
The Growing Behavioral Health Needs of Active, Reserve and National Guard Members, Their Children, Spouses and Extended Family
Gen. Gordon R. Sullivan, USA-Ret. and president of the Association of the United States Army told a special Defense Department task force in December 2006, “one of the enduring issues will be mental health, and these issues will still be there long after the war ends”. General Sullivan expects unmet mental health needs to affect not only the soldiers but their families as well, indicating that “their children will carry the burden of this conflict for years to come.”  He identified wounded service members and their families, including soldiers in long-term treatment and rehabilitation, as among those at highest risk for such complications. He recommended more extensive outreach and linkages to civilian health care as the most effective solutions for current active duty soldiers. Association of the United States Army, Addressing Mental Health Needs, Integral Part of Readiness President Tells DoD Task Force, 12/20/2006

The Basis of the Problem
· As of mid-November 2006, there were approximately 152,000 US troops deployed to Iraq. About half are reservists.  Globalsecurity.org
· Since the beginning of the wars in Iraq and Afghanistan, more than 210,000 of the National Guard’s 330,000 soldiers have been called up, with an average mobilization of 460 days.  Institute of Policy Studies
· Long deployments and high levels of stress extend to the soldier’s family life.  For example, in 2004, 3,325 Army officer’s marriages ended in divorce – up 78 percent from 2003.  Institute of Policy Studies
· A July 2005 report from the Army’s surgeon general indicated that 30 percent of U.S. troops have developed stress-related mental health problems within three to four months of returning home from the Iraq War.  Institute of Policy Studies

· Between 8 and 10 percent of the nearly 12,000 soldiers treated at Landstuhl Regional Medical Center in Germany had “psychiatric or behavioral health issues,” according to Col. Rhonda Cornum, hospital commander. This incidence rate equates to about 1,000 soldiers being evacuated from service for mental problems.  UPI reports
· Mental disorders have been reported in more than 26% of soldiers returning from Iraq and Afghanistan.  Government Accountability Office
· 1 in 6 troops met the screening criteria for significant mental health issues, including major depression, generalized anxiety disorder or Post Traumatic Stress Disorder (PTSD).  Department of Defense

· The Pentagon’s first detailed screening of service members leaving the Iraq war zone found that more than 1 in 4 require medical or mental health treatment. Department of Defense
· Almost 1,700 returning service members said they harbored thoughts of hurting themselves or feelings that they would be better off dead. More than 250 said they had such thoughts “a lot.” Nearly 20,000 reported nightmares or unwanted war recollections. More than 3,700 said they had concerns that they might “hurt or lose control” with someone else.  Army Center for Health Promotion and Preventive Medicine

· A 2006 Government Accountability Office report found that four of five returning troops were potentially at risk for PTSD but were not referred for further mental health evaluations.  Veterans for America

· As of August 2006, 63,767 discharged soldiers had already been diagnosed by the VA as having a mental disorder, including 34,380 with PTSD.  Cox News Service

Complicating Factors
Gaps Between Resources and Needs. Dr. Frances Murphy, undersecretary for Health Policy Coordination at the VA told a mental health commission in March 2006 that some VA clinics do not provide mental health or substance abuse care or, if they do, “waiting lists render that care virtually inaccessible.”  “It’s a tidal wave” of new PTSD cases, said Paul Sullivan, director of programs for Veterans for America and a former senior analyst at the VA. “The VA needs more capacity so that vets can get treatment and don’t have to wait.” Cox New Service, Long, Repeated Tours in Iraq, Afghanistan Taking Mental Toll on Soldiers, November 16, 2006

Learning to access the care that is available is a challenge in and of itself. As troops begin to rotate out of Iraq and Afghanistan, they are encountering VA and community-based service systems that are ill-prepared to offer the assistance they may need in their reintegration. Moreover, readjustment information for families can be sporadic and in some cases nonexistent. Active duty troops routinely experience a host of barriers, including a lack of trained clinicians, long delays for receipt of mental health services, and inability to get time off from work for care. Center for American Progress, Hidden Toll of the War in Iraq, Mental Health and the Military, September 2004.

Among the root causes of the systemic gaps in care is the fact that Mental Health Services have never been fully integrated in the transformed Veterans Health Administration (VHA). The Non Commissioned Officers Association (NCOA) has voiced this concern for three years. In 2006, the issue was again raised by former Deputy VHA Undersecretary Dr. Francis Murphy, who stated directly that VHA did not have the mental health resources necessary to meet the needs of returning OIF/OEF service members. In fact, these individuals represent a further burden on a greatly over-taxed system of mental health care. For example, well over 10 % of the returning OIF/OEF troops were projected to manifest symptoms of PTSD related to their combat experience. Adding these new needs to existing PTSD cases, the intractable mental health issues faced by homeless veterans, and the high incidence of dual diagnosis (substance or alcohol abuse in tandem with PTSD or other mental health problems) among veterans produces a VHA system that is stretched far beyond adequacy.

This assertion is verified by the fact that, for the current operating year, the number of homeless veterans has increased significantly: from approximately 150,000 to somewhere between 190,000 and 200,000. Tragically, OIF and OEF veterans are entering the homeless population at alarming rates. Yet the system of care funded by all branches of the federal government has not made service expansion a priority. New shelters, supported housing and employment programs must be developed if we are to take these new young veterans off the streets and place them in programs that facilitate their readjustment, provide physical and mental health care and enable the employment that will foster a return to self-sufficiency. 

Failure to construct and adequately fund a coordinated, community-based approach to meeting the needs of all veterans and their families will produce significant financial costs as well as an unacceptable diminution of human potential. The Center for American Progress made this calculation: If a 24-year old married male soldier with one child were to develop PTSD to the degree of un-employability, that soldier could receive compensation payments from the VA of over $2,400 per month for the remainder of his life. Over an average male lifespan, such costs could amount to more than $1.3 million, without factoring in inflation.
Insurance and Reimbursement Issues. The members of the Department of Defense’s Health Board Mental Health Task Force said that during 20 site visits they continually heard that facilities cannot afford to treat people at Tricare’s Medicare-pegged rates and that there aren’t enough Tricare-approved providers to cover the military’s needs. But Stanley Regensberg, a Tricare Management Activity  health care policy analyst, said reports exist and could be provided to the task force that “do not support” a claim that there are “access problems with mental health services.”  Army Times.com, Tricare explains mental health coverage, December 26, 2006
Additional aspects of the problems related to insurance and coverage have surfaced. For example, Reserve and National Guard members have very limited mental health care coverage: Army One Source, the National Guard and the Reserve offer a maximum of six prepaid face-to-face counseling sessions for the member and his or her family. The service member and family are further entitled to medical and mental health care post-deployment, but only for 180 days. Discharged veterans who served in a combat theater may be eligible for free medical and mental health care for two years post-discharge if their conditions can be related to their service. However, this additional benefit does not extend to children, spouses or extended family. Texas National Guard Veteran Benefits,
Compounding the inadequacy of existing coverage for mental health support is the fact that authorized mental health service provider locations are frequently scattered and inconvenient. As a result, far too many service members, especially those living in rural communities, remain untreated. This situation was validated by Maj. Gen. Paul Mock, commander of the 63rd Regional Readiness Command for the Army Reserves, who in October 2006 stated that he doesn’t think the infrastructure is in place to treat all returning troops who need mental health care, especially members from remote areas. Cox News Service, Long, Repeated Tours in Iraq, Afghanistan Taking Mental Toll on Soldiers, 11/11/06. 

Lack of Care and Support for Families. On July 27, 2005 Michael J. Kussman, MD, Deputy Undersecretary for Health Department of Veterans’ Affairs, spoke on VA mental health services before the Committee on Veterans Affairs of the U.S. House of Representatives. Dr. Kussman’s statement was thorough and discussed: 1) the mental health care services utilized to date by Operation Iraq Freedom (OIF) and Operation Enduring Freedom (OEF) veterans; 2) the VA’s outreach to OIF/OEF veterans to inform and educate them about the mental health care services available to them; 3) portals of entry, screening for mental health conditions, and referral patterns within VA; 4) mental health care programs that already exist to support those reaching out for help; 5) challenges that they face in terms of data sharing to enable identification of potential candidates for mental health care services; 6) VA’s planning for future mental health services; and 7) lessons learned to improve preparation for future mental health care needs of all veterans, including the OIF/OEF population. While Dr. Kussman well articulated the VA’s many advances on behalf of veterans, he did not address the lack of behavioral health resources for children, spouses or extended family members. This omission seems to indicate that the VA either does not recognize or does not have an answer to the growing needs of this critical adjunct constituency.      
The oversight appears to have exponentially increased the problems for families. PTSD and other mental or medical conditions wear down both the military service member and those that love them. As the soldier’s symptoms develop over a period of months or years, tremendous strain occurs within the family as each member struggles to reconnect with a person they no longer recognize. Without intervention, how are children, spouses and extended family supposed to know how to respond to a soldier experiencing flashbacks, irritability, anger, avoidance, nightmares, depression, anxiety, panic attacks, low self-esteem, emotional numbness, uncontrollable crying, increased alcohol or drug use, low stress tolerance, a sense of hopelessness, or suicidal or homicidal thoughts? Without adequate support, any of these symptoms can wreak the quality of life for the soldier and family. “War produces mental health injuries that are just as debilitating as wounds from bullets and bombs.  The act of war is a devastating event where lives are taken or forever changed.” (Center for American Progress, Hidden Toll of the War in Iraq, Mental Health and the Military, September 2004).  
The number of returning soldiers experiencing such wounds, and their lasting effects for their families and community, is just now becoming apparent. A recent San Antonio newspaper article cited a groundbreaking study of 1,946 male veterans of World War II and Korea showing that those with symptoms of PTSD were at greater risk of heart attacks as they aged. An Army study of current veterans found that soldiers returning from Iraq with PTSD reported worse physical health, more doctor visits and more missed workdays. San Antonio Express News, January 2, 2007.
The Two Sides of Improved Battlefield Medicine. Despite their value, advances in battlefield medicine also have downsides. More and more, soldiers are coming home who previously would have succumbed to their wounds, resulting in the highest wounded to dead casualty ratio of any U.S. conflict. Currently, the number of badly wounded troops is running nearly 4½ times more than the number of deaths. Even though family and friends may rejoice in the blessing of having their loved one return alive, the subsequent burden of care can be heavy. Long hours of worry and exhaustion must be balanced against the unchanging need to support the family financially and emotionally. Family members may feel abandoned by the country their service member has given his or her life for, becoming angry and bitter when the support they so desperately need is not everything they had hoped. At this point, the soldier’s physical trauma becomes the family’s emotional trauma. 
Children in these families are most at-risk to bear some of the most profound effects. They often begin to struggle at school and with friends and their interactions with authority can become complex and even disrespectful. Studies show children that endure sustained stress also may develop other symptoms such as bed wetting, nightmares, eating disorders, impulse control, concentration problems and unaddressed could lead to severe mental health problems. Overlaying these issues on the challenges experienced by the adults in the family makes this a highly costly American crisis. 
Community-based care for all family members is clear solution, especially for the 50% of fighting troops who are National Guard and Reserve members. These soldiers and their families can be expected to need crucial behavioral health aid over the long term. The absence of such care will create a generation of military families whose quality of life suffers incrementally over their life span.                 
Not Wanting to Be Labeled. One complicating factor that is at least as detrimental as the dearth of care is the frequently paralyzing effects of real or perceived stigma. Many if not most returning service members have an inordinate fear of being perceived as weak because of their emotional or physical struggles. Ridicule and career concerns leave them afraid to admit their problems and seek help and they often forbid their spouses or children from revealing these problems to others. In its most pronounced form, the fear of stigma, coupled with untreated mental health symptoms, has caused some soldiers to be charged with “willful misconduct” when they were actually experiencing manifestations of PTSD. “The stigma attached to seeking mental health services remains a significant problem”, said retired Army Capt. Stefanie Pelkey at a March Capitol Hill forum with members of President Bush’s 2002-2003 New Freedom Commission on Mental Health. Pelkey, the widow of an Iraq war veteran who committed suicide a year after retuning home, said that more proactive intervention services would have saved her husband, Michael, who had severe PTSD. APA Online, Still a system in need of repairs, Volume 37, No. 6 June 2006.
The Issue Extends Beyond Funding. Merely throwing money at the problem will not work. For example, the VHA Mental Health Strategic Plan Workgroup supported a budget request that increased funding for mental health services from $2.8 billion to $3.2 billion. The request was a centerpiece of its 5-year strategic plan to eliminate deficiencies and gaps in the availability and adequacy of resources for military members. However, at the end of FY06, about $46 million was returned to VA headquarters because it had not been spent on designated mental health strategic plan initiatives. Additionally, some of the funding that remained with veterans’ medical centers and other offices may have been directed towards activities other than those encompassed in the plan. Government Accountability Office Report to Congressional Requesters, November 2006, VA Healthcare, Spending for Mental Health Strategic Plan Initiatives was Substantially less than Planned..
The Solutions
The gravity and depth of the problem necessitates that a rapid response is needed today to avert more disastrous consequences for military members and their families. One easily initiated step would be for a pilot to begin immediately.  Complimenting the military hospitals efforts by assisting in mental health care provision with the establishment of a “Multiple Access Portal” (MAP) would be a promising practice. In Bexar County a collaborative effort between military hospitals, the community behavioral health center and other stakeholders would establish a model that meets the mental health needs of military members and their families.  The created MAP model will enable any military service member and/or their child, spouse or primary care giver to identify, access, and obtain mental health and substance abuse services any where in the country. 
This can be accomplished due to the network of community behavioral health centers across the country already has the requisite expertise to establish and operate within a MAP framework, thereby enabling them to quickly begin to function as an effective adjunct to the military resources.  
Another step in rectifying this abysmal situation is to fully understand the dimensions of the problem. Therefore, immediate data collection and analysis must be the frontline of our national response. We need to know: 

a. The number of children, spouses and primary care givers who are connected to a physically wounded Iraq or Afghanistan service member.

b. The number of children, spouses and primary care givers who are connected to a service member struggling with a mental health or substance use problem who served in Iraq or Afghanistan. 
c. The number of children, spouses and primary care givers who are exhibiting mental health symptoms that correlate with their family service members’ health problems.
d. The categories of symptoms exhibited by children, spouses and primary care givers.

e. The categories of other adverse impacts the children, spouses and primary care givers may exhibit and their impact on the military service member, e.g., school failure, job loss by spouses, divorce.
f. The cost to DoD or VA when a military service member does not make appropriate rehabilitation progress or regresses in treatment.

g. The cost to community when a child, spouse or primary care giver succumbs to negative behavioral health symptoms.

Gathering this information helps establish appropriate best practices and must become an urgent national priority if we are to effectively respond.  Finally:
h. Creating a toolkit to replicate these best-practices in communities across the country.
i. Identifying and recommending the best vehicles for implementation.

Adequately addressing the most urgent needs is key but methodically enrolling everyone in appropriate systems of care should be another immediate goal. Capacity management will be a major challenge; however, a potential solution may lie in the creation of a Priority Population structure for mental health services. This stair-stepped definition of severity would apply to the military service member as well as the children, spouses and primary care givers of soldiers who have been deployed to any combat area, including the Reserves and Guards 
Finally, the benefits of information technology should be applied to problem resolution. Employing web-based activities to communicate between military and community providers has the potential to be cost effective and to heighten participation levels, thereby improving therapeutic outcomes.  
For further information please contact:

Leon Evans (210) 731-1300 or

James Castro (210) 299-8139
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