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Perspective

Major General Russell J. Czerw

From the beginning of the recorded history of
campaigns and combat between organized armies,
wars and battles were usually characterized in terms of
glory and pride, focused on the noble leaders and the
outcomes. Soldiers were the heroes returning from
some distant and unknown place, with only the stories
they told to family and friends portraying the grim
reality of the actual events. Lip service was given to
the sacrifice of the Soldiers, but the public’s interest in
the details of conflicts were short-lived or nonexistent.
Usually only the outcomes framed in terms of the
glory and righteousness of the effort remained in
anyone’s memory, except those of the combatants. The
Soldiers were expected to return from the campaigns
and simply resume their normal lives, without regard
to their experiences—or their memories. After all, to
those who were not there, combat was a glamorous
enterprise, surrounded by flags, banners, drummers,
and flashy uniforms.

There is no better example of the naiveté of the public
about the stark realities of the battlefield than that
demonstrated in July 1861 by the wealthy elite of
Washington, DC, including some members of
Congress. After the Army of Northeastern Virginia left
the capital with great fanfare to engage nearby
Confederate forces, news of the impending battle at
Bull Run near Manassas, Virginia, quickly spread
around the capital. The prospect of witnessing such a
glamorous undertaking became a fashionable event.
As the battle began, the hillsides and meadows behind
Union lines were populated with fancy carriages as
families socialized and spread their picnic meals to
relax and enjoy the spectacle. Unfortunately, the grim
facts of warfare quickly interrupted their holiday, as
the Union Army was routed and they were engulfed in
the tide of fleeing Soldiers, severely complicating the
retreat in their panic.’

The Civil War has been described as the first conflict
of modern warfare. Advances in technology in
weapons, communications, and transportation
combined with a higher level of sophistication in

strategy and tactics to make the Civil War the most
lethal conflict to that point in history. Technology also
allowed Mathew Brady to document the war as
photographic images, something that had never
occurred before. Of course, stiffly posed pictures of
military leaders and Soldiers had been published, but
Brady took his cameras into the battlefield. He
photographed the carnage and devastation he found
there. In September 1862, Brady was present at the
Battle of Antietam, which included the bloodiest single
day in American military history. His exhibits of the
pictures of the dead of that battle were a shocking
revelation to the public. For the first time, they could
see the experiences of the men who left them to go to
war. However, perhaps more importantly, for the first
time the public at large had a sense of how warfare
affected those who fought, and returned. In presenting
the reality of warfare, Brady’s photographs challenged
the popular notions that combat and death on the
battlefield were noble, glorious undertakings. During
this extended, horrific war, the medical sciences began
to recognize a psychological disorder, called battle
fatigue (BF), as a direct result of the experiences of the
battlefield. Indeed, one of the most respected
physicians of his time, Dr Oliver Wendell Holmes,
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who himself had gone to the Antietam battlefield to
locate his wounded son, commented on Brady’s
photographs:

Let him who wishes to know what the war is look at
this series of illustrations. These wrecks of manhood
thrown together in careless heaps or ranged in ghastly
rows for burial were but alive yesterday.... Many people
would not look through this series. Many, having seen it
and dreamed of its horrors, would lock it up in some
secret drawer.”

As profound as Holmes’ comments are, they were
directed at the reactions of those who viewed the
photographs. The “secret drawer” of the combat
veteran contains memories of not only the sights of
battlefield carnage, but also the sounds, smells, tastes,
and pain of the experience.

Fifty years later, greater leaps in technology and
tactics produced carnage at an even greater scale in the
First World War. Fortunately, increased knowledge
and sophistication in mental health care allowed
military medicine to recognize and address the
psychological toll of such horrific environments:

When the German Army initially introduced °‘gas’
warfare, psychiatric to WIA ratios in Allied ground
forces often exceeded 2:1; ie, two ‘hysterical’ reactions
occurred for every one casualty due to actual gas
exposures. The large number of BF casualties produced
and the inability to evacuate and replace these Soldiers
prompted the Allies to develop basic principles of
effective treatment: treat as far forward as possible,
treat as quickly as possible, and treat with the
expectation that the Soldier will recover and return to
combat.?

The learning process continued through World War II,
Korea, Vietnam, and Operation Desert Storm, and
continues today in the Global War on Terror. The
RAND Center for Military Health Policy Research has
recently released a detailed report’ from a
comprehensive study of the mental and psychological
health of Warriors returning from combat deployments
to Iraq and Afghanistan. The RAND report reinforces
the increasing emphasis that military medicine is
placing on the behavioral and mental health of our
Warriors, reflected in the Army Medical Department’s
increased application of resources, changes in
structure, and aggressive, proactive actions addressing
prevention, intervention, therapy, and recovery. Those

aspects of our efforts to address the behavioral and
mental health needs of our Warriors are featured in
this dedicated issue of the AMEDD Journal.

We are pleased to open this issue with a reprint of an
article from the New England Journal of Medicine
which presents what has become the de facto baseline
study of the mental health situation among Warriors
engaged in combat operations in Afghanistan and Iraq.
In 2003, COL Charles Hoge and his team of
experienced researchers evaluated the mental health
conditions of ground combat troops both before and
after deployment into the combat theaters. Their rigid
scientific method, large sample sizes, and detailed,
careful data reduction and analysis have provided
invaluable information for those charged with the
mental health care of our Warriors, both during and
after their experiences in the fluid and unpredictable
combat environments of today. Indeed, this article has
often been referenced in other writings on these topics.
COL Hoge et al set the stage for the articles that
follow in this very important issue of the AMEDD
Journal.

We are fortunate to have 4 articles in this issue which
were written by authors providing behavioral and
mental healthcare to our Warriors on the ground in
Iraq. The first article in this collection is by CPT
Patrick Pischke and CPT Christian Hallman. Their
excellent article describes their experiences with
critical event debriefing, a technique developed to deal
with psychological trauma, not only by the military in
a combat environment, but also used for police,
firefighters, rescue personnel, emergency room staff,
and others who experience traumatic events. Research
and experience in past extended conflicts solidly
support the proposition that mental health service
provided as quickly as possible after a traumatic event
is critical to prevention of the onset of posttraumatic
stress and other anxiety disorders. Research also shows
that such disorders can become chronic and more
resistant to treatment with the passage of time. The
article details the research, and describes the results of
38 group critical event debriefings administered in Iraq
between March 2004 and January 2005. The data
gathered by CPT Pischke and CPT Hallman strongly
validate the presence of mental healthcare resources
among front line forces, and the application of
assistance to those experiencing traumatic events as
quickly as possible.

2 www.cs.amedd.army.mil/references_publications.aspx
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CPT Brian Parrish has contributed an intriguing, very
informative article about the innovative adaptation of a
treatment regimen designed for those with borderline
personality disorder to assist Soldiers in the combat
environment. The intense emotions which are driven
by the never-ending pressures of life and death
decisions in a constant crisis environment can cause
some Soldiers to exhibit some of the same
psychological liabilities as those with classic
personality disorders. CPT Parrish’s article describes
the use of dialectical behavior therapy as an
intervention tool, designed to keep the Soldier
functioning within the duty environment while dealing
with the issues that threaten their psychological well-
being. Therapy is available 24 hours a day at a specific
location, a wellness center located within the troop
medical facility which mitigates the stigma Soldiers
often feel about seeking mental health assistance. This
creative approach to ensuring our Warriors have
assistance where and when needed is another
demonstration of the high level of initiative and
professionalism that is fundamental to military
medicine.

As important as intervention and therapy are to those
Soldiers who experience psychological problems in the
combat environment, those actions represent one
aspect of mental healthcare—treatment. Mental
healthcare also has a preventive care responsibility.
MAJ Thomas Jarrett’s article is a detailed, carefully
organized discussion of the development and
implementation of Warrior-oriented combat stress
prevention training to be presented in-theater. This
Warrior Resilience Training is designed to strengthen
our Soldiers’ psychological resistance to the
deleterious effects of traumatic events. The approach
to this type of training contains much reinforcement in
the ethics, values, and standards that are reflected in
Army Ethos and Army Values, as well as the various
codes of conduct and rules that are part of professional
military discipline and character. MAJ Jarrett details
the foundations of the Warrior Resilience Training,
how it is integrated into the deployment training cycle,
and the overwhelmingly positive feedback received
from those who receive it in-theater.

Obviously, the remoteness and stark reality of the
combat deployment environment introduces types of
stress and pressures unseen in a normal garrison
situation, therefore mandating the provision of far

greater range of behavioral and mental healthcare
services than those required for the typical garrison
clinical setting. The previous 3 articles reflect the
diversity and extent of some of those services.
However, the activity workload metrics used in a
“normal” environment are not designed to track much
of the workload of behavioral and mental health
personnel on these deployments. Without such data,
the requirements experienced in that real world cannot
be quantified. Planners and developers for
organizations, structure, doctrine, and training, just to
name a few, are unable to address the needs for
ongoing support, much less look to future
requirements. Also, and perhaps more important,
commanders cannot be provided with real-time data
about the services used by their Soldiers. To the
properly educated leader, such data is invaluable
information about the psychological readiness of his or
her Soldiers to perform the required missions. The
leader can then take necessary measures to address
problem areas revealed in the statistics. In his very
informative article, MAJ Barron Hung describes the
Combat and Operational Stress Control Workload and
Activity Reporting System (COSC-WARS), which
was implemented at the beginning of Operation Iraqi
Freedom in response to the need for such data. MAJ
Hung presents and discusses COSC-WARS data for
the 6-month period January to June 2008, as an
example of the type of information that is obtained,
and the implications that the results have for the
individual Soldiers and their units. This article is a
succinct and valuable validation of the methods and
support services discussed in the 3 preceding articles,
as well as a revealing look at the extent and diversity
of the factors causing tension and stress among our
Warriors.

Of the several destructive behaviors that may result
from psychological anxieties induced by the combat
environment or other high stress situations, none is
more pernicious than acts of violence, including
murder, against enemy prisoners, noncombatants, or
even other US service members. Although extremely
rare, these incidents do happen in our military. The
occurrence of such acts is not only tragic for the victim
and the perpetrator, but it may also have serious
ramifications for the success of the mission, and for
the military in general. LTC Karen Marrs has written
an important article which presents the research,
theories, and facts surrounding illegal violence by
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military members. Her article details a concept for an
addition to the current combat and operational stress
control actions to deal directly with a Soldier’s state of
mind, usually involving revenge and frustration,
which, if unchecked, can lead to illegal violence. The
potential for such incidents may be greater than we
think, as LTC Marrs points out that the DoD Mental
Health Advisory Team V’s report’ (2007) found a
troubling attitude of disdain and disrespect for local
national noncombatants among a majority of deployed
Soldiers and Marines. As expertly explained in the
article, without a baseline of respect for such
individuals, the overwhelming combination of rage,
frustration, and revenge has no check, often with tragic
results. LTC Marrs presents the Remind concept as a
proactive effort to give Warriors a psychological tool
to deal with the environment, the circumstances, and
especially the emotions encountered in the current
deployed environments. This is a thoughtful,
informative article about a very serious subject which
warrants the close attention of military leaders and
mental health professionals.

Those professionals providing behavioral and mental
healthcare services to Warriors and their Families are
the front lines of assistance for those in need. They are
also the leading edge of an extensive structure of
planners, researchers, training specialists, and other
support staff who make it possible for them to apply
their skills, training, and dedication to their work. The
remaining articles in this issue of the AMEDD Journal
present information on the leadership and training
provided within the behavioral health disciplines of the
Army Medical Department. Leading off this section,
COL Elspeth Ritchie, the first Director of the
Behavioral Health Proponency of the Office of The
Surgeon General, has contributed an article describing
the establishment of the Proponency in March 2007.
She discusses the background of her position, and
outlines the initiatives that have addressed areas of
concern within behavioral healthcare, both existing
and future. The Proponency provides a badly needed
focal point at the highest levels of Army medicine for
an increasingly important aspect of Soldier healthcare.

The largest obstacle in the provision of behavioral or
mental healthcare services is the unwillingness of
those needing assistance to avail themselves of the
service. That unwillingness may stem from failure to
recognize the need (or rejection of the idea), but quite

often it is present due to the stigma associated with
mental healthcare. For this reason, it is important for
military healthcare providers (ie, primary care, allied
healthcare provider) to be equipped with the tools to
recognize and manage mental health disorders. In their
article, Karen Shea and Dr Maryann Pechacek describe
the importance of the properly trained healthcare
provider in the actual delivery of psychological health
therapy to many patients who would otherwise avoid
or reject it. Their interesting article details the
circumstances that make such an arrangement ideal for
many patients. Military healthcare providers are
currently taught the information and skills necessary
for the effective management of mental health
disorders within the military healthcare setting at the
AMEDD Center & School (AMEDDC&S).

The Mental Health Advisory Team V° reported that
15.5% of Soldiers and Marines surveyed in
Afghanistan and Iraq (2007) screened positive for
acute stress/posttraumatic stress disorder (PTSD). The
previously mentioned RAND study’s findings* support
that statistic, indicating that 14% of service members
returning from Iraq met the criteria for PTSD.
Obviously, this disorder represents a significant
challenge for military behavioral healthcare
professionals, both in-theater and at home garrison
medical treatment facilities. Dr Gerard Grace’s article
presents the clinical background, evolution, and
implementation of a PTSD treatment training program
at the AMEDDC&S. This important article clearly
details the challenges and complexities faced by those
charged with developing the most effective approach
to training our behavioral health professionals to
recognize and treat PTSD, now and into the future.

Just as the Warrior Resilience Training discussed by
MALJ Jarrett in his article is designed to enable Soldiers
on the line to resist the deleterious psychological
effects of traumatic combat events, so must we be
concerned with the psychological fitness of the
caregivers who must deal with the aftermath of
combat, the wounded Soldiers and noncombatants.
During periods of heavy combat operations, the stream
of severely wounded people can be nonstop, and the
wounds are often horrific and extensive. This
circumstance places extreme pressure and stress on the
medical professionals who labor to save those lives,
sometimes continuously for many hours without relief.
In their well-written article, Dr Richard Boone and his

4 www.cs.amedd.army.mil/references_publications.aspx
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coauthors describe the Army Provider Resiliency
Training (PRT) Program, developed and implemented
to address the psychological health of those dedicated
to saving and improving the lives of others. Although
the PRT Program has been a formal part of Army
medical training only since July 2008, the need was
recognized in 2001. Since then, various approaches to
providing healthcare professionals the necessary
knowledge and tools have been used, all part of the
evolution to the current PRT Program, which will be
mandatory training for all AMEDD caregivers. This
program is one of the Army’s answers to the perpetual
question, “who takes care of the caregivers?”

Throughout history, humans have used mood altering
substances for various purposes, some beneficial, some
detrimental. The concern for society in general is, of
course, the detrimental abuse of such substances. The
damage to the abuser is profound, but the danger to
others who are not involved in that person’s self-
destructive activity is even more tragic. In the situation
of a military, especially combat, environment,
interdependence among all members of a unit is a
daily, life and death reality. An individual whose
psychological, and physical, capabilities are impaired
by the effects of alcohol and/or drugs represents a truly
serious liability to the safety of the other members of
the unit. Further, a substance abuser may also be a
direct physical threat to other Soldiers, and/or to him
or herself. Joseph Hallam has contributed an important
article describing the current situation among our
Soldiers in Iraq, and the AMEDDC&S training
resources which are addressing those problems. There
are currently 6 formal courses providing training to
military Mental Health Specialists, Healthcare
Specialists, civilian counselors, clinical directors and
supervisors, and physicians. The increased availability
of counseling services, both in-theater and at home
installations, provides healthcare providers,
commanders, and other leaders with additional
resources to assist our Warriors and their Families with
this extremely difficult personal and societal problem.

Another of the undesirable consequences of the
psychological pressures, stresses, and disorders that
affect Soldiers in a combat environment is the negative
impact they can have on the Warrior’'s Family
relationships. Dissolutions of marriages and family
breakups following return from deployment are far too
common. At the extreme, we see the reports of

physical abuse, including the death of one or both
spouses, and sometimes children. The family advocacy
approach to address the stresses of military life on the
family was developed in the 1980s. Cindi Geeslin and
her coauthors describe the evolution of the AMEDD
Family Advocacy Staff Training Course which
debuted in 1985 to prepare Family Advocacy Program
staff members to implement the program throughout
the Army. Their article lays out how the course is
designed, and how it has changed over the years in
adaptation to DoD requirements and in response to the
latest research in the areas of family dynamics and
violence. As the family advocacy approach has
matured, new requirements and methods of training
have been identified. In addition to the 2-week basic
course, AMEDDC&S now presents 6 advanced
courses to address the specific training needs of the
professional staff. Also, a distance learning component
of the basic course is nearing completion. Not only
will the distance learning element reduce the resident
training requirement to one week with attendant
savings in time and money, but it also allows
expansion of content in the course, a clear benefit to
the Soldiers and their Families who need help. The
energy, professionalism, and commitment of resources
described in this article clearly show the commitment
of the Army to the “whole” Soldier, which includes the
Family as full partners in service to our country.

The previous 5 articles have dealt with the
AMEDDCAS training directed at those charged with
providing mental and behavioral health evaluation,
treatment, and counseling. A recently created (March
2007) organization within AMEDDC&S, the
Battlemind Training Office (BTO) has the mission to
develop and deliver evolving, sophisticated, and
multifaceted psychological resiliency training
packages aimed at the Warriors themselves. In their
article, MAJ (Ret) John Orsinger and his coauthors
chronicle the establishment of the BTO to address the
need for an organizational approach to the mental
preparation of Soldiers to successfully deploy and then
transition back to their home lives. The Battlemind
concept is an extremely important “big picture”
approach, not focused exclusively on that period a
Soldier spends in the combat theater. Rather, when
fully instituted, Battlemind training will encompass the
entire cycle that prepares a Soldier for deployment, the
deployment itself, and the “decompression” that is
necessary as a Warrior leaves the combat environment
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and undergoes the psychological transition to the
safety and security of normal life. Both pre- and
postdeployment training include blocks with the
Warriors and their Families together to ensure all
parties are prepared for those changes that are
unavoidable, for both the Warrior and Family.
Understandably, the development of such an
expansive, yet integrated concept into the numerous
training packages necessary is a major undertaking.
The Battlemind Training Office has become the largest
entity in the Soldier and Family Support Branch of the
AMEDDCA&S. Its mission is recognized throughout
the AMEDD and Army senior command levels as
critical to combat readiness and effectiveness, Soldier
and Family satisfaction, and, of course, retention of
that invaluable resource, our professional Warriors.

Dr Dexter Freeman and MAJ Graeme Bicknell close
this issue of the AMEDD Journal with an article
presenting a exciting new professional education
opportunity within the AMEDD. The AMEDD has
teamed with Fayetteville State University to establish a
Master of Social Work degree granting program for
military members which 1is presented at the
AMEDDCA&S. The program, which started its initial
class in June 2008, addresses a complicated problem
which has plagued Army Social Work since its
establishment in 1943. Until now, it was necessary for
the Army to source graduates of civilian institutions
for all of its military social workers. Of course, those
new Soldiers, although well educated in the knowledge
and skills of the civilian social work environment, had
no exposure to the markedly different environment of
the military. Since 1945, AMEDD has presented a
subprofessional training program to orient new social
workers, but the adjustment period on the job is long,
and effectiveness of services is sometimes adversely
affected as the new Army social worker becomes
accustomed to the unfamiliar world in which he or she
must practice their skills. A further complication arose
in 1998 when federal law mandated that military social
workers must possess a professional license to

practice. This requirement extended the period
between graduation and eligibility to enter the Army
and practice by over 2 years, further shrinking the pool
of potential candidates as their interest in the military
waned during their exposure to private practice. The
Army-Fayetteville State University Master of Social
Work program is designed to source students from
within the military—thus eliminating the need for
adjustment and reorientation—and provide a graduate
education from an accredited institution tailored to our
environment. The graduate then completes the
supervised practice-examination-licensure phase at a
military facility, providing the Army with a much
needed resource who is more effective from day one
than those entering the military directly from civilian
education and practice. The professionals within the
AMEDDC&S have worked long and hard on this
innovative, desperately needed initiative that will help
ensure Soldiers and Families receive the best possible
support services and care. They are to be congratulated
on their success.
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ABSTRACT

BACKGROUND

The current combat operations in Iraq and Afghanistan
have involved US military personnel in major ground
combat and hazardous security duty. Studies are
needed to systematically assess the mental health of
members of the armed services who have participated
in these operations and to inform policy with regard to
the optimal delivery of mental health care to returning
veterans.

METHODS

We studied members of 4 US combat infantry units (3
Army units and a Marine Corps unit) using an anony-
mous survey that was administered to the subjects ei-
ther before their deployment to Iraq (n=2530) or 3 to 4
months after their return from combat duty in Iraq or
Afghanistan (n=3671). The outcomes included major
depression, generalized anxiety, and posttraumatic
stress disorder (PTSD), which were evaluated on the
basis of standardized, self-administered screening in-
struments.

RESULTS

Exposure to combat was significantly greater among
those who were deployed to Iraq than among those
deployed to Afghanistan. The percentage of study sub-
jects whose responses met the screening criteria for
major depression, generalized anxiety, or PTSD was
significantly higher after duty in Iraq (15.6% to

17.1%) than after duty in Afghanistan (11.2%) or be-
fore deployment to Iraq (9.3%); the largest difference
was in the rate of PTSD. Of those whose responses
were positive for a mental disorder, only 23% to 40%
sought mental health care. Those whose responses
were positive for a mental disorder were twice as
likely as those whose responses were negative to re-
port concern about possible stigmatization and other
barriers to seeking mental health care.

CONCLUSIONS

This study provides an initial look at the mental health
of members of the Army and the Marine Corps who
were involved in combat operations in Iraq and Af-
ghanistan. Our findings indicate that among the study
groups there was a significant risk of mental health
problems and that the subjects reported important bar-
riers to receiving mental health services, particularly
the perception of stigma among those most in need of
such care.

The recent military operations in Iraq and Afghanistan,
which have involved the first sustained ground combat
undertaken by the United States since the war in Viet-
nam, raise important questions about the effect of the
experience on the mental health of members of the
military services who have been deployed there. Re-
search conducted after other military conflicts has
shown that deployment stressors and exposure to com-
bat result in considerable risks of mental health prob-

This article originally appeared in the New England Journal of Medicine: New Engl J Med. 2004;351:13-22.
Copyright © 2004 Massachusetts Medical Society. Reprinted with permission of the publisher.
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lems, including posttraumatic stress disorder, major
depression, substance abuse, impairment in social
functioning and in the ability to work, and the in-
creased use of healthcare services.'™ One study that
was conducted just before the military operations in
Iraq and Afghanistan began found that at least 6% of
all US military service members on active duty receive
treatment for a mental disorder each year.” Given the
ongoing military operations in Iraq and Afghanistan,
mental disorders are likely to remain an important
healthcare concern among those serving there.

Many gaps exist in the understanding of the full psy-
chosocial effect of combat. The all-volunteer force
deployed to Iraq and Afghanistan and the type of war-
fare conducted in these regions are very different from
those involved in past wars, differences that highlight
the need for studies of members of the armed services
who are involved in the current operations. Most stud-
ies that have examined the effects of combat on mental
health were conducted among veterans years after their
military service had ended."® A problem in the meth-
ods of such studies is the long recall period after expo-

sure to combat.'” Very few studies have examined a
broad range of mental health outcomes near to the time
of subjects’ deployment.

Little of the existing research is useful in guiding pol-
icy with regard to how best to promote access to and
the delivery of mental health care to members of the
armed services. Although screening for mental health
problems is now routine both before and after deploy-
ment'' and is encouraged in primary care settings,'> we
are not aware of any studies that have assessed the use
of mental health care, the perceived need for such care,
and the perceived barriers to treatment among mem-
bers of the military services before or after combat
deployment.

We studied the prevalence of mental health problems
among members of the US armed services who were
recruited from comparable combat units before or after
their deployment to Iraq or Afghanistan. We identified
the proportion of service members with mental health
concerns who were not receiving care and the barriers
they perceived to accessing and receiving such care.

METHODS

STUDY GROUPS

We summarized data from the first, cross-sectional
phase of a longitudinal study of the effect of combat
on the mental health of the Soldiers and Marines de-
ployed in Operation Iraqi Freedom and in Operation
Enduring Freedom in Afghanistan. Three comparable
US Army units were studied with the use of an anony-
mous survey administered either before deployment to
Iraq or after their return from Iraq or Afghanistan. Al-
though no data from before deployment were available
for the Marines in the study, data were collected from
a Marine Corps unit after its return from Iraq that pro-
vided a basis for comparison with data obtained from
Army Soldiers after their return from Iraq.

The study groups included 2530 Soldiers from an
Army infantry brigade of the 82nd Airborne Division,
whose responses to the survey were obtained in Janu-
ary 2003, one week before a year-long deployment to
Irag; 1962 Soldiers from an Army infantry brigade of
the 82nd Airborne Division, whose responses were
obtained in March 2003, after the Soldiers’ return from
a 6-month deployment to Afghanistan; 894 Soldiers
from an Army infantry brigade of the 3rd Infantry Di-

vision, whose responses were obtained in December
2003, after their return from an 8-month deployment to
Iraq; and 815 Marines from 2 battalions under the
command of the 1st Marine Expeditionary Force,
whose responses were obtained in October or Novem-
ber 2003, after a 6-month deployment to Iraq. The 3rd
Infantry Division and the Marine battalions had spear-
headed early ground-combat operations in Iraq, in
March through May 2003. All the units whose mem-
bers responded to the survey were also involved in
hazardous security duties. The questionnaires adminis-
tered to Soldiers and Marines after deployment to Iraq
or Afghanistan were administered 3 to 4 months after
their return to the United States. This interval allowed
time in which the Soldiers completed leave, made the
transition back to garrison work duties, and had the
opportunity to seek medical or mental health treat-
ment, if needed.

RECRUITMENT AND REPRESENTATIVENESS OF THE SAMPLE

Unit leaders assembled the Soldiers and Marines near
their workplaces at convenient times, and the study
investigators then gave a short recruitment briefing
and obtained written informed consent on forms that

8 www.cs.amedd.army.mil/references_publications.aspx
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included statements about the purpose of the survey,
the voluntary nature of participation, and the methods
used to ensure participants’ anonymity. Overall, 58%
of the Soldiers and Marines from the selected units
were available to attend the recruitment briefings (79%
of the Soldiers before deployment, 58% of the Soldiers
after deployment in Operation Enduring Freedom in
Afghanistan, 34% of the Soldiers after deployment in
Operation Iraqi Freedom, and 65% of the Marines af-
ter deployment in Operation Iraqi Freedom). Most of
those who did not attend the briefings were not avail-
able because of their rigorous work and training sched-
ules (eg, night training and post security).

A response was defined as completion of any part of
the survey. The response rate among the Soldiers and
Marines who were briefed was 98% for the 4 samples
combined. The rates of missing values for individual
items in the survey were generally less than 15%; 2%
of participants did not complete the PTSD measures,
5% did not complete the depression and anxiety meas-
ures, and 7% to 8% did not complete the items related
to the use of alcohol. The high response rate was
probably owing to the anonymous nature of the survey
and to the fact that participants were given time by
their units to complete the 45-minute survey. The
study was conducted under a protocol approved by the
institutional review board of the Walter Reed Army
Institute of Research.

To assess whether or not our sample was representa-
tive, we compared the demographic characteristics of
respondents with those of all active-duty Army and
Marine personnel deployed to Operation Iraqi Free-
dom and Operation Enduring Freedom, using the De-
fense Medical Surveillance System."

SURVEY AND MENTAL HEALTH OUTCOMES

The study outcomes were focused on current symp-
toms (ie, those occurring in the past month) of a major
depressive disorder, a generalized anxiety disorder,
and PTSD. We used 2 case definitions for each disor-
der, a broad screening definition that followed current
psychiatric diagnostic criteria'* but did not include
criteria for functional impairment or for severity, and a
strict (conservative) screening definition that required
a self-report of substantial functional impairment or a
large number of symptoms. Major depression and gen-
eralized anxiety were measured with the use of the
patient health questionnaire developed by Spitzer et
al.’>" For the strict definition to be met, there also had

to be evidence of impairment in work, at home, or in
interpersonal functioning that was categorized as at the
“very difficult” level as measured by the patient health
questionnaire. The generalized anxiety measure was
modified slightly to avoid redundancy; items that per-
tained to concentration, fatigue, and sleep disturbance
were drawn from the depression measure.

The presence or absence of PTSD was evaluated with
the use of the 17-item National Center for PTSD
Checklist of the Department of Veterans Affairs.**'*!
Symptoms were related to any stressful experience (in
the wording of the “specific stressor” version of the
checklist), so that the outcome would be independent
of predictors (ie, before or after deployment). Results
were scored as positive if subjects reported at least one
intrusion symptom, 3 avoidance symptoms, and 2 hy-
perarousal symptoms'® that were categorized as at the
moderate level, according to the PTSD checklist. For
the strict definition to be met, the total score also had
to be at least 50 on a scale of 17 to 85 (with a higher
number indicating a greater number of symptoms or
greater severity), which is a well-established cut-
off.**!'®1” Misuse of alcohol was measured with the
use of a 2-question screening instrument.”’

In addition to these measures, on the survey partici-
pants were asked whether they were currently experi-
encing stress, emotional problems, problems related to
the use of alcohol, or family problems and, if so,
whether the level of these problems was mild, moder-
ate, or severe; the participants were then asked
whether they were interested in receiving help for
these problems. Subjects were also asked about their
use of professional mental health services in the past
month or the past year and about perceived barriers to
mental health treatment, particularly stigmatization as
a result of receiving such treatment.”’ Combat experi-
ences were modified from previous scales.”

QUALITY-CONTROL PROCEDURES AND ANALYSIS

Responses to the survey were scanned with the use of
ScanTools software (Pearson NCS). Quality control
procedures identified scanning errors in no more than
0.38% of the fields (range, 0.01% to 0.38%). SPSS
software (version 12.0) was used to conduct the analy-
ses, including multiple logistic regression that was
used to control for differences in demographic charac-
teristics of members of study groups before and after
deployment.”**
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Table 1. Demographic Characteristics of Study Groups of Soldiers and Marines as Compared with Reference

Groups.*

Characteristic

Age
18-24 yr
25-29 yr
30-39 yr
40 yr or older
Sex
Male
Female
Race or ethnic group
White
Black
Hispanic
Other
Education
High-school
graduate or less

Some college or
other

College graduate
Military grade
Enlisted personnelt
E1-E4
E5-E6
E7-E9
Officer
Marital status
Single
Married
Other

2489

Before
Deployment to
Iraq
(N=2530)

1647
496
336

34

(66)
(20)
(13)
@
(99)
26 (1)

1749
208
331
195

(70)
(8)
(13)
(8)

1955 (78)

202 (8)
339 (14)

1585 (63)
614 (24)
116 (5)
200 (8)

1142 (50)

936 (41)
199 (9)

Army Study Groups

After
Deployment to
Afghanistan
(N=1962)

1226
387
316

28

(63)
(20)
(16)
1)

1934  (99)

23 (1)

1339
198
254
141

(69)
(10)
(13)
(7)

1514 (78)

153 (8)

277 (14)

908 (52)
685 (39)
168 (9)

Marine Study
Group
After After
Deployment to Deployment to
Iraq Iraq
(N=894) (N=815)
number (%)
528 (59) 652 (80)
206 (23) 114 (14)
147 (16) 41 (5)
13 (2) 4 (1)
879 (98) 815 (100)
14 (2)
531 (60) 544 (68)
185 (21) 53 (7)
102 (12) 141 (18)
67 (8) 63 (8)
726 (82) 728 (89)
73 (8) 29 (4)
85 (10) 54 (7)
613 (69) 601 (84)
228 (26) 77 (11)
23 (3) 8 (1)
30 (3) 26 (4)
355 (46) 455 (63)
338 (43) 204 (28)
85 (11) 65 (9)

Army
Reference
Group
(N=61,742)

32,840 (53)

13,737 (22)

12,960 (21)
2,205 (4)

61,201  (99)
541 (1)

44,365 (72)
7,904 (13)
6,140 (10)
3,262 (5)

48561 (79)

3260 (5)

8838 (14)

33823 (55)
14813 (24)
3819 (6)

9287 (15)

32636 (53)
27582 (45)
1485 (2)

Marine
Reference
Group
(N=20,194)

13,824 (69)
3,174 (16)
2,703 (13)

493 (2)

20,090 (99.5)
104 (0.5)

15,344 (76)
1,213 (6)
2,642 (13)

867 (4)

16892 (84)

346 (2)
2945 (15)

13744 (68)
2850 (14)
607 (3)
2993 (15)
12332 (61)

7499 (37)
363 (2)

*Data exclude missing values, because not all respondents answered every question. Percentages may not sum to 100 because
of rounding. Data for the reference groups were obtained from the Defense Medical Surveillance System’s deployment rosters of
Army and Marine personnel deployed in Operation Iraqi Freedom and in Afghanistan in 2003. The total number of persons on
these rosters was 315,999, of whom 229,034 (72%) were active-duty personnel; the remaining 86,965 were members of the
Reserve and National Guard; 97,906 (31%) had a designation of a combat-arms occupation. Of the 229,034 active-duty service
members, 81,936 (36%) had combat-arms occupations, including 61,742 Soldiers and 20,194 Marines in the reference groups.

THigher numbers indicate higher grades.
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RESULTS

The demographic characteristics of participants from
the 3 Army units were similar. The Marines in the
study were somewhat younger than the Soldiers in the
study and less likely to be married. The demographic
characteristics of all the participants in the survey
samples were very similar to those of the general,
deployed, active-duty infantry population, except that
officers were undersampled, which resulted in slightly
lower age and rank distributions (Table 1). Data for the
reference populations were obtained from the Defense
Medical Surveillance System with the use of available
rosters of Army and Marine personnel deployed to Iraq
or Afghanistan in 2003 (Table 1).

Among the 1709 Soldiers and Marines who had
returned from Iraq, the reported rates of combat
experiences and frequency of contact with the enemy
were much higher than those reported by Soldiers who
had returned from Afghanistan (Table 2). Only 31% of
Soldiers deployed to Afghanistan reported having
engaged in a firefight, as compared with 71% to 86%
of Soldiers and Marines who had been deployed to
Iraq. Among those who had been in a firefight, the
median number of firefights during deployment was 2
(interquartile range, 1 to 3) among those in
Afghanistan, as compared with 5 (interquartile range,
2 to 13; P<0.001 by analysis of variance) among
Soldiers deployed to Iraq and 5 (interquartile range, 3

Deployment to Iraq or Afghanistan®

Table 2. Combat Experiences Reported by Members of the US Army and Marine Corps after

Experience

Being attacked or ambushed

Receiving incoming artillery, rocket, or mortar fire
Being shot at or receiving small-arms fire
Shooting or directing fire at the enemy

Being responsible for the death of an enemy
combatant

Being responsible for the death of a noncombatant
Seeing dead bodies or human remains

Handling or uncovering human remains

Seeing dead or seriously injured Americans
Knowing someone seriously injured or killed
Participating in demining operations

Seeing ill or injured women or children whom you
were unable to help

Being wounded or injured

Had a close call, was shot or hit, but protective gear
saved you

Had a buddy shot or hit who was near you
Clearing or searching homes or buildings
Engaging in hand-to-hand combat

Saved the life of a Soldier or civilian

Afghanistan (N=1962)

Army Group Marine Group

Iraq (N=894) Iraq (N=815)
number/total number (%)
789/883 (89)
753/872 (86)
826/886 (93)
672/879 (77)

414/871 (48)

1139/1961 (58)
1648/1960 (84)
1302/1962 (66)

534/1961 (27)

229/1961 (12)

764/805 (95)
740/802 (92)
779/805 (97)
692/800 (87)

511/789 (65)

17/1961 (1)
771/1958 (39)
229/1961 (12)
591/1961 (30)
850/1962 (43)
314/1962 (16)

907/1961 (46)

116/861 (14)
832/879 (95)
443/881 (50)
572/882 (65)
751/878 (86)
320/867 (38)

604/878 (69)

219/794 (28)
759/805 (94)
455/800 (57)
604/803 (75)
693/797 (87)
270/787 (34)

665/805 (83)

90/1961 (5) 119/870 (14)
t 67/879 (8)

75/803 (9)
77/805 (10)

+ 192/880 (22)
1108/1961 (57) 705/884 (80)

51/1961 (3) 189/876 (22)
125/1961 (6) 183/859 (21)

208/797 (26)
695/805 (86)
75/800 (9)
150/789 (19)

as in the survey.
TThe question was not included in this survey.

*Data exclude missing values, because not all respondents answered every question. Combat experiences are worded
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to 10; P<0.001 by analysis of wvariance) among
Marines deployed to Iraq.

Soldiers and Marines who had returned from Iraq were
significantly more likely to report that they were
currently experiencing a mental health problem, to
express interest in receiving help, and to use mental
health services than were Soldiers returning from
Afghanistan or those surveyed before deployment
(Table 3). Rates of PTSD were significantly higher
after combat duty in Iraq than before deployment, with
similar odds ratios for the Army and Marine samples
(Table 3). Significant associations were observed for
major depression and the misuse of alcohol. Most of
these associations remained significant after control
for demographic factors with the use of multiple
logistic regression (Table 3). When the prevalence
rates for any mental disorder were adjusted to match
the distribution of officers and enlisted personnel in
the reference populations, the result was less than a
10% decrease (range, 3.5% to 9.4%) in the rates shown
in Table 3 according to both the broad and the strict
definitions (data not shown).

For all groups responding after deployment, there was
a strong reported relation between combat experiences,
such as being shot at, handling dead bodies, knowing
someone who was killed, or killing enemy combatants,
and the prevalence of PTSD. For example, among
Soldiers and Marines who had been deployed to Iraq,

the prevalence of PTSD (according to the strict
definition) increased in a linear manner with the
number of firefights during deployment: 4.5% for no
firefights, 9.3% for one to 2 firefights, 12.7% for 3 to 5
firefights, and 19.3% for more than 5 firefights (chi-
square for linear trend, 49.44; P<0.001). Rates for
those who had been deployed to Afghanistan were
4.5%, 8.2%, 8.3%, and 18.9%, respectively (chi square
for linear trend, 31.35; P<0.001). The percentage of
participants who had been deployed to Iraq who
reported being wounded or injured was 11.6% as
compared with only 4.6% for those who had been
deployed to Afghanistan. The rates of PTSD were
significantly associated with having been wounded or
injured (odds ratio for those deployed to Iraq, 3.27;
95% confidence interval, 2.28 to 4.67; odds ratio for
those deployed to Afghanistan, 2.49; 95% confidence
interval, 1.35 to 4.40).

Of those whose responses met the screening criteria
for a mental disorder according to the strict case
definition, only 38% to 45% indicated an interest in
receiving help, and only 23% to 40% reported having
received professional help in the past year (Table 4).
Those whose responses met these screening criteria
were generally about 2 times as likely as those whose
responses did not to report concern about being
stigmatized and about other barriers to accessing and
receiving mental health services (Table 5).

DISCUSSION

We investigated mental health outcomes among
Soldiers and Marines who had taken part in the
ground-combat operations in Iraq and Afghanistan.
Respondents to our survey who had been deployed to
Iraq reported a very high level of combat experiences,
with more than 90% of them reporting being shot at
and a high percentage reporting handling dead bodies,
knowing someone who was injured or killed, or killing
an enemy combatant (Table 2). Close calls, such as
having been saved from being wounded by wearing
body armor, were not infrequent. Soldiers who served
in Afghanistan reported lower but still substantial rates
of such experiences in combat.

The percentage of study subjects whose responses met
the screening criteria for major depression, PTSD, or
alcohol misuse was significantly higher among

Soldiers after deployment than before deployment,
particularly with regard to PTSD. The linear
relationship between the prevalence of PTSD and the
number of firefights in which a Soldier had been
engaged was remarkably similar among Soldiers
returning from Iraq and Afghanistan, suggesting that
differences in the prevalence according to location
were largely a function of the greater frequency and
intensity of combat in Iraq. The association between
injury and the prevalence of PTSD supports the results
of previous studies.”

These findings can be generalized to ground combat
units, which are estimated to represent about a quarter
of all Army and Marine personnel participating in
Operation Iraqi Freedom and Operation Enduring
Freedom in Afghanistan (when members of the

12 www.cs.amedd.army.mil/references_publications.aspx
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Table 4. Perceived Need for and Use of Mental Health Services among Soldiers and Marines
Whose Survey Responses Met the Screening Criteria for Major Depression, Generalized Anxiety,
or Post-Traumatic Stress Disorder*

Outcome

Need
Acknowledged a problem
Interested in receiving help
Received professional helpt
In past year
Overall (from any professional)
From a mental health professional
In past month
Overall (from any professional)
From a mental health professional

Before
Deployment to
Iragq (N=233)

184/215 (86)
85/212 (40)

61/222 (28)

33/222 (15)

39/218 (18)
24/218 (11)

Army Study Groups

After
Deployment to
Afghanistan
(N=220)

After
Deployment to
Iraq (N=151)

number/total number (%)

156/192 (81)
75/196 (38)

46/198 (23)

26/198 (13)

34/196 (17)
25/196 (13)

104/133 (78)
58/134 (43)

56/140 (40)

37/138 (27)

44/136 (32)
29/136 (21)

Marine Study
Group

After
Deployment to
Iragq (N=127)

91/106 (86)
47/105 (45)

33/113 (29)

24/112 (21)

23/112 (21)
16/111 (14)

*Data exclude missing values, because not all respondents answered every question.
TProfessional help was defined as help from a mental health professional, a general medical doctor, or a chaplain
or other member of the clergy, in either a military or civilian treatment setting.

Reserve and the National Guard are
included) and nearly 40% of all active-
duty personnel (when Reservists and
members of the National Guard are not
included). The demographic
characteristics of the subjects in our
samples closely mirrored the
demographic  characteristics of this
population. The somewhat lower
proportion of officers had a minimal
effect on the prevalence rates, and
potential differences in demographic
factors among the 4 study groups were
controlled for in our analysis with the use
of logistic regression.

One demonstration of the internal
validity of our findings was the
observation of similar prevalence rates
for combat experiences and mental health
outcomes among the subjects in the
Army and the Marine Corps who had
returned from deployment to Iraq, despite
the different demographic characteristics
of members of these units and their
different levels of availability for
recruitment into the study.
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Table 5. Perceived Barriers to Seeking Mental Health Services among All
Study Participants (Soldiers and Marines)*

Perceived Barrier

| don’t trust mental health professionals.

| don’t know where to get help.

| don’t have adequate transportation.
It is difficult to schedule an appointment.
There would be difficulty getting time off

work for treatment.

Mental health care costs too much money.

It would be too embarrassing.

It would harm my career.

Members of my unit might have less
confidence in me.

My unit leadership might treat me differently.
My leaders would blame me for the problem.

| would be seen as weak.

Mental health care doesn’t work.

Respondents Who Respondents Who
Met Screening Did Not Meet
Criteria for a Screening Criteria
Mental Disorder for a Mental
(N=731) Disorder
(N=5422)

number/total number (%)

241/641 (38) 813/4820 (17)
143/639 (22) 303/4780 (6)

117/638 (18) 279/4770 (6)

288/638 (45) 789/4748 (17)
354/643 (55)  1061/4743 (22)
159/638 (25) 456/4736 (10)
260/641 (41) 852/4752 (18)
319/640 (50)  1134/4738 (24)
377/642 (59)  1472/4763 (31)
403/637 (63)  1562/4744 (33)
328/642 (51) 928/4769 (20)
413/640 (65)  1486/4732 (31)
158/638 (25)  444/4748 (9)

*Data exclude missing values, because not all respondents answered every question. Respondents
were asked to rate“ each of the possible concerns that might affect your decision to receive
mental health counseling or services if you ever had a problem.” Perceived barriers are worded as
on the survey. The 5 possible responses ranged from “strongly disagree” to “strongly agree,” with
“agree” and “strongly agree” combined as a positive response.
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The cross-sectional design involving different units
that was used in our study is not as strong as a
longitudinal design. However, the comparability of the
Army samples and the similarity in outcomes among
subjects in the Army and Marine units surveyed after
deployment to Iraq should generate confidence in the
cross-sectional approach. Another limitation of our
study is the potential selection bias resulting from the
enrollment procedures, which were influenced by the
practical realities that resulted from working with
operational units. Although work schedules affected
the availability of Soldiers to take part in the survey,
the effect is not likely to have biased our results.
However, the selection procedures did not permit the
enrollment of persons who had been severely wounded
or those who may have been removed from the units
for other reasons, such as misconduct. Thus, our
estimates of the prevalence of mental disorders are
conservative, reflecting the prevalence among
working, nondisabled combat personnel. The period
immediately before a long combat deployment may
not be the best time at which to measure baseline
levels of distress. The magnitude of the differences
between the responses before and after deployment is
particularly striking, given the likelihood that the
group responding before deployment was already
experiencing levels of stress that were higher than
normal.

The survey instruments used to screen for mental
disorders in this study have been validated primarily in
the settings of primary care and in clinical populations.
The results therefore do not represent definitive
diagnoses of persons in nonclinical populations such
as our military samples. However, requiring evidence
of functional impairment or a high number of
symptoms, as we did, according to the strict case
definitions, increases the specificity and positive
predictive value of the survey measures.”®*’ This
conservative approach suggested that as many as 9%
of Soldiers may be at risk for mental disorders before
combat deployment, and as many as 11% to 17% may
be at risk for such disorders 3 to 4 months after their
return from combat deployment.

Although there are few published studies of the rates
of PTSD among military personnel soon after their
return from combat duty, studies of veterans conducted
years after their service ended have shown a
prevalence of current PTSD of 15% among Vietnam

veterans™ and 2% to 10% among veterans of the first
Gulf War.*® Rates of PTSD among the general adult
population in the United States are 3% to 4%,°® which
are not dissimilar to the baseline rate of 5% observed
in the sample of Soldiers responding to the survey
before deployment. Research has shown that the
majority of persons in whom PTSD develops meet the
criteria for the diagnosis of this disorder within the
first 3 months after the traumatic event.”’ In our study,
administering the surveys 3 to 4 months after the
subjects had returned from deployment and at least 6
months after the heaviest combat operations was
probably optimal for investigating the long-term risk
of mental health problems associated with combat. We
are continuing to examine this risk in repeated cross-
sectional and longitudinal assessments involving the
same units.

Our findings indicate that a small percentage of
Soldiers and Marines whose responses met the
screening criteria for a mental disorder reported that
they had received help from any mental health
professional, a finding that parallels the results of
civilian studies.’*** In the military, there are unique
factors that contribute to resistance to seeking such
help, particularly concern about how a Soldier will be
perceived by peers and by the leadership. Concern
about stigma was disproportionately greatest among
those most in need of help from mental health services.
Soldiers and Marines whose responses were scored as
positive for a mental disorder were twice as likely as
those whose responses were scored as negative to
show concern about being stigmatized and about other
barriers to mental health care.

This finding has immediate public health implications.
Efforts to address the problem of stigma and other
barriers to seeking mental health care in the military
should take into consideration outreach, education, and
changes in the models of healthcare delivery, such as
increases in the allocation of mental health services in
primary care clinics and in the provision of
confidential counseling by means of employee-
assistance programs. Screening for major depression is
becoming routine in military primary care settings,'?
but our study suggests that it should be expanded to
include screening for PTSD. Many of these
considerations are being addressed in new military
programs.®® Reducing the perception of stigma and the
barriers to care among military personnel is a priority
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for research and a priority for the policymakers,
clinicians, and leaders who are involved in providing
care to those who have served in the armed forces.
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Effectiveness of Critical Event Debriefings
During Operation Iraqi Freedom II

ABSTRACT

CPT Patrick J. Pischke, MS, USAR
CPT Christian J. Hallman, MS, USAR AGR

Team members of a US Army medical combat stress control unit provided critical event debriefings for military
personnel who were directly involved in a traumatic event during Operation Iraqi Freedom II. Each person attending
the debriefing was then given a short 5-question survey immediately following the session. Out of the 396 participants
who completed the survey questionnaire, 273 felt the debriefing given by the team was helpful, 97 had no opinion, and
26 did not feel it was helpful. This particular combat stress control team was located in Taji, Iragq. The data was
collected from debriefings conducted from the beginning of March 2004 to mid-January 2005.

INTRODUCTION

Perhaps nothing is more stressful than the experience
of war. The very sights, sounds, and smells that one
experiences in war can have an everlasting impact,
physically, emotionally, and mentally. Since the out-
break of the war in Iraq, the Army has sent numerous
medical units to the Middle East to help treat people
suffering from both physical and psychological
trauma. Specialized medical units called combat stress
control (CSC) are used primarily to provide mental
health related services throughout the theater of opera-
tion. Members of CSC units include a variety of men-
tal healthcare professionals such as psychiatrists, psy-
chologists, social workers, occupational therapists,
psychiatric nurses, and mental health specialists. CSC
units are mainly deployed to preserve the fighting
strength of the Army by treating wounds that do not
bleed. They often take a proactive approach by send-
ing small teams around to different sites and offering a
variety of classes in the prevention of battle fatigue.
CSC members are also trained to provide individual
counseling and can even utilize a number of different
therapeutic techniques to help ease any psychological
suffering.

One technique that was designed to help people heal
from psychological trauma is called a critical event
debriefing (CED). Most CSCs use critical event de-
briefings in a group setting for any personnel who
were unfortunate enough to be directly involved in a
traumatic event. These CEDs were often conducted by
different team members of the CSC in numerous loca-
tions throughout the theater of operation. To attend a

CED, one had to either be a member of the CSC team,
or someone who was directly involved in some capac-
ity with the traumatic event. No one else was permitted
to attend. Chaplains were sometimes in attendance as
part of the CSC team.

LITERATURE REVIEW

Recent research studies have indicated the severity and
distinction of mental health affects of combat Soldiers
engaged in wartime operations. It has been reported
that at least 17% of postcombat veterans have depres-
sion, anxiety, or posttraumatic stress disorder (PTSD).'
Hoge et al® reported in their study of combat infantry
Soldiers that the percentage of study subjects whose
responses met the screening criteria for major depres-
sion, generalized anxiety, or PTSD was significantly
higher after duty in Iraq (15.6% to 17.1%) than after
duty in Afghanistan (11.2%). A 12-member advisory
team surveyed 756 Soldiers in Iraq and found that 87%
of Soldiers reported high levels of stress over not
knowing how long they would be deployed, 71% re-
ported high levels of stress regarding length of deploy-
ment, 57% reported high levels of stress over separa-
tion from family, and 55% reported high levels of
stress over the lack of privacy and personal space.’

According to the Diagnostic and Statistical Manual of
Mental Disorders,* PTSD and panic disorder (PD) are
classified as anxiety disorders, which are initially trig-
gered by some kind of traumatic event that has not
been treated properly. Literature addresses the impor-
tance of early mental health treatment following a trau-
matic event. As cited by Vesper,” Litz mentions that
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there is evidence that once veterans develop military-
related PTSD, the symptoms remain chronic across
their lifetime and they become resistant to treatment
that has been shown to work with other forms of
chronic PTSD. One of the most commonly reported
clinical problems in anxiety disorders, such as PTSD
and PD, are disturbances in sleep. Combat veterans
with PTSD frequently report sudden awakenings from
nightmares that closely resemble their most salient
traumatic experience.” PTSD patients with comorbid
PD may express additive symptoms of central fear sys-
tem disturbance.® Thus, it is vitally important to pro-
vide early intervention to reduce chronic impairments
in veterans.” Significant findings include the discovery
that providing Soldiers with immediate psychological
intervention close to the front lines increase the likeli-
hood of their recovering sufficiently to return to duty.’
Psychologist Viktor Razdvev studied combatants in
Chechnya and indicated that he, and others, recognized
that if you can get to a person in hours, or no later than
2 to 3 days after suffering psychological trauma, you
could weaken or even prevent PTSD’s onset.'’

Several studies have implicated th