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Overlap in the clinical presentation and significant rates of comorbidity
complicate effective management of depression and PTSD, each presenting major health
burdens for veterans and active-duty service members.

ver the past decade, nation-

wide attention has focused on

mental health conditions as-

sociated with military service.
Recent legal mandates have led to
changes in the DoD, VA, and HHS
health systems aimed at increasing
access to care, decreasing barriers
to care, and expanding research on
mental health conditions commonly
seen in service members and veter-
ans. On August 31, 2012, President
Barack Obama signed the Improv-
ing Access to Mental Health Ser-
vices for Veterans, Service Members,
and Military Families executive
order, establishing an interagency
task force from the VA, DoD, and
HHS.! The task force was charged
with addressing quality of care and
provider training in the manage-
ment of commonly comorbid con-
ditions, including (among other
conditions) posttraumatic stress
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disorder (PTSD) and depression.

Depression and PTSD present
major health burdens in both mili-
tary and veteran cohorts. Overlap
in clinical presentation and signifi-
cant rates of comorbidity compli-
cate effective management of these
conditions. This article offers a brief
review of the diagnostic and epide-
miologic complexities associated
with PTSD and depression, a sum-
mary of research relevant to these
issues, and a description of recent
system-level developments within
the Military Health System (MHS)
designed to improve care through
better approaches in identification,
management, and research of these
conditions.

DIAGNOSTIC UNCERTAINTY

Both PTSD and major depressive dis-
order (MDD) have been recognized
as mental health disorders since the
American Psychiatric Association’s
Diagnostic and Statistical Manual
(DSM) discarded its previous etio-
logically based approach to diagnos-
tic classification in 1980 in favor of

a system in which diagnosis is based
on observable symptoms.** With
the release of DSM-5 in 2013, the
diagnostic criteria for PTSD under-
went a substantial transformation.*
Previously, PTSD was described as
an anxiety disorder, and some of its
manifestations overlapped descrip-
tively (and in many cases, etiologi-
cally) with anxiety and depressive
illnesses.’

Clinicians also often described
shorter-lived, developmental, formes
fruste, or otherwise subsyndromal
manifestations of trauma associ-
ated with PTSD. In DSM-5, PTSD
was removed from the anxiety
disorders section and placed in a
new category of disorders labeled
Trauma and Stressor-Related Dis-
orders. This new category also in-
cluded reactive attachment disorder
(in children), acute stress disorder,
adjustment disorders, and unspeci-
fied or other trauma and stressor-
related disorders. Other major
changes to the PTSD diagnostic cri-
teria included modification to the
DSM-IV-TR (text revision) trauma
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Table 1. Prevalence of Posttraumatic Stress Disorder Among Active-Duty Service Members?

Service Branch Measure 2010 2011 2012 2013 2014 2015
All listed services Cases? 32,259 35,058 37,211 35,486 34,543 27,736
Population 1,701,358 1,680,997 1,621,472 1,586,951 1,543,929 1,482,076
Period Prevalence® 1.90% 2.09% 2.29% 2.24% 2.24% 1.87%
Army Cases® 22,390 24,314 25,852 24,377 22,955 18,048
Population 746,097 739,972 696,604 670,076 634,747 595,259
Period Prevalence® 3.00% 3.29% 3.71% 3.64% 3.62% 3.03%
Air Force Cases® 2,682 3,131 3,278 3,636 4,148 3,395
Population 385,118 376,737 376,494 372,915 368,333 350,368
Period Prevalence® 0.70% 0.83% 0.87% 0.98% 1.13% 0.97%
Marine Corps Cases® 4,278 4,467 4,784 4,273 3,936 3,179
Population 216,088 213,691 207,408 203,047 198,482 191,867
Period Prevalence® 1.98% 2.09% 2.31% 2.10% 1.98% 1.66%
Navy Cases® 2,909 3,146 3,297 3,200 3,504 3,114
Population 354,055 350,597 340,966 340,913 342,367 344,582
Period Prevalence® 0.82% 0.90% 0.97% 0.94% 1.02% 0.90%

aData pulled from the Military Health System Data Repository (from the Direct Care system only) August 20, 2016, for active-duty service members
(including activated Guard or Reserve); diagnostic codes included: 30981 (2010 — September 30, 2015) and F431, F4310, F4311, F4312

(October 1, 2015 — December 31, 2015).

°A case is defined as at least 2 outpatient visits or 1 inpatient visit with target diagnostic code(s) in the first or second position. Case criteria must be met
within the calendar year for inclusion in the data set.
°Annual period prevalence equals the total number of identified cases divided by active duty strength at the middle of the calendar year.

definition (making the construct
more specific), removal of the re-
quirement for explicit subjective
emotional reaction to a traumatic
event, and greater emphasis on
negative cognitions and mood. De-
bate surrounds the updated symp-
tom criteria with critics questioning
whether there is any improvement
in the clinical utility of the diagno-
sis, especially in light of the substan-
tial policy and practice implications
the change engenders.®

Recently, Hoge and colleagues
examined the psychometric impli-
cations of the diagnostic changes
(between DSM-IV-TR and DSM-
5) in the PTSD definition.® The
authors found that although the
2 definitions showed nearly identi-
cal association with other psychiat-
ric disorders (including depression)
and functional impairment, 30% of

soldiers who met DSM-IV-TR cri-
teria for PTSD failed to meet crite-
ria in DSM-5, and another 20% met
only DSM-5 criteria. Recognizing
discordance in PTSD and associated
diagnoses, the U.S. Army Medical
Command mandated that its clini-
cians familiarize themselves with
the controversies surrounding the
discordant diagnoses and coding of
subthreshold PTSD.’

Adding to the problem of di-
agnostic uncertainty, the clinical
presentation of MDD includes sig-
nificant overlap with that of PTSD.
Specifically, symptoms of guilt, di-
minished interests, problems with
concentration, and sleep distur-
bances are descriptive of both dis-
orders. Furthermore, the criteria set
for several subthreshold forms of
MDD evidence considerable overlap
with PTSD symptoms. For exam-

ple, diagnostic criteria for disrup-
tive mood dysregulation disorder
include behavioral outbursts and
irritability, and diagnostic criteria
for dysthymia include sleep distur-
bances and concentration problems.

Adjustment disorders are catego-
rized as trauma and stressor-related
disorders in DSM-5 and hold many
emotional and behavioral symptoms
in common with PTSD. The “acute”
and “chronic” adjustment disorder
specifiers contribute to problems
in diagnostic certainty for PTSD. In
general, issues pertaining to diag-
nostic uncertainty and overlap likely
reflect the limits of using a diagnos-
tic classification system that relies
exclusively on observational and
subjective reports of psychological
symptoms.%?

In a treatment environment where
a veteran or active-duty patient has

38 - FEDERAL PRACTITIONER -

NOVEMBER 2016

www.fedprac.com



presented for care, in the face of these
shared symptom sets, clinicians fre-
quently offer initial diagnoses. These
diagnoses are often based on per-
ceived etiologic factors derived from
patients’ descriptions of stressors en-
countered during military service.
This tendency likely contributes to
considerable inconsistencies and po-
tential inaccuracies in diagnoses,
and much of the variance can be at-
tributed to the clinicians’ degree of
familiarity with military exposures,
perceptions of what constitutes
trauma, and outside pressure to as-
sign or avoid specific diagnoses.

Importantly, the phenomeno-
logic differences between PTSD
and depressive disorders increase
the likelihood of poorly aligned
and inconsistent treatment plans,
and this lack of clarity may, in turn,
compromise effective patient care.
To address some of these diagnos-
tic challenges, the VA and DoD in-
corporate military culture training
into clinicians’ curriculum to in-
crease provider familiarity with the
common stressors and challenges of
military life, mandate the use of vali-
dated measures to support diagnos-
tic decision making, and regularly
review policies that influence diag-
nostic practices.

EPIDEMIOLOGY

The prevalence rates for PTSD are
increasing in the military, possibly
stemming from the demands on ser-
vice members engaged in years’ long
wars. Despite the increased attention
on this phenomenon, research has
demonstrated that the majority of
service members who deploy do not
develop PTSD or significant trauma-
related functional impairment.'
Furthermore, many cases of PTSD
diagnosed in the MHS stem from
traumatic experiences other than
combat exposure, including child-
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hood abuse and neglect, sexual and
other assaults, accidents and health
care exposures, domestic abuse, and
bullying. Depression arguably has
received less attention despite com-
parable prevalence rates in military
populations, high co-occurrence of
PTSD and depression, and depres-
sion being associated with a greater
odds ratio for mortality that includes
death by suicide in military service
members.!!

Estimates of the prevalence of
PTSD from the U.S. Army suggest
that it exists in 3% to 6% of military
members who have not deployed
and in 6% to 25% of service mem-
bers with combat deployment his-
tories. The frequency and intensity
of combat are strong predictors of
risk.” A recent epidemiologic study
using inpatient and outpatient en-
counter records showed that the
prevalence of PTSD in the active
military component was 2.0% in the
middle of calendar year (CY) 2010;
a two-thirds increase from 1.2% in

tations of administrative epidemi-
ology, the MHS has witnessed a
steady upward trend in comorbid
cases of PTSD and depression since
2010. On average, between 2010
and 2015, patients diagnosed with
PTSD were twice as likely to have
a comorbid depression spectrum
disorder diagnosis (42.4%) than de-
pression spectrum disorder patients
were to have a comorbid PTSD di-
agnosis (20.8%). Period prevalence
for PTSD, depressive spectrum dis-
orders, and comorbid disorders are
described in Tables 1-3.

PTSD AND DEPRESSION
TREATMENT

Despite the high rates of PTSD and
MDD comorbidity, few treatments
have been developed for and tested
on an exclusively comorbid sample
of patients."® However, psychophar-
macologic agents targeting depres-
sion have been applied to the
treatment of PTSD, and PTSD psy-
chotherapy trials typically include

henomenologic differences between PTSD and
depressive disorders increase the likelihood of
poorly aligned and inconsistent treatment plans.

CY 2007."? The incidence of PTSD
diagnoses likewise increased by one-
fifth, from 0.81% to 0.97%, over the
same period.

Epidemiologic studies and preva-
lence/incidence rates derived from
administrative data rely on strict
case definitions. Consequently, such
administrative investigations in-
clude data only from service mem-
bers engaged in or identified by the
medical system. Although these
rates describe a lower limit for di-
agnostic prevalence, they serve as
a good starting point to ascertain
trends. Keeping in mind the limi-

depression response as a second-
ary outcome. The generalizability
of findings to a truly comorbid
population may be limited based
on study sampling frames and the
unique characteristics of patients
with comorbid PTSD and depres-
sion.'*!¢ Several psychopharma-
cologic treatments for depression
have been evaluated as frontline
treatments for PTSD. The 3 phar-
macologic treatments that dem-
onstrate efficacy in treating PTSD
include fluoxetine, paroxetine, and
venlafaxine."’

Although these pharmacologic
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Table 2. Prevalence of Depression Spectrum Disorders Among Active-Duty Service

Members?
Service Branch | Measure 2010 2011 2012 2013 2014 2015
Al listed services | Cases® 70,436 73,784 74,212 70,055 68,164 55,537
Population 1,701,358 1,680,997 1,621,472 1,586,951 1,543,929 1,482,076
Period Prevalence® 4.14% 4.39% 4.58% 4.41% 4.41% 3.75%
Army Cases® 40,932 43,214 43,615 40,616 38,438 30,128
Population 746,097 739,972 696,604 670,076 634,747 595,259
Period Prevalence® 5.49% 5.84% 6.26% 6.06% 6.06% 5.06%
Air Force Cases® 12,111 12,246 12,074 11,486 12,131 10,247
Population 385,118 376,737 376,494 372,915 368,333 350,368
Period Prevalence® 3.14% 3.25% 3.21% 3.08% 3.29% 2.92%
Marine Corps Cases? 6,528 6,800 7,029 6,906 6,316 5,326
Population 216,088 213,691 207,408 203,047 198,482 191,867
Period Prevalence® 3.02% 3.18% 3.39% 3.4% 3.18% 2.78%
Navy Cases® 10,865 11,524 11,494 11,047 11,279 9,836
Population 354,055 350,597 340,966 340,913 342,367 344,582
Period Prevalence® 3.07% 3.29% 3.37% 3.24% 3.29% 2.85%

aData pulled from the Military Health System Data Repository (from the Direct Care system only) August 20, 2016, for active-duty service members
(including activated Guard or Reserve); diagnostic codes included: 293.83, 296.2*, 296.3*, 296.82, 298.0, 300.4, 301.12, 309.0, 309.1, 309.28, 309.4, 311
(2010 - September 30, 2015); and F32, F320, F321, F322, F323, F324, F325, F328, F329, F33, F330, F331, F332, F333, F334, F3340, F3341, F3342, F338,
F339,F34, F341, F348, F349, F39 (October 1, 2015 — December 31, 2015).
A case is defined as at least 2 outpatient visits or 1 inpatient visit with target diagnostic code(s) in the first or second position. Case criteria must be met

within the calendar year for inclusion in the data set.

°Annual period prevalence equals the total number of identified cases divided by active duty strength at the middle of the calendar year.

agents represent good candidate
treatments for comorbid patients,
the effect size of pharmacologic
treatments are generally smaller
than those of psychotherapeutic
treatments for PTSD.'7!8 This ob-
servation, however, is based on in-
direct comparisons, and a recent
systematic review concluded that
the evidence was insufficient to
determine the comparative effec-
tiveness between psychotherapy
and pharmacotherapy for PTSD."
Evidence indicates that trauma-
focused cognitive behavioral ther-
apies consistently demonstrate
efficacy and effectiveness in treat-
ing PTSD.'"** These treatments
also have been shown to signifi-
cantly reduce depressive symptoms
among PTSD samples.?!

Based on strong bodies of evi-
dence, these pharmacologic and psy-
chological treatments have received
the highest level of recommendation
in the VA and DoD.?>* Accordingly,
both agencies have invested consid-
erable resources in large-scale efforts
to improve patient access to these
particular treatments. Despite these
impressive implementation efforts,
however, the limitations of relying ex-
clusively on these treatments as front-
line approaches within large health
care systems have become evident.***

Penetration of Therapies

Penetration of these evidence-
based treatments (EBTs) within the
DoD and VHA remains limited. For
instance, one study showed that
VA clinicians in mental health spe-

cialty care clinics may provide only
about 4 hours of EBT per week.?’

Other reports suggest that only
about 60% of treatment-seeking pa-
tients in PTSD clinics receive any
type of evidence-based therapy and
that within-session care quality is
questionable based on a systematic
review of chart notes.”®* Attrition
in trauma-focused therapy is a rec-
ognized limitation, with 1 out of
3 treatment-seeking patients not
completing a full dose of evidence-
based treatment.’*?>} Large-scale
analyses of VHA and DoD utiliza-
tion data suggest that the majority of
PTSD patients do not receive a suffi-
cient number of sessions to be char-
acterized as an adequate dose of EBT,
with a majority of dropouts occur-
ring after just a few sessions.>*>7
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Hoge and colleagues found that
< 50% of soldiers meeting crite-
ria for PTSD received any men-
tal health care within the prior
6 months with one-quarter of those
patients dropping out of care pre-
maturely.*® Among a large cohort
of soldiers engaged in care for the
treatment of PTSD, only about 40%
received a number of EBT treat-
ment sessions that could qualify as
an adequate dose.*® Thus, although
major advancements in the devel-
opment and implementation of ef-
fective treatments for PTSD and
depression have occurred, the pen-
etration of these treatments is lim-
ited, and the majority of patients
in need of treatment potentially re-
ceive inadequate care.”

System level approaches that in-
tegrate behavioral health services
into the primary care system have
been proposed to address these
care gaps for service members
and veterans.*** Fundamentally,
system-level approaches seek to
improve the reach and effectiveness
of care through large-scale screen-
ing efforts, a greater emphasis on
the quality of patient care, and en-
hanced care continuity across epi-
sodes of treatment.

Primary Care

With the primary care setting con-
sidered the de facto mental health
system, integrated approaches en-
hance the reach of care by incor-
porating uniform mental health
screening and referral for patients
coming through primary care. Spe-
cific evidence-based treatments can
be integrated into this approach
within a stepped-care framework
that aims to match patients strate-
gically to the right type of care and
leverage specialty care resources as
needed. Integrated care approaches
for the treatment of PTSD and de-

PTSD AND DEPRESSION MANAGEMENT

pression have been developed and
evaluated inside and outside of the
MHS. Findings indicate that inte-
grated treatment approaches can
improve care access, care continu-
ity, patient satisfaction, quality of
care, and in several trials, PTSD
and depression outcomes.**
Recently, an integrated care ap-
proach targeting U.S. Army soldiers
who screened positive for PTSD
or depression in primary care was
evaluated in a multisite effectiveness
trial.*® Patients randomized to the
treatment approach experienced sig-
nificant improvements in both PTSD
and depression symptoms relative to
patients in usual care.” In addition,
patients treated in this care model
received significantly more mental
health services; the patterns of care
indicated that patients with comor-
bid PTSD and depression were more

Consortium to Alleviate PTSD, the
Injury and Traumatic Stress Clinical
Consortium). The U.S. Army Medi-
cal Research and Materiel Command
(USAMRMC) executes and man-
ages the portfolio of research, rely-
ing on a joint program committee of
DoD and non-DoD experts to make
funding recommendations based on
identified research priorities, policy
guidance, and knowledge transla-
tion needs.

Health systems research on PTSD
and MDD in federal health care set-
tings is expanding. For example, the
RAND Corporation recently evalu-
ated a candidate set of quality mea-
sures for PTSD and MDD, using an
operational definition of an episode
of care.’” This work is intended to
inform efforts to measure and im-
prove the quality of care for PTSD
and depression across the enterprise.

Findings indicate that integrated treatment
approaches can improve care access, care continuity,
patient satisfaction, quality of care, and in several trials,
PTSD and depression outcomes.

likely to be triaged to specialty care,
whereas patients with a single diag-
nosis were more likely to be man-
aged in primary care.* This trial
suggests that integrated care mod-
els feasibly can be implemented in
the U.S. Army care system, yielding
increased uptake of mental health
care, more efficiently matched care
based on patient comorbidities, and
improved PTSD and depression out-
comes.

Treatment Research

The MHS supports a large portfolio
of research in PTSD and depression
through DoD/VA research consortia
(eg, the Congressionally Directed
Medical Research Program, the

The DoD Defense Centers of Ex-
cellence for Psychological Health
and Traumatic Brain Injury is simul-
taneously completing an inferential
assessment of adjunctive mental
health care services, many focused
on PTSD and depression, through-
out the health care enterprise. Along
with the substantial resources de-
voted to research on PTSD and de-
pression, the MHS is implementing
strategies to improve the system of
care for service members with men-
tal health conditions.

ARMY CARE SYSTEM

INNOVATIONS

The U.S. Army is engaged in a va-
riety of strategies to improve the
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Table 3. Prevalence of Comorbid Posttraumatic Stress Disorder and Depressive Disorders
Among Active-Duty Service Members?®

Service Branch | Measure 2010 2011 2012 2013 2014 2015
All services Cases® 13,426 14,871 16,065 15,205 14,936 11,274
Population 1,701,358 1,680,997 1,621,472 1,586,951 1,543,929 1,482,076
Period Prevalence® 0.79% 0.88% 0.99% 0.96% 0.97% 0.76%
Army Cases® 9,651 10,669 11,421 10,642 10,036 7,402
Population 746,097 739,972 696,604 670,076 634,747 595,259
Period Prevalence? 1.29% 1.44% 1.64% 1.59% 1.58% 1.24%
Air Force Cases® 938 1,040 1,154 1,280 1,520 1,148
Population 385,118 376,737 376,494 372,915 368,333 350,368
Period Prevalence® 0.24% 0.28% 0.31% 0.34% 0.41% 0.33%
Marine Corps Cases® 1,627 1,765 1,998 1,860 1,770 1,384
Population 216,088 213,691 207,408 203,047 198,482 191,867
Period Prevalence® 0.75% 0.83% 0.96% 0.92% 0.89% 0.72%
Navy Cases® 1,210 1,397 1,492 1,423 1,610 1,340
Population 354,055 350,597 340,966 340,913 342,367 344,582
Period Prevalence® 0.34% 0.4% 0.44% 0.42% 0.47% 0.39%

aComorbidity defined as meeting case criteria for both PTSD and depression spectrum disorders within a single calendar year.
®Data pulled from the Military Health Syatem Data Repository August 20, 2016, for active-duty service members (including activated Guard or Reserve).

Data from the Direct Care system only.

°A case is defined as at least 2 outpatient visits or 1 inpatient visit with target diagnostic code(s) in the first or second position. Case criteria must be met

within the calendar year for inclusion in the data set.

9Annual period prevalence equals the total number of identified cases divided by active duty strength at the middle of the calendar year.

identification of patients with
mental health conditions, increase
access to mental health services, and
enhance the quality of care that sol-
diers receive for PTSD and depres-
sion. To improve the coordination
of mental health care, the U.S. Army
Medical Command implemented a
wide-scale innovative transforma-
tion of its mental health care system
through the establishment of the Be-
havioral Health Service Line program
management office.

This move eliminated separate
departments of psychiatry, psy-
chology, and social work in favor
of integrated behavioral health de-
partments that are now responsible
for all mental health care delivered
to soldiers, including inpatient,
outpatient, partial hospitalization,

residential, embedded care in garri-
son, and primary care settings. This
transformation ensured coordina-
tion of care for soldiers, eliminating
potential miscommunication with
patients, commands, and other cli-
nicians while clearly defining per-
formance indicators in process (eg,
productivity, scheduling, access to
care, and patient satisfaction) and
outcome measures.* In conjunction
with the development of its service
line, the U.S. Army created a Behav-
ioral Health Data Portal (BHDP), an
electronic and standardized means
to assess clinical outcomes for com-
mon conditions.

To promote higher quality men-
tal health care, the Office of the
Surgeon General of the U.S. Army
provided direct guidance on the

treatment of PTSD and depression.
U.S. Army policy mandates that
providers treating mental health
conditions adhere to the VA/DoD
clinical practice guidelines (CPGs)
and that soldiers with PTSD and de-
pression be offered treatments with
the highest level of scientific sup-
port and that outcome measures be
routinely administered. In line with
the CPGs, U.S. Army policy also rec-
ommends the use of both integrated
and embedded mental health care
approaches to address PTSD, depres-
sion, and other common physical
and psychological health conditions.

To reduce stigma and improve
mental health care access, the U.S.
Army began implementing inte-
grated care approaches in 2007
with its Re-Engineering Systems of
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Primary Care Treatment in the Mil-
itary (RESPECT-Mil) program, an
evidence-based collaborative care
model.>'>> This approach included
structured screening and diagnos-
tic procedures, predictable follow-
up schedules for patients, and the
coordination of the divisions of re-
sponsibility among and between
primary care providers, paraprofes-
sionals, and behavioral health care
providers. From 2007 to 2013, this
collaborative care model was rolled
out across 96 clinics worldwide
and provided PTSD and depression
screening to more than 1 million en-
counters per year.>>>

More recently, the U.S. Army led
DoD in integrating behavioral health
personnel in patient centered medi-
cal homes (PCMH) in compliance
with DoD Instruction 6490.15.%¢
This hybrid integrated care model
combines collaborative care ele-
ments developed in the RESPECT-
Mil program with elements of the
U.S. Air Force Behavioral Health
Optimization project colocating be-
havioral health providers in primary
care settings to provide brief consul-
tative services.

MHS CARE ENHANCEMENTS

Many of the innovations deployed
throughout the U.S. Army system of
behavioral health care have driven
changes across the MHS as a whole.
The DoD and the VA have made
substantive systemwide policy and
practice changes to improve care for
beneficiaries with PTSD, depression,
and comorbid PTSD and depression.
In particular, significant implemen-
tation efforts have addressed popu-
lation screening strategies, outcome
monitoring to support measurement-
based care, increased access to effec-
tive care, and revision of the disability
evaluation system.

To improve the identifica-

PTSD AND DEPRESSION MANAGEMENT

tion and referral of soldiers with
deployment-related mental health
concerns, the DoD implemented
a comprehensive program that
screens service members prior to
deployment, immediately on rede-
ployment, and then again 6 months
after returning from deployment.
Additionally, annual primary care-
based screening requirements have
been instituted as part of the DoD
PCMH initiative. Both deployment-
related and primary care-based
screenings include an instrumenta-
tion to detect symptoms of PTSD
and depression and extend the
reach of mental health screening to
the entire MHS population.

Building on the success of BHDP,
former Assistant Secretary of De-
fense for Health Affairs Jonathan
Woodson mandated BHDP use
across the MHS for all patients in
DoD behavioral health clinics and
the use of outcome measures for
the treatment of PTSD, anxiety,
depression, and alcohol use disor-
ders.”” A DoD-wide requirement
to use the PTSD checklist and pa-
tient health questionnaire to moni-
tor PTSD and depression symptoms
at mental health intakes and reg-
ularly at follow-up visits is being
implemented. The Defense Cen-
ters of Excellence for Psychological
Health and Traumatic Brain Injury,
through its Practice-Based Imple-
mentation Network (underwritten
by a Joint Incentive Fund managed
between DoD and VA), has worked
across the MHS and the VA to fa-
cilitate the implementation, uptake,
and adoption of this initiative.

The DoD established the Cen-
ter for Deployment Psychology
(CDP) in 2006 to promote clinician
training in EBTs with the aim of in-
creasing service members’ access to
effective psychological treatments.
Since its inception, the CDP has

provided EBT training to more than
40,000 behavioral health provid-
ers. Although the impact of these
and other efforts on improving the
quality of care that patients receive
is unknown, a recent study docu-
mented widespread self-reported
usage of EBT components in U.S.
Army clinics and that providers for-
mally trained in EBTs were more
likely to deliver EBTs.”®

Finally, systemwide changes to
the VA Schedule of Ratings for Dis-
ability (VASRD) and integration
of DoD and VA disability evalua-
tion systems have led to shifts in
diagnosis toward PTSD that usu-
ally merit a minimum 50% disabil-
ity rating. Mandates in law require
military clinicians to evaluate pa-
tients who have deployed for PTSD
and TBI prior to taking any actions
associated with administrative sep-
aration. The practice of attributing
PTSD symptoms to character pa-
thology or personality disorders,
even when these symptoms did not
clearly manifest or worsen with
military service, has likely been
eliminated from practice in military
and veteran populations.

Robust policy changes to limit
personality disorder discharges
started in fiscal year 2007, when
there were 4,127 personality disor-
der separations across DoD. This
number was reduced to 300 within
5 years. Policy changes regarding
separation not only seem to have
affected discharges, but also may
have shaped diagnostic practice.
The incidence rate of personality
disorder diagnoses declined from
513 per 100,000 person-years in
2007 to 284 per 100,000 per-
son-years by 2011.>° The VASRD
recognizes chronic adjustment dis-
order as a disability, and the Na-
tional Defense Authorization Act
of 2008 mandated that DoD follow
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disability guidelines promulgated
by VA.

As stated in the memoran-
dum Clinical Policy Guidance
for Assessment and Treatment of
Post-Traumatic Stress Disorders
(August 24, 2012), DoD recog-
nizes chronic adjustment disorder
as an unfitting condition that mer-
its referral to its disability evalu-
ation system.®® Acute adjustment
disorders may still lead to admin-
istrative separations, as many ser-
vice members manifest emotional
symptoms stemming from the fail-
ure to adjust to the routine vicissi-
tudes of military life. Finally, many
court jurisdictions, including vet-
eran’s courts, military courts, and
commanders empowered to adjudi-
cate nonjudicial infractions under
the Uniform Code of Military
Justice, have recognized PTSD as
grounds for the mitigation of pen-
alties associated with a wide array
of criminal and administrative
infractions.

CONCLUSION

In response to the increased men-
tal health burden following a de-
cade of war and the associated
pressures stemming from federal
mandates, the MHS has invested
unprecedented resources into im-
proving care for military service
members. The U.S. Army has
played a prominent role in this
endeavor by investing in clinical
research efforts to accelerate dis-
covery on the causes and cures for
these conditions, enacting poli-
cies that mandate best practices,
and implementing evidence-based
care approaches across the system
of care. Despite this progress, how-
ever, understanding and effectively
treating the most prevalent mental
health conditions remain a chal-
lenge across the DoD and VHA

health care systems. Many service
members and veterans still do not
receive timely, high-quality care for
PTSD, depression, and other com-
mon comorbidities associated with
military experience, and contro-
versies in diagnostic clarification
abound.

In short, great strides have been
made, yet there is still a large dis-
tance to go. The vision of an effec-
tive, efficient, comprehensive care
system for mental health condi-
tions will continue to be pursued
and achieved through collabora-
tions across key agencies and the
scientific community, implementa-
tion of health system approaches
that support population care, and
the sustained efforts of dedicated
clinicians, staff, and clinic leaders
who deliver the care to our service
members and veterans. @
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