. Everyone in a position to recognize early symptoms and encourage change must know their role and be fully
educated on the most effective approaches to ensuring successful rehabilitation (Greene-Shortridge, Britt, & Castro, 2007).
Additional recommendations for civilian collaborators such as teachers, parents, and community mental health providers are
included in Sections 5.2.4 (Provide Family Members with Excellent Access to Care) and 5.3.4 (Ensure TRICARE Networks Fulfill
Beneficiaries’ Psychological Health Needs). In Section 5.1.3, the Task Force also outlines recommendations to facilitate early
identification of problems.

Combating Self-Stigma

Research has documented the complex process by which individuals change behaviors and address mental health concerns
(Prochaska, Diclemente & Norcross, 1992). In this process, service members or family members must:

Recognize that they have a problem and need to change;

Come to the conclusion that the advantages of change outweigh the perceived costs;
Believe that change is possible, and that they are capable of accomplishing it; and
Have easy access to timely help.

Later sections of this report provide actionable recommendations to combat self-stigma:

Embedding uniformed providers in military units provides on-the-ground consultation that educates service members, builds
confidence in the possibility of change, offers easy access to help, and increases familiarity with mental health professionals. In
Sections 5.1.2 (Make Mental Health Professionals Easily Accessible to Service Members) and 5.3.3 (Ensure an Adequate
Supply of Military Providers), the Task Force outlines recommendations for capitalizing on the lessons learned from existing
efforts to embed mental health professionals into units.

Integrating mental health providers in primary medical care settings improves access at the critical point when change is
first being considered. Often, mental health concerns are first raised in primary care clinics, where stigma is lower. The presence
of a mental health professional serves to maximize the number of interventions that can be conducted in a primary care setting
and can address stigma-related concerns in those who need to receive further services at a mental health clinic. In Section 5.1.2
(Make Mental Health Professionals Easily Accessible to Service Members), the Task Force formulates a recommendation that
expands on current programs, such as in the Air Force, where mental health professionals are integrated with primary medical
care clinicians.

Ensuring an easily-accessible full continuum of evidence-based care guarantees effective help is available when most
needed. All efforts to dispel stigma are reduced to hollow promises if, when service members or family members reach the
critical juncture where they recognize they need help, they encounter delays, bureaucratic roadblocks or frustration in accessing
the services their often complex situation requires. In Sections 5.2.1 (Make Prevention, Early Intervention and Treatment
Universally Available), 5.2.3 (Ensure High Quality of Care) and 5.3.1 (Provide Sufficient Resources for the Support of
Psychological Health), the Task Force recommends a comprehensive agenda for assuring that every service member and family
member has timely, easy access to world-class care.
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Combating Structural Stigma

The widespread perception that seeking psychological health services is costly to an individual's career and acceptance within
the unit must be challenged through thoughtful refinements in command notification policies. In Sections 5.1.4 (Revise Military
Policies to Reflect Up-To-Date Knowledge about Psychological Health) and 5.2.3 (Ensure High Quality of Care) sections the
Task Force makes recommendations designed to refine the balance between the need to encourage service members to seek
help and the need for command to maintain force readiness.

Just as stigma pervades the military, so too must efforts to eradicate it. Building a first-class system for supporting psychological
health is a necessary condition for change, but it will not be sufficient if stigma is allowed to persist.

512 Make Mental Health Professionals Easily Accessible to Service Members

The military model of service delivery often restricts the practice of mental health professionals to mental health specialty clinics.
Service members who are unable to overcome their concerns about the stigma of seeking help and its potential career impact
are unlikely to visit these clinics. As such, isolating mental health professionals in clinics ensures that a significant proportion of
the psychological health needs in the population will be unknown and unmet.

In recent years, the military Services have laid the groundwork for a paradigm shift in how psychological services are delivered.
The new paradigm recognizes that services must be brought to customers, which are broadly defined as not only those who
present acutely for care, but the entire population of service members. Initial attempts at implementing this model have focused
on two general approaches:

1) Embedding mental health providers in military units; and
2) Embedding mental health providers in primary care clinics.

Embed Mental Health Providers in Units

Each of the military Services has begun embedding mental health providers in units, wherein they are familiarized with the
mission and culture of the unit, establish themselves as a known approachable resource for service members and command,
and provide a full range of preventive and early intervention services that build resilience, improve recovery, and enhance the
unit’s mission. These providers are connected with the unit during deployment and in garrison. The Task Force found convergent
evidence (e.g. MHAT-I, -1l -1l & -1V) suggesting that this approach is crucial to the psychological health of service members, and
has great potential for reducing stigma. Determining the proper ratio of embedded providers to service members would require
additional research; however, evidence from site visits suggested that the Army’s ratio of one psychologist or social worker and
one psychiatric technician per 5,000 service members is probably not sufficient.

Not every Service is organized in a manner that facilitates efficiently embedding full- ...Integrating mental health
time mental health professionals within units. In such cases, a desirable alternative is providers into primary care
to assign consultative mental health professionals to line units. On a regularly settings improves clinical

scheduled and consistent basis, the mental health professional would provide formal
and informal consultation with leadership and service members at the unit's work site, Ol.Jtcom.eS’ enhances t he
provide preventive and educational services, and offer appointments for additional sat'SfaCt'Qn of both patients
interventions at the mental health clinic. and providers, and reduces
healthcare costs
Recommendation 5.1.2.1

The military Services should embed mental health professionals as organic assets in line units.
Integrate Mental Health Professionals into Primary Care

In the military, as in civilian populations, the primary care setting is often the first setting in which psychological health problems
are recognized (U.S. Air Force Primary Behavioral Health Care Service Practice Manual, 2002). Psychological factors play a role
in physical complaints in 75 to 80 percent of all patients presenting to primary care (Blount, 1998). Further, non-psychiatric
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primary care managers (PCMs) prescribe 75 percent of all psychotropic medications in the country (Beardsley, Gardocki, Larson
& Hidalgo, 1998).

Primary care settings provide a rich opportunity for effective case identification and early treatment of mental health issues.
Civilian studies have shown that integrating mental health providers into primary care settings improves clinical outcomes (Smit
et al., 2006), enhances the satisfaction of both patients (Katon et al., 1996) and providers (Katon et al., 1995), and reduces
healthcare costs (Blount, 1998). Research indicates significant improvement in clinical outcomes and reduced psychological
distress among service members served by mental health providers in primary care settings (Cigrang Dobmeyer, Becknell, Roa-
Navarrete & Yerian, 2006). During Task Force site visits, providers reported to the Task Force that patients followed through on
referrals to mental health providers 90 to 100 percent of the time when the provider was located in primary care, but only 20 to
25 percent of the time when the provider was in a separate mental health clinic.

Mental health providers integrated into primary care settings are not substitutes for providers in mental health clinics. These are
separate services with separate missions, each requiring sufficient numbers of personnel. The role of the embedded mental
health provider is to serve as a consultant to primary care clinicians and assist them with assessment and management of
psychological health needs. They provide short, focused assessments; brief interventions in support of the primary care
treatment plan; skill training through psycho-education and patient education strategies; training in self-management skills and
behavioral change plans; and on-the-spot consultation.

Integrating mental health staff into primary care is not a novel initiative. Over the past decade, civilian providers such as Kaiser
Permanente, INOVA, the DVA and, to a lesser extent, the military Services have integrated mental health staff into the primary
care setting. A staffing model that appears to be working well is the Air Force equation of integrating one full-time equivalent
mental health provider into Primary Care for every 15,000 to 20,000 beneficiaries empanelled to the primary care clinic. On its
site visits, the Task Force observed several examples of similar programs in the military that reported positive outcomes.

This model should be more widely adopted. In particular, the unique stigma-related barriers to seeking mental health care in the
military support the expansion of this research-validated model.

Recommendation 5.1.2.2

The military Services should integrate mental health professionals into primary care settings.

513 Embed Training about Psychological Health throughout Military Life

Psychological health is a community responsibility. Leaders, front-line

Psychological health is a community supervisors, peers, friends, family members, health care providers,
responsibility. Leaders, front-line and other helping agency members must all collaborate in building
supervisors, peers, friends, family resilience, recognizing signs of distress and iliness, serving as links to

members, health care providers, and other helping resources, and following up with those who have accepted or
helping agency members must all rejected assistance.

collaborate in building resilience, The mental health needs of service members and family members can
recognizing signs of distress and illness, only be met by a DOD community that has received adequate training
serving as links to helping resources, and in building resilience and recognizing, responding to, and following up
following up with those who have accepted 1 di;‘trless_‘ a?t:] iIInler;ss_. U_nfo;;gr_wately, IgO_D’s current t[)ainring related tg
; : psychological health is insufficient and inconsistent both across an
or rejected assistance. within the military Services. Too little training is evaluated for
effectiveness. Too much training, according to consumers, is not
effective because it is not sufficiently engaging or relevant. The answer is not simply more of the same, but training that uses
methods that have been demonstrated to be effective. Promising examples of such training, though not yet fully evaluated,
include the training accompanying the 2005 DOD Public Service Suicide Prevention Vignettes CD and the 2006 Army Battlemind
Training (Air Force Management Operations Agency, 2005; Castro & Thomas, 2007; U.S. Department of the Army, 2006).

There is too little collaboration among the military Services to create training material, resulting in wasted time, money, and

expertise. The military Services should combine efforts to create stellar outcome-driven training packages that can then be
adapted to meet the unique needs of each Service. An excellent example of such Service collaboration is the Congressionally-
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funded DOD Center for Deployment Psychology, which was created in 2005 to train and enhance the ability of mental health
providers to meet the needs of deployers and their families throughout the deployment cycle. This tri-Service center is a resource
and a best practice model that illustrates how collaboration among the Services can result in high-quality training material that
enhances the care provided to service members and their families. Development of high-quality training materials can be
accomplished through collaboration with each of the Services and the DOD Center for Deployment Psychology.

DOD’s strategy must also address suicide prevention. Relationship problems There is too little collaboration

are the top risk factor for suicide; mental disorders, alcohol and substance among the military Services to create
use disorders, and significant stress are other significant risk factors. Despite - : Lo

these well-known associations, most providers receive very little suicide tralnl_ng material, resulting m.waSted
assessment and management training either in their residency or while on time, money, and expertise.

staff in the medical departments. This lack of training mirrors the situation in

the civilian medical system. Factors such as perceptions of mental health stigma and low referral rates to substance abuse
services also serve to reduce the number of high-risk service members who are identified and treated.

Training Leaders

Leaders play a pivotal role in creating an organizational climate that emphasizes resilience and encourages help-seeking.
Among deployers who screened positive for a mental disorder, Hoge et al. (2004) found that 63 percent would avoid help-
seeking because they believed that unit leaders might treat them differently and 50 percent would do so because they believed
that leaders would blame them for the problem.

It is time to equip all leaders with the training and skills necessary to effectively support the psychological health of the service
members for whom they are responsible. Leaders do not need to function as mental health counselors; however, they do need to
become knowledgeable about building resilience, recognizing and responding appropriately to distress and illness, and
collaborating with helping agencies to support service members and family members. Training must be based on the latest
scientific evidence, especially regarding cutting-edge or emerging topics such as PTSD, TBI, suicide prevention, and other topics
relevant to psychological well-being. Such training would enhance the military mission through higher-functioning service
members, more effective commanders, and unity of effort between line leadership and helping agencies.

At each step in leaders’ careers, the military provides additional training to equip them to assume new levels of responsibility. As
such, psychological health training should be integrated into leadership training curricula throughout leaders’ career cycles,
beginning early in members’ careers, such as at the Armed Forces Service Academies, Officer Training Schools, or Non-
commissioned Officers (NCO) schools, and becoming more sophisticated as their careers advance.

Recommendation 5.1.3.1

Develop and implement Department of Defense-wide core curricula on psychological health as an integral
part of all levels of leadership training.

Training Family Members

According to the 2005 DOD Survey of Health-Related Behaviors among Military Personnel (DSHRB), 74 percent of DOD active
duty personnel cope with stress by talking to a friend or family member (Bray et al., 2006). Spouses and family members are
often the first to recognize when service members require assistance. Further, families also play a key role in influencing service
members to seek help. As such, family members need to be equipped with resilience-building skills, the ability to recognize
distress, and the knowledge of how and where to refer loved ones for assistance.

As with leadership training materials, although some materials for training family members exist, there appear to be multiple
versions of training materials and few evaluations of their effectiveness. The Task Force recognizes attempts have been made to
include family members in various training venues and to make educational materials available to them on websites or in paper
form, but the training and education materials are inconsistently available and often unknown to family members.
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Recommendation 5.1.3.2

Develop and implement Department of Defense-wide core curricula on psychological health for family
members. Effectively market these materials to all family members.

Training Medical Personnel

The typical service member's most frequent contact with the DOD health system is through providers of basic medical services,
including medics, corpsmen and other primary care providers. Medical professionals should be trained to recognize and respond
to distress and illness (AMEDD, 2006). As reported earlier, psychological factors play a role in physical complaints in 75 to 80
percent of patients presenting to primary care, and non-psychiatric PCMs prescribe 75 percent of all psychotropic drugs in the
country (Beardsley, et al., 1998; Blount, 1998). Without adequate training, medical personnel cannot effectively recognize and
engage individuals with psychological health issues.

Recommendation 5.1.3.3

Develop and implement a Department of Defense-wide core curriculum to train all medical staff on
recognizing and responding to service members and family members in distress.

Though they are prepared to recognize and treat individuals in distress, DOD's mental health providers require additional training
regarding current and new state-of-the-art practice guidelines. DOD and the DVA (2000; 2004) have combined to create
evidence-based clinical practice guidelines (CPGs) for depression and the management of post-traumatic stress. DOD mental
health providers should receive training on implementing these guidelines and any new guidelines or best practices as they are
developed. It is especially important they receive additional training on the signature disorders of the current conflict (i.e., TBI and
PTSD). The recent MHAT-IV report noted that few mental health professionals had attended Combat and Operational Stress
Control training (OMNF-I & OTSG, 2006), and in another study 90% of the providers indicated they had received no training or
supervision in clinical practice guidelines for PTSD (Russell, 2006a, 2006b).

Recommendation 5.1.3.4

Develop and implement a core curriculum to train all mental health personnel on current and emerging
clinica