


Screening Programs and Mental Health Care Treatment: All soldiers, including
recruiters, are subjected to several mental healiening evaluations from providers
throughout their careers. In addition, there audtiple types of mental health care
treatment and coverage options that are availaldeltiers. The following section will
reflect these mental health screening processeslttsoldiers undergo, in addition to the
describing some of the mental health treatmentabeatvailable and/or rendered to
soldiers. In addition, this section will also bityereflect the referral process for mental
health care, coverage for such treatments, typpsoviders that render such care,
treatment locations, mental health guidelines uséde Army, and barriers to such

health care.

Screening Programs

Mental Health Entrance/Applicant Screening: Prior to being accepted into the
military, service members are screened for exigtiegtal health issues (i.e. learning,
behavioral, and psychological conditions) that wlomlake them ineligible for military
service (Figure 2.5). Currently, there is no reggiibattery of psychological tests to
screen potential recruits prior to entrance inrtfiiary, there are only screening
guestions and standard screening protocols. Tdrerseveral forms of screening tools
that are being tested, but no data indicating iielity or reliability in predicting
psychological fitness of an applicant and if tlgacts one’s ability to successfully

complete a the first term of servit®.

*% Blakeley, K., & Jansen, D. J. (201®pst-Traumatic Stress Disorder and Other Mental ltleRroblems
in the Military: Oversight Issues for Congre¥¥ashington, D.C.: Congressional Research Service.
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Health and Wellness Questionnaire; only completed by
recruiters on first day of a recruiting course

Figure2.5: Mental Health Evaluations Required of All Soldiers

Existing standardized screening methods consisteoT ailored Adaptive
Performance Assessment (TAPA), a hon-cognitivessssent measure to determine can
do and will do (measure of motivation and abilityll prospective soldiers are required
to complete the ASVAB when processing at one ohtiétiple Military Entrance
Processing (MEPSs) stations within the U.S. The YAraguires ASAVAB scores 50 and
above to be considered fully qualified. Thosehia tanges of 35-49 must obtain a
passing score on the TAPAS to process and becorapmicant. Applicants are
required to complete three forms during the MEP&@rations that are intended to
identify any medical (including psychological arat®l) issues that would be of concern
and adversely impact a person’s ability to sef®eoblems or issues that would be
incompatible with military service include histooy depression, anxiety, convictions for

illicit substance use or possession depending @tyihe of conviction. The Chief
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Medical Officers only determine if an applicantjigalified or not qualified. It is up to
the Service Surgeon to determine if further evabuais warranted and pending the
results of such evaluation if a waiver is appragria

Each military branch also has the authority to wahe standard MEPs
regulations on a case by case basis. Accordidgtfrom the MEP Command’s
database in 2009, over 1,100 individuals (out &,290) with past mental health

conditions were granted entrance waivers into thitany.>®

Periodic Health Assessment or Annual Physical: In addition to an initial entrance
exam, all soldiers in the U.S. Army are requiredeceive an annual physical
examination known as a periodic health assessriRéth), which is focused on
preventative care. These assessments are alstousledtify changes in a soldier’'s
health (including their mental health) to ensuia the/she is fit for duty (or referred for
care to be able to meet medical standards of 8)n@sgure 2.5). PHA'’s often satisfy
two army regulations by fulfilling the requiremdnt an annual physical examination
and serving as a post-deployment assessment, yheeghating the need for two separate

evaluations?

Pre-Deployment and Post-Deployment Mental Health Assessments and
Reassessments. Soldiers who are deployed to a combat zone arareshjto meet with a

mental health provider and complete a face-to-faeatal health assessment on more

" Lim, 1. (2014, September 15). Office of the Armyr§eon General G3/5/7, Health and Wellness. (C. K.
Knight, Interviewer).

%8 Blakeley, K., & Jansen, D. J. (201®pst-Traumatic Stress Disorder and Other Mental ltleRroblems
in the Military: Oversight Issues for Congre¥¥ashington, D.C.: Congressional Research Service.

%9 Blakeley, 13.*
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than four separate times during each deploymené ¢ffogure 2.5). These assessments
occur within 120 days before soldiers’ deploymewighin 30 days prior to their
redeployment, upon redeployment (arrival back haaigtiA), and 90 after the arrival

and up to 180 days (PDHRA) after the soldier hagmed from deploymerif.

Mental Health Care Treatment: Soldiers seeking mental health care or those ifikehti
via the screening mechanisms as needing care pzotldiself-refer themselves or be
referred by a general medical provider (i.e. phgsis assistant or primary care
physician), mental health professional (i.e. colorseocial worker, psychologist,
psychiatrist, etc.), or other professional (i.ehaplain). Credentialed providers can
render mental health care treatments to soldieositiin the form of counseling or therapy
and/or through the prescriptions of medicationsiepression, anxiety, sleep or other
related mental health disorders and probl&ms.

A study by McKibben et al. (2013) examining the ma¢health care utilization of
10,400 Army soldiers (representing 508,088 solgliensnd that 21% of Army soldiers
used at least one mental health service in theedneg 12 months. They reported that
15% of these soldiers received counseling or thefiagn a mental health professional
for their mental health service, while 10% receigednseling or therapy from a general
medical doctor. The authors also reported thatatesof receiving services from a
mental health professional was approximately Iries higher in the U.S. Army when

compared with the U.S. general population. In &oldj they suggested that

9 Lim, I. (2014, September 15). Office of the Armyr§eon General G3/5/7, Health and Wellness. (C. K.
Knight, Interviewer).

1 McKibben, J. B., Fullerton, C. S., Gray, C. L..déker, R. C., Stein, M. B., & Ursano, R. J. (2013).
Mental Health Service Utilization in the U.S. ArnBsychiatric Services64 (4), 347-353.
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approximately 11% of soldiers were prescribed madas alone or in combination with

counseling services from a mental health professiona general medical doctsr.

Treatment Coverage: Regular active duty service members or those wh@etivated
for duty are covered by the Military Health SystemiRICARE Prime health insurance
program. Under this plan, soldiers and their fgrmkembers receive health care (medical
and mental) at no cost, free of copayments, deolestiand premiums. Soldiers and
family members covered under this plan generaltgiree most of their health care from
military medical treatment facilities. They cas@be referred to private providers for
specialty care or can be referred to civilian pdevs if there are inadequate providers
available on a military installation or wait timesceed established access to care
standards. Prior authorization is not requiredstvices received at military treatment
facilities (MTFs), but is required for all non-engency outpatient and inpatient mental
health care services. Prior authorization israquired for any emergencies, but is
required for admission into a facility beyond thé@ial emergency. Tele-medicing
(includingtele-mental health cajeis available to all TRICARE beneficiaries livimg
close proximity to MTFs, thereby allowing securema health care with other health

care providers from other MTF3.

Mental Health Providers: Regular active duty service members or those aetivior

duty (Guard/Reservists) can receive mental healte rom uniformed clinicians in the

%2 McKibben, J. B., Fullerton, C. S., Gray, C. L..déker, R. C., Stein, M. B., & Ursano, R. J. (2013).
Mental Health Service Utilization in the U.S. ArnBsychiatric Services64 (4), 347-353.

% Blakeley, K., & Jansen, D. J. (201Bost-Traumatic Stress Disorder and Other Mental lbeRroblems
in the Military: Oversight Issues for Congre¥¥ashington, D.C.: Congressional Research Service.
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military, in addition to federal civilian or contttor mental health providers. Mental
health providers include psychiatrists, psycholsgisocial workers, licensed
professional counselors, and psychiatric nursetipaers. Active duty soldiers may be
referred to private providers not associated withrhilitary health care system, when a
specialty or service is not available within théwazk or is a critical need is not available

with the established standard or c%fe.

Clinical Practice Guidelines. Mental health cares typically conducted in accordance
with the clinical practice guidelines outlined IneDOD/VA Evidence-Based Practice
Guideline Work GrougeEBPWG), which include guidelines for all DSM diders,
including PTSD, TBI, depression, and substancalisseders. These particular
guidelines are based on the use of clinical andegpiological evidence to improve the
health of the population utilizing the Military H#a Systems (DoD) or the Veterans

Health Administration (VHAf>

Barriersto Care: Despite the reported increases in morbidity, igg, mental health
care utilization, and attrition rates associatethwi.S. military service members, studies
suggest that there are still many barriers to caAxording to a report by Thomas et al.
(2010), individuals with mental conditions are oftenidentified and/or undertreated due
to a lack of motivation, apprehension, or mistasthe part of the individual and may
reduce their efforts to initiate and follow througgttommended medical and mental

health care. The researchers indicated that mamagy care physicians are often

% Blakeley, K., & Jansen, D. J. (201®pst-Traumatic Stress Disorder and Other Mental ltleRroblems
in the Military: Oversight Issues for Congre¥¥ashington, D.C.: Congressional Research Service.
% Blakeley, 11.*
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uncomfortable with treating serious mental illnesase they lack the knowledge or
expertise to render such care to their patientamadot always aware of the mental
health facilities and/or services available in tlo@mmunities or aware of the procedures
to refer their patients to such providers. Theaeshers postulated that fragmentation
and separation between the medical and mentahhesié systems tend to also result in
fragmented and uncoordinated c&te.

Soldiers with mental health issues may also nottwaseek care from military
treatment facilities (MTFs) on post or at the VAdiwal centers as they are concerned
with the personal, legal, or social stigmas assediaith receiving such services. A
study by Hoge et al. (2004) indicated that over &fi%oldiers who screened positive for
PTSD, generalized anxiety, or depression on pgsigiment health evaluations (PDHA-
Post deployment health assessment) did not sesgtkieat, signifying that there were
soldiers who were not receiving the required memealth care they needed due stigtha.

If a soldier opted to seek treatment at a civiti@atment without a referral to
avoid such stigmas, the care that they receivelmagfluenced by their ability to pay,
clinician experience or expertise to treat combahiitary related trauma, and type of
treatment rendered. If a referral was availaldeg enay be influenced by insurance
limitations such as cost of care and if a co-pay berequired if reimbursement is below
the cost charged for treatment, whether diagnasesawvered, the type of treatments

available, and the number of treatments that vailtbvered® Other limitations include

® Druss, B. G., & Walker, E. R. (201Nlental Disorders and Medical Comorbiditgobert Wood
Johnson Foundation. Princeton,: The Synthesis &troje

®"Hoge, C. W., Castro, C. A., Messer, S. C., McGlrk,Cotting, D. I., & Koffman, R. L. (2004). Comba
Duty in Irag and Afghanistan, Mental Health Probdermnd Barriers to Caréhe New England Journal of
Medicine, 351(1), 13-22.

% |glehart, J. K. (2004). The Mental Health Maze &mel Call for Transformatiorhe New England
Journal of Medicine 350(5), 507-514.
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the military’s inability to meet the demand for lagloral health care despite increasing
the number of mental health providers to supp@tgtowth in demand for mental health
care following the Army’s “anti-stigma” campaighimitations also include increased
waiting times to obtain care, a lack of mental treabre services in remote settings when
soldiers are deployed, and limited available caralé-activated Guard/Reservists. An
additional limitation includes a lack of experierareexpertise among civilian and newly
hired federal or contracted mental health providegarding military related trauma
situations which often frustrates many soldierthasproviders do not understand the

perspective of the soldiers when discussing petsituations®"°

Recruiting Risk factors(revisited): The rapid growth in mental disorders among
military personnel within the last decade is conawy, particularly for those in the
recruiting command who are subjected to otherfaskors that other soldiers are not no
commonly found in the typical Army operating envinoent. As noted previously,
recruiting is historically an intricate and challgmg occupation supposedly reserved for
only the best soldiers in the Army. For instarsmme recruiters may experience overt
hostility individually or as a member of the mihyanstitution, protest, discrimination,
and alienation from the community in which they l@ated which can become a
significant challenge for individuals who must wanksuch environments. Stress is
likely to accumulate during the first few monthsre€ruiting duty as soldiers attempt to

meet the complex and mundane tasks required afiters, contribute to meeting

% Blakeley, K., & Jansen, D. J. (201®pst-Traumatic Stress Disorder and Other Mental ltleRroblems
in the Military: Oversight Issues for Congred§ashington, D.C.: Congressional Research Service.

" Druss, B. G., & Walker, E. R. (201Nlental Disorders and Medical Comorbiditgobert Wood
Johnson Foundation. Princeton,: The Synthesis &roje
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recruiting goals, and adjust to the new and diffeaperating environment. Recruiting
duty can be difficult to adjust to, particularlyrfihose assigned soon after a recent
combat tour and/or those who may be experienciadjustment issues. Recruiters are
often assigned to locations far away from militarstallations and communities vary in
their ability to provide adequate medical and memealth care. For soldiers who
experience a quick post-combat transition, multghtessors of recruiting duty, and lack
military support systems can increase the likelthtor adverse outcomes for the
recruiters and/or their family. These adverse &/eray involve mental health disorders,
civilian and military criminal offenses involvingibstance use/abuse, domestic violence,
or other externalizing behaviors that involve sefm’*"?
Significant Research Published About the Problem

Perhaps one of the most significant and extensudiess publically available
concerning mental disorders and mental health proslin the military was conducted by
the Armed Forces Health Surveillance Center (AFHI8Q011 and reflected the medical
records of 1,793,506 service members. Due tamitEate nature, sample size, and
specific focus on mental disorders and problenteemmilitary, this project is
considerably relevant to this particular study.s&chers from the AFHSC conducted a
longitudinal study that utilized the numbers, nasyrand rates of incident mental
disorder-specific diagnoses (DSM: 290-319) and aldrgalth problems (documented
with mental health-related V-codes) among activaponent U.S. service members over

a period of 12 years (January 1, 2000 to Decembe2@®L1). This included all Armed

" Harrell, M. C., & Berglass, N. (2011)osing the Battle, the Challenge of Military SuiitVashington,
D.C.: Center for New American Security.

2 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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Forces personnel who were actively serving duimg period of time or those who were
activated during this period (i.e. Guard/ReseryistBata used for the study was
collected from the records maintained by the Deddvisdical Surveillance System
which documents ambulatory encounters and hospatadns of active duty personnel in
military treatment and non-military treatment fé@ks that were reimbursed by the
Military Health System. Medical encounters wergesaed for mental disorder-specific
diagnoses and mental health problems in the firdts®cond diagnostic positions.
Mental disorders were categorized as adjustmentioga alcohol abuse, substance
abuse, anxiety disorder, post-traumatic stressaksdPTSD), depressive disorders,
personality disorders, schizophrenia, “other psgelsty and “other mental health

disorders” (Table 2.1%®

3 Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqrli9(6), 11-17.
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Table 2.1: Mental Health Categories and Diagnostic Codes

Diagnostic Category for DSM
Mental Disorders

DSM Code

Adjustment disorders

309.0x-309.9x (excluding 309.81)

Alcohol abuse/dependence
disorders

303.xx, 305.0x

Substance abuse/dependence
disorders

304.xx, 305.2x-305.9x

Anxiety disorders

300.00-300.09, 300.20-300.29,300.3

Post-traumatic stress disorder

309.81

Depressive disorders

296.20-296.35, 296.50-296.55, 296.9, 300.4, 3

Personality disorders

301.0, 301.10, 301.11, 301.12, 301.13, 301.20
301.21, 301.22, 301.3, 301.4, 301.50, 301.51,
301.59, 301.6, 301.7, 301.81, 301.82, 301.83,
301.84, 301.89, 301.9

Schizophrenia

295.xx

Other psychoses

293.81, 293.82, 297.0x-297.3x, 297.8, 297.9,
298.0, 298.1, 298.2, 298.3, 298.4, 298.8, 298.

Other mental health disorder

Any other code between 290-319 (excluding
305.1, 299.xx, 315.xx, 317.xx-319.xx)

Diagnostic Category for V-

Coded Mental Health Problem | V"©04®
: . V61.0x, V61.1, V61.10 (excluding V61.11,
Partner relationship problems V61.12)

Family circumstance problems

V61.2, V61.23, V61.24, V61.25, V61.29, V61.9
V61.9

Maltreatment related

V61.11, V61.12, V61.21, V61.22, V62.83,
995.80-995.85

Life circumstance problems

V62.xx (excluding V62.6, V62.83)

Mental, behavioral problems,
substance abuse counseling

V40.xx (excluding V40.0, V40.1), V65.42

11

Similarly, V-coded diagnoses reflecting mental begloblems were categorized

into five groups including partner relationship Iplems, family circumstance problems,

maltreatment related, life circumstance problemsd, mental, behavioral problems or

substance abuse counseling (Table 2.1). An intidiagnosidor a mental disorder or a

mental health problem was defined by a hospitatimawith an indicator diagnosis in the

first or second diagnostic positions, two outpdtigsits within 180 days documented

32



with indicator diagnoses (from the same mentalrdsioor mental health problem-
specific category) in the first or second diagropbsitions, or a single outpatient visit in
a psychiatric or mental health care specialty ifigoilith an indicator diagnosis in the
first or second diagnostic positioffs.

Service members that were diagnosed with one oe mantal disorders prior to
the observation period were not considered atafskcident diagnoses of the same
conditions. Individuals who were diagnosed withrenthan one mental disorder during
the observation period were considered incidergsaseach category if they satisfied
the criteria for a particular case. Service memlgeuld only be incident cases once in a
specific mental health disorder specific categdfgr example, a person could only be
diagnosed with one depression diagnosis. Thoseneitincident mental disorder-
specific diagnoses were also eligible for inclusioming the observation period as cases
of incident mental health problems. Thus, a pera@ht not be diagnosed with a mental
health disorder (i.e. depression), but could balldiagnosed with a mental health
problem (i.e. partner relational probleff).

The study’s results indicated that 936,283 sermeenbers were diagnosed with
at least one mental disorder and approximately(#&#®,430) of these were diagnosed as
having a mental disorder in more than one categB@icording to the researchers, the
rates of diagnoses for at least one mental disandezased by approximately 65% over
the 12 year observation period. The researchetsefureported that 85% of all mental
disorder diagnoses were attributable to adjustmisorders (n=471,833; 26.3%), “other

mental disorders” (n=318,827; 17.8%), depressigerders (n=303,880; 16.9%), alcohol

" Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqrli9(6), 11-17.
> Armed Forces Health Surveillance Center, 11.*
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abuse and dependence related disorders (n=232,828)), and anxiety disorders
(n=187,918; 10.5%). They reported that diagnosteibatable to PTSD (n=102,549;
5.7%), substance abuse and dependence relatededis@n=73,623; 4.1%), and
personality disorders (n=81,223; 4.5%) were subistinless in comparison. The
authors further documented that rates for diagnosB3 SD, anxiety disorders,
depressive disorders, adjustment disorders, ared otkntal disorders increased
throughout the observation period, but grew mogaicantly after 2003. In contrast,
they found that rates of diagnoses of personaiggrders, schizophrenia, other
psychoses, and alcohol and substance related disasetre reasonably stable or
dwindled during the same period of tirffe.

The authors reported that the rates of mental desatiagnoses were higher
among females, with rates of adjustment and peli$pdasorders being more than twice
as high among women. Rates of anxiety and depeeds@orders were between 1.4 and
1.9 times higher among women. Incident rates afnibses also decreased with age,
with rates of adjustment, PTSD, personality, “otheental disorders, schizophrenia and
other psychoses being higher among those in theggruage category (<20 years old).
Rates of alcohol/substance abuse were higher athosg between 20 and 24 years of
age, while rates of anxiety disorders and deprassare higher among those between 25
and 29 years of age. The authors indicated ted & mental disorders were higher in
the Army in comparison to other branches of sesjiegth the Army having the highest

rates for every mental disorder category excepizephrenia. The rates of PTSD,

® Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqrli9(6), 11-17.
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depression, and alcohol and substance abuse disovdee also higher among those with
combat-specific occupations.

The researchers reported that there were 425,48%imt reports of mental health
problems among 361,489 soldiers who were not disgghavith a mental health disorder.
They suggested that approximately 70% of all reggbrhental health problems were
related to life circumstances (n=194,869; 45.8%)antner relationships (n=98,492;
23.1%) such as a return from a military deploymbateavement, or difficulties with
acculturation. Lastly, the researchers reportatlttie rates of mental health problems
were similar to mental disorder diagnoses for geratge, service, and military
occupationg’

Reflection of Theories and Models Relevant to the Problem
Andersen Health Model of Health Care Utilization: As this study has direct
applications to health care practice and policg Ahdersen Health Model of Health
Care Utilizationwill be used to structure control variables in ¢tiedy. This particular
model (Figure 2.6) was devised by Ronald M. Andersel968 to illustrate the various
factors that lead to the utilization of health ceeevices. Andersen’s model suggests that
health behaviors result from a complex interplag@itextual and individual factors. At
the individual level, these are characterized asglipposing, enabling and need factors.
Anderson’s original model has been expanded setigras since its inception,

incorporating several additional concepts involvireglth care utilizatio®"

" Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqri9(6), 11-17.

8 Andersen, R. M., & Newman, J. F. (1973). Sociatal Individual Determinants of Medical Care
Utilization in the United State¥he Milbank Memorial Fund Quarterly: Health and &g, 51 (1), 95-

124,

9 Andersen, R. M. (2008). National Health Surveys #re Behavioral Model of Health Services Use.
Medical Care, 46 (7), 647-653.
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Figure 2.6: The Anderson Model of Health Care Utilization & Health Outcomes
Stress-Care Model: In addition to Andersen’s Model, tIStress€are model by Sincla
and Tucker will also be used to structure conteslables in the study it defines ¢
connection between personality, stress, and jolopeanc: for soldiers. According to
Sinclair and Tucker (2006), stress leads to mental effects on performance and i
personality traits affect both job performance atrds-response processes. Tt
suggest that many military stresswhile not deployed (or while in garrison) suct
work load demandsong shifts, role ambigui issues, seléontrol demands, and havi
to refrain from aggressive resposto confrontations that are typical of deployme
may challengeffective performance «esult incounterproductive behavior. Th
suggest that personalitglated processe@an influence a soldier’s reactions to th
stressors even as the experiences shape theinpétgoevelopmer®

The Stress€are Mode by Sinclair and Tucker (2006) was adapted from

Stress-Response Procédsde by Bliese and Castro (2003) and catezed th« effects

8 Sinclair, R. R., & Tucker, J. S. (2006). St-Care: An Intregrated Model of Individual Differersckn
Soldier Performance Under Stress. In T. W. BrittACCastro, & A. B. Adler (Eds.Military Life: The
Psychology of Serving inddce and Comb (Vol. 1, pp. 202231). Westport, CT: Praeger Secul
International.
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of stress on soldiers into three separate compsngratential stressors, strains, and

performance outcomes (Figure 2°%).

Potential Performance

Stressors Strains Outcomes
*Role demands . -
“Workload -Beha_vlora_l responses -O.ptlmal performance
o : *Physiological respons *Signs/Symptoms
Situational constraintp )
) *Psychological responsg¢s” | *Poor performance
*Perceived Control

Figure2.7: Stress-Response Process M odel

Potential stressorare events that require adaptive responses freohdzer,
including intense role demands, high workload,rimgesonal conflict, situational
constraints, and perceived control. These stressor create strain such as the coupling
of high work demands with low control, a lack dffetween one’s personality and one’s
work environment, and/or an imbalance between divinual’'s perceived levels of
efforts and rewardsStrainsare the set of negative responses to stressorsaanoe
cognitive, affective, or physical in nature. Thesents must then be appraised as
threatening to be experienced as stressful. Lastlyormance outcomesfer to the
consequences of strain for soldier readiness. Watg to the authorstrain impacts
performanceby hindering an individual’s ability to utilize kwledge, skills, abilities,

and by depleting one’s motivational resourtes.

8 Sinclair, R. R., & Tucker, J. S. (2006). StresseCan Intregrated Model of Individual Differences
Soldier Performance Under Stress. In T. W. BrittACCastro, & A. B. Adler (Eds.Military Life: The
Psychology of Serving in Peace and Con{vat. 1, pp. 202-231). Westport, CT: Praeger Siégur
International.

% Sinclair, 203.*
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Restatement of Resear ch Questions/Hypotheses: As my study is focused on
examining the factors affecting Army recruiters’'mted health, my research questions
will determine the prevalence (frequencies/peragmgnof recruiters diagnosed with no
mental health disorders or mental health probleéhtse with only mental health
disorders (at least one or more), those with ordytal health problems (at least one or
more), those with both mental health disorders@otlems, and how these compare to
the frequencies and percentages identified intiiydy the Armed Forces Health
Surveillance Center. | hypothesize that the pesvag of mental health disorders and
mental health problems among recruiters will bai§icantly less in comparison to the
frequencies and percentages identified in the sbhydyre Armed Forces Health
Surveillance Center due to additional stringent taldmealth screening processes
required to become a recruiter. In addition, ngesrch questions will also determine
what the most prevalent mental health disordergoaies and mental health problem
categories (in terms of frequencies and percentagesamong the recruiting population
in comparison to those identified in the study iy Armed Forces Health Surveillance
Center. | hypothesize that the most prevalent aidwalth disorder categories and
mental health problem categories among the rengugopulation will be similar in
comparison to those identified in the study byAlnmed Forces Health Surveillance
Center. My research questions will also deterntteeprevalence of mental health
treatments (no treatment, medications only, coimgeinly, and both medications and
counseling) among the recruiting population and para these with the frequencies and
percentages identified in the study by McKibbenle{2013) which examined the

utilization of mental health services by U.S. Arsoldiers. | hypothesize that prevalence
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of mental health treatments in the recruiting papah is similar to those identified in the

study by McKibben et al. (2013).
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CHAPTER THREE

METHODOLODY (OR PROCEDUREY)
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Methodology (or Procedures)

Chapter Three provides a discussion of methodadoglycollection of data for the
study. The chapter will be divided into sectiomattinclude (a) population, (b)
instrumentation and data collection, (¢) samplé, @) data analysis.

As noted previously, the common post-combat tramrsitombined with the
various intense stressors of recruiting, and ldgsotential support systems that soldiers
are normally acquainted with can amplify the patdribr adverse mental health
outcomes for the recruiters and/or their familyccrdingly, soldiers transitioning into
recruiting positions require considerable suppmernsure their success, which
regrettably is not always readily available duértoting physical and administrative
capabilities, and/or staffing levels in the Armydéor their new surrounding
communities.

In turn, this study will strive to determine thespalence
(frequencies/percentages) of recruiters diagnosédne mental health disorders or
mental health problems, those with only mental thedisorders (at least one or more),
those with only mental health problems (at leagt @nmore), those with both mental
health disorders and problems, and how compare tioghe frequencies and percentages
identified in the study by the Armed Forces He8thveillance Center. It is proposed
that the prevalence of mental health disordersnag@atal health problems among
recruiters will be significantly less in comparistanthe frequencies and percentages
identified in the study by the Armed Forces He8thveillance Center due to stringent
mental health suitability assessment evaluationired of soldiers selected to become

recruiters or assigned to the recruiting commandaddition, this study will strive to
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determine what the most prevalent mental healtbrdes categories and mental health
problem categories (in terms of frequencies andgrgages) are among the recruiting
population and compare them to those identifiethéstudy by the Armed Forces Health
Surveillance Center. It is proposed that the rpostalent mental health disorder
categories and mental health categories amongetheiting population will be similar in
comparison to those identified in the study byAlnmed Forces Health Surveillance
Center. This study will also strive to determihe prevalence of mental health
treatments (no treatment, medications only, coimgeinly, and both medications and
counseling) among the recruiting population and gaa these to the frequencies and
percentages identified in the study by McKibbenle{2013) which examined the
utilization of mental health services by U.S. Arsoldiers. It is proposed that the
prevalence of mental health treatments in the r&egupopulation is similar to those
identified in the study by McKibben et al. (2013).
Population

In order to support the Army recruiting missiorg thest performing soldiers are
selected annually from its ranks to become reasuit@hese recruiters assist individuals
interested in joining the Army by talking aboutithgersonal and professional
experiences and providing them information on thgt wpportunities and resources
available to new Army soldiers. Depending on teeds of the Army, there are
approximately 1,500-3,000 new recruiters assigndd3AREC each year. Of these
participants, approximately 18% volunteer to beuiers, while the remaining
individuals are selected by Department of the Atmigecome recruiters. Recruiters

typically fall into one of three groups: 1) Actideity recruiters with a military occupation
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specialty (MOS) of 79R are recruiters who convededhose to become permanent
recruiters; 2) Department of the Army (DA) selectedruiters who are a combination of
volunteers and those selected by the DA of the Alnmiy a variety of career fields to
serve as recruiters; and 3) Active Guard/Resen@&RArecruiters who are reservists who
volunteer to become professional recruiters asatreo become the AGR program.
Other soldiers assigned to the recruiting commandigge command and control support
services and have a varying levels of selectioattaion and brigade commanders are
typically selected by a board and rank orderedrartcevaluated for suitability.

Company commanders and other staff officers argesuto a review similar to the
recruiter suitability assessment. Other enlisted@nnel, unless they are a sexual assault
prevention program manager, equal opportunity manag non-commissioned officer
for the Inspector General, are not subject to mevidlthough the mission of AGR
recruiters is to primarily recruit for the reseryal recruiting stations now recruit as a
team and do not distinguish mission. Furthermswecessful DA selected recruiters are
aggressively encouraged or choose to convert torbe@ermanent recruitets.

DA selected recruiters (approximately 82% of thaljacome from a variety of
military occupational specialties or MOS’s. Theg generally considered to be
exceptionally responsible individuals who are cdpalb functioning independently and
able to manage the multiple demands and respaitisgilequired of recruiters. Those
soldiers selected for recruiting are typically noi@eer to senior-level non-commissioned
officers (NCOs) in the rank of Staff Sergeant (Ee6above. However, it is not unusual

for lower ranking soldiers such as Sergeants (8B selected for recruiting duty. DA

8 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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selected recruiters tend to be extremely knowleblgda their respective areas of
expertise (i.e. Infantry, Field Artillery, Medicklechanics, etc.), have had leadership
positions, and are considered to be among theftte career field§?

In order to attend the various courses, such aémy Recruiting Course, the
Center Commanders Course, or the Career Counselos€at the Recruiting and
Retention Center (RRS), soldiers are required tetradew criteria prior to enrolling.
Soldiers must be at least 18 years of age andlbé@bpeak English. There are no
gender restrictions for any of the RRS coursegs. DFoselected soldiers (or recruiter
candidates), a mental health suitability assess(B#BA) is required. After arrival at
the RRS, but before classes begin, they must al¢e & mental health screening exam
(as discussed in Chapter 2). The exceptions arBrilgade and battalion commanders
who are selected by senior Army leaders based oil. nidey are only subject to the
behavioral health screen after arrival at theirrses. All DA selected recruiters
candidates must have a mental health suitabilgggsnent completed by a credentialed
U.S. Army mental health provider (psychiatrist, gsylogist, or physician) no earlier
than six months prior to attending the Army ReangitCourse. With the exception of
course for new commanders, all other courses heoreaiters as students. They too are
only subject to a mental health screening (Figutg. 3This BHSA generally prevents
students from attending the course if they haveectily diagnosed mental disorders or
medical problems that would hinder their abilityctmmplete the course and fulfill their
role as a recruiter. There are no exemptions. €kickisionary criteria include any Axis |

or Il diagnoses (i.e. acute psychosis) or thegmes of a severe medical issue (i.e.

8 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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severe traumatic brain injury), have been diagntsgchot engaged in treatment or is not
one year post treatment. If the disorder is atsmog abuse disorders, they may not be
considered for recruiting duty until three yearstoeatment or five years after a an
adverse incident such as a DUI. All students r@igas of rank are subject to the Health
and Wellness Questionnaire after arriving at thas®. Those identified as being at risk
for a psychiatric, behavioral health, or psychoabgroblem are then seen individually

by a behavioral health provider to determine fignies recruiting duty?
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Health and Wellness Questionnaire; only completed by
recruiters/students on first day of a recruiting course

Figure3.1: Mental Health Evaluations Required of Soldiers Prior to Becoming
Recruiters

8 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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I nstrumentation and Data Collection
The conjoined study by the United States Recru@@ogimand, Florida State University
(FSU) and Harvard University was previously condddbetween 2011 and 2013 to look
at suicide factors within a high risk populatiofhe study compared normal assessments
of suicide with Dr. Jointer's (FSU) assessmentuifide (perceived burdensomeness,
etc.) and included Harvard’s effort to predict silét behavior based on an implicit
association test. Access to the study’s data fpodactoral dissertation was granted by
all three intuitional review boards. In additiagnis worth mentioning that access to this
sample was arranged and granted by United Stateg Recruiting Command, former
Command Psychologist, LTC Ingrid Lim, as well aslCBruce Crow, former Clinical

Psychology Consultant to the U.S. Army Surgeon Gafie

Data collection protocols. After addressing initial criteria with operatioofficials,
recruiters are quickly transitioned to their cosrtebegin their training. During
orientation at the RRS, all students complete abmrmof computer surveys and
assessment instruments, such as a post-deployareays, personality inventories, and
wellness screenings. Students were invited togyaate in the study with Florida State
University (FSU), Harvard University, and USARECiathexamined the use of
assessment tools regarding suicide. The existnoérastructure and protocol already
in place allowed for the incorporation of the aduhiail survey).

As there is limited individual time available dugithe RRS courses for students

and activities, potential study participants wer@imed of the USAREC, FSU, and

8 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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Harvard study in a group setting. Recruitmentantipipants was conducted by a
behavioral health specialist and FSU employeeviian attire. This same individual
completed the consent process for the entiretii@ttudy. The behavioral health
specialist was not in any of the soldiers’ chaica@inmand and was not part of the OCP-
F's staff. Students were briefed by the consentiffigial on the study’s intentions,
potential risk and benefits, limits of confideniiyl compliance with HIPPA regulations,
and points of contact should they had questioraur€e instructors and the students’
chain of command were not present at the timea@tirenent and consent in order to
prevent tacit or implicit coerciof.

Students in the course were then provided withetiferent choices: 1)
participate in the Stress and Mental Strain SufE3MSS) (Appendix 2), 2.) participate
in the Alternate Survey (AS) (Appendix 3), or 3ot participate in the study at all (see
Figure 3.2). All students were provided with aformed consent packet which detailed
both of the first two options and an additionab sif paper which contained website links
to the two different surveys. Consent for eithiethe first two options was rendered
individually in a packet provided to each studehhose who opted to participate in the
primary study of interest or the SAMSS were askedomplete an online battery that
consisted of 34 self-report questions and a 5-reioatline assessment called the
Implicit Association Test (IAT), for a total timd eapproximately 12 minutes for most
respondents. Responses from the SAMSS and IAT uszé by the researchers to
screen the students for overt suicidal thoughtatent, an increasing dilemma among

military personnel within recent years.

8 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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Figure 3.2: Overview of Data collection/recording process

Participants who opted not to participate in theM% could complete the AS
instead, which consisted of 30 online questionstaokl approximately the same amount
of time. The primary purpose of the second suway to prevent identification of
participants from non-participants by peers. Theners from the AS were used by the
FSU researchers to identify the reasons individclaéese not to participate in research
programs and better adjust how surveys are condlirctailitary environments in the
future. Students were also informed during theseohprocess that their electronic
medical records would not be reviewed if they del@c¢his option. However, personal
and demographic information was collected fromdbesent forms from individuals who
selected this survey and recorded into a sepastaédase for later use by FSU and
USAREC.

Those who declined to participate in either offihs two study options (the

SAMSS and the AS) were instructed to leave thenseat form packets blank. All
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students were required turn in their paperworkextihg their consent or refusal to
participate in the studl?

Results from both of the first two surveys (the SB3Mand the AS) were then
downloaded on a daily basis by study personnel fatata warehouse located on Fort
Knox. Responses from the SAMSS were then revidwetained staff in accordance
with the medical records of the soldiers to idgnitifdividuals who may have required
immediate mental health care.

Individuals who completed the SAMSS then had theental health records
reviewed using AHLTA (an electronic medical systém)rhis system is utilized by all
military practitioners and documents soldiers’ bieahre encounters (including medical,
mental health, and dental) and corresponding trexatisrat various military facilities (i.e.
ambulatory encounters, treatments, and assignsdrjpgons)>°

The mental health records of the student parti¢goenere reviewed in a fashion
similar to the methods utilized by the Armed Forklesilth Surveillance Center (2012)
which was previously discussed in Chapter TvaVith this in mind, participants’
medical records were screened for diagnoses of tahbralth disorders” (using the
DSM codes: 290-319), diagnoses of “mental healtiblems” (that included V-coded

diagnoses representative of psychosocial or maetdth issues), and recorded for each

8 Joiner, T., Diamond, B., Lim, I., Bender, T., & i§ht, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.

8 Armed Forces Health Longitudinal Technology Apation. (2014)Armed Forces Health Longitudinal
Technology ApplicatiarRetrieved February 20, 2014, from Armed Forcealtdd ongitudinal
Technology Application: http://www.ahlta.us/

 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militeigadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.

1 Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqrli9(6), 11-17.
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participant’s identification code. Thus, data frdmeir medical records reflected the
numbers, natures, and rates of incident of memsarder-specific diagnoses and “mental
health problems” among the recruiters attendingsesiat the RRS during the two years
of data collectiori?

The “incident diagnosis” of a mental disorder onantal health problem was
defined by a mental health or medical visit witb@&M or V-code indicator diagnosis in
the first or second diagnostic position (Axis I/\wo outpatient visits within 180 days
documented with indicator diagnoses (from the sarartal disorder or mental health
problem-specific category) in the first or secomabdostic positions; or a single
outpatient visit in a psychiatric or mental heal#ire specialty setting (defined by
Medical Expense and Performance Reporting SysteBP[RB)) with an indicator
diagnosis in the first or second diagnostic positio

Recruiting candidates (ARC students) who were diagd with one or more
mental disorders prior to the data collection weweconsidered at risk of incident
diagnoses of the same conditions during the samedpas they were previously
screened and cleared by a military mental heattkiger within the last six months prior
to attending the RRS (as previously mentioned)addition, recruiters and recruiter
candidates (ARC students) who were diagnosed waterthan one mental disorder prior
to the data collection period were considered iictases in each category in which
they fulfilled the case-defining criteria. Furthesre, recruiters and recruiter candidates

(ARC students) could be incident cases only on@aoh mental disorder specific

%2 Armed Forces Health Surveillance Center. (201@ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, January 2000-Decegtlf¥r.Medical Surveillance Monthly Repqrl7
(11), 6-13.

9 Armed Forces Health Surveillance Center, 6.*

% Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqrli9(6), 11-17.
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category. Only service members with no incidenttaledisorder-specific diagnoses
during the data collection period were eligibleiforlusion as cases of incident mental
health problems (selected V-codés}®

Mental health diagnoses (mental health disordedsv@ental health problems)
were then grouped into categories similar to previstudies by Seal et al. (2007) and the
Armed Forces Health Surveillance Center (2012) tvkiassified mental disorder-
specific diagnoses that were indicative of an adjest reaction (excluding PTSD), a
substance abuse disorder, an anxiety disordertimashatic stress disorder (PTSD), a
depressive disorder, personality disorder, schizaph, other psychoses, and other
mental health disorders (Table 3%1§%% Similarly, alcohol abuse and dependence
diagnoses were separated into two discrete catsgotiikewise, V-coded diagnoses
regarding mental health problems were groupedfimgocategories using previously
published criteria in studies by Garvey et al. @0&nd the Armed Forces Health
Surveillance Center (2013%%° v-coded mental health problem categories included

partner relationship problems, family circumstapogblems, maltreatment related, life

% Armed Forces Health Surveillance Center. (201@ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, January 2000-Decegtlf¥.Medical Surveillance Monthly Repqrl7
(11), 6-13.

% Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqrli9(6), 11-17.

9 Seal, K. H., Bertenthal, D., Miner, C. R., Sen,&Marmar, C. (2007). Bringing the War Back Home:
Mental Health Disorders Among 103,788 U.S. VetelRetirning from Iraq and Afghanistan Seen at
Department of Veterans Affairs facilitie&rchives of Internal Medicingl67(5), 476-482.

% Armed Forces Health Surveillance Center. (2008)afonships Between the Nature and Timing of
Mental Disorders Before and After Deploying to afighanistan, Active Component, U.S. Armed Forces,
2002-2008Medical Surveillance Monthly Repqri6(2), 2-6.

% Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems, Active
Component, U.S. Armed Forces, 2000-20M&dical Surveillance Monthly Repqri9(6), 11-17.

10 Garvey, W. A., Messer, S. C., & Hoge, C. W. (2009)S. Military Mental Health Care Utilization and
Attrition Prior to the Wars in Irag and Afghanist&ocial Psychiatry and Psychiatric Epidemiolagi4

(6), 473-481.

19T Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems,
Active Component, U.S. Armed Forces, 2000-2(Médical Surveillance Monthly Repqri9(6), 11-17.
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circumstance problems, and mental, behavioral prob] and substance abuse

counseling (Table 3.1).

Table 3.1: Mental Health Categories and Diagnostic Codes

Diagnostic Category for DSM
Mental Disorders

DSM Code

Adjustment disorders

309.0x-309.9x (excluding 309.81)

Alcohol abuse/dependence
disorders

303.xx, 305.0x

Substance abuse/dependence
disorders

304.xx, 305.2x-305.9x

Anxiety disorders

300.00-300.09, 300.20-300.29,300.3

Post-traumatic stress disorder

309.81

Depressive disorders

296.20-296.35, 296.50-296.55, 296.9, 300.4, 3

Personality disorders

301.0, 301.10, 301.11, 301.12, 301.13, 301.20
301.21, 301.22, 301.3, 301.4, 301.50, 301.51,
301.59, 301.6, 301.7, 301.81, 301.82, 301.83,
301.84, 301.89, 301.9

Schizophrenia

295.xx

Other psychoses

293.81, 293.82, 297.0x-297.3x, 297.8, 297.9,
298.0, 298.1, 298.2, 298.3, 298.4, 298.8, 298.

Other mental health disorder

Any other code between 290-319 (excluding
305.1, 299.xx, 315.xx, 317.xx-319.xx)

Diagnostic Category for V-

Coded Mental Health Problem | V"©04@
: . V61.0x, V61.1, V61.10 (excluding V61.11,
Partner relationship problems V61.12)

Family circumstance problems

V61.2, V61.23, V61.24, V61.25, V61.29, V61.9
V61.9

Maltreatment related

V61.11, V61.12, V61.21, V61.22, V62.83,
995.80-995.85

Life circumstance problems

V62.xx (excluding V62.6, V62.83)

Mental, behavioral problems,
substance abuse counseling

V40.xx (excluding V40.0, V40.1), V65.42

11

Information from the students’ responses to the S&\and their medical records

was stored in a centralized relational databassexeby the research data technician to

manage information from the project. The resedath technician was responsible for
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making corrections to the database. Any changekentathe database as a result of data
monitoring resulted in the creation of a new recoftie original record remained in the
database but was flagged as modified along witlstheece of data error (where possible
to determine). This procedure allowed the estiometif error rates and ensured a clear
audit trail for quality assurance. The researdh tiechnician was also responsible re-
checking all data for completeness and accuraoy fiprocessing. Any omissions,
inaccuracies, or discrepancies were noted and extampt was made to resolve the
problem. In instances where data was incompléfierte were quickly made to contact
the student to complete the form. Furthermorepfalhis data was utilized strictly for
research purposes (with the exception of thosenefesred to the OCP-F mental health
staff for an additional mental health evaluatioraassult of a significant indicator or
suicidal behavior or suicidal ideatiotfY.

To ensure there was no breach of confidentialitgygeffort was made to protect
the privacy of the study’s participants. Each oegfent was assigned a unique
participant identifying number that ensured anotymAll data was stored on a
password protected computer file that containedrmétion linking participant names to
their assigned numbers. This information was aclgessible by the consenting
official/research data technician. The computemputer files, and any backup external
information containing participant identifiable arfnation used within the study were
stored and secured in accordance with USAREC andJ&okson’s Physical Security
standard operating procedures, ensuring that tdlwlas secured by a tertiary system of

locking devices (i.e. locked wing, individual oficcomputer cables, and locking filing

192 joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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cabinets). All data collected during the studyl wé retained indefinitely by
USAREC'®
Sample

Approximately 100 soldiers attend the Army Recmu@@eurse (ARC) at the
Recruiting and Retention School (RRS) on Fort JackSouth Carolina on a weekly
basis. Between 50 and 100 other soldiers attdmat o¢cruiting related training courses
at the RRS as they increase in rank and respangibilhus, several hundred Army
students (depending on the U.S. Army’s needs fouiters) attend the RRS on an
annual basis.

Approximately 4,444 recruiters and recruiting caladies (from all of the courses)
were provided the opportunity to participate in siiedy by USAREC, FSU, and
Harvard. Data was collected from participants freexh course at the RRS from
October 4, 2011 to July, 7, 2013. Of those offgradicipation in the study, 2,792
(62.83%) recruiters and recruiting candidates (AdRilents) chose to participate in the
study, complete the SAMSS, and had their medicards reviewed. Those who opted
to participate in the AS or chose not to partiepatthe SAMSS or AS were not included
in this sample size as this data will be utilizecgiseparate study by FSU and USAREC

at a later time.

Dependent Variable: All military mental health encounters are documentesHLTA

utilizing diagnosis codes (290 to 319) from theddiastic and Statistical Manual, 4th

193 joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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edition (DSM-1V)** Additionally, many military mental health provigealso utilize V-
codes when documenting patient encounters in eodgeccount for issues that are not
defined by mental disorder-specific diagnosis codésese V-codes represent
psychosocial and mental health conditions relatezbtnplex military life circumstances,
such as marital, family, other interpersonal relaghips, occupational, and military
related stressé§>'% A study by Garvey et al. (2009), indicated théftary members
with mental health encounters documented with Vedodiagnoses were at greater risk
of attrition from military in comparison to thoseihg treated only for physical health
conditions, but at less risk of attrition than thegho received mental disorder specific
ICD-9-CM diagnoses. These DSM and V-codes weza tised to form a new mental
health variable which reflected the prevalence ehtal health disorders (MHDs) and
mental health problems (MHPs) among recruiterseséltategories included having no
diagnoses for MHDs or MHPs, being diagnosed witly HDs (one or more), being
diagnosed with only MHPs (one or more), and beiagrbsed with both MHDs and

MHPs (at least one of both).

Independent variables
Socio-economic and Other Variables. The Andersen Health Model of Health Care
Utilization was used to structure control variables in theystushdersen’s model

suggests that health behaviors result from a compterplay of contextual and

104 American Psychiatric Association. (201Djagnostic and Statistical Manual of Mental Disorgl¢4th
Edition ed.). Arlington, Virginia, United States Afmerica: American Psychiatric Association.

195 Armed Forces Health Surveillance Center. (201@ntdl Disorders and Mental Health Problems,
Active Component, U.S. Armed Forces, January 2086enber 2009Medical Surveillance Monthly
Report, 17(11), 6-13.

1% Garvey, W. A., Messer, S. C., & Hoge, C. W. (2009)S. Military Mental Health Care Utilization and
Attrition Prior to the Wars in Iraq and Afghanist&@ocial Psychiatry and Psychiatric Epidemiolggi4
(6), 473-481.
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individual factors. At the individual level, theaee characterized as predisposing,
enabling and need factor¥:1°®

Variables examined in AHLTA reviews included theame, point of contact (in
case of contact for a breach of protocol), so&@alisity number, and birth date. For the
purposes of this study, all patient-identifyingamhation (PIl) was removed prior to
analysis.

Predisposing variables examined included demogeagtaracteristics, including
age, gender, marital status, race/ethnicity, cotlrseecruiter was attending, and Army
component (regular active duty soldiers or actiddeiard/Reservists). All responses
were self-reported and verified through their mabiiecords. Race-ethnicity survey
responses were categorizedram-Hispanic whites, non-Hispanic blacks, Hispanasl
other. Race is conceptualized as a social construttimiplications for both culture and
the responses of health care providers to the ichataV.

Enabling factors included rank (income). Rank wa@®gorized as sergeant, staff
sergeants, higher non-commissioned officers (satdeat class, master sergeants/first
sergeants, and command sergeant majors/sergansimajed officers (second
lieutenants and above).

Need was assessed through suicidal behaviors, hinati#h visits, and
treatments. Suicidal behaviors reflected episadasiicide, non-suicidal injuries,
suicidal ideation, and depression. This varialds weformatted to having no episodes

and having one or more episodes of at least otteesk behaviors. The mental health

17 Andersen, R. M., & Newman, J. F. (1973). Sociatal Individual Determinants of Medical Care
Utilization in the United State3he Milbank Memorial Fund Quarterly: Health and &g, 51 (1), 95-
124.

198 Andersen, R. M. (2008). National Health Surveys #ie Behavioral Model of Health Services Use.
Medical Care, 46(7), 647-653.
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visits variable was reformatted to five catego(@d visits, 2-3 visits, 4-5 visits, and 6 or
more visits). Mental health treatment was refoaddb three categories (no treatment,
treatment with medications, treatment with coumggland treatment with both
medications and counseling).

Data Analysis

A response to research question one (determinmfrélguency/percentages of
recruiters diagnosed with (a) no mental healthrdesis or mental health problems, (b)
only mental health disorders (at least one or mdcg) only mental health problems (at
least one or more), (d) both mental health dis@rded problems) was generated by
conducting a uni-variate (characteristics, frequesi@and percentages) and a bi-variate
(Chi-Square) analysis and specifically comparirggdbependent variable (mental health
variable) with the other independent or controlatales. Andersen’s Model of Health
Care Utilizationwas used to structure these independent or cordriables, which
included theoredisposingvariables (age, rank, gender, marital status/etiuaicity,
course, and componengnablingvariables (rank), andeedvariables (suicidal
behaviors, mental health visits, and treatments).

A multivariate analysis was then conducted to exantine odds ratios of the
independent or control variables with a reformattesion of the mental health variable
(no mental health disorders or problems versugptegsence of a mental health disorder
or problem). The model compared the dependenamar({reformatted mental health
variable) with thepredisposingvariables (age, gender, marital status, race/@tiini

course, and component) aadablingvariable (rank).
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These results regarding services members’ menddthh@isorder and problems
were then compared with the findings that werelalte in the Armed Forces Health
Surveillance Center study and interpreted in tisewdision section.

A response to research question two (determiningt wiere the most common
mental health disorder categories and mental hpatthlem categories in the recruiting
population in comparison to those identified in siiedy by the Armed Forces Health
Surveillance Center) was generated by conductungj-&ariate (characteristics,
frequencies, and percentages) analysis among teswho had at least one mental
health disorders or more to determine what the mestalent disorders were (i.e.
adjustment reaction, anxiety disordeategoryPTSDcategory, etc.). Similarly, a uni-
variate (characteristics, frequencies, and pergesdaanalysis among recruiters who had
at least one mental health problem or more (usi8éa “where” code) was also
generated to determine what the most prevalentigmobategories were (i.partner
relational problemcategoryfamily circumstance problecategory life circumstance
problemcategory, etc.). These findings from these twedsint analyses were then
compared to the data that was available from theedlr Forces Health Surveillance
Center’s study and used to form a table reflediiregdifferences between the two
studies.

A response to research question three, determthangrevalence of mental
health treatments among the recruiting populaticas generated by conducting a uni-
variate (characteristics, frequencies, and pergesdaand a bi-variate (Chi-Square)
analysis and specifically comparing the dependantble (treatment) with the other

independent or control variableAndersen’s Model of Health Care Utilizatiovas used
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to structure these independent or control variabiagch include thgredisposing
variables (age, rank, gender, marital status, efiweicity, course, and component),
enablingvariables (rank)needvariables (suicidal behaviors, mental health discs and
problems, and mental health visits).

Two multivariate analyses were then conducted toene the odds ratios of the
independent or control variables with a reformattersion of the treatment variable (no
treatment versus any treatment). The first modsl compared the dependent variable
(reformatted treatment variable) with theedisposingrariables (age, gender, marital
status, race/ethnicity, course, and componenteaatilingvariable (rank). The second
model similarly compared the reformatted treatnvamiable with all of thegredisposing
andenablingvariables, along with aeedvariable, specifically the mental health variable
(no mental health disorders or problems, only nidrgalth disorders, only mental health
problems, both mental health disorders and problems

An additional multivariate analyses was conducteexamine the odds ratios of
the independent or control variables with a segefafmatted version of the treatment
variable (medication only, counseling only, and bamation of both medication and
counseling) that specifically examined recruitefswad treatment. This model
compared the dependent variable (second reformiatinent variable) with the
predisposingvariables (age, gender, marital status, racef/@thincourse, and
component)enablingvariable (rank), and theeedmental health variable (no mental
health disorders or problems, only mental healbordiers, only mental health problems,

both mental health disorders and problems).
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These results regarding services members’ treatwesre then compared with
the findings that were available in the Armed Ferelealth Surveillance Center study
and interpreted in the discussion section.

All tables in the uni-variate analysis are preseéntéh un-weighted counts (N)
and un-weighted estimates. Statistical analysseaoaducted utilizing SAS 9.3 software
(version 9.3; SAS Institute Inc., Cary, North Cara).

Research Design

The majority of the analyses were descriptive iturgg utilizing the AHLTA
records of participating recruiters (or those tt@nhpleted the SAMSS) to assess their
mental health diagnoses, mental health problemmsegionding treatment, and to address
the purpose/objectives of this study. In turn,dlksign of the study resembled that of a
guasi-experimental design, particularly a one grnpogt-test design (X {pas there was
no control group, no intervention, or randomizatimplemented within the study.
Instead, those that participated in SAMMS formezlgample whose AHLTA records
were reviewed. There were no ethical concerngdaggthe design of the study as
students were not required to participate in thdyst Additionally, as the study was a
combined effort, it was previously approved by éhdifferent Institutional Review
Boards (Florida State University, Harvard Universand USAREC) before being

implemented.
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CHAPTER FOUR

FINDINGS (OR RESULTYS)
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Results

Chapter 4 provides results of data analyses anihfys of the study. This
chapter will be divided into sections that inclyd@ Response rate, (b) Demographic
data, and (c) Findings.

Response Rate

Approximately 4,444 students (from all of the cas)swere provided the
opportunity to participate in Florida State Univers, Harvard’s, and USAREC’s
SAMSS. Data was collected from participants framhecourse at the RRS from
October 4, 2011 to July, 7, 2013. Of those offgradicipation in the study, 2,792
(62.83%) recruiters and recruiting candidates (AdRilents) chose to participate in the
study, complete the SAMSS, and had their medicards reviewed. Individuals that
opted to participate in the AS or chose not toipigite in either the SAMSS or AS were
not included in this sample size as this data wasrded in a separate database that will
be utilized in a separate study by FSU and USARELIater time. Thus, it is important
to note that responders and non-responders cotildencompared in this study as data
was limited to recruiters who completed the SAMSS.

Demographic Data

Recruiters (including those deemed recruiting cdaueis) were unevenly divided
by gender (8.09% female), generally between the afB80 and 39 years of age
(56.24%), principally white (65.75%), and mostlymned (77.32%; Table 4.1). More
than three-quarters of the soldiers that partieghatere in the Army Recruiting Course

(75.03%). Almost all the recruiters were reguletinvee duty soldiers (94.42%), while the
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remaining portions were either activated Guard/Rests. Slightly less than a half of the
recruiters were Staff Sergeants (47.04%).

Table4.1: Individual characteristicsof US Army Recruiters,

2011-2013.
Total
Variable N %
Total, all adults 2783 100.0
Predisposing factors
Gender
Male 2557| 91.91
Female 225 8.09
Age
18-29 988 | 35.64
30-39 1559| 56.24
40-older 225| 8.12
Marital Status
Single/Engaged 393| 14.24
Married 2134 77.32
Divorced 233| 8.44
Race
Non-Hispanic White 1814| 65.75
Non-Hispanic Black 419| 15.19
Hispanic 375| 13.59
Other 151| 5.47
Course
Army Recruiting Course 2088| 75.03
Other recruiting courses (SC, CC, FSC,| 695| 24.97
MTC)
Component
Active Duty Soldiers 2625| 94.42
Activated Guard/Reservists 155| 5.58
Enabling characteristics
Rank (Income)
SGT 1077| 38.7
SSG 1309| 47.04
SFC, MSG/1SG, and SGM/CSM 247| 8.88
2LT and higher 150| 5.39
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Need
Mental Health Disorders (MHD)/Problems

(MHP)
Have no MHDs or MHPs 1686| 60.58
Has only MHDs 669 | 24.04
Has only MHPs 173| 6.22
Has both MHDs and MHPs 255 9.16

Suicidal behaviors (suicide, suicidal ideatiop,
non-suicidal self-injuries, and depressive

episodes
No behaviors 2413| 86.89
Incident with one or more behaviors 364 | 13.11
Treatment/Medication prescribed
No Tx 1235| 44.47
Tx w/ medications 466| 16.78
Tx w/ counseling 361| 13.00
Tx w/ medications and counseling 715| 25.75
Mental Health Visits
0-1 visits 981 | 35.33
2-3 visits 776 | 27.94
4-5 visits 358| 12.89
6 or more visits 662 | 23.84

Roughly one-fourth of recruiters were diagnosedwigving at least one mental
disorder (24.04%); 6.22% were diagnosed with haaingast one mental health
problem, and less than one-tenth were diagnoske\asg both at least one mental
health disorder and at least one mental healthlgmo(9.16%; Table 4.1). Less than
one-sixth of recruiters reported having at leat icident involving a suicidal behavior
(13.11%). Slightly over one-fourth reported treatrts with medications and counseling
(25.75%) and approximately one-third of recruiteasl between 0 and 1 mental health

visits (35.33%).
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Findings

Mental health disorder and problem category frequencies among recruitersin
comparison with the AFHSC population

There were 924 (33.20%) incident diagnoses ofaatlene mental health disorder
among the 2,783 recruiters in the study (Table kh.2pmparison to 936,283 incident
diagnoses of at least one mental health disorde2@86) among the 1,793,506 service
members in the AFHSC study (Table 4.2). The mostroon mental health disorder
categories among the recruiters wéteer Mental Health Disordergl9.22%),

Adjustment Reactiofl5.38%),Anxiety Disordel(8.19%),Depressive Disorders

(8.23%), andPost-Traumatic Stress Disord€3.67%). In comparison, the most common
mental health disorder categories among the AFH§@ation wereAdjustment
Reaction(26.30%),0ther Mental Health Disorder&l7.80%),Depressive Disorders

(16.90%),Alcohol Abus€13.00%), andinxiety Disorde10.50%).
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Table4.2: Mental Health Disorder (MHD) and Mental Health Problem (MHP)
Frequencies Among Recr uiters (Have at least one or more MHD and/or MHP) and
the AFHSC Population, 2011-2013; (*AFHSC population: 1,793,506 adults sampled;
936,283 (52.20%) had at least 1 MHD; 459,430 (Za)pRad 2 or more MHD.)(**
Recruiting population: 2783 adults sampled; 924taciampled in recruiting population
(33.20%) had at least 1 MHD).

Recr uiter AFHSC Population
Population
Mental Health Disorders N % N %
Total, all adults 2782 100.00| 1,793,506 100.00
Adjustment Reaction 428 15.38| 471,833 26.30
Alcohol Abuse 82 2.95| 232,625 13.00
Substance Abuse *5 0.18 73,623 4.10
Anxiety Disorder 228 8.19 187,918 10.50
Post-Traumatic Stress Disorder 102 3.67 102,549 5.70
Depressive Disorders 229 8.23| 303,880 16.90
Personality Disorders 9 0.32 81,223 4.50
Other Psychoses *0 0.00 21,028 1.20
Other Mental Health Disorders 535 19.22 318,827 17.80
Mental Health Problems N % N %

Total, all adults 2782 100.00f 425,489 100.00
Partner Relationship Problems 253 9.09 98,492 23.10
Family Circumstance Problems 119 4.28 38,495 9.05
Life Circumstance Problems 125 4.49 194,869 45.80
Mental, Behavioral Health Pr(_)blems, %0 0.00 71,043 16.91
or Substance Abuse Counseling

* Starred estimates are based on less than 5 aligery and are thus
unreliable.

In addition, there were 428 (15.38%; Table 4.2)dent diagnoses of at least one
mental health problem among the 2,783 recruiteasghrticipated in the study, while
there were 425,489 (23.72%) incident diagnoses lefaat one mental health problem
among the 1,793,506 service members in the AFHEBd/ st

The most common mental health problems among tireitiag population were
Partner relationship problem@®.09%),Life circumstance problen{g.49%), and=amily
circumstance problem@.28%). The most common mental health diagnasesg the

AFHSC population wereife circumstance problen{g5.80%),Partner relationship
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problems(23.10%), andMental, Behavioral Health Problems, or Substancaskb

problems(16.91%).

Prevalence of mental health disordersand problemsamong recruiters

Over 39% of recruiters were diagnosed with at leastmental health disorder,
one mental health problem, or a combination of ifdtdble 4.3). Approximately one in
every four recruiters was diagnosed with only hg\ahleast one mental health disorder
(24.08%), with an additional 6.22% being diagnosét at least one mental health
problem, and 9.16% being diagnosed as having sit teee mental health disorder and
one mental health problem. Females were moreodpve been diagnosed with mental
health disorders and problems than men (50.22%ghtfy less than one-third were
diagnosed with only having at one mental healtbrdisr (30.22%), with an additional
6.67% being diagnosed with at least one mentattheabblem, and 13.33% being
diagnosed with having both at least one mentatieisorder and problem. Divorced
recruiters were more likely to be diagnosed witteast one mental health disorder, one
mental health problem, or a combination of both§886). Divorced recruiters were
more apt to have been diagnosed with having at teesmental health problem
(15.02%) and being diagnosed with the combinatidmawing at least one mental health
disorder and one mental health problem (8.58%gpmtrast they were less likely to have
been reported as being diagnosed with having at tege mental health disorder
(24.89%) in comparison to single or engaged reerslif27.99%). Individuals in the
Army Recruiting Course had a higher prevalenceetfidp diagnosed with at least one
mental health disorder, one mental health probtama, combination of both (41.19%).

Most recruiters with mental health disorders waréhe Army Recruiting Course
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Table4.3: Prevalence of Mental Health Disordersand Problems (MHD and MHP; oneor greater) among
US Army Recruiters, by individual characteristics, 2011-2013.

NoMHDsor | Only have Only have Both MHDs or
Total MHPs MHDs MHPs MHPs
Variable N % N % N % N | % N % | P-Value
Total, all adults 2783 100.00| 1686| 60.58| 669| 24.08| 173| 6.22| 255| 9.16
Predisposing
factors
Gender 0.0004
Male 2557 91.91| 1573] 61.52| 601| 23.50| 158| 6.18] 225| 8.80
Female 225 8.09| 112] 49.78] 68| 30.22| 15| 6.67| 30| 13.33
Age 0.2593
18-29 0989 35.64| 629| 63.66] 214| 21.66/ 58| 5.87| 87| 8.81
30-39 1559 56.24| 921] 59.08| 390| 25.02] 97| 6.22| 151| 9.69
40-older 225 8.12| 132] 58.67| 59| 26.22| 17| 756| 17| 7.56
Marital Status <0.0001
Single/Engaged 393 14.24| 248] 63.10| 110| 27.99] 11| 2.80] 24| 6.11
Married 2134 77.32| 1304| 61.11| 494| 23.15| 142| 6.65| 194| 9.09
Divorced 233 8.44| 120| 51.50| 58] 24.89] 20| 8.58] 35| 15.02
Race 0.7232
Wh'i\t‘g”'H'Spa”'C 1814| 65.75| 1112| 61.30| 440| 24.26| 102| 5.62| 160| 8.82
Bla?f”'“'sloan'c 419| 15.19| 245| 58.47| 98| 23.39| 32| 7.64| 44| 10.50
Hispanic 375| 13.59| 222] 59.20] 87| 23.20| 29| 7.73| 37| 9.87
Other 151| 5.47| 94| 62.25] 35| 23.18] 10| 6.62] 12| 7.95
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Course 0.0077
Army 2088| 75.03| 1228| 58.81| 518| 24.81| 137| 6.56| 205| 9.82
Recruiting Course
Otherrecruiting  go5| 54.97| 458 65.90| 151| 21.73| 36| 5.18| 50| 7.19
courses
Component <0.0001
Active Duty 2625| 94.42| 1563| 59.54| 647| 24.65| 168| 6.40| 247| 9.41
Activated 155| 5.58| 121| 78.06| 22| 14.19| *5| 3.23| 7| 452
Guard/Reservists
Enabling
Rank (Income) 0.0158
SGT 1077| 38.70| 658| 61.10[ 272| 25.26] 52| 4.83] 95| 8.82
SSG 1309| 47.04| 763| 58.29| 310| 23.68| 100| 7.64| 136| 10.39
SFC,
MSG/1SG, and 247| 8.88| 163| 65.99| 54| 21.86| 13| 526/ 17| 6.88
SGM/CSM
2LT and higher] 150 5.39] 102| 68.00] 33| 22.00] 8| 5.33] 7| 4.67

* Starred estimates are based on less than 5 aigery and are thus unreliable.




(24.81%); similarly the majority of recruiters withental health problems and the
combination of both mental health disorders andlerns were in the same course
(6.56% and 9.82%). Over one-third of recruiterghim regular active duty component
were diagnosed with at least one mental healthrdgspone mental health problem, or a
combination of both (40.46%). Slightly less tharedourth of recruiters in the regular
active duty component were diagnosed with at leesital health disorder (24.65%),
while 6.40% were diagnosed with at least one mdrgalth problem, and 9.41% were
diagnosed as having at least one mental healtiddisand one mental health problem.
Staff sergeants were more likely to have been disg with at least one mental health
disorder, one mental health problem, or a comlonadf both (41.71%). Staff sergeants
were more apt to have been diagnosed as havingpthbination of at least one mental
health disorder and one mental health problem €268)3and diagnosed with having at
least one mental health problem (7.64%); in cohtressy were less likely to have been
reported as being diagnosed with having at leasthoental health disorder (23.68%) in
comparison to sergeants (25.26%).
Mental health disorders, problems, and need factorsamong recruiters

One in every seven recruiters reported havingedtlene incident involving a
suicidal behavior (13.11%; Table 4.4). Recruiteh® reported suicidal behaviors (at
least one incident or more) were more likely amtinage diagnosed with having at least
one mental health problem (62.91%) and those dssghwith the combination of having
at least one mental health disorder and one mbagdih problem (34.34%); in contrast,
those who reported suicidal behaviors were lesdylito have been diagnosed with one

mental health problem or more (0.82%). Recruitgagnosed with at least one mental
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Table4.4: Prevalence of Mental Health Disordersand Problems (MHD and MHP; oneor greater) among US Army

Recruiters, by need, 2011-2013.

Total No MHDsor Only have Only have Both MHDs
MHPs MHDs MHPs or MHPs
Variable N % N % N % N % N % P-Value
Total, all adults 2783 100.0) 1686/ 60.58) 669| 24.08| 173| 6.22| 255| 9.16
Need
Suicidal behaviors (suicide, <0.0001
suicidal ideation, non-
suicidal self-injuries, and
depressive episodes)
No behaviors 2413| 86.89| 1673| 69.33| 440| 18.23| 170| 7.05| 130| 5.39
Incident with one or more 55, | 13 14 7] 1.92| 229| 6291 *3| 082 125| 34.34
behavior.
Treatment/Medication <0.0001
No Tx 1235| 44.47) 1172| 94.90 43| 3.48 19 1.54 *1 0.08
Tx w/ medications 466 | 16.78| 370| 79.40 76| 16.31 13| 2.79 7! 1.50
Tx w/ counseling 361| 13.00 90| 24.93| 136| 37.67 85| 23.55 50| 13.85
Txw/medicationsand | 715| >575/ 48| 6.71| 414| 57.90| 56| 7.83| 197 27.55
counseling
Mental Health Visits <0.0001
0-1 visits 981| 35.33] 889| 90.62 76| 7.75 9| 0.92 7|1 0.71
2-3 visits 776| 27.94| 571| 73.58| 128| 16.49 61| 7.86 16| 2.06
4-5 visits 358| 12.89| 163| 45.53| 122 34.08 44| 12.29 29| 8.10
6 or more visits 662 | 23.84 57| 8.61| 343| 51.81 59| 8.91| 203| 30.66

* Starred estimates are based on less than 5 aigery and are thus unreliable.




health disorder, one mental health problem, ormalioation of both were more likely to
be treated with a combination of medications anghseling (93.29%). Over one-half of
recruiters that received a combination of medicatind counseling treatments were
diagnosed with having at least one mental heatthlpm (57.90%) and those diagnosed
with the combination of having at least one mehgadlth disorder and one mental health
problem (27.55%); in contrast, those who reporntedtiment with medications and
counseling were less likely to have been diagnesddone mental problem or more
(7.83%). Recruiters that were diagnosed with attlene mental health disorder, one
mental health problem, or a combination of bothearaore likely to have had 6 or more
mental health visits (91.39). Recruiters with Grmre visits were more apt to have been
diagnosed with having at least one mental heatthlpm (51.81%) and those diagnosed
with the combination of having at least one meh&alth disorder and one mental health
problem (30.66%); in contrast, those with 6 or masés were less likely to have been
diagnosed with one mental health problem or mo/&1().

Adjusted relationship between recruiters, mental health disorders, and mental
health problems

The diagnoses of mental health disorders or méei@th problems were
significantly associated with recruiter charactessin the multivariable adjusted
analysis (Table 4.5). Married recruiters (OR 1A&J slightly higher odds of being
diagnosed with a mental health disorder or problemle middle-aged recruiters (30-39
years, OR 0.83) had slightly less odds of beingmtised with a mental health disorder
or problem. There were no other factors associattdmental health disorders in this

model.
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Table4.5: Adjusted Oddsfor Mental Health Disorder or Mental Health
Problem (MHD and MHP; oneor greater) among US Army Recruiters, 2011-
2013.

Characteristic Odds 95% CI P value
Predisposing factors
Gender 0.0006
Female 1.68| 1.25| 2.25
Age 0.0061
18-29 0.64| 0.45| 0.89
30-39 0.83| 0.61| 1.13
40-older (referent) 0.00
Marital Status 0.0365
Single/Engaged (referent) 0.00
Married 1.12| 0.89| 1.41
Divorced 1.54| 1.10| 2.15
Race 0.8936
Non-Hispanic White (referent) 0.00
Non-Hispanic Black 1.00| 0.80| 1.26
Hispanic 1.06| 0.84| 1.33
Other 0.90| 0.64| 1.28
Course 0.0064
Army Recruiting Course (referent) 0.00
Other recruiting courses 0.74| 0.59| 0.92
Component <0.0001
Active Duty Soldiers (referent) 0.00
Activated Guard/Reservists 0.41] 0.27| 0.60
Enabling characteristics
Rank (Income) 0.3117
SGT (referent) 0.00
SSG 1.06| 0.88| 1.27
SFC and MSG/1SG 0.82| 0.59| 1.15
2LT and higher 0.81] 0.53| 1.25

Prevalence of treatment among recruiters

Over one-half of recruiters received some form ehtal health treatment
(55.53%; Table 4.6). Recruiters were more apttethad the combination of being
prescribed medications and received counseling$25) in comparison to those who
were only prescribed medications (16.78%), and cedgived counseling (13.00%).

Females were more likely to have received treatr(@h07%). In addition, females
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were more apt to have had the combination of bpregcribed medications and received
counseling (35.71%) and only been prescribed medita(18.75%) in comparison to
men who were more likely to having only receivedrtseling (13.13%). Older
recruiters (40 and above) were more likely to haeoeived treatment via medications,
counseling, or a combination of both medicationd @ounseling (66.07%). In contrast,
younger aged recruiters (18-29 years) were morgodpdve the combination of being
prescribed medications and received counselin@{24) and only received counseling
(13.78%) in comparison to older individuals (40 ahdier) who were more likely to
having only received medications (26.58%). Divdroecruiters were more likely to
have received treatment (63.52%). Single and eedyegrruiters were less likely to have
had any treatments in comparison married or divbnedividuals (Table 4.6). Soldiers
in the Army Recruiting Course were more apt to haeeived treatment by means of
medications, counseling, or a combination of bo#ditations and counseling (55.56%).
Slightly over one-fourth of recruiters in the Armacruiting course received the
combination of medications and counseling (26.75%b)le 14.00% only had
counseling, and 14.81% were only treated with nadtios. Regular active duty
soldiers were more likely to have been treated bylioation, counseling, or a
combination of both (56.79%). Over one fourthejular active duty recruiters received
a combination of both medications and counseli®g5@%), while 17.05% were treated
with only medications, and 13.16% only receivedrsmling. Staff sergeants were more
apt to have had treatment, with over half beingted by medications, counseling, or
combination of both (58%). Staff Sergeants wereenti&ely to have received the

combination of mediations and counseling (28.00%@dmparison to sergeants who
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Table 4.6: Prevalence of Mental Health Treatmentsamong US Army Recruiters, by individual characteristics,

2011-2013.
Total None Medication | Counseling Med;cr:]adtlons
alone alone :
Counsedling
Variable N % N % N % N % N % P-Value
Total, all adults 2783 100.00| 1235| 44.47| 466| 16.78| 361| 13.00| 715| 25.75
Predisposing factors
Gender 0.0009
Male 2552| 91.93| 1158| 45.38| 424| 16.61| 335| 13.13| 635| 24.88
Female 224 8.07) 76| 33.93| 42| 18.75| 26| 11.61| 80| 35.71
Age <0.0001
18-29 987 | 35.68) 489| 49.54| 125| 12.66| 136| 13.78| 237| 24.01
30-39 1557| 56.29| 657| 42.20| 280| 17.98| 196 | 12.59| 424 | 27.23
40-older 222| 8.03)] 86| 38.74| 59| 26.58| 28| 12.61| 49| 22.07
Marital Status 0.0136
Single/Engaged 393| 14.26) 200| 50.89| 57| 14.50| 44| 11.20| 92| 23.41
Married 2129| 77.28| 939| 44.11| 368| 17.29| 282| 13.25| 540| 25.36
Divorced 233| 8.46| 85| 36.48| 39| 16.74| 31| 13.30| 78| 33.48
Race
Non-Hispanic White | 1809| 65.71] 789| 43.62| 302| 16.69| 232| 12.82| 486| 26.87| 0.7176
Non-Hispanic Black | 419| 15.22) 193| 46.06/ 70| 16.71| 58| 13.84| 98| 23.39
Hispanic 374| 13.59| 173| 46.26| 61| 16.31| 53| 14.17| 87| 23.26
Other 151| 5.48| 70| 46.36| 28| 18.54| 14| 9.27| 39| 25.83
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Course <0.0001
CouArfSTy Recruiting 2086| 75.12| 927| 44.44| 309| 14.81| 292| 14.00| 558| 26.75
Other recruiting 691| 24.88| 308| 44.57| 157| 22.72| 69| 9.99| 157| 22.72
courses
Component <0.0001
Active Duty Soldiers | 2620 94.45| 1133| 43.21| 447| 17.05| 345| 13.16| 697| 26.58
Activated 154| 555| 102| 66.23| 19| 12.34| 16| 10.39| 17| 11.04
Guad/Reservisi
Enabling characteristics
Rank (Income) <0.0001
SGT 1076| 38.75| 507| 47.12| 145| 13.48| 147| 13.66| 277| 25.74
SSG 1307| 47.07| 549 42.00| 220 16.83] 172| 13.16| 366| 28.00
SFC, MSG/1SG, and
SGM/CEM 245| 8.82| 116| 47.35| 63| 25.71| 27| 11.02| 39| 15.92
2LT and higher 140 5.37| 63| 42.28] 38| 25.50| 15| 10.07| 33| 22.15

* Starred estimates are based on less than 5 aigery and are thus unreliable.




were more likely to have only received counselib®.§6%), or higher Non-
commissioned officers (SFC, MSG/1SG, and SGM/CSM) were more likely to have
only been prescribed medications (25.71%).
Treatment and other need factors

Almost all recruiters were reported at least oneidal behavior received some
form of treatment (98.63%; Table 4.7). Recruitgh® reported suicidal behaviors (at
least one incident or more) were more likely toédnbeen treated with a combination of
medications and counseling (82.69%) and only haxeéegived counseling (13.46%), but
less likely to have only have been treated with icathns (2.47%). Similarly, most
recruiters diagnosed with at least one mental hebdiorder received some form of
treatment (93.57%). Over three-quarters of reersithat received the combination of
both medications and counseling (77.25%) were disga with having both mental
health disorders and mental health problems, whdse who only received counseling
were more likely to have only been diagnosed widntal health problems (49.13%),
and those that were only treated with medicatioasevmore apt to have not been
diagnosed with either mental health disorder objanms (22.02%). Over 97.89% of
recruiters with 6 or more visits reported they wigeated with medication, counseling, or
a combination of both. Recruiters with 6 or morental health visits were more likely to
have had a combination of both medications and sgling (72.51%), in comparison to
those that had between 4 and 5 visits who were irkalg to have only received

counseling (25.98%), and those with no visits whty eeceived medications (26.91%).
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Table4.7: Prevalenceof Treatmentsamong US Army Recr uiters, by need, 2011-2013.

L . M edications
Total None Medication | Counseling and
alone alone .
Counsdling
Variable N % N % N % N % N % P-Value
Total, all adults 2783 100.00| 1235| 44.47| 466| 16.78| 361 13.00f 715| 25.75

Need

Mental Health Disorders

(MHD)/Problems (MHP)
Have no MHDs or 1680| 60.50| 1172| 69.76| 370| 22.02 90| 5.36 48| 2.86
Has only MHDs 669 24.09 43| 6.43 76| 11.36| 136| 20.33| 414| 61.88
Has only MHPs 173 6.23 19| 10.98 13| 7.51 85| 49.13 56| 32.37

s PonMADs and | 555\ 918 +1| 03| 7| 275 50| 1961 197| 77.25

<0.0001

Suicidal behaviors
(suicide, suicidal
ideation, non-suicidal <0.0001
self-injuries, and
depressive episodes)

No behaviors 2418 86.89| 1230| 50.97| 457| 18.94| 312| 12.93| 414| 17.16

Incidentwith one or | 35,1 1311 *5| 1.37| 9| 247| 49| 13.46| 301 82.69
more behaviol

Mental Health Visits <0.0001
0-1 visits 981 35.33| 682| 69.52| 264| 26.91 18| 1.83 17| 1.73
2-3 visits 776 27.94| 430| 55.41| 153| 19.72 92| 11.86| 101| 13.02
4-5 visits 358 12.89| 109| 30.45, 39| 10.89 93| 25.98| 117| 32.68
6 or more visits 662 23.84 14| 211 10| 1.51| 158| 23.87| 480| 72.51

* Starred estimates are based on less than 5 aigery and are thus unreliable.



Adjusted relationship between factor s associated with the receipt of any treatment
(no treatment vs. treatment: medicationsor counseling)

Treatments were significantly associated with rgericharacteristics in the first model
of the multivariable adjusted analysis (Table 4.8l)iddle-aged recruiters had slightly
less odds of being treated with medications or seling (OR 0.77). There were no
other factors associated with treatments in trst firodel. Similarly, treatments
remained significantly associated with recruitearetcteristics and mental health visits in
the second model of the multivariable adjustedyamal Middle-aged recruiters (30-39
years, OR 0.78), Hispanic, and “Other” individu@l®R 0.74 and OR 0.84) had slightly
less odds of being treated with medications or selimg. There were no other factors
associated with treatments in the second model.

Adjusted relationship among recruiterswho received treatment (medication,
counseling, or combination of both)

Treatments were not associated with recruiter cbarigtics in the first model of the
multivariable adjusted analysis (Table 4.9). Samy, treatments were not associated
with recruiter characteristics and the combined taldrealth disorders and problems

variable in the second model of the multivarialdgiated analysis (Table 4.9).
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Table4.8: Adjusted Oddsfor No Treatment or Treatment (Medications and/or Counseling) among US Army

Recruiters, 2011-2013.

Characteristic Odds | 95% CI Pvalue | Odds 95% CI P value
Predisposing factors
Gender 0.0001 0.0380
Female 1.82| 1.34| 2.48 1.52 1.02 2.27
Age 0.0003 0.0406
18-29 0.56| 0.40| 0.79 0.61 0.40 0.94
30-39 0.77| 0.57| 1.05 0.78 0.53 1.15
40-older (referent) 0.00 0.00
Marital Status 0.0093 0.0725
Single/Engaged (referent) 0.00 0.00
Married 1.32| 1.05| 1.65 1.41 1.04 1.90
Divorced 1.66| 1.18| 2.33 1.46 0.93 2.28
Race 0.1228 0.0273
Non-Hispanic White (referent) 0.00 0.00
Non-Hispanic Black 0.79| 0.63| 0.99 0.67 0.50 0.91
Hispanic 0.85| 0.68| 1.07 0.74 0.54 1.00
Other 0.85| 0.60| 1.19 0.84 0.54 1.30
Course 0.3870 0.3273
Army Recruiting Course (referent) 0.00 0.00
Other recruiting courses 0.91| 0.73| 1.13 1.14 0.87 1.50
Component <0.0001 0.0011
Active Duty Soldiers (referent) 0.00 0.00
Activated Guard/Reservists 0.38| 0.26| 0.54 0.47 0.30 0.74




18

Enabling characteristics

Rank (Income) 0.2463 0.4470
SGT (referent) 0.00 0.00
SSG 1.12| 0.94| 1.34 1.15 0.91 1.45
SFC and MSG/1SG 0.86| 0.62| 1.19 0.93 0.61 1.41
2LT and higher 1.03| 0.69| 1.56 1.25 0.76 2.05
Need
Mental Health Disorders (MHD)/Problems
(MHP) <0.0001
Have no MHDs or MHPs (referent) 0.00
Has only MHDs 35.02 25.01 49.03
Has only MHPs 18.45 11.27 30.20
Has both MHDs and MHPs 577.18| 80.69| >999.99
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Table4.9: Adjusted Oddsfor Type of Treatment among Recruiterswho received Treatment (M edication,
Counsdling, or Combination of Both), 2011-2013.

Counseling Alone versus
Medication Alone

Counsding Plus M edication versus
Medication Alone

Characteristic OR | LCI | UCI | Pvalue OR LCI UCl P value
Predisposing factors
Gender 0.1293 0.1293
Female 0.77| 0.40| 1.45 1.30 0.72 2.36
Age 0.1624 0.1624
18-29 2.12| 1.04| 4.29 1.92 0.96 3.84
30-39 1.51| 0.81| 2.82 1.67 0.91 3.06
40-older (referent) 0.00 0.00
Marital Status 0.8371 0.8371
Single/Engaged (referent) 0.00 0.00
Married 1.06| 0.63| 1.77 1.23 0.74 2.04
Divorced 1.01| 0.48| 2.13 1.38 0.68 2.81
Race 0.1092 0.1092
Non-Hispanic White (referent) 0.00 0.00
Non-Hispanic Black 0.89| 0.54| 1.46 0.60 0.37 0.98
Hispanic 0.79| 0.48| 1.29 0.55 0.34 0.91
Other 0.73| 0.33| 1.59 0.83 0.39 1.75
Course 0.2091 0.2091
Army Recruiting Course (referent) 0.00 0.00
Other recruiting courses 0.68| 0.43| 1.08 0.90 0.57 1.40
Component 0.2701 0.2701
Active Duty Soldiers (referent) 0.00 0.00
Activated Guard/Reservists 1.62| 0.71| 3.68 0.92 0.37 2.27




€8

Enabling characteristics

Rank (Income) 0.1653 0.1653
SGT (referent) 0.00 0.00
SSG 0.88| 0.59| 1.30 0.97 0.66 1.43
SFC and MSG/1SG 0.60| 0.30| 1.22 0.39 0.19 0.78
2LT and higher 0.87| 0.37| 2.06 0.88 0.38 2.01
Need
l(\'/IVIeSItDa)I Health Disorders (MHD)/Problems <0.0001 <0.0001
Have no MHDs or MHPs (referent) 0.00 0.00
Has only MHDs 8.56| 5.83| 12.5 48.31] 32.14| 72.62
Has only MHPs 30.05| 15.8| 57.1 35.95 18.05| 71.59
Has both MHDs and MHPs 31.68| 13.7| 73.1 234.47| 102.77| 534.93




CHAPTER FIVE

FINDINGS, CONCLUSIONS, AND IMPLICATIONS
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I ntroduction

Chapter 5 provides a brief review of the study glaith conclusions drawn from
findings presented in Chapter 4. Included in &mapter is a discussion of the
implications of these findings for action as wellracommendations for further research.
This chapter will be divided into sections thatlinte (a) Summary of the study, (b)
Findings, (c) Conclusions, (d) Implications, (ejriations and Assumptions, (f) Future
research, and (g) Summary.

Summary of the Study
Restatement of the Problem:

Being a recruiter, unlike other occupational spéets, subjects them and their
families to unique circumstances such as typidadigg in an area without a military
community and the typical military supports (gegdviaal dispersion), high stress, and
demanding work, and for some, an short transitiomfpost combat operations to a
civilian environment, all with the potential to @mact and adversely impact the Soldier's
behavioral/psychological health status. The resaflthis combination of potential
stressors have not yet been examined.

Following a six week training period at Fort JaaksBouth Carolina, soldiers
officially become recruiters. They are assigned tecruiting center or somewhere in the
U.S. where they and their family will live and fromhich the soldier will recruit.
Recruiters are one of the most geographically dsguegroups in the military as they are
strategically placed throughout the country, alnes&ry metropolitan area, and regional
rural locations. In many instances, soldiers atestationed near military installations

and consequently may be the only soldier in thatga vicinity. For some soldiers, this
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is an attractive prospect, but for many soldidrs, iis often the first time they and/or their
families will live away from the typical supportsgms found on or near military
installations (i.e. community resources, certairdived care, or adequate mental health
care resources to treat certain issues that arbatomlated). In other instances,
recruiters may have to become geographical bad)edoreport to their duty stations
without being able to take their families with thelne to specific regulations or other
unavoidable family factors (i.e. loss of a spougats etc.). Communities where
recruiters are stationed vary in their supporhefmilitary and its recruiting mission.
Many recruiters experience positive support, appten, and reception from the
communities in which they live. In other commuesti some recruiters also experience
hostility, protest, discrimination, and alienatahich can create its own stress and/or
other undue hardships on the recruiter and/or fagiilies*®

The first few months as recruiters tend to be tlestrohallenging for many
recruiters as they begin to live the reality osthnique job and meeting recruitment
mission requirements. For many recruiters, thtkesfirst time where they are required
to work independently without passive supervisemmg can increase the opportunities for
misconduct. There is an intense learning curvedbaes with the position and many
recruiters often experience a loss of confidende@irless competent®

Many new recruiters tend to be transitioning fronitaithat have served regular
rotations to either Iraq and or Afghanistan. Imfisome of the recruiters that have

recently redeployed are still experiencing readygstt issues or experiencing the after-

199 joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.

19 Joiner, 22.*
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effects of combat service. In turn, this quicktpasmbat transition, coupled with the
multiple stressors of recruiting, and lack of norsw#gpport systems to which soldiers are
accustomed can increase the potential for adveesgairhealth outcomes for the
recruiters and/or their family™* 2

Restatement of Research Questions/Hypotheses: As my study was focused on
examining the factors affecting Army recruiters’nmted health, my research questions
were designed determine the prevalence (frequépeiegntages) of recruiters diagnosed
with no mental health disorders or mental healtbfams, those with only mental health
disorders (at least one or more), those with ordytal health problems (at least one or
more), those with both mental health disorders@otllems, and ascertain how these
compared to the frequencies and percentages igehitif the study by the Armed Forces
Health Surveillance Center. | hypothesized thatgrevalence of mental health disorders
and mental health problems among recruiters woelsignificantly less in comparison to
the frequencies and percentages identified intiiydy the Armed Forces Health
Surveillance Center due to stringent mental hesdtbening processes required to
become a recruiter. In addition, my research gquestvere designed determine what the
most prevalent mental health disorder categorids@ental health problem categories

(in terms of frequencies and percentages) were grii@nrecruiting population in
comparison to those identified in the study byAlnmed Forces Health Surveillance
Center. | hypothesized that the most prevalentahd&ealth disorder categories and

mental health problem categories among the rengugopulation were similar in

" Harrell, M. C., & Berglass, N. (2011)osing the Battle, the Challenge of Military SuiitVashington,
D.C.: Center for New American Security.

12 joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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comparison to those identified in the study byAlnmed Forces Health Surveillance
Center. Moreover, my research questions wereddsmned to determine the prevalence
of mental health treatments (no treatment, medinatonly, counseling only, and both
medications and counseling) among the recruitingufaion and compare these with the
frequencies and percentages identified in the shydyicKibben et al. (2013). |
hypothesized that prevalence of mental healthrtreats in the recruiting population as

similar to those identified in the study by McKilbet al. (2013).

Synopsis of the Literature Review: The literature review examined some of the mental
health disorder-specific diagnoses and mental h@atiblems within the military,
particularly within Army recruiting populationsn kaddition, it reflected a brief historical
overview of the Iraq and Afghanistan campaigns lama these have impacted the
morbidity, disability, attrition, costs, and heatthre utilization rates associated with U.S.
military service members. The literature reviesoaleflected some of the current
screening programs used to evaluate service merahdmnental health care treatment
options that are currently available. Furthermthne,literature review examined the most
significant research published regarding the problearticularly the study by the Armed
Forces Health Surveillance Center (AFHSC), whicls warhaps one of the most
significant and extensive studies publically ava#aconcerning mental disorders and
mental health problems in the milital}y. Lastly, the literature review reflected theories

and models that were relevant to the problem, pdaily Andersen’s (2008jealth

113 Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems,
Active Component, U.S. Armed Forces, 2000-2(Médical Surveillance Monthly Repqri9(6), 11-17.
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Model of Health Care Utilizatioand theStress-Response Process MdaeSinclair and

Tucker (2006)-*411°

Review of Population/Sample: Approximately 100 soldiers attend the Army Recnuite
Course (ARC) at the Recruiting and Retention Sci@&S) on Fort Jackson, South
Carolina on a weekly basis. Between 50 and 10ératbldiers attend other recruiting
related training courses at the RRS as they iner@asank and responsibility. Between
1,500 and 3,000 students (depending on the U.SyAmeeds for recruiters) attend the
RRS on an annual basis.

Recruiters typically fall into one of three groufi$:Active duty recruiters with a
military occupation specialty (MOS) of 79R are retars who converted or chose to
become permanent recruiters; 2) Department of tineyADA) selected recruiters who
are a combination of volunteers and those seldnteétle DA of the Army from a variety
of career fields to serve as recruiters; and 3)vadbuard/Reserve (AGR) recruiters who
are reservists who volunteer to become professiacaliiters as a result to become the
AGR program. Other soldiers assigned to the renguicommand provide command and
control support services and have a varying levkelection. Battalion and brigade
commanders are typically selected by a board amidaedered and not evaluated for
suitability. Company commanders and other stdi€efs are subject to a review similar
to the recruiter suitability assessment. Otheistad personnel, unless they are a sexual

assault prevention program manager, equal opptytoranager, or non-commissioned

14 Andersen, R. M. (2008). National Health Surveys #e Behavioral Model of Health Services Use.
Medical Care, 467), 647-653.

15 Sinclair, R. R., & Tucker, J. S. (2006). StresseCan Intregrated Model of Individual Differencks
Soldier Performance Under Stress. In T. W. BrittACCastro, & A. B. Adler (Eds.Military Life: The
Psychology of Serving in Peace and Con{vat. 1, pp. 202-231). Westport, CT: Praeger Siégur
International.
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officer for the Inspector General, are not subjeaeview. Although the mission of
AGR recruiters is to primarily recruit for the reges, all recruiting stations now recruit
as a team and do not distinguish mission. Furtbegnsuccessful DA selected recruiters
are aggressively encouraged or choose to convbedome permanent recruitéfs.
DA selected recruiters (approximately 82% of thaljacome from a variety of military
occupational specialties or MOS’s. They are gdhecansidered to be exceptionally
responsible individuals who are capable of funatignndependently and able to manage
the multiple demands and responsibilities requategkcruiters. Those soldiers selected
for recruiting are typically mid-career to seniexl non-commissioned officers (NCOSs)
in the rank of Staff Sergeant (E-6) or above. Haaveit is not unusual for lower ranking
soldiers such as Sergeants (E-5) to be selectaddariting duty. DA selected recruiters
tend to be extremely knowledgeable in their respecireas of expertise (i.e. Infantry,
Field Artillery, Medics, Mechanics, etc.), have Haddership positions, and are
considered to be among the top of their careeaddfel

In order to attend the various courses, such aémmy Recruiting Course, the
Center Commanders Course, or the Career Counselos€at the Recruiting and
Retention Center (RRS), soldiers are required tetradew criteria prior to enrolling.
Soldiers must be at least 18 years of age andlbé@bpeak English. There are no
gender restrictions for any of the RRS courseg. DFoselected soldiers (or recruiter
candidates), a mental health suitability assess(B#BA) is required. After arrival at

the RRS, but before classes begin, they must al¢e & mental health screening exam

116 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
117 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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(as discussed in Chapter 2). The exceptions arBrilgade and battalion commanders
who are selected by senior Army leaders based oil. Midey are only subject to the
behavioral health screen after arrival at theirrses. All DA selected recruiters
candidates must have a mental health suitabilgggsnent completed by a credentialed
U.S. Army mental health provider (psychiatrist, g@sylogist, or physician) no earlier
than six months prior to attending the Army ReangitCourse. With the exception of
course for new commanders, all other courses heoreiters as students. They too are
only subject to a mental health screening (Figui¢. 3This BHSA generally prevents
students from attending the course if they haveectily diagnosed mental disorders or
medical problems that would hinder their abilityclmmplete the course and fulfill their
role as a recruiter. There are no exemptions. €kickisionary criteria include any Axis |
or lll diagnoses (i.e. acute psychosis) or thegmes of a severe medical issue (i.e.
severe traumatic brain injury), have been diagntsgchot engaged in treatment or is not
one year post treatment. If the disorder is atsmog abuse disorders, they may not be
considered for recruiting duty until three yearstoeatment or five years after a an
adverse incident such as a DUI. All students r@igas of rank are subject to the Health
and Wellness Questionnaire after arriving at thas®. Those identified as being at risk
for a psychiatric, behavioral health, or psychoabgroblem are then seen individually

by a behavioral health provider to determine fignfes recruiting duty'®

Review of the Response Rate: Approximately 4,444 students (from all of the rsms)

were provided the opportunity to participate in URE2C’s, FSU’s, and Harvard'’s study

18 joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.
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and complete th8tress and Mental Strain Sur&AMSS). Students consisted of
regular active duty soldiers and activated GuargéRast that were either recruiters or
recruiting candidates. Data was collected frontigpants at the RRS from October 4,
2011 to July, 7, 2013. Of those offered partiggoatn the study, 2,792 (62.83%)
students chose to participate in the study, coraplet SAMSS, and had their AHLTA
reviewed. Variable examined in their AHLTA recordsluded their demographic
characteristics (i.e. gender, age, marital status, rank, RRS course they were
attending, and Army component) and other charattesireflecting their medical and
mental health histories (i.e. mental health disoas&l problem diagnoses, suicidal
behaviors, treatment, and mental health visits).

Findings
Mental health disorder and problem category frequencies among recruitersin
comparison with the AFHSC population: There were 924 (33.20%) incident diagnoses
of at least one mental health disorder among th&3recruiters in the study (Table 4.2)
in comparison to 936,283 incident diagnoses oéastl one mental health disorder
(52.20%) among the 1,793,506 service members iABRHSC study (Table 4.2).
Over half of all mental health disorder diagnosesig the recruiting population
(54.69%) were attributable to “other mental hedigorders” (n=535; 19.22%),
adjustment disorders (n=428; 15.38%), depresss@ders (n=229; 8.23%), anxiety
disorder (n=228; 8.19%) and post-traumatic stressrder (n=102; 3.67%). Other
diagnoses such as alcohol abuse (n=82; 2.95% ity disorders (n=9; 0.32%), and
substance abuse (n=5; 0.18%). In comparison, Hyerity (85%) of all mental health

disorder diagnoses in the AFHSC study were attaibletto adjustment disorders
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(n=471,833; 26.3%), “other mental disorders” (n=829; 17.8%), depressive disorders
(n=303,880; 16.9%), alcohol abuse and dependetatededisorders (n=232,625;
13.0%), and anxiety disorders (n=187,918; 10.5@inher diagnoses attributable to
PTSD (n=102,549; 5.7%), substance abuse and depemndaated disorders (n=73,623;
4.1%), and personality disorders (n=81,223; 4.5%evsubstantially less in comparison.
In addition, there were 428 (15.38%; Table 4.2)dent diagnoses of at least one mental
health problem among the 2,783 recruiters thatquaated in the study, while there were
425,489 (23.72%) incident diagnoses of at leastoaetal health problem among the
1,793,506 service members in the AFHSC study.

Less than one-fifth of all mental health probleraghioses among the recruiting
population (17.86%) were attributable to partnéatrenships (n=253; 9.09%), life
circumstances (n=125; 4.49%), and family circumsaim=119; 4.28%). In comparison,
approximately 70% of all mental health problemgdwses in the AFHSC population
were attributed to life circumstances (n=194,8628%) or partner relationships
(n=98,492; 23.1%) such as a return from a militsegployment, bereavement, or
difficulties with acculturation. Other diagnoseésiautable to mental, behavioral health
problems, or substance abuse counseling (n=711%431%) and family circumstance

(n=38,485; 9.05%) were substantially less in conspat

Prevalence of mental health disordersand problemsamong recruiters: Over 39% of
recruiters were diagnosed with at least one mématalth disorder, one mental health
problem, or a combination of both (Table 4.3). Appmately one in every four

recruiters was diagnosed with only having at least mental health disorder (24.08%),
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with an additional 6.22% being diagnosed with asteone mental health problem, and
9.16% being diagnosed as having at least one maeadth disorder and one mental
health problem. Females (50.22%), divorced saddié8.50%), individuals in the Army
Recruiting Course (41.19%), regular active dutydswk (40.46%), and staffs-sergeants
(41.71%) were more likely to be diagnosed witheast one mental health disorder, one
mental health problem, or a combination of both.

In comparison, the researchers in the AFHSC stagdgrted that the rates of
mental disorder diagnoses were higher among femalgsrates of adjustment and
personality disorders being more than twice as higlbng women. Rates of anxiety and
depressive disorders were between 1.4 and 1.9 tighsr among women. Incident
rates of diagnoses also decreased with age, wiéh cd adjustment, PTSD, personality,
“other” mental disorders, schizophrenia and ottsichoses being higher among those in
the younger age category (<20 years old). Ratescohol/substance abuse were higher
among those between 20 and 24 years of age, vatde of anxiety disorders and
depression were higher among those between 25%ye€a2s of age. The authors
indicated that rates of mental disorders were highthe Army in comparison to other
branches of services, with the Army having the agjlrates for every mental disorder

category except schizophrenia.

Mental health disorders, problems, and need factorsamong recruiters. One in every
seven recruiters reported having at least oneemtichvolving a suicidal behavior
(13.11%; Table 4.4). Recruiters who reported slaidbehaviors (at least one incident or

more) were more likely among those diagnosed wathry at least one mental health
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problem (62.91%) and those diagnosed with the coatioin of having at least one
mental health disorder and one mental health pnol82l.34%); in contrast, those who
reported suicidal behaviors were less likely toehbgen diagnosed with one mental
health problem or more (0.82%). Recruiters diagdasith at least one mental health
disorder, one mental health problem, or a comlonadf both were more likely to be
treated with a combination of medications and celing (93.29%). Over one-half of
recruiters that received a combination of medicatind counseling treatments were
diagnosed with having at least one mental heatthlpm (57.90%) and those diagnosed
with the combination of having at least one meh&adlth disorder and one mental health
problem (27.55%); in contrast, those who reporntedtiment with medications and
counseling were less likely to have been diagneadone mental problem or more
(7.83%). Recruiters that were diagnosed with attlene mental health disorder, one
mental health problem, or a combination of bothearaore likely to have had 6 or more
mental health visits (91.39%). Recruiters withr@nmre visits were more apt to have
been diagnosed with having at least one mentatthpedblem (51.81%) and those
diagnosed with the combination of having at least mental health disorder and one
mental health problem (30.66%); in contrast, thegk 6 or more visits were less likely

to have been diagnosed with one mental health @nolok more (8.91%).

Adjusted relationship between recruiters, mental health disorders, and mental
health problems. Married recruiters (OR 1.12) had slightly highedsaf being
diagnosed with a mental health disorder or prolilethe multivariate analysis

examining recruiting characteristics (Table 4.B)iddle-aged recruiters (30-39 years,
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OR 0.83) had slightly less odds of being diagnasigd a mental health disorder or

problem in the same multivariate analysis.

Prevalence of treatment among recruiters: Over one-half of recruiters received some
form of mental health treatment (55.53%; Table 4Bgcruiters were more apt to have
had the combination of being prescribed medicatantsreceived counseling (25.75%)
in comparison to those who were only prescribedioagions (16.78%), and only
received counseling (13.00%). Females (66.07%eraoecruiters (40 and above;
66.07%), divorced recruiters (63.52%), soldierthm Army Recruiting Course (55.56%),
regular active duty (56.79%), and staff sergedsfs00%) were more apt to have had

treatment by medications, counseling, or combimatibboth.

Treatment and other need factors: Almost all recruiters were reported at least one
suicidal behavior received some form of treatm8Bt§3%; Table 4.7). Recruiters who
reported suicidal behaviors (at least one incidemhore) were more likely to have been
treated with a combination of medications and celing (82.69%) and only having
received counseling (13.46%), but less likely taehanly have been treated with
medications (2.47%). Similarly, most recruiteragtiosed with at least one mental
health disorder received some form of treatment5(®%). Over three-quarters of
recruiters that received the combination of botluicetions and counseling (77.25%)
were diagnosed with having both mental health dsiar and mental health problems,
while those who only received counseling were nli&edy to have only been diagnosed

with mental health problems (49.13%), and thoséewlesse only treated with medications

96



were more apt to have not been diagnosed withremieatal health disorder or problems
(22.02%). Over 97.89% of recruiters with 6 or maists reported they were treated
with medication, counseling, or a combination offboRecruiters with 6 or more mental
health visits were more likely to have had a coraban of both medications and
counseling (72.51%), in comparison to those thdtbetween 4 and 5 visits who were
more likely to have only received counseling (2998and those with no visits who only

received medications (26.91%).

Adjusted relationship between factor s associated with the receipt of any treatment
(no treatment vs. treatment: medicationsor counseling): Middle-aged recruiters had
slightly less odds of being treated with medicadion counseling (OR 0.77) in the first
model of the multivariable adjusted analysis whooly examined recruiters
characteristics. Middle-aged recruiters (30-38rgeOR 0.78), Hispanic, and “Other”
individuals (OR 0.74 and OR 0.84) had slightly ledsls of being treated with
medications or counseling in the second model ®htlltivariable adjusted analysis
which examined recruiters characteristics and méetath visits.
Conclusions

Analysis indicated that the first hypothesis was@ct regarding the prevalence
of mental health disorders being lower among réersiin comparison to the AFHSC
population (Table 4.2). There were 924 (33.20%id@nt diagnoses of at least one
mental health disorder among the 2,783 recruitetbe study (Table 4.2) in comparison
to 936,283 incident diagnoses of at least one rbetdth disorder (52.20%) among the

1,793,506 service members in the AFHSC study (Télag
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The prevalence of mental health disorders wereftgsgcruiters among all categories
with the exception oDther Mental Health DisordersSimilarly, the prevalence of
mental health problems was lower among recruitesdlicategories in comparison to the
AFHSC population. There were 428 (15.38%; Tah® hcident diagnoses of at least
one mental health problem among the 2,783 recauibet participated in the study,
while there were 425,489 (23.72%) incident diageadeat least one mental health
problem among the 1,793,506 service members iABSC study.

In contrast, analysis of the findings indicated tha second hypothesis was
incorrect as the most prevalent mental health desgrand mental health problems
categories among the recruiting population weresmotlar those identified in the study
by the AFHSC (Table 4.2).

Over half of all mental health disorder diagnosesig the recruiting population
(54.69%) were attributable to “other mental hedigorders” (n=535; 19.22%),
adjustment disorders (n=428; 15.38%), depresss@ders (n=229; 8.23%), anxiety
disorder (n=228; 8.19%) and post-traumatic stressrder (n=102; 3.67%). Other
diagnoses such as alcohol abuse (n=82; 2.95% ity disorders (n=9; 0.32%), and
substance abuse (n=5; 0.18%). In comparison, Hyerity (85%) of all mental health
disorder diagnoses in the AFHSC study were attaibletto adjustment disorders
(n=471,833; 26.3%), “other mental disorders” (n=829; 17.8%), depressive disorders
(n=303,880; 16.9%), alcohol abuse and dependetatededisorders (n=232,625;
13.0%), and anxiety disorders (n=187,918; 10.5@inher diagnoses attributable to
PTSD (n=102,549; 5.7%), substance abuse and depemndaated disorders (n=73,623;

4.1%), and personality disorders (n=81,223; 4.5%evsubstantially less in comparison.
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Less than one-fifth of all mental health probleragioses among the recruiting
population (17.86%) were attributable to partnéatrenships (n=253; 9.09%), life
circumstances (n=125; 4.49%), and family circumsaim=119; 4.28%). In comparison,
approximately 70% of all mental health problemgdi@ses in the AFHSC population
were attributed to life circumstances (n=194,8628%) or partner relationships
(n=98,492; 23.1%) such as a return from a militsgployment, bereavement, or
difficulties with acculturation. Other diagnosesiautable to mental, behavioral health
problems, or substance abuse counseling (n=711%431%) and family circumstance
(n=38,485; 9.05%) were substantially less in conspar

Despite being lower than those in the AFHSC sttlily prevalence of recruiters
being diagnosed with at least one mental healtbrdiés, mental health problem, or
combination of both (39.00%) was still extremelgthin comparison to other studies
examining civilians or service members. Accordimgeport by the Congressional
Research Service, the estimated 12-month prevat&#hoental health disorders and
mental health problems (excluding those regardigtance use disordemsas 18.6%
among adults aged 18 or older (Bagalman & Napii,®*° Similarly, a study by Hoge
et al. (2006) found that 18.4% of active comporsamvice members, 21.0% of National
Guard members, and 20.8% of Reserve component memmireened positive for at least
one mental health issues (compared with 40.46% gmeular active duty recruiters

and 21.49% among Guard/Reservist8).

19Bagalman, E., & Napili, A. (2014Prevalence of Mental lliness in the United Stafesta Sources and
EstimatesWashington, D.C.: Congressional Research Service.

120 Hoge, C. W., Auchterlonie, J. L., & Milliken, C. 8006). Mental Health Problems, Use of Mental
Health Services, and Attrition From Military Sergiéfter Returning From Deployment to Iraq or
Afghanistan.The Journal of the American Medical Associatj@®5(9), 1023-1032.
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Moreover, several studies suggest that this stugyierted levels might actually
even underestimate the actual prevalence of mbatdlh disorders and problems among
recruiters. The study by Hoge et al. (2006) regabthat roughly one-third of combat
veterans utilized mental health services withinfiirst year following redeployment, but
that only12% were diagnosed with a mental heabrdier or problent?* In addition,
they reported that 23% of service members in tteidy were also seen in mental health
clinics but did not receive a diagnosis, suggedstiag the actual rates of mental disorders
and mental health problems among service membeysmiact be higher than those that
are reported. They suggested that this discrepaagarding the rates of reported mental
health issues among service members returning digmloyment might be occurring due
to the use of less descriptive diagnostic codesder to reduce the stigma of receiving a
mental diagnosis, a common occurrence within tHegary. In addition, they suggested
that the prevalence levels among service members @ocount for other sources of care
that are not documented in the department of defdata analyses, such as such
chaplains, employee or family assistance programaguring visits for other primary care
health concerns.

This concept of underestimating the actual prevadeaf service members
diagnosed with mental disorders, problems, or abioation of both was also reflected
upon in the Armed Forces Health Surveillance Cef8HSC) study*?* According to
the researchers, their study was heavily reliardaia collected from the Department of

Defense’s AHLTA system which compiles medical emtets from military medical

2l Hoge, 24.*

122 Armed Forces Health Longitudinal Technology Apation. (2014)Armed Forces Health Longitudinal
Technology ApplicatiarRetrieved February 20, 2014, from Armed Forcealtdd_ongitudinal
Technology Application: http://www.ahlta.us/
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facilities for every soldier when on active dutydliuding regular active duty soldiers,
Guard/Reservists, and National Guard soldierspohef the military service
components (i.e. Army, Marines, Navy, Air Force a@8bGuard, etc.). This particular
record system allows providers to observe meditdlraental health conditions of
interest by utilizing ICD and DSM definitions. Hsx they indicated that the prevalence
of mental disorders and mental health problemgcedt in their study were primarily
determined from reported these diagnoses in AHLA&cording to the AFHSC, such
records are not always reliable indicators of #ites and types of mental disorders and
mental health problems that impact military memb@rke authors suggested that these
results from AHLTA are likely to underestimatessefvice members affected. AHLTA
does not include care purchased outside the MTRose paid for by the soldiers
directly. Furthermore, the study by the AFHSC iregbithat mental health disorders and
mental health problems are often not properly diggd, are accidentally miscoded, or
omitted on soldiers’ health care records, furtihgpacting the actual rates affecting
military personnel. Lastly, the report from the A&C proposed that the accuracy of
estimates regarding the numbers, natures, andafitesntal health disorders and mental
health problems are also heavily dependent onlihiea setting in which diagnoses of
interest were made (i.e., hospitalization, relesg@cialty clinic), the frequency and
timing of indicator diagnoses, and the prioritylwithich diagnoses of interest were

reported (i.e., first-listed versus subsequentntegadiagnosesy?

123 Armed Forces Health Surveillance Center. (201@ntdl Disorders and Mental Health Problems,
Active Component, U.S. Armed Forces, January 2086ember 200Medical Surveillance Monthly
Report, 17(11), 6-13.
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Nevertheless, even if the prevalence of mentatiheidorders and problems were
underestimated among recruiters, the rates wdrenstikedly higher among most studies
reflecting service members and when compared vititian baseline rate&*%>
Analysis of the findings regarding treatment intksathat the third hypothesis was also
incorrect regarding the prevalence of mental hdadiditment in the recruiting population
being similar to the levels in the study by McKibbet al. (2013). The prevalence of
individuals whom received treatment and were ombyged counseling or therapy
services was higher among recruiters (30.22% v9024; not shown in table). In
contrast, the prevalence of individuals with treainthat received two or more mental
health services (44.76% vs. 48.00%; not shownhblejavas less among recruiters. In
addition, the prevalence of individuals treatedwahly medications or in combination of
both medication and counseling was higher amongiitecs (76.59% vs. 11.00%; not
shown in table).

Overall, these findings suggest that recruiters whee diagnosed with mental
health disorders and/or mental health problems wesreiving appropriate levels of
medication, counseling, and/or the combinationathlwhen required. Over half of
recruiters received some form of mental healthttneat (55.53%). Recruiters diagnosed
with at least one mental health disorder, one nhéei@th problem, or combination of
both were more likely to be treated with a comhorabf medications and counseling
(93.29%). Similarly, those diagnosed with at least mental health disorder, one

mental health problem, or combination of both waee likely to have had 6 or more

124 Hoge, C. W., Auchterlonie, J. L., & Milliken, C. £006). Mental Health Problems, Use of Mental
Health Services, and Attrition From Military Sergiéfter Returning From Deployment to Iraq or
AfghanistanThe Journal of the American Medical Associati@®5(9), 1023-1032.

% Hoge, C. W., Castro, C. A., Messer, S. C., McGirk,Cotting, D. I., & Koffman, R. I. (2004). Comba
Duty in Irag and Afghanistan, Mental Health Probdgmnd Barriers to Caréhe New England Journal of
Medicine, 351(1), 13-22.
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visits (91.39%). In addition, recruiters that repd suicidal behaviors (at least one
incident or more) were more likely to have beeated with a combination of
medications and counseling (82.69%), suggestingog@piate care.

These findings actually contrast several civiliad anilitary studies which
suggest that individuals who met the screenin@atfor a mental disorder or problem
don’'t always receive adequate treatment, whetheligagons, counseling, or a
combination of both?°*?” According to a study by Want et al. (2002), ingukte
treatment of serious mental health disorders igrificant public health problerf® The
researchers found that 40.00% of individuals withigir population were diagnosed with
serious mental health illnesses during the prewaas. However, they reported that
only 38.09% of those who had received treatmentdaae that was considered adequate.

Implications

These findings reinforce previous reports docunmgniticreases in the prevalence
of mental health disorders and mental health problamong service members,
particularly among U.S. Army recruiters. In adalitj these findings reiterate the urgent
need to increase the availability of mental headtle services for service members
diagnosed with such disorders or problems, pagrbufor those facing the additional
hardships and stressors accompanying a recrudtecigpation. The U.S. Army, like
most military departments, often lacks adequateléesf mental health personnel needed

to address such demands. According to a studyasseliand Berglass (2011), the U.S.

126 Hoge, C. W., Castro, C. A., Messer, S. C., McGirk,Cotting, D. I., & Koffman, R. I. (2004). Comba
Duty in Irag and Afghanistan, Mental Health Probdermnd Barriers to Caréhe New England Journal of
Medicine, 351(1), 13-22.

127 Kessler, R. C., Demler, O., Frank, R. G., Olfsdn, Pincus, H. A., Walters, E. E., et al. (20055 U
Prevalence and Treatment of Mental Disorders: 19903.New England Journal of Medicineg352(24),
2515-2523.

12\Wang, P. S., Demler, O., & Kessler, R. C. (200@2adequate Treatment of Serious Mental lllnessis a
Enormous Public Health Probledmerican Journal of Public Health92 (1), 92-98.
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Army only has 80% of the psychiatrists, 88% of sbeial workers, 88% mental health
nurses, and 93% of the psychologists that it ismenended to hav&® The U.S.
Department of Veterans’ Affairs (VA) also faces danshortages in mental health care
providers, with over 16 regions being unmannee¢edmmend level§® Thus, to truly
remedy this issue, the Department of Defense amdu@ent of Veterans’ Affairs will
have to increase their efforts to employ more pereband increase mental health
resources in order to address the rising prevalehoeental health issues among service
members and provide care to those who seek it.

Moreover, these findings suggest that the Army @ldregalth care services
should readjust their methods of detection andnreat of mental health disorders and
problems. For instance, if recruiters have a nstniagent mental evaluation than others
and over 39% that were passed mental screeninggses were still diagnosed with a at
least one mental health disorder, mental healthlgno, or combination of both, this
suggests that the U.S. Army may need to implemeoth&r or redefine its current mental
health screening policies for recruiters and reicrgicandidates prior to attending any
Recruiting and Retentions Course. Specificallwauld be in the best interest of the
Army and soldiers to develop and implement a systeahcoordinates a duty station that
is near multiple medical and mental health resaifoeindividuals that have been
previously diagnosed with a major DSM diagnosesrder to ensure their best possible
success and timely care from local providers. Moee, as noted in FSU'’s study, people

that are diagnosed with a major mental health dexofi.e. major depressive disorder) are

129 Harrell, M. C., & Berglass, N. (2011)osing the Battle, the Challenge of Military SuiitVashington,
D.C.: Center for New American Security.

130 Department of Veterans Affairs. (2008)eterans Health Administration Handbook: 1160.01.
Washington, D.C.: Department of Veterans Affairs.
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more likely to have a recurrent episode of thatipalar disorder in comparison to
someone who was never diagnosed with such DSM dgagn Hence, it is
recommended that the U.S. Army develop and implémenental health follow-up
program where the mental health progress of remmu(particularly for those at risk and
have been previously diagnosed with a major DSMrtbaes or mental health disorder)
is periodically (i.e. 12 months after starting th@ew role) assessed to determine how
they are adjusting in their new positions and comities>>*

The U.S. Army needs to continue their Anti-stignaapaign to reduce the stigma
associated with mental health care in the militdfyOne of the primary obstacles for the
U.S. Army (and other military service branches)arelgng the mental health of its
soldiers reflects the cultural stigma attached émtal health care in the military. This
stigma often prevents soldiers from seeking sesviceaddress mental health care issues.
However, the health and survival of soldiers igipent on the removal of this stigma. In
addition, military leaders have not consistentlscgplined soldiers who belittle or
ridicule other members with mental health issuaithér adding to the existing
problem!*® Findings from the study indicated that one irefparticipants (n=508; 18.25;
not in any table) that were not diagnosed withezitnhmental health disorder or mental
health problem received treatment through medinatioounseling or a combination of
both, suggesting that people are seeking and afggireatment from external military

facilities in order to possibly avoid the stigmatllaccompanies Army mental healthcare

131 Joiner, T., Diamond, B., Lim, I., Bender, T., & ight, C. K. (2012)Optimizing Screening and Risk
Assessment for Suicide Risk in the U.S. Militelgadquarters, U.S. Army Medical Corp, U.S. Army.
Detrick: U.S. Army Research and Materiel Command.

132 im, 1. (2014, September 15). Office of the Armyr§eon General G3/5/7, Health and Wellness. (C. K.
Knight, Interviewer)

133U.S. Army. (2012)Army 2020: Generating Health and Discipline in fherce Ahead of the Strategic
ResetWashington, D.C.: U.S. Army.
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clinics. Army leaders must make a more concertixiteo eliminate the stigma
associated with mental health care. If possiblese policies and strategies should be
revised to include holding unit leaders and soklaacountable for instances in which
individuals are ridiculed for seeking mental heal#ne treatments.

Limitations and Assumptions

All of the data collected in the study reflectedrreters and potential recruiting
candidates who were students at the RRS, partigydaople that volunteered to
participate in the study between October of 201d Aty of 2013. In addition, data
collected did not reflect veterans (individualslanger in the military), but rather regular
active duty soldiers or those that had been aetived become recruiters (i.e.
Guard/Reservists). Due to the unique sample dilaifar the study, results may not be
generalizable beyond the specific active duty amjitpopulation from which the sample
was drawn.

In addition, this study relies heavily on data eoted from the Department of
Defense’s AHLTA system, similar to the study by &eHSC.*** Hence, a limitation to
this study was that incident cases of mental desrdnd mental health problems
reflected in the study were also primarily deteraairirom reported mental health
disorders and problems. As noted by the AFHSCystsch records are not always
dependable indicators reflecting the rates andstgbenental disorders and mental health
problems impacting service members as they canrestilmate the extent that service
members are actually affected. In addition, thheserds do not account for external

military health care services (i.e. primary careviders, chaplains, family assistance

134 Armed Forces Health Longitudinal Technology Apation. (2014)Armed Forces Health Longitudinal
Technology ApplicatiarRetrieved February 20, 2014, from Armed Forcealtdd_ongitudinal
Technology Application: http://www.ahlta.us/
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programs, or services rendered while deploy&t*® Similar to the AFHSC study, the
levels of reported mental disorders and mentalthgmbblems could have also been
improperly diagnosed, accidentally miscoded, oneyamitted on soldiers’ health care
records, further skewing the actual rates affeatmigary personnel. Furthermore, the
accuracy of the estimates in the study regardiagqitimbers, natures, and rates of mental
health disorders and mental health problems, sinolthe AFHSC study, were also
heavily dependent on the clinical setting in whilthgnoses were made (i.e.,
hospitalization, relevant specialty clinic), theduency and timing of indicator
diagnoses, and the priority with which diagnosemtarest were reported (i.e., first-listed
versus subsequent reported diagnoses). In twese tlactors could have also skewed the
actual prevalence of mental health disorders anatahbealth problems affecting
recruiters in the stud¥?’
Future Research

The findings have important implications for estiing the level of mental health
services that may be needed in military, Veteratiai’s, and civilian practice settings
that care for service members, particularly reersit Additional research is needed to

determine the long-term burden that these mentdtihdisorders and problems will have

135 Armed Forces Health Surveillance Center. (201@ntdl Disorders and Mental Health Problems,
Active Component, U.S. Armed Forces, January 2086enber 2009Medical Surveillance Monthly
Report, 17(11), 6-13.

1% Hoge, C. W., Auchterlonie, J. L., & Milliken, C. 8006). Mental Health Problems, Use of Mental
Health Services, and Attrition From Military Sergiéfter Returning From Deployment to Iraq or
AfghanistanThe Journal of the American Medical Associati@®5(9), 1023-1032.

137 Armed Forces Health Surveillance Center. (201@ntdl Disorders and Mental Health Problems,
Active Component, U.S. Armed Forces, January 2086ember 200Medical Surveillance Monthly
Report, 17(11), 6-13.
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on these recruiters diagnosed with them, the méetth care system, and viability of
the United States Recruiting Command.
In addition, future research is needed to clahfy adequacy of treatment regarding
mental health disorders and mental health probiarttee military population,
particularly among subpopulations such as recuuiter
Summary

Recruiters are exposed to unique circumstance®theat soldiers do not
generally experience including living in a commymitithout the typical military support
systems, geographical dispersion, high stress andhdding work, and for some a short
transition from post-combat operations to a civilenvironment. All of these factors
have the potential to interact and adversely imgfatecruiter's mental health status.
Given the previously discussed circumstances,dbent increase in mental health issues
in the military as a whole, and in USAREC specificahis study sought to determine
the prevalence and severity of mental health dessrdnd mental health problems among
the recruiting population and types of treatmenéy twere receiving through the use of
their AHLTA records.

The findings from this study determined the premeéeof mental health disorders
and mental health problems, were different and tdhen those reported in the AFHSC

study, but were still significantly higher in comig@n the findings identified in similar

138 Hoge, C. W., Auchterlonie, J. L., & Milliken, C. £006). Mental Health Problems, Use of Mental
Health Services, and Attrition From Military Sergiéfter Returning From Deployment to Iraq or
Afghanistan.The Journal of the American Medical Associatj@®5(9), 1023-1032.

108



studies reflecting the prevalence of such disordatsproblems among military and
civilian personnet?*

In addition, findings from this study indicated thypes of mental health
treatment rendered to the recruiting populationtrested similar studies regarding
military or civilian personnel which reported inapiate care among its populatidfiS.
In turn, findings suggested that recruiters diagdosith mental health disorders and/or
mental health problems were receiving appropratels of medication, counseling,
and/or the combination of both when required. Riéers diagnosed with at least one
mental health disorder, one mental health probtamepmbination of both were more
likely to have had 6 or more visits, suggesting d#dequate mental health resources were
available and being utilized by those whom soughtni addition, recruiters that reported
suicidal behaviors (at least one incident or marede more likely to have been treated
with a combination of medications and counseligia suggesting adequate and
appropriate levels of mental health treatment éddisrs with such issues.

The findings from this study are significant intttl@ey can be used to gauge the
level of mental health services that are needexilitery and civilian practice settings
that care for service members such as recruitdosvever, these findings also suggest
that there are still several barriers in mentalthezare that need to be researched and

addressed in order for all soldiers with such isdoebe accurately identified and receive

the adequate care that they truly deserve.

139 Armed Forces Health Surveillance Center. (2012ntdl Disorders and Mental Health Problems,
Active Component, U.S. Armed Forces, 2000-2(Médical Surveillance Monthly Repqri9(6), 11-17.
190 Armed Forces Health Surveillance Center, 16.*
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Appendix A: Definition of Key Terms
The following definitions are provided to ensurefanmity and understanding of
these terms throughout the study. The researeéwaiaped all definitions not
accompanied by a citation.
USAREC UnitedStates Army Recruiting Command
RRC Recruiting and Retention Center

AHLTAandCHCS The Armed Forces Health Longitudinal Health Treabgy
Application (formerly known as the Composite Hedltéwre System or CHCS Il) is an
electronic medical record (EMR) system used by Dtepent of Defense (DoD) medical,
mental health, and dental providers and providesithccess to data regarding soldiers’
conditions, prescriptions, diagnostic tests, améioessential information required to
provide quality caré*

Diagnostic and Statistical Manual of Mental Disord¢DSM) The Diagnostic and
Statistical Manual of Mental Disorders is publistgothe American Psychiatric Association,
offers a common language and standard criterithfoclassification of mental disorders, and
is utilized by clinicians (medical and mental hegltesearchers, psychiatric drug regulation
agencies, health insurance companies, pharmadecditganies, the legal system, and
policy makers together with alternatives such adilernational Statistical Classification of
Diseases and Related Health Problems (ICD) to dsgymental disorders and mental health
problems-*2

International Statistical Classification of Diseas@CD). The International Statistical
Classification of Diseases is a health care classibn system that was designed by the
World Health Organization which provides a systdrdiagnostic codes for classifying
diseases, including signs, symptoms, abnormalrfggjicomplaints, social circumstances,
and external causes of injury or dise¥Se.

141 Armed Forces Health Longitudinal Technology Apation. (2014)Armed Forces Health Longitudinal
Technology ApplicatiarRetrieved February 20, 2014, from Armed Forcealtdd_ongitudinal
Technology Application: http://www.ahlta.us/

142 American Psychiatric Association. (201A)merican Psychiatric Association DSM-5 Development
Retrieved February 20, 2014, from DSM-5 Impleméateand Support:
http://www.dsm5.org/Pages/Default.aspx

143World Health Organization. (2014}lassifications Retrieved February 20, 2014, from International
Classification of Diseases (ICD): http://www.whd/a@lassifications/icd/en/
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Appendix B: Stressand Mental Strain Survey (Acquired Capability for Suicide Scale
(ACSYS))

Please read each item below and indicate to whahgeyou feel the statement describes
you. Rate each statement using the scale belowndrghte your responses on your
answer sheet.

0 1 2 3 4
Not at all like Very much
me like me

1. Things that scare most people do not scare me.
2. | can tolerate more pain than most people.
3. People describe me as fearless.

4. | am not afraid to die.

Agitation Index

Please use the rating scale to find the numbeb#sgtmatches how you feel for each of
the items below. Please base your responses olytwwwe been feeling recently.

1 2 3 4 5 6 7
Not at all Somewhat Very True
true for true for me for me
me

5. lwant to crawl out of my skin.
6. | feel so stirred up inside | want to scream.

7. |feel alot of emotional turmoil in my gut.
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DSI-SS

8. 0 Ido not have thoughts of killing myself
1 Sometimes | have thoughts of killing myself.
2 Most of the time | have thoughts of killing nefs
3 | always have thoughts of killing myself.

9. I am not having thoughts about suicide.

| am having thoughts about suicide but havdorotulated any plans.

| am having thoughts about suicide and am cenisig possible ways of doing
it.

3 | am having thoughts about suicide and have dtatad a definite plan.

N, O

10.0 I am not having thoughts about suicide.
1 | am having thoughts about suicide but haveettiesughts completely under
my control.
2 | am having thoughts about suicide but haveeiesughts somewhat under
my control.
3 | am having thoughts about suicide but havieldt no control over these
thoughts.

0 I am not having impulses to kill myself.

1 In some situations | have impulses to kill mfsel
2 In most situations | have impulses to kill mysel
3 In all situations | have impulses to kill myself

Insomnia Severity Index

Please answer each of the questions below byrgyrthie number that best describes your
sleep patterns the past week. Please answer all questions.

Please rate the current (past weeSBYERITY of your insomnia problem(s):

12. Difficulty falling asleep
0 1 2 3 4
None Mild Moderate Severe Very Severe

13. Difficulty staying asleep
0 1 2 3 4
None Mild Moderate Severe Very Severe

14. Problem waking up too early

0 1 2 3 4
None Mild Moderate Severe Very Severe
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15. HowSATISFIED/DISSATISFIED are you with your current sleep pattern?

0 1 2 3 4
. i . - Very
Very Satisfied Satisfied Neutral Dissatisfied . .
Dissatisfied

16. To what extend do you consider your sleep pralibl NTERFERE with your daily
functioning (e.g., daytime fatigue, ability to furon at work/daily chores, concentration,
memory, mood, etc.)?

0 1 2 3 4
.NOt at _aII A little Somewhat Much Very Ml.JCh
interfering Interfering

INQ

The following questions ask you to think about ys®lfrand other people. Please
respond to each question by using your own cutreli¢fs and experiences, NOT what
you think is true in general, or what might be tfoeother people. Please base your
responses on how you've been feeling recefitbe the rating scale to find the number
that best matches how you feel and circle that reimkhere are no right or wrong
answers: we are interested in wiatithink and feel.

1 2 3 4 5 6 7
Not at Somewhat Very
all true true for me True
for me for me

17. These days the people in my life would be beffef | were gone.
18. These days the people in my life would be hexppithout me.

19. These days | feel like a burden on the peapiay life.

20. These days I think | make things worse forgaeple in my life.
21. These days, other people care about me.

22. These days, | feel like | belong.

23. These days, | am close to other people.

24. These days | think | am an asset to the peoptey life.
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Suicide Cognition Scale

Please read each item below and indicate to whaheyou agree with each statement.
Rate each statement using the scale below.

1 2 3 4 5
Strongly Strongly
Disagree Agree

25. The world would be better off without me

26. Suicide is the only way to solve my problems.

27. | can’'t stand this pain anymore.

28. | can't tolerate being this upset any longer.

29. It is unbearable when | get this upset.

30. I am completely unworthy of love.

31. Nothing can help solve my problems.

32. | can't imagine anyone being able to withsttnsl kind of pain.
33. Suicide is the only way to end this pain.

34. | don’t deserve to live another moment.
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Appendix C: Alternate Survey

The following questions ask you to think about ys&lf. Please read each item below
and indicate to what extent you feel the staterdestribes you. Rate each statement
using the scale below and indicate your responsg®or answer sheet.

0 1 2 3 4
Not at all like Very much like
me me

1. I chose not to participate in the research bezdam afraid it would adversely impact
my career.

2. | choose not to participate in the research tme& do not like to participate in
anything.

3. I choose not to participate in the research lmeeaf privacy issues.

N

. I volunteered to come to US Army Recruiting Coamah.

5. I would rather deploy than come to US Army Réerg Command.

(o2}

. I do not like talking with behavioral health pennel.

7. 1 do not mind talking with behavioral health gemnel.

o

If I had a problem, | would seek assistancenfbehavioral health personnel.

[(e]

. If I had a problem, | would seek assistance feo@haplain.
10. If I had a problem, | would seek assistancenfemyone outside the Army.

11. 1 do not like talking to behavioral health mersel because people would think I am
crazy.

12. 1 do not like talking to behavioral health mersel because my supervisor would not
trust me anymore.

13. 1 do not like talking to behavioral health mersel because my friends would be
afraid to talk me or make fun of me.
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

If | had a Soldier who received treatment fromtalked to, a behavioral health
provider, | would not trust him/her anymore.

If | had a Soldier who needed to talk to soneedmvould send the Soldier to a
Chaplain.

If | had a Soldier who needed to treatmentouhd send the Soldier to a behavioral
health provider.

If | had a Soldier who received behavioral treahre, | would not think less of that
Soldier.

If | had a Soldier who received behavioral titeahre, | would think a lot more of that
Soldier.

If I had a problem, I try to take care of iyself.

If I had a problem, I try to take care of it$e¥f and then ask for help if | could not
get rid of the problem.

If I had a problem, | usually ignore it
| am looking forward to my new assignment végtitement.
I am looking forward to my new assignment beeadudon’t have to deploy.

I am looking forward to my new assignment bseaduwill get to come home to my
family.

| expect recruiting will be no more of a chatie than any of my other Army jobs.

| expect recruiting will be a challenge becausethe most different thing | have
done.

| expect recruiting will be a challenge becausave a hard time talking with
strangers.

| am not sure what to expect with this newgrssient.
I know what to expect and looking forward to it

| know what to expect but am just a little rears.
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