Collaborative Intervention: A Model
for Coordinated Treatment of Mental
Health Issues within a Combat Unit

Michael D. Howard EdD
LT, CHC, USN
LMFT-LMHC-LPC-LCAS-CSAT
Staff Chaplain

Naval Hospital Camp Lejeune



Disclaimer
«_ 00000077

The views expressed in this presentation are
those of the presenter and do not necessarily
reflect the official policy or position of the
department of the Navy, Department of
Defense, nor the U. S. Government



Objectives
S

e Participants will gain a detailed understanding of a
collaborative model of treatment of mental health
Issues within a combat unit

e Participants will be able to differentiate the functions
of Chaplains and Medical Officers with regards to
treatment of mental health issues within combat
units

e Participants will be able to state how Chaplains and
Medical Officers can collaboratively treat combat
stress injuries and PTSD through a structured model
of intervention



Why do we need a collaborative
model?



The Need for a Collaborative Model
«_ _ ]

e The mental health implications from the
global war on terror speak to the need for
Chaplains and Medical Officers, considered
by many to be the front-line defense In
ground combat units, to provide a model of
Intervention that is both effective and efficient



The Need for a Collaborative Model

e Unit Chaplains and Medical Officers are well
positioned by virtue of their position and
relationship to their Marines and Soldiers to
significantly prevent psychological injury and
develop effective coping skills



The Need for a Collaborative Model

An anonymous survey of 3,671 Marines and Soldiers 3-4
months following combat in Iraq or Afghanistan discovered the
following (Hoge et al., 2004):

Rates of post-traumatic stress disorder (PTSD), depression,
and generalized anxiety disorder were approximately 16% as
compared to a baseline figure of approximately 9%

PTSD rates pre and post-deployment were 9.4 and 19%
respectively

Problematic alcohol behavior was approximately 12% pre-
deployment as compared to 18-29% post-deployment

86% of Marines who had a serious emotional problem
recognized it, but of that number, only 45% wanted help, and
only 24% actually received help from a mental health provider



The Need for a Collaborative Model

e Less than half of the service members
needing help actually sought it. The
Department of Defense Task Force on
Mental Health identified stigma or the shame
and disgrace associated with seeking help
for mental health or psychosocial problems
as a “critical barrier to accessing needed
psychological care” (p. 5)



The Need for a Collaborative Model
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e \When a service member is wounded physically or
emotionally in combat, the costs of care and
treatment continue even after the individual is
separated or retired from military service

e Many, If not most veterans have limited financial
means and therefore have little access to private
treatment facilities, particularly those that may be
more exclusive or costly

e In 2000, the percentage of the U.S. population with
government insurance, including military health care,
was only 24.7%. In 2006 this rose slightly to 27%



The Need for a Collaborative Model
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e post-deployment mental health is about much more than PTSD

e Veterans that meet criteria for a diagnosable disorder actually
tend to endorse a range of disorders, even several disorders at
once

e [n addition to combat-related PTSD, veterans may suffer from
depression, alcohol/drug abuse (sometimes originating from
methods used to fall or stay asleep), narcotic addiction (often
beginning with use of prescription pain medication), and
psychological consequences of traumatic brain injury (TBI)



The Need for a Collaborative Model

e Psychological health involves not only the detection
and remediation of iliness, but also the provision of
effective preventive strategies

e Strategies to prevent other common problems, such
as dental disease or orthopedic injuries, are well-
developed

e “A similar capacity must be developed to prevent
psychological dysfunction and enhance resilience to
stress” (Department of Defense Task Force on
Mental Health, 2007, p. 5)



The Need for a Collaborative Model
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e Within present traditional roles, the Medical Officer’s
focus is on the treatment of physical disorders, while
the Chaplain’s focus is on spiritual issues or
emotional concerns related to adjustment

e Between these two traditional foci there I1s a void --
the treatment of psychological or more severe
emotional issues

- This often results in the person being referred outside of the
unit to a mental health department or facility for further
assessment, evaluation, and treatment.



What a Collaborative Model Provides
«_ _ ]

e a Collaborative Intervention Model that will enable
Medical Officers and Chaplains to work together to
more effectively and efficiently treat significant
psychological or emotional issues

e Inclusion of helping professionals from one’s own
unit, particularly the Chaplain, may assist with
overcoming the shame associated with asking for or
receiving help

e This model is most applicable to situations where the
Chaplain has a strong background in counseling,
psychology, and clinical mental health issues.



Collaborative Intervention Model
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e DOES PATIENT PRESENT WITH A
MENTAL HEALTH OR EMOTIONAL
ISSUE?

- YES - Is patient a threat to self or others?

- NO — Treat physical or spiritual issues as
appropriate
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e |IS THE PATIENT A THREAT TO SELF OR
OTHERS?

- YES — Refer to hospital or psychiatrist for further
evaluation
e Outcomes: return to full duty, place on limited duty,
medical separation
— NO - Conduct mental status exam and
assessment
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e MENTAL STATUS EXAM and
ASSESSMENT

- Refer as appropriate

- DOES THE PATIENT MEET CRITERIA FOR
MEDICATION?
e YES - Prescribe as appropriate
e NO — Refer to Chaplain



Collaborative Intervention Model
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e |IS FURTHER COUNSELING WARRANTED
OR DESIRED?
- YES — Refer to mental health professional
- YES — Refer to Chaplain

- NO — Follow-up as appropriate to address
medication and other pertinent issues
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