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C H A P T E R

O N E

Veterans Affairs (VA) History in Brief2

2

U.S Department of Veterans Affairs. (2006). VA History in Brief. Retrieved April 6, 2012,
from Department of Veterans Affairs: http://www.va.gov/opa/publications/archives/docs/
history_in_brief.pdf Copied in entirety (without table of contents).
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C H A P T E R

T W O

Veterans and their Families: A SAMHSA Priority (Part 1)3

By Beryl Lieff Benderly
When Sgt. Dean Nist returned home to rural Somerset, PA, after Marine Reserve
combat service in Iraq that included the battle of Fallujah, he found dealing with
civilians difficult. “I ordered my wife and kids around like they were my Marines,” he
recalls.
Across the country, in Tucson, AZ, former Army Sgt. Abel Moreno returned home
after combat service in both Iraq and Afghanistan. Initially, he found himself unable
to land a job that paid enough to support his family.
The challenges facing Sgt. Nist and Mr. Moreno, along with troubling wartime
memories and feelings of isolation from the civilians around them, added up to major
stress. Before long, both veterans were using alcohol heavily to deal with the
pressures of readjustment to civilian life.
With some 700,000 of their comrades now back in the United States, similar issues
confront active duty military personnel, returning veterans, and their families and
communities across the Nation.
To help, SAMHSA is making the reintegration needs of returning veterans a top
priority in Agency efforts to promote mental health and to prevent and treat
substance abuse.
SAMHSA’s Role
Combined data from SAMHSA’s 2004 to 2006 National Survey on Drug Use and
Health (NSDUH) have documented that more than 20 percent of veterans age 18 to

3

SAMHSA. (2008, January/February). Veterans & Their Families: A SAMHSA Priority (Part
1). SAMHSA News, 16(1). (M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA News Team at
IQ Solutions, Inc. Retrieved April 6, 2012, from http://www.samhsa.gov/SAMHSA_News/
VolumeXVI_1/article1.htm. Copied in entirety.
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25 suffered serious psychological distress in the preceding year, with females more
vulnerable than males.
According to a NSDUH report, one-quarter of veterans age 25 and under had
suffered from substance use disorders in the preceding year, with those from lowincome families especially vulnerable. The two disorders co-occurred in more than 8
percent of the veterans age 25 and under, and those in families earning less than
$20,000 per year again faced the highest risk. (See “Statistics on Veterans’ Mental
Health” below.)
While emphasizing that “the Department of Veterans Affairs (VA) has the lead on
providing services to veterans, and the Department of Defense (DoD) has military
medical facilities all around the country,” SAMHSA Administrator Terry L. Cline,
Ph.D., sees an important role for SAMHSA in helping returning veterans and their
families.
One role is to ensure that mental health providers in the community are aware that
VA provides ready access to high-quality mental health services.
In addition to leveraging SAMHSA’s existing resources and collaborating with DoD
and VA, SAMHSA offers a wealth of knowledge and information about substance
abuse and mental health that can inform the efforts of community providers
attempting to assist returning veterans and their families.
Dr. Cline recently signed a decision memorandum establishing returning veterans
and their families as one of SAMHSA’s priority populations. As a result, this
population will be included in all relevant announcements of grant availability, and
applicants for SAMHSA grants will be strongly encouraged to address veterans’
issues.
The decision also makes returning veterans and their families one of SAMHSA’s
Matrix program areas and assures attention to their needs over time throughout
SAMHSA’s major, ongoing programs.

Consequences of Trauma
“Anyone who has been in combat experiences trauma,” says A. Kathryn Power,
M.Ed., Director of SAMHSA’s Center for Mental Health Services (CMHS). Because
the current conflicts lack clear front lines and rear guards, they are especially
problematic, she adds.
In addition to the horrors of war, longer and multiple deployments, uncertainty of the
length of deployments, and the relentless tension of counterinsurgency warfare
compound the stress.
“Many people can deal with trauma in a very normalizing way. They can respond and
act with resilience,” Ms. Power says.
CE-‐2013P2	
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However, Sgt. Nist remembers a friend employed in a metal shop. “Every time they
drop a sheet of metal, he just about goes through the roof,” Sgt. Nist says. “He’s
severely into alcohol and misses 2 or 3 days of work a week.”

Military Culture
With the help of family members and friends, Sgt. Nist and Mr. Moreno got their lives
back in order. Now, they are committed to helping other returning veterans do the
same.
Sgt. Nist, now a member of the Pennsylvania National Guard, serves as president of
the Somerset County Military Family Support Group, a voluntary organization. He
also was instrumental in organizing a local veterans’ center.
Mr. Moreno is a staff member at Vets4Vets, a nonprofit organization providing peerto-peer services to Iraq and Afghanistan veterans.
Each wave of veterans, whether from World War II or Iraq, forms a special
“brotherhood” with its own language, set of experiences, and feeling of community,
Mr. Moreno says.
Many issues are similar across the generations, but effective services for veterans
require understanding the particulars of their generation’s experience.
“Veterans need a place to talk about feelings, to decompress, and also to know that
others out there are feeling the same things,” Mr. Moreno says. “That keeps people
from becoming isolated, self-medicating, and worse.”
For care providers who lack a military a background, familiarity with the former
service members’ culture, jargon, and concerns is an important element in building
trust, adds Sgt. Nist.
“We’re very fortunate in our town that our mental health people here asked us, ‘Will
you teach us how to understand you?’ ” Sgt. Nist says. “They told me, ‘We are not
veterans. We are not going to pretend to know what you’re going through. We want
to learn from you so we can help others.’ The first thing they need to do is let the
veterans know they’re willing to help them. Then, they need to learn the language
[and] how to deal with them.”
Arne Owens, M.S.S.M., Senior Advisor to the SAMHSA Administrator, agrees that
providers “need to have some understanding of what the military is about and how it
is organized, to be able to tell the difference between a sergeant and a sergeant
major. Most people who haven’t been in the military don’t understand those things.
Community care providers don’t need military expertise or experience,” he adds, but
rather familiarization with military culture. “We see a role for SAMHSA in helping to

42!
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build that cultural competence and familiarization. We’re looking at ways to educate
and share information.”

Statistics on Mental Health 4
SAMHSA’s Office of Applied Studies (OAS) recently released a new short report on
veterans’ mental health.
Data indicate that an annual average of 7.0 percent of veterans age 18 or older (an
estimated 1.8 million people) experienced past-year serious psychological distress
(SPD).
In addition, 7.1 percent of veterans (an estimated 1.8 million people) met the criteria
for a past-year substance use disorder (SUD), and 1.5 percent (an estimated
395,000 people) had co-occurring SPD and SUD.
Serious Psychological Distress and Substance Use Disorder among Veterans is
based on combined National Survey on Drug Use and Health (NSDUH) data from
2004, 2005, and 2006.
The report indicates that veterans age 18 to 25 were more likely than their older
counterparts to have higher rates of SPD, SUD, and co-occurring SPD and SUD—
with 8.4 percent of veterans age 18 to 25 experiencing co-occurring SPD and SUD
versus just 0.7 percent of those age 55 or older.
Among veterans of the wars in Iraq and Afghanistan who received care from the
U.S. Department of Veterans Affairs (VA) between 2001 and 2005, nearly one-third
were diagnosed with mental health and/or psychosocial problems and one-fifth were
diagnosed with SUD.

NSDUH Defines “Veteran”
In this report, NSDUH defines a veteran as an individual who has served in any of
the U.S. Armed Forces (i.e., Army, Navy, Air Force, Marine Corps) but who is not
currently serving in the military. According to survey estimates, 25.9 million military
veterans were living in the United States during this 3-year period.
For a free copy of Serious Psychological Distress and Substance Use Disorder
among Veterans, visit SAMHSA’s OAS Web site at http://oas.samhsa.gov/2k7/
veteransDual/veteransDual.cfm. Additional SAMHSA reports on other topics are
available at www.oas.samhsa.gov.
4

SAMHSA. (2008, January/February). Statistics on Mental Health. SAMHSA News, 16(1).
(M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA News Team at IQ Solutions, Inc. Retrieved
April 6, 2012, from http://www.samhsa.gov/SAMHSA_News/VolumeXVI_1/text_only/
article3txt.htm
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C H A P T E R

T H R E E

Veterans and their Families: A SAMHSA Priority (Part 2)5

Challenges
Community providers and their local communities face significant challenges.
“Today, only about 30 to 40 percent of veterans who are eligible for care actually
seek care from VA,” Ms. Power says.
Mr. Moreno, for example, resisted getting help because, as a paratrooper trained to
be tough and strong, he “didn’t want to look weak,” he says. Sgt. Nist notes that a
roundtrip from Somerset for an appointment at the nearest VA facility “takes the
whole day.”
In addition, troubling issues related to trauma can arise years, even a decade or
more, after the event. Service-related health care benefits for National Guard and
Reserve members, however, currently last only 2 years.
Family members affected either by deployments or by issues related to returning
veterans also may require mental health or substance abuse care in their
communities.
SAMHSA Activities
The Agency’s support for the missions of DoD and VA has produced several
significant results, including the following:
Suicide Prevention Lifeline—1-800-273-TALK. In July, SAMHSA’s
collaboration with VA culminated in a new service to help veterans and their
families deal with a potential suicidal crisis. According to a recent report from
SAMHSA’s National Survey on Drug Use and Health, male veterans in the
general population are at an elevated risk of suicide.
5

SAMHSA. (2008, January/February). Veterans & Their Families: A SAMHSA Priority (Part
2). SAMHSA News, 16(1). (M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA News Team at
IQ Solutions, Inc. Retrieved April 6, 2012, from http://www.samhsa.gov/SAMHSA_News/
VolumeXVI_1/text_only/article1btxt.htm. Report copied in entirety.
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In cooperation with VA, SAMHSA modified its toll-free National Suicide
Prevention Lifeline. The Lifeline number, 1-800-273-TALK, automatically
connects callers to crisis centers in their area. Starting in summer 2007, a
new prompt offers the option of pressing #1 and connecting directly to a
special VA suicide crisis line, located in Canandaigua, NY, and staffed by
mental health professionals.
Web Page. A special Web page for veterans and their families is posted on
the SAMHSA Web site at www.samhsa.gov/vets. (See “Resources for
Veterans”.)
Mental Health Task Force. SAMHSA’s collaboration with DoD has included
participation in the DoD Mental Health Task Force, which was “charged with
looking at the efficacy of behavioral health services for active duty members
returning from Iraq and Afghanistan,” says Ms. Power, who served as
SAMHSA’s representative on the Task Force.
In June 2007, the group’s recommendations went to the Secretary of
Defense, who responded in September of that year with a “blueprint for
action.” DoD asked SAMHSA to analyze resources, programs, and initiatives
and identify those that can aid in meeting the recommendations of the Task
Force.
The result? A recently completed “Crosswalk” document highlights several
areas where SAMHSA’s expertise can help. An example, Ms. Power
suggests, may be SAMHSA’s national public service campaign seeking to end
the discrimination and resulting isolation that affect persons experiencing
mental health and substance abuse issues—an effort that DoD “wants to
begin to address broadly.”
National Forum. In May 2007, a national forum brought together providers of
community mental health and substance abuse services and representatives
of veterans service organizations. They provided recommendations to
SAMHSA on how the mental health and substance abuse provider
communities can support DoD and VA efforts in addressing the behavioral
health needs of returning veterans and their families.
Mr. Moreno, Sgt. Nist, and his wife, Lori Nist, who serves as secretary of the
Somerset County Military Family Support Group, all attended.
National Conference
Planning is under way for a second national conference to be held in Washington,
DC, during summer 2008. That conference will build on the lessons learned from
“The Road Home” conference SAMHSA sponsored in 2006 and will provide
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opportunities for collaborative strategic planning to address the needs of returning
veterans and their families (see SAMHSA News online, May/June 2006).
Along with SAMHSA, VA, and DoD, organizations representing two of SAMHSA’s
major professional constituencies—the National Association of State Alcohol and
Drug Abuse Directors and the National Association of State Mental Health Program
Directors—are participating in planning discussions.
The gathering will emphasize information sharing and coordination among a variety
of providers and service systems at the Federal, state, and local levels.
“Improving mental health and substance abuse treatment services for veterans is
SAMHSA’s goal. We can help bring people together from the Federal, state, and
local levels to make sure veterans are served with the same dedication and
commitment they showed as members of our armed forces,” says Dr. Cline.
For more information, visit SAMHSA’s Web site at www.samhsa.gov/vets.

Administrator's Message: Enhancing Services for Returning
Veterans 6
Across the Nation, veterans are returning home from their tours of duty in
Afghanistan and Iraq. For many of these courageous men and women, readjustment
to civilian life will take time.
Research shows that substance abuse and mental health problems are far more
frequent among returning veterans than in the general population. A recent report
from SAMHSA’s National Survey on Drug Use and Health shows that veterans age
18 to 25 are more likely than older veterans to have higher rates of serious
psychological distress, substance use disorder, or co-occurring psychological
distress and substance use disorder in the past year.
SAMHSA is collaborating with the Department of Veterans Affairs (VA), the
Department of Defense (DoD), the National Guard, and veterans service
organizations to enhance the safety net of resources and services for returning
veterans.
For example, SAMHSA recently worked with VA to modify our toll-free National
Suicide Prevention Lifeline at 1-800-273-TALK. A new prompt offers the option of
pressing #1 and connecting directly to a special VA suicide crisis line staffed by
mental health professionals.
6

SAMHSA. (2008, January/February). Veterans & Their Families: A SAMHSA Priority (Part
2). SAMHSA News, 16(1). (M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA News Team at
IQ Solutions, Inc. Retrieved April 6, 2012, from http://www.samhsa.gov/SAMHSA_News/
VolumeXVI_1/text_only/article1btxt.htm. Section copied in entirety.
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Community-based counseling and treatment programs need to know how to prepare
family and friends for the return of their loved ones. SAMHSA can help by building
community awareness and sensitivity to the challenges returning veterans and their
families face regarding substance abuse and mental health issues.
SAMHSA recently created a special Web page of information for veterans at
www.samhsa.gov/vets. The Agency’s Treatment Locator Web site is another
valuable resource for access to thousands of providers in locations around the
country.
In May 2006, SAMHSA hosted a national conference on returning veterans (see
SAMHSA News online), and in spring 2007, the Agency convened a special forum to
address mental health and substance abuse treatment needs of returning veterans
and their families. In a few months, SAMHSA will sponsor a second national
conference on returning veterans.
We look forward to our continued collaboration with VA, DoD, the National Guard,
and veterans service organizations to ensure that returning veterans with or at risk
for mental or substance use disorders have the opportunity for recovery and a
fulfilling life in the community.
Terry L. Cline, Ph.D.
Administrator, SAMHSA
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A Critical Safety Net
The military system has plenty of help to offer veterans who experience problems
with mental health, substance abuse, or the transition to civilian life.
In addition to rigorous predeployment screening to identify those with pre-existing
mental health problems, the U.S. Department of Defense (DoD) screens personnel
once a year during active duty, at discharge, and again 3 to 6 months later. The
goal? To catch problems early.
Veterans who need mental health or substance abuse treatment then receive care at
the Veterans Health Administration (see Veterans Resources). Medical facilities
there offer care for mental health and substance abuse issues as well as care for
specialized PTSD problems. In addition, care is available through a network of
private providers participating in the DoD's TriCare program.
More informal assistance is available through the 207 Veterans Centers around the
country, where veterans offer peers both readjustment counseling and help
accessing other programs.
Community mental health and substance abuse treatment providers can supplement
this care by serving as a critical "safety net," explained Mr. Steinberg.
To play that role effectively, community providers need to become knowledgeable
about the resources available to returning veterans and the rules for using them.
They need to know that veterans aren't automatically eligible for VA care, for
instance. "In general, the veteran must take the first step and apply for the benefit,"
explained Gary M. Baker, M.A., Director of the VA's Health Eligibility Center.
"With the active cooperation of all of society, the road home for our veterans
can be further improved and the journey home can be made easier."
—H. Westley Clark, M.D., J.D., M.P.H.
CSAT Director
Iraq and Afghanistan combat veterans—including active-duty military with honorable
discharges, reservists who completed their tours, and National Guard members
activated for Federal duty—have certain privileges. There's a special rule that gives
them priority access and no-cost care of combat-related problems for the 2 years
following their discharge. The only catch? They must register in the VA system within
2 years of discharge or risk losing access to VA care later on. This 2-year "window"
is covered through the military treatment facilities and TriCare, along with the VA.
More information on this topic is available on the DoD and VA Web sites.
In addition to screening veterans and referring them to DoD or VA facilities for care,
community providers also need to be ready to provide services themselves. That's
48!
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because some veterans return to geographically isolated communities where VA
services aren't available. Others aren't eligible for services even if they are available.
Stigma, denial, or anger at the military keep others away. And symptoms of PTSD
may not show up until long after the war is over.
Community providers should routinely ask clients—both men and women—whether
they've served in the military or experienced trauma. They should also assess them
for PTSD, other mental disorders, and substance abuse. "If you don't ask," said Dr.
Clark, "they're not going to tell."
And not asking could prove fatal, warned Col. Jonathan W. Coffin, Ph.D., staff
psychologist for the Vermont National Guard and Outpatient Director at the Howard
Center. "I guarantee that every one of you will have the opportunity to save a
veteran's life," he said.

A Warm Welcome Home
Veterans aren't the only ones local providers and the community as a whole can
help: Families of active-duty service members and veterans may also need support.
That's a message Susan A. Storti, Ph.D., R.N., Director of the CSAT-funded
Addiction Technology Transfer Center of New England, has taken to heart.
When her fiancé was deployed with the Rhode Island National Guard, she jumped
into action. She assessed the needs of soldiers, veterans, and their families;
identified available resources; and helped create a "Rhode Island Blueprint" to fill the
gaps.
Now the entire community is involved in welcoming veterans home and supporting
families while they're gone. Experts train community providers in such areas as
traumatic brain injury. Support groups give families tips on stress management and
opportunities to vent. Researchers are studying ways of enhancing resilience in
children. Even the local theater company has gotten into the act, with a play drawing
on the words of soldiers, journalists, and others who have been to Iraq.
Simply welcoming veterans home can help, said Major Gen. Arthur T. Dean (Ret.),
Chairman and Chief Executive Officer of Community Anti-Drug Coalitions of
America.
"The way many of my contemporaries were received when they came back from
Vietnam set them up for failure," he said. "We can all participate in welcoming and
embracing today's troops as they return home."
Dr. Clark agreed. "With the active cooperation of all of society," he said, "the road
home for our veterans can be further improved and the journey home can be made
easier."
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Electronic files of the presentations from the conference are available online at the
SAMHSA Web site, www.samhsa.gov/conference/va_conference.
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C H A P T E R

F O U R

Substance Use, Dependence and Treatment among
Veterans 7

The Department of Veterans Affairs (VA) projects the need for substance abuse
treatment services using data on the subset of veterans who seek treatment in the
VA Health System each year. The National Survey on Drug Use and Health
(NSDUH) represents an opportunity to enhance these projections by examining
Substance Use, Dependence, and Treatment among Veterans epidemiological data
on the veteran population, including those who previously have not accessed VA
services.
This report provides estimates of substance use, dependence, and treatment for the
year 2003 derived from a logistic regression model1 in which 2000-2003NSDUH
data were pooled to provide more precise measures of differences between
veterans and a nonveteran comparison group. To make valid comparisons, a
“standardized” nonveteran group was constructed by adjusting the weights of the
NSDUH sample to reflect the age, gender, and geographic distribution of veterans
as observed in benefit eligibility data collected by the Veterans Health
Administration.
NSDUH asks persons aged 12 or older to report on their use of alcohol and illicit
drugs, as well as their symptoms of substance dependence or abuse during the past
year. NSDUH defines any illicit drug as marijuana/hashish, cocaine (including crack),
inhalants, hallucinogens, heroin, or prescription-type drugs used nonmedically.2
Respondents are asked about their use of alcohol. Heavy alcohol use is defined as
drinking five or more drinks on the same occasion on each of 5 or more days in the
past 30 days.
7

The NSDUH Report (formerly The NHSDA Report) is published periodically by the Office
of Applied Studies, Substance Abuse and Mental Health Services Administration
(SAMHSA). All material appearing in this report is in the public domain and may be
reproduced or copied without permission from SAMHSA. Additional copies of this report or
other reports from the Offi ce of Applied Studies are available online: http://
www.oas.samhsa.gov
Citation of the source is appreciated. For questions about this report, please e-mail:
shortreports@samhsa.hhs.gov Accessed April 26, 2012. http://www.oas.samhsa.gov/2k5/
vets/vets.pdf
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NSDUH defines dependence on or abuse of illicit drugs or alcohol using criteria
specified in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV).3
Substance dependence or abuse includes such symptoms as withdrawal, tolerance,
use in dangerous situations, trouble with the law, and interference in major
obligations at work, school, or home during the past year.
Respondents also were asked about veteran status. A veteran is defined as an
individual who formerly served in any of the U.S. Armed Forces (Army, Navy, Air
Force, Marine Corps, etc.).
Veteran Characteristics
In 2003, there were an estimated 25 million veterans comprising roughly 11.5
percent of the 217 million non-institutionalized civilians aged 17 or older in the
United States. Approximately 93 percent of veterans were male, and 8.4 percent
were between the ages of 17 and 34. An estimated 30.1 percent were between the
ages of 35 and 54, 42.3 percent were between the ages of 55 and 74, and 19.2
percent were aged 75 or older.
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Illicit Drug and Heavy
Alcohol Use
An estimated 3.5
percent of veterans used
marijuana in the past
month compared with
3.0 percent of their
nonveteran counterparts
in 2003 (Figure 1).
Among both groups,
heavy use of alcohol
was more common than
illicit drug use.
Heavy use of alcohol
was more prevalent
among veterans than
comparable
nonveterans, with an
estimated 7.5 percent of
veterans drinking heavily
in the past month
compared with 6.5
percent of their
nonveteran
counterparts.
Dependence on Illicit
Drugs and Alcohol
Using criteria from the
DSM-IV, an estimated
2.6 percent of veterans
were dependent on
alcohol in the past year
(Figure 2). A much
smaller proportion of veterans (0.9 percent) was dependent on illicit drugs in the
past year. Estimated rates of dependence among comparable nonveterans on
alcohol and illicit drugs were comparable with rates among veterans.
Treatment for Substance Use Disorders
An estimated 0.8 percent of veterans received specialty treatment4 for a substance
use disorder (alcohol or illicit drugs) in the past year compared with 0.5 percent of
CE-‐2013P2	
  -‐	
  Copyright	
  ©	
  2013	
  Breining	
  Ins8tute	
  (1307241102)	
  

53

VETERANS:	
  Addic-on	
  Treatment	
  Factors	
  in	
  working	
  with	
  Military	
  Families

their nonveteran counterparts (Figure 3). An estimated 2.8 percent of veterans were
dependent on illicit drugs or alcohol but did not receive treatment in the past year.5 A
similar proportion of comparable nonveterans went untreated.
End Notes
1 Long, J. S. (1997). Regression models for categorical and limited dependent variables (No. 7,
Advanced Quantitative Techniques in the Social Sciences). Thousand Oaks, CA: Sage Publications.
Logistic regression models included calendar year and veteran status indicators, and were estimated
using the SUDAAN® software’s R-LOGISTIC procedure to account for NSDUH’s complex survey
design.
2 NSDUH measures the nonmedical use of prescription-type pain relievers, sedatives, stimulants, or
tranquilizers. Nonmedical use is defined as the use of prescription-type drugs not prescribed for the
respondent by a physician or used only for the experience or feeling they caused. Nonmedical use of
any prescription-type pain reliever, sedative, stimulant, or tranquilizer does not include over-thecounter drugs.
3 American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders (4th
ed.). Washington, DC: Author.
4 Specialty treatment is defined as treatment received at a hospital (inpatient), rehabilitation facility
(inpatient or outpatient), or mental health center to reduce or stop drug or alcohol use, or medical
problems associated with drug or alcohol use.
5 Respondents were classified as having an unmet need for substance use treatment if they were
dependent on illicit drugs or alcohol and did not receive treatment at a specialty facility.
Figure Notes
Source: SAMHSA, 2003 NSDUH.
* Difference between veteran and comparable nonveteran samples significant at p < .05.
** Difference between veteran and comparable nonveteran samples significant at p < .01.
† Estimates standardized to
match veteran demographic
distribution by age, gender, and
region.
The National Survey on Drug
Use and Health (NSDUH) is an
annual survey sponsored by the
Substance Abuse and Mental
Health Services Administration
(SAMHSA). Prior to 2002, this
survey was called the National
Household Survey on Drug
Abuse (NHSDA). The results
presented here are based on an
analysis of information obtained
from 12,072 veterans and
184,339 nonveterans aged 17
or older who were surveyed in
2000 through 2003.
The survey collects data by
administering questionnaires to
a representative sample of the
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population through face-to-face interviews at their place of residence.
The NSDUH Report is prepared by the Office of Applied Studies (OAS), SAMHSA, and by RTI
International in Research Triangle Park, North Carolina. (RTI International is a trade name of
Research Triangle Institute.)
Information and data for this issue are based on the following publications:
Office of Applied Studies. (2004). Results from the 2003 National Survey on Drug Use and Health:
National findings (DHHS Publication No. SMA 04-3964, NSDUH Series H-25). Rockville, MD:
Substance Abuse and Mental Health Services Administration.
Office of Applied Studies. (2003). Results from the 2002 National Survey on Drug Use and Health:
National findings (DHHS Publication No. 03-3836, NSDUH Series H-22). Rockville, MD: Substance
Abuse and Mental Health Services Administration.
Office of Applied Studies. (2002). Results from the 2001 National Household Survey on Drug Abuse:
Volume I. Summary of national findings (DHHS Publication No.SMA 02-3758, NHSDA Series H-17).
Rockville, MD: Substance Abuse and Mental Health Services Administration.
Offi ce of Applied Studies. (2001). Summary of fi ndings from the 2000 National Household Survey on
Drug Abuse (DHHS Publication No. SMA 01-3549, NHSDA Series H-13). Rockville, MD: Substance
Abuse and Mental Health Services Administration.
Also available online: http://www.oas.samhsa.gov
Because of improvements and modifications to the 2002 NSDUH, estimates from the 2002, 2003,
and 2004 surveys should not be compared with estimates from the 2001 or earlier versions of the
survey to examine changes over time
U.S. DEPARTMENT OF HEALTH & HUMAN SERVICES Substance Abuse & Mental Health Services
Administration Office of Applied Studies
www.samhsa.gov
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C H A P T E R

F I V E

Alcohol Use and Alcohol-Related Risk Behavior among
Veterans 8

The National Survey on Drug Use and Health (NSDUH) represents a unique source
of epidemiological data on alcohol use by veterans. Alcohol misuse is associated
with increased risk of injuries, motor vehicle crashes, and loss of productivity, as well
as physical and mental health problems.1 Excessive alcohol use, combined with
frequent cigarette smoking, is a risk factor for cardiovascular disease and lung
cancer, and poses additional health risks that include mouth, throat, and esophageal
cancer.2
This report provides estimates of alcohol use and alcohol-related risk behaviors for
the year 2003 derived from a logistic regression model3 in which 2000–2003 NSDUH
data were pooled to provide more precise measures of differences between
veterans and a nonveteran comparison group. To make valid comparisons, a
“standardized” nonveteran group was constructed by adjusting the weights of the
NSDUH sample to reflect the age, gender, and geographic distribution of veterans
as observed in benefit eligibility data collected by the Veterans Health
Administration.
NSDUH asks respondents to report on their use of alcohol and cigarettes within the
past month, as well as the frequency and quantity of use. Binge alcohol use is
defined as drinking five or more drinks on the same occasion (i.e., at the same time
or within a couple of hours of each other) on at least 1 day in the past 30 days.
Heavy alcohol use is defined as drinking five or more drinks on the same occasion
on each of 5 or more days in the past 30 days; all heavy alcohol users are also
binge alcohol users. Respondents also were asked about veteran status; a veteran
is defined as an individual who formerly served in any of the U.S. Armed Forces
(Army, Navy, Air Force, Marine Corps, etc.).
8

The NSDUH Report (formerly The NHSDA Report) is published periodically by the Office of
Applied Studies, Substance Abuse and Mental Health Services Administration (SAMHSA).
All material appearing in this report is in the public domain and may be reproduced or copied
without permission from SAMHSA. Additional copies of this report or other reports from the
Office of Applied Studies are available online: http://www.oas.samhsa.gov. Citation of the
source is appreciated. For questions about this report, please e-mail:
shortreports@samhsa.hhs.gov
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Veteran Characteristics
In 2003, there were an estimated 25 million veterans comprising roughly 11.5
percent of the 217 million non-institutionalized civilians aged 17 or older in the
United States. Approximately 93 percent of veterans are male, and 8.4 percent were
between the ages of 17 and 34. An estimated 30.1 percent were between the ages
of 35 and 54, 42.3 percent were between the ages of 55 and 74, and 19.2 percent
were aged 75 or older.
Alcohol Use
An estimated 56.6 percent of veterans used alcohol in the past month compared
with 50.8 percent of their nonveteran counterparts in 2003 (Figure 1). Heavy use of
alcohol also was more prevalent
among veterans, with an
estimated 7.5 percent of
veterans drinking heavily in the
past month compared with 6.5
percent of their nonveteran
counterparts.

Driving Under the Influence
An estimated 13.2 percent of
veterans reported driving while
under the influence of alcohol or
illicit drugs in the past year
compared with 12.2 percent of
comparable nonveterans (Figure
2).
Alcohol and Cigarette Use
As was the case with heavy
alcohol use, heavy (i.e., daily)
cigarette use was more common
among veterans, with an
estimated 18.8 percent smoking
cigarettes daily in the past month
compared with 14.3 percent of
comparable nonveterans (p < .
01). Veterans also were more likely to smoke frequently and drink heavily, with 3.2
percent of veterans smoking cigarettes daily and drinking heavily in the past month
compared with 2.6 percent of comparable nonveterans (Figure 3).
End Notes
1 National Institute on Alcohol Abuse and Alcoholism. (2002; revised 2004). Alcohol: What you don’t
know could harm you (NIH Publication No. 99-4323). Rockville, MD: U.S. Department of Health and
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Human Services, National Institutes of Health. Available at http://www.niaaa.nih.gov/publications/
WhatUDontKnow_HTML/dontknow.htm
2 National Institute on Alcohol Abuse and Alcoholism. (1998, January). Alcohol Alert No. 39: Alcohol
and tobacco. Retrieved September 20, 2005, from http://www.niaaa.nih.gov/publications/aa39.htm
3 Long J. S. (1997). Regression models for categorical and limited dependent variables(No. 7,
Advanced Quantitative Techniques in the Social Sciences). Thousand Oaks, CA: Sage Publications.
Logistic regression models included calendar year and veteran status indicators, and were estimated
using the SUDAAN® software’s R-LOGISTIC procedure to account for NSDUH’s complex survey
design.
Figure Notes
Source: SAMHSA, 2003 NSDUH.
* Difference between veterans and comparable nonveterans significant at p < .05.
** Difference between veterans and comparable nonveterans significant at p < .01.
† Estimates standardized to match veteran demographic distribution by age, gender, and region.
The National Survey on Drug Use and Health (NSDUH) is an annual survey sponsored by the
Substance Abuse and Mental Health Services Administration (SAMHSA). Prior to 2002, this survey
was called the National Household Survey on Drug Abuse (NHSDA). The results presented here are
based on an analysis of information obtained from 12,072 veterans and 184,339 nonveterans aged
17 or older were
surveyed from 2000 through
2003.
The survey collects data by
administering questionnaires to a
representative sample of the
population through face-to-face
interviews at their place of
residence.
The NSDUH Report is prepared
by the Office of Applied Studies
(OAS), SAMHSA, and by RTI
International in Research
Triangle Park, North Carolina.
(RTI International is a trade
name of
Research Triangle Institute.)
Information and data for this
issue are based on the following
publications:
Office of Applied Studies. (2004).
Results from the 2003 National
Survey on Drug Use and Health: National findings (DHHS Publication No. SMA 04-3964, NSDUH
Series H-25). Rockville, MD: Substance Abuse and Mental Health Services Administration.
Office of Applied Studies. (2003). Results from the 2002 National Survey on Drug Use and Health:
National findings (DHHS Publication No. SMA 03-3836, NSDUH Series H-22). Rockville, MD:
Substance Abuse and Mental Health Services Administration.
Office of Applied Studies. (2002). Results from the 2001 National Household Survey on DrugAbuse:
Volume I. Summary of national findings (DHHS Publication No. SMA 02-3758, NHSDA Series H-17).
Rockville, MD: Substance Abuse and Mental Health Services Administration.
Office of Applied Studies. (2001). Summary of findings from the 2000 National Household Survey on
Drug Abuse (DHHS Publication No. SMA 01-3549, NHSDA Series H-13). Rockville, MD: Substance
Abuse and Mental Health Services Administration.
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Also available online: http://
www.oas.samhsa.gov
Because of improvements and
modifications to the 2002
NSDUH, estimates from the
2002, 2003, and 2004 surveys
should not be compared with
estimates from the 2001 or
earlier versions of the survey
to examine changes over time.
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C H A P T E R

S I X

Serious Psychological Distress and Substance Use
Disorder among Veterans9

November 1, 2007

Every year, thousands of troops
depart from military service and
rejoin their families and civilian
communities. Given the
demanding environments of the
military and traumatizing
experiences of combat, many
veterans experience
psychological distress that can be
further complicated by substance
use and related disorders.
Research indicates that male
veterans in the general U.S.
population are at an elevated risk
of suicide.1 In addition, among
veterans of the wars in Iraq and
Afghanistan who received care
from the Department of Veterans
Affairs between 2001 and 2005,
nearly one third were diagnosed
with mental health and/or
psychosocial problems and one fifth were diagnosed with a substance use
disorder (SUD).2

9

The NSDUH Report is published periodically by the Office of Applied Studies, Substance
Abuse and Mental Health Services Administration (SAMHSA). All material appearing in this
report is in the public domain and may be reproduced or copied without permission from
SAMHSA. Additional copies of this report or other reports from the Office of Applied Studies
are available online: http://www.oas.samhsa.gov. Citation of the source is appreciated. For
questions about this report, please e-mail: shortreports@samhsa.hhs.gov.
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The National Survey on Drug Use and Health (NSDUH) includes questions to
assess serious psychological distress (SPD) and substance use disorders. SPD is
an overall indicator of nonspecific psychological distress. NSDUH measures past
year SPD using the K6 distress questions.3,4 The K6 questions measure
symptoms of
psychological distress
during the 1 month in
the past 12 months
when respondents were
at their worst
emotionally. NSDUH
also asks respondents
to report on their use of
illicit drugs5 and alcohol,
as well as symptoms of
substance dependence
or abuse during the past
year. NSDUH defines
dependence on or
abuse of alcohol or illicit
drugs using criteria
specified in the
American Psychiatric
Association’s Diagnostic
and Statistical Manual of
Mental Disorders (DSMIV).6 Substance
dependence or abuse
includes such symptoms
as withdrawal,
tolerance, use in
dangerous situations,
trouble with the law, and
interference in major
obligations at work,
school, or home during
the past year.
Individuals who meet
the criteria for either
dependence or abuse
are said to have an
SUD.

CE-‐2013P2	
  -‐	
  Copyright	
  ©	
  2013	
  Breining	
  Ins8tute	
  (1307241102)	
  

61

VETERANS:	
  Addic-on	
  Treatment	
  Factors	
  in	
  working	
  with	
  Military	
  Families

NSDUH respondents also are asked about their military veteran status. A veteran is
defined as an individual who has served in any of the U.S. Armed Forces but who is
not currently serving in the military.
This report examines past year SPD, SUD, and co-occurring SPD and SUD among
veterans aged 18 or older by demographic characteristics.7 For the purpose of this
report, individuals with both SPD and SUD in the past year are said to have cooccurring SPD and SUD. All findings presented in this report are based on combined
2004, 2005, and 2006 NSDUH data. According to NSDUH estimates, 25.9 million
military veterans were living in the United States during this 3-year period.
Serious Psychological Distress
Combined data from 2004 to 2006 indicate that an annual average of 7.0 percent of
veterans aged 18 or older (an estimated 1.8 million persons annually) experienced
SPD in the past year (Figure 1).
Veterans aged 18 to 25 were
more likely to have had SPD
(20.9 percent) than veterans
aged 26 to 54 (11.2 percent)
or those aged 55 or older (4.3
percent) (Figure 2). Female
veterans were twice as likely
as male veterans to have had
SPD in the past year (14.5 vs.
6.5 percent) (Figure 3).
Veterans with family incomes
of less than $20,000 per year
were more likely to have had
SPD in the past year than
veterans with higher family
incomes (Figure 4).
Substance Use Disorder
Combined data from 2004 to 2006 indicate that an annual average of 7.1 percent of
veterans aged 18 or older (an estimated 1.8 million persons) met the criteria for SUD
in the past year (Figure 1). One quarter of veterans aged 18 to 25 met the criteria for
SUD in the past year compared with 11.3 percent of veterans aged 26 to 54 and 4.4
percent of veterans aged 55 or older (Figure 2). There was no difference in SUD
between male and female veterans (7.2 vs. 5.8 percent) (Figure 3). Veterans with a
family income of less than $20,000 per year (10.8 percent) were more likely to have
met the criteria for SUD in the past year than veterans with a family income of
$20,000 to $49,999 (6.6 percent), $50,000 to $74,999 (6.3 percent), or $75,000 or
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more (6.7 percent) (Figure
4).
Co-Occurring SPD and
SUD
From 2004 to 2006,
approximately 1.5 percent of
veterans aged 18 or older
(an estimated 395,000
persons) had co-occurring
SPD and SUD (Figure 1).
Increasing age was
associated with lower rates
of past year co-occurring
SPD and SUD, with veterans
aged 18 to 25 having the
highest rate (8.4 percent)
and veterans aged 55 or
older having the lowest rate (0.7 percent) (Figure 2).There was no significant
difference in co-occurring disorders among males and females (1.5 vs. 2.0 percent,
respectively) (Figure 3). Veterans with family incomes of less than $20,000 per year
were more likely to have had co-occurring SPD and SUD in the past year than
veterans with higher family incomes (Figure 4).
End Notes
1 Kaplan, M. S., Huguet, N., McFarland, B. H., & Newsom, J. T. (2007). Suicide among male
veterans: A prospective population-based study. Journal of Epidemiology and Community Health,
61, 619-624.
2 Seal, K. H., Bertenthal, D., Miner, C. R., Sen, S., & Marmar, C. (2007). Bringing the war back home:
Mental health disorders among 103,788 US veterans returning from Iraq and Afghanistan seen at
Department of Veterans Affairs facilities. Archives of Internal Medicine, 167, 476-482.
3 Kessler, R. C., Barker, P. R., Colpe, L. J., Epstein, J. F., Gfroerer, J. C., Hiripi, E., Howes, M. J.,
Normand, S. L., Manderscheid, R. W., Walters, E. E., & Zaslavsky, A. M. (2003). Screening for
serious mental illness in the general population. Archives of General Psychiatry, 60, 184-189.
4 The 2004 NSDUH sampling strategy employed a split-sample design in which approximately half of
the adult respondents were administered the K6 questions without other mental health symptom
questions. In the 2005 and 2006 NSDUHs, all adult respondents were administered only the K6
questions. To ensure comparability across the 3 years of data, the 2004 estimates for SPD and cooccurring SPD and SUD are based on the subsample of adult respondents who were administered
only the K6 questions.
5 NSDUH defines illicit drugs as marijuana/hashish, cocaine (including crack), inhalants,
hallucinogens, heroin, or any prescription-type drugs used nonmedically.
6 American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders
(4th ed.). Washington, DC: Author.
7 Comparisons of veterans’ and nonveterans’ rates of SUD and SPD would be misleading because
veterans, on average, are older and more likely to be male than nonveterans. Multivariate statistical
analyses to compare the two groups while controlling for the demographic differences are beyond
the scope of this short report.
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C H A P T E R

S E V E N

Male Veterans with Co-occurring Serious Mental Illness
and a Substance Use Disorder 10

The National Survey on Drug Use and
Health (NSDUH) includes questions for
adults aged 18 or older to assess
serious mental illness (SMI) during the
year prior to the survey interview.
Individuals are classified as having SMI
if at some time during the past 12
months they had a diagnosable mental,
behavioral, or emotional disorder that
met criteria specified in the American
Psychiatric Association's Diagnostic and
Statistical Manual of Mental Disorders
(DSM-IV)1 and that resulted in functional
impairment that substantially interfered
with or limited one or more major life
activities. NSDUH measures SMI using
the K-6 distress questions.2,3 NSDUH
also asks persons to report their past
year use of alcohol and illicit drugs4 and
includes a series of questions to assess
dependence on or abuse of alcohol or
illicit drugs based on criteria specified in
the DSM-IV. For the purpose of this
report, individuals with both SMI and a
substance use disorder are said to have
10

The NSDUH Report (formerly The NHSDA Report) is published periodically by the Office
of Applied Studies, Substance Abuse and Mental Health Services Administration (SAMHSA).
All material appearing in this report is in the public domain and may be reproduced or copied
without permission from SAMHSA. Additional copies of this report or other reports from the
Office of Applied Studies are available on-line: http://www.oas.samhsa.gov. Citation of the
source is appreciated. For questions about this report, please e-mail:
shortreports@samhsa.hhs.gov.
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co-occurring SMI and a substance use disorder.
NSDUH respondents also are asked about their military veteran status. A veteran is
defined as an individual who has served in any of the U.S. Armed Forces (Army,
Navy, Air Force, Marine Corps) but who is not currently serving in the military. This
report uses data combined from the 2002 and 2003 NSDUH, which estimates that
25.4 million male and 1.6 million female military veterans were living in the United
States in 2002 and 2003.
Prevalence of Substance
Dependence or Abuse
In 2002 and 2003, an estimated 8.0
percent (2.0 million) of male veterans
aged 18 or older were dependent on or
abusing alcohol or illicit drugs.5 Among
male nonveterans aged 18 or older,
14.6 percent (11.1 million) were
dependent on or abusing alcohol or
illicit drugs. Although the rate of
dependence or abuse among male
veterans is lower than that of male
nonveterans, this appears to be due to
the older age of veterans. Comparisons
controlling for age show that the rates
of dependence and abuse among male
veterans were greater than that of male
nonveterans, although these
differences were not statistically significant (Figure 1).
Prevalence of Serious Mental Illness
An estimated 4.6 percent (1.2 million) of male veterans and 7.0 percent (5.3 million)
of male nonveterans had SMI in 2002 and 2003.5 As with substance dependence
and abuse, although veterans overall have a lower rate of SMI than nonveterans, a
different pattern emerges when the rates are examined by age group (Figure 2).
Younger male veterans aged 18 to 25 were more likely to have had SMI than male
nonveterans in the same age group (14.8 vs. 10.2 percent, respectively). Among
males aged 26 to 54 and 55 or older, the differences in rates of SMI between
veterans and nonveterans were not statistically significant. Male veterans aged 18 to
25 were more likely to have had SMI (14.8 percent) than male veterans aged 26 to
54 (7.2 percent) or male veterans aged 55 or older (2.9 percent).
Co-Occurrence of Serious Mental Illness and a Substance Use Disorder
In 2002 and 2003, approximately 340,000 male veterans had co-occurring SMI and
a substance use disorder. The rate of co-occurring SMI and a substance use
disorder was lower for male veterans than male nonveterans overall (1.3 percent vs.
66!
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2.3 percent), in part because of the
older age of veterans.
Comparisons within age groups indicate
higher rates among veterans, although
these were not statistically significant
differences. However, veterans reported
different rates of co-occurring SMI and
a substance use disorder within age
categories. Younger male veterans
aged 18 to 25 (6.4 percent) were more
likely than male veterans aged 26 to 54
(2.5 percent) or male veterans aged 55
or older (0.6 percent) to have had cooccurring SMI and a substance use
disorder (Figure 3). Similarly, male
veterans aged 26 to 54 were more likely
than male veterans aged 55 or older to
have had co-occurring SMI and a
substance use disorder.
End Notes
1. American Psychiatric Association. (1994).
Diagnostic and statistical manual of mental
disorders (4th ed.). Washington, DC: Author.
2. Kessler, R. C., Barker, P. R., Colpe, L. J.,
Epstein, J. F., Gfroerer, J. C., Hiripi, E., Howes,
M. J., Normand, S. L., Manderscheid, R. W.,
Walters, E. E., & Zaslavsky, A. M. (2003).
Screening for serious mental illness in the
general population. Archives of General
Psychiatry, 60, 184-189.
3. A discussion of the methods used to generate
SMI estimates can be found in Office of Applied
Studies. (2004). Appendix B: Statistical methods
and measurement. Results from the 2003
National Survey on Drug Use and Health:
National findings (pp. 109 - 112, NSDUH Series
H-25, DHHS Publication No. SMA 04-3964).
Rockville, MD: Substance Abuse and Mental
Health Services Administration.
4. "Any illicit drug" refers to marijuana/hashish,
cocaine (including crack), inhalants, hallucinogens (including LSD and PCP), heroin, or any
prescription type drugs used nonmedically.
5. An estimated 61,000 female veterans (3.8 percent) in 2002 and 2003 were dependent on or
abusing alcohol or illicit drugs. Approximately 209,000 female veterans (13.1 percent) reported
serious mental illness, and 25,000 (1.6 percent) reported co-occurring substance use disorder and
SMI.
The National Survey on Drug Use and Health (NSDUH) is an annual survey sponsored by the
Substance Abuse and Mental Health Services Administration (SAMHSA). Prior to 2002, this survey
was called the National Household Survey on Drug Abuse (NHSDA). The 2002 data are based on
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information obtained from 68,126 persons aged 12 or older, including 44,481 persons aged 18 or
older and 2,804 veterans. The 2003 data are based on information obtained from 67,784 persons
aged 12 or older, including 45,119 persons aged 18 or older and 2,891 veterans. The survey collects
data by administering questionnaires to a representative sample of the population through face-toface interviews at their place of residence.
The NSDUH Report is prepared by the Office of Applied Studies (OAS), SAMHSA, and by RTI
international in Research Triangle Park, North Carolina. (RTI International is a trade name of
Research Triangle Institute.)
Information and data for this issue are based on the following publications:
Office of Applied Studies. (2003). Results from the 2002 National Survey on Drug Use and Health:
National findings (DHHS Publication No. SMA 03-3836, NSDUH Series H-22). Rockville, MD:
Substance Abuse and Mental Health Services Administration.
Office of Applied Studies. (2004). Results from the 2003 National Survey on Drug Use and Health:
National findings (DHHS Publication No. SMA 04-3964, NSDUH Series H-25). Rockville, MD:
Substance Abuse and Mental Health Services Administration. Also available online: http://
www.oas.samhsa.gov
Because of improvements and modifications to the 2002 NSDUH, estimates from the 2002 and 2003
surveys should not be compared with estimates from the 2001 or earlier versions of the survey to
examine changes over time.
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C H A P T E R

E I G H T

Major Depressive Episode and Treatment for
Depression among Veterans Aged 21 to 39 11

Recent research indicates that an
estimated 25 to 30 percent of the veterans
of the wars in Iraq and Afghanistan have
reported symptoms of a mental disorder or
cognitive condition.1,2 Untreated mental
health problems can result in long-term
negative consequences for the affected
individuals, their families, their
communities, and our Nation as a whole.
The National Survey on Drug Use and
Health (NSDUH) includes questions about
military veteran status, major depressive
episode (MDE),3 and treatment for
depression. This issue of The NSDUH
Report examines data from veterans aged
21 to 39, an age group that includes
veterans with relatively recent service. The
report provides data on the prevalence of
past year MDE, levels of impairment
resulting from MDE as measured by the
Sheehan Disability Scale (SDS),4 average
number of days of the inability to carry out
normal activities due to MDE, and past
year treatment for MDE. It should be noted
that the NSDUH does not collect data to
11

The NSDUH Report is published periodically by the Office of Applied Studies, Substance
Abuse and Mental Health Services Administration (SAMHSA). All material appearing in this
report is in the public domain and may be reproduced or copied without permission from
SAMHSA. Additional copies of this report or other reports from the Office of Applied Studies
are available online: http://oas.samhsa.gov. Citation of the source is appreciated. For
questions about this report, please e-mail: shortreports@samhsa.hhs.gov.
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determine whether or not veterans served in combat or in which conflicts they
served. All findings presented in this report are based on combined 2004 to 2007
NSDUH data.
What Percentage of Veterans Aged 21 to 39 Experienced Past Year MDE?
An annual average of 9.3
percent of veterans in this age
group (an estimated 312,000
persons) experienced at least
one MDE in the past year. The
rate of past year MDE was
higher among veterans aged
21 to 25 and those aged 26 to
29 (12.1 and 13.4 percent,
respectively) than among
veterans aged 30 to 34 and
those aged 35 to 39 (7.5 and
8.3 percent, respectively)
(Figure 1).
Female veterans were twice as
likely as their male
counterparts to have
experienced past year MDE
(16.6 vs. 8.0 percent). Rates
for past year MDE were similar
among black, white, and
Hispanic veterans aged 21 to
39 (9.6, 9.2, and 8.5 percent,
respectively).
How Did Past Year MDE
Affect Veterans?
Almost all (99.2 percent)
veterans aged 21 to 39 with
past year MDE reported having
experienced some level of
resulting impairment in one or
more of the role domains of
home management, work,
close relationships with others,
and social life (Figure 2). Over
half (51.7 percent) reported
severe impairment in at least one of these role domains, and nearly one quarter
(23.5 percent) reported very severe impairment in at least one of the domains.
70!
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Severe or very severe impairment in role functioning was reported by 55.4 percent of
these veterans for home management, 41.3 percent for ability to work, 50.4 percent
for close relationships with others, and 57.7 percent for social life.
Overall, those veterans with past year MDE who reported any impairment in any
domain of role functioning were unable to carry out normal activities on an average
of 57.4 days in the past year; those who reported a very severe impairment were
unable to carry out normal activities on an average of 120.0 days in the past year.
How Many Were Treated for Depression and What Type of Treatment Did They
Receive?
More than half (59.6 percent)
of veterans aged 21 to 39
who experienced past year
MDE received treatment for
depression in the past year.
Among those who received
treatment for depression, 74.0
percent saw or talked to a
medical doctor or other health
professional about depression
and used prescription
medication for depression,
20.9 percent saw or talked to
a medical doctor or other
health professional about
depression but did not use a
prescription medication for
depression, and 5.1 percent
used prescription medication
for depression but did not see
or talk with a medical doctor or other professional about depression in the past year
(Figure 3).5
Discussion
With the recent combat deployments in Iraq and Afghanistan, treating the mental
health care needs of veterans will be a continuing challenge for the mental health
care system for years to come. Identifying and understanding the mental health
service needs of service men and women, including the need for appropriate
medical and therapeutic services, are a critical part of facilitating veterans’
successful re-entry into civilian life and to reducing the long-term negative
consequences of depression and other mental and emotional problems for veterans,
their families, and their communities.
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End Notes
1 Seal, K. H., Bertenthal, D., Miner, C. R., Sen, S.,& Marmar, C. (2007). Bringing the
war back home: Mental health disorders among 103,788 US veterans returning from
Iraq and Afghanistan seen at Department of Veterans Affairs facilities. Archives of
Internal Medicine, 167, 476-482.
2 Tanielian, T., & Jaycox, L. H. (Eds.). (2008). Invisible wounds of war: Psychological
and cognitive injuries, their consequences, and services to assist recovery (MG-720CCF). Santa Monica, CA: Rand Corporation. [Available at http://www.rand.org/multi/
military/veterans/]
3 The National Survey on Drug Use and Health (NSDUH) defines lifetime and past
year major depressive episode (MDE) using the diagnostic criteria in the 4th edition
of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV), which
specifies a period of 2 weeks or longer during which there is either depressed mood
or loss of interest or pleasure and at least four other symptoms that reflect a change
in functioning, such as problems with sleep, eating, energy, concentration, and selfimage. In assessing MDE, no exclusions were made for MDE caused by medical
illness, bereavement, or substance use disorders.
4 The Sheehan Disability Scale (SDS) measures the impact of MDE on a person’s
life. The SDS asks adults aged 18 or older to give a rating of 0 to 10 (with 10 being
the highest) for the level of impairment caused by the disorder in each of four role
domains: (1) home management, (2) work, (3) close relationships with others, and(4)
social life. Respondents with unknown severity of SDS role impairment data or for
whom particular activities were not applicable were excluded.
5 Information to fully determine how these individuals could have taken prescription
medication without seeing a doctor or health professional was not collected. It is
possible that this group includes persons who last saw or spoke to a doctor or other
professional about depression more than a year ago yet took prescription medication
for MDE during the past year.
Figure Notes
* See End Note 4.
** Due to rounding, percentages do not total 100 percent.
Suggested Citation
Substance Abuse and Mental Health Services Administration, Office of Applied
Studies. (November 6, 2008). The NSDUH Report: Major Depressive Episode and
Treatment for Depression among Veterans Aged 21 to 39. Rockville, MD.
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C H A P T E R

N I N E

Probing War’s effects on Women Service Members 12

In harm's way—Air Force photographer Stacy Pearsall
(left) served two ground combat tours in Iraq and was
twice injured by IEDs. (Photo by Andy Dunaway)
Award-winning military photographer Stacy Pearsall
served two ground combat tours in Iraq and was twice
wounded by improvised explosive devices (IEDs).
When she came home in 2007, the retired Air Force
staff sergeant would have to cope with the lingering
physical and mental effects of the blasts. Among her medical problems: traumatic
brain injury, partial hearing loss, pain in her arm and neck, numbness across one
side of her body.
Increasingly, military women like Pearsall are getting plenty close to the action. While
women are still formally barred from ground combat, they are attached to combat
groups and serving with Ranger and Special Forces units, bunking on submarines,
participating in cultural support teams in combat areas, and flying attack helicopters.
According to an article in The Atlantic in November 2011, nearly 100 women had
been killed in combat zones in the wars in Iraq and Afghanistan.
A recent VA and Department of Defense study affirms that women are being
exposed to combat at a significantly higher rate than ever before—and finds that the
mental health needs of women who have experienced combat are not significantly
different from those of men.
The study, published online in December 2011 in the Journal of Psychiatric
Research, examined gender differences in combat exposure and military sexual
trauma, and the link between these factors and mental health screening results
among personnel deployed to Iraq and Afghanistan. The researchers looked at the
12

U.S. Department of Veterans Affairs. (2012, February). Probing war's effects on women
Service members. Retrieved April 25, 2012, from www.research.va.gov: http://
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records of more than 7,250 active duty soldiers—roughly 6,700 men and 550 women
—who presented for health screenings both before and after they were deployed
into combat zones.
Psychologist Shira Maguen, PhD, of VA and the University of California, San
Francisco, was the study's lead author. "While women technically are not supposed
to serve in direct combat, [our] research demonstrates that, in reality, they are
experiencing combat at a higher rate than we had assumed," she says. "At the same
time, it shows that men and women really don't differ in how they react to the
stresses of combat."
Maguen and colleagues looked at four combat-related traumatic experiences: killing;
witnessing someone being killed; seeing dead soldiers and civilians; and injury. They
believe their study is the first to include gender as a variable in examining responses
to these experiences among Veterans returning from Iraq and Afghanistan.
While men whose cases were looked at reported greater exposure to high-intensity
combat experiences than women, 4 percent of the women reported having killed an
enemy; 9 percent reported witnessing a killing; 31 percent reported having been
exposed to death; and 7 percent were injured in a war zone. By comparison, in the
1990-91 Gulf War, 1 percent of women reported killing someone; 14 percent
reported witnessing someone dying; and 2 percent suffered a combat-related injury.
Maguen's team found that men and women in combat screened positive for
posttraumatic stress disorder at the same rate: 18 percent. However, women injured
in combat were more likely to screen positive for PTSD than injured men.
Men who served in combat were more likely to report that they had a drinking
problem, while women in combat were more likely to report symptoms of depression.
And, while women reported having experienced sexual trauma at a higher rate than
men (12 percent versus 1 percent), there was no gender difference in the response
to having undergone the trauma—both men and women experienced PTSD and
depression as a result.
Maguen believes the study has important implications for the manner in which VA
and other health care providers offer care to women Veterans. "If women are indeed
being exposed to combat stressors at a higher rate than in prior eras, we have to be
prepared to provide the services they need, and take into account the impact that
these stressors can have on their mental health functioning. We also need to take a
closer look at physical injury and its potential impact on women's psychological
health."
As for Stacy Pearsall, despite her injuries, she has been able to build a thriving
business around her passion, teaching photography and handling frequent freelance
jobs. Just as important, she volunteers her time and talents to a range of Veterans'
causes. And she says she is thankful for each day as she continues to recover.
When she appeared on Oprah in 2009 on a show dedicated to military members,
74!
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Pearsall said: "We've lost so many women in this war, but I want people to know,
that there's no front line anymore, not in this war, not in Iraq, not in Afghanistan. And
since those lines are blurred, women are out there doing the same jobs as men. And
whether we like to admit it or not, women are on the front lines, and we are doing the
job."
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C H A P T E R

T E N

Community Services Provide Safety Net for Returning
Veterans (Part 1) 13

By Rebecca A. Clay
When Sgt. Aundrey Sanchez tells the story of his time in Iraq, he uses certain words
repeatedly: words like "pride," "patriotism," and "excitement," but also words like
"fear," "sadness," and "shock." When the Army mechanic returned home to South
Carolina, his wife told him he had become more aggressive and quick to anger.
"Those are changes I had to accept," said Sgt. Sanchez, who now works at an
insurance company. "It was no easy transition."
Sgt. Sanchez' successful reintegration back into civilian life makes him one of the
lucky ones. Some of the soldiers returning home from Iraq and Afghanistan aren't so
fortunate. For them, the rigors of warfare have led to post-traumatic stress disorder
(PTSD) and other psychological problems, substance abuse, even suicide.
To help repay that debt, SAMHSA sponsored a 3-day conference in partnership with
Therapeutic Communities of America (TCA) in Washington, DC, in March. "The
Road Home: The National Behavioral Health Conference on Returning Veterans and
Their Families" brought together more than 1,000 community mental health and
substance abuse treatment providers to discuss evidence-based strategies for
restoring hope and building resiliency in veterans, active-duty service members,
reservists, National Guard members, and their families.
"The duties of today's soldiers can leave footprints on their psyches," said
SAMHSA Administrator Charles G. Curie, M.A., A.C.S.W. "We owe veterans
more than gratitude."
—Charles G. Curie, M.A., A.C.S.W.
SAMHSA Administrator

13

SAMHSA. (2006, May/June). SAMHSA News. Community Services Provide Safety Net for
Returning Veterans (Part 1), 14(3). (M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA News
Team at IQ Solutions, Inc. Retrieved April 6, 2012, from http://www.samhsa.gov/
samhsa_news/VolumeXIV_3/text_only/article2txt.htm
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For TCA Executive Director Linda Hay Crawford, M.Ed., the conference was a way
to help providers avoid the mistakes of the past. "For many years after Vietnam, we
were seeing people too late in their addictions and their PTSD," she said. "Now we
want to catch problems earlier and help families be part of the solution. And
communities have a definite role to play in welcoming veterans home and helping
families prevent behavioral health issues."

A Different Kind of War
In any war, soldiers may witness death and destruction. They may suffer injuries
themselves. They may experience relentless stress.
In Iraq and Afghanistan, however, additional factors put soldiers at risk of substance
abuse and mental health problems. The lack of a front line, for example, means that
soldiers can face danger anywhere—even in supposedly "safe" zones. And medical
advances now allow soldiers to survive catastrophic brain injuries, spinal cord
injuries, and wounds that would once have been fatal.
Those fighting in Iraq and Afghanistan also differ from those who fought previous
wars. Today's military includes an unprecedented number of women, for instance.
And soldiers are more likely than ever before to be National Guard or reserve
personnel, who may not be as prepared for combat as regular troops. In fact,
roughly half of the 150,000 troops in combat are National Guard members and
reservists, according to Richard Steinberg, M.Ed., Immediate Past President of TCA
and President and Chief Executive Officer of WestCare.
Most returning veterans do just fine, emphasized H. Westley Clark, M.D., J.D.,
M.P.H., Director of SAMHSA's Center for Substance Abuse Treatment (CSAT). But
for some, war's psychological impact can be serious and long-lasting.
And most can benefit from support as they make the transition back to civilian life.
"During war, soldiers may dream of returning home," said Dr. Clark. "When they
return, they often find that things aren't as ideal as they remembered." In addition to
problems with money, marriages, child-rearing, jobs, housing, and the like, veterans
may feel alienated from family, friends, and society.
Mental disorders are one of the top three conditions that lead veterans to seek care
from the U.S. Department of Veterans Affairs (VA), explained Antonette Zeiss, Ph.D.,
Deputy Chief Consultant in the Office of Mental Health Services at the VA Central
Office. Within that category, PTSD is by far the most common diagnosis. Veterans
also come in complaining of depression, anxiety, mood disorders, sexual
dysfunction, and substance abuse.
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Community Services Provide Safety Net for Returning
Veterans (Part 2) 14

By Rebecca A. Clay
A Critical Safety Net
The military system has plenty of help to offer veterans who experience problems
with mental health, substance abuse, or the transition to civilian life.
In addition to rigorous predeployment screening to identify those with pre-existing
mental health problems, the U.S. Department of Defense (DoD) screens personnel
once a year during active duty, at discharge, and again 3 to 6 months later. The
goal? To catch problems early.
Veterans who need mental health or substance abuse treatment then receive care at
the Veterans Health Administration. Medical facilities there offer care for mental
health and substance abuse issues as well as care for specialized PTSD problems.
In addition, care is available through a network of private providers participating in
the DoD's TriCare program.
More informal assistance is available through the 207 Veterans Centers around the
country, where veterans offer peers both readjustment counseling and help
accessing other programs.
Community mental health and substance abuse treatment providers can supplement
this care by serving as a critical "safety net," explained Mr. Steinberg.
To play that role effectively, community providers need to become knowledgeable
about the resources available to returning veterans and the rules for using them.

14

SAMHSA. (2006, May/June). Community Services Provide Safety Net for Returning
Veterans (Part 2). SAMHSA News, 14(3). (M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA
News Team at IQ Solutions, Inc. Retrieved April 6, 2012, from http://www.samhsa.gov/
samhsa_news/VolumeXIV_3/text_only/article3txt.htm . Section copied in entirety.
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They need to know that veterans aren't automatically eligible for VA care, for
instance. "In general, the veteran must take the first step and apply for the benefit,"
explained Gary M. Baker, M.A., Director of the VA's Health Eligibility Center.
"With the active cooperation of all of society, the road home for our veterans
can be further improved and the journey home can be made easier."
—H. Westley Clark, M.D., J.D., M.P.H.
CSAT Director
Iraq and Afghanistan combat veterans—including active-duty military with honorable
discharges, reservists who completed their tours, and National Guard members
activated for Federal duty—have certain privileges. There's a special rule that gives
them priority access and no-cost care of combat-related problems for the 2 years
following their discharge. The only catch? They must register in the VA system within
2 years of discharge or risk losing access to VA care later on. This 2-year "window"
is covered through the military treatment facilities and TriCare, along with the VA.
More information on this topic is available on the DoD and VA Web sites.
In addition to screening veterans and referring them to DoD or VA facilities for care,
community providers also need to be ready to provide services themselves. That's
because some veterans return to geographically isolated communities where VA
services aren't available. Others aren't eligible for services even if they are available.
Stigma, denial, or anger at the military keep others away. And symptoms of PTSD
may not show up until long after the war is over.
Community providers should routinely ask clients—both men and women—whether
they've served in the military or experienced trauma. They should also assess them
for PTSD, other mental disorders, and substance abuse. "If you don't ask," said Dr.
Clark, "they're not going to tell."
And not asking could prove fatal, warned Col. Jonathan W. Coffin, Ph.D., staff
psychologist for the Vermont National Guard and Outpatient Director at the Howard
Center. "I guarantee that every one of you will have the opportunity to save a
veteran's life," he said.
A Warm Welcome Home
Veterans aren't the only ones local providers and the community as a whole can
help: Families of active-duty service members and veterans may also need support.
That's a message Susan A. Storti, Ph.D., R.N., Director of the CSAT-funded
Addiction Technology Transfer Center of New England, has taken to heart.
When her fiancé was deployed with the Rhode Island National Guard, she jumped
into action. She assessed the needs of soldiers, veterans, and their families;
identified available resources; and helped create a "Rhode Island Blueprint" to fill the
gaps.
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Now the entire community is involved in welcoming veterans home and supporting
families while they're gone. Experts train community providers in such areas as
traumatic brain injury. Support groups give families tips on stress management and
opportunities to vent. Researchers are studying ways of enhancing resilience in
children. Even the local theater company has gotten into the act, with a play drawing
on the words of soldiers, journalists, and others who have been to Iraq.
Simply welcoming veterans home can help, said Major Gen. Arthur T. Dean (Ret.),
Chairman and Chief Executive Officer of Community Anti-Drug Coalitions of
America.
"The way many of my contemporaries were received when they came back from
Vietnam set them up for failure," he said. "We can all participate in welcoming and
embracing today's troops as they return home."
Dr. Clark agreed. "With the active cooperation of all of society," he said, "the road
home for our veterans can be further improved and the journey home can be made
easier."
Electronic files of the presentations from the conference are available online at the
SAMHSA Web site, www.samhsa.gov/conference/va_conference.
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Addressing Special Needs of Veterans 15

By Rebecca A. Clay
When veterans need help, the concerns they express are often ones that providers
find especially challenging.
A panel presentation at "The Road Home: National Behavioral Health Conference on
Returning Veterans and Their Families" offered an introduction to some of these
issues: post-traumatic stress disorder (PTSD) and homelessness.

PTSD
Bert Bauer, L.C.S.W., a social work officer for the Army Reserve's 3rd Medical
Command and a clinical social worker at Pathways Transition Programs, provided
an overview of PTSD.
A one-time traumatic event can lead to PTSD, he emphasized, but so can ongoing
stress. A harsh climate, austere living conditions, constant danger, the low tolerance
for errors—these and other stressors add up. "We need to think about how people
get worn down during their deployments," said Mr. Bauer.
Some people are at even higher risk. Some are just biologically predisposed to
PTSD, said Mr. Bauer. Past experiences can also increase risk: People who have
already been traumatized run the risk of being retraumatized during wartime.
"Citizen soldiers"—those serving in the National Guard or the Reserves—are
another high-risk group. "One day they own a shop; the next day they get an order
and they're off to battle," said Mr. Bauer. Both reservists and active-duty personnel
need more preparation about what to expect, he added.
Another potential cause of PTSD is military sexual trauma. Defined as physical
assault of a sexual nature or sexual harassment of a threatening character
15

SAMHSA. (2006, May/June). Addressing Special Needs of Veterans. SAMHSA News,
14(3). (M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA News Team at IQ Solutions, Inc.
Retrieved April 6, 2012, from http://www.samhsa.gov/samhsa_news/VolumeXIV_3/text_only/
article4txt.htm. Section copied in entirety.
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committed by one's colleagues during military training or service, this type of trauma
is now receiving greater attention, explained Susan J. McCutcheon, Ed.D., R.N.,
Program Manager for Special Projects in the Office of Mental Health Services at the
U.S. Department of Veterans Affairs (VA).
It's important to screen all veterans for military sexual trauma, added Dr.
McCutcheon, noting that the VA has specialized sexual trauma programs.
"Statements like ‘Violence is common in our society, so I ask all my patients about
this' can help normalize screening," she said.

Homelessness
Some veterans don't seek help until PTSD, substance abuse, and other problems
have robbed them of everything, including their homes.
Carol Davidson, L.C.S.W., CASAC, shared what she has learned about this
population as Program Director of Samaritan Village Veterans Program, a 48-bed
residential treatment program for veterans with drinking or drug problems and a
history of homelessness.
Peer-to-peer assistance lies at the heart of this "therapeutic community" approach.
"We talk so much about veterans' problems, but not enough about their strengths,
such as their camaraderie," said Ms. Davidson. "Veterans understand each other in
ways no one else can."
That understanding helps veterans overcome a major barrier to treatment: their
unwillingness to talk about secret, shameful, or literally unspeakable matters with
outsiders.
Sharing stories helps veterans make sense of their experiences, said Ms. Davidson,
adding that the great thing about residential treatment is that participants don't have
to go home after sessions.
"In combat, it's about staying alive and fulfilling the mission," she explained. "There's
very little time for grieving or expressing feelings."

CE-‐2013P2	
  -‐	
  Copyright	
  ©	
  2013	
  Breining	
  Ins8tute	
  (1307241102)	
  

83

VETERANS:	
  Addic-on	
  Treatment	
  Factors	
  in	
  working	
  with	
  Military	
  Families

C H A P T E R

T H I R T E E N

National Guard Focuses on Mental Health, Substance
Abuse 16

By Rebecca A. Clay
Lieutenant Colonel Johnny Boatman is haunted by the suicide of a National
Guardsman suffering from depression. He’s also convinced that a new program
could have saved the young man’s life.
“If he had been getting mental health services locally, maybe there could have been
more frequent visits and better follow up,” said LTC Boatman, Chief of Substance
Abuse Prevention for the National Guard Bureau in Crystal City, VA.
Connecting National Guard (Guard) members to mental health and substance abuse
services in their own communities is the purpose of the Guard’s new Prevention,
Treatment, and Outreach program.
Launched in 2007 at the direction of the Assistant Secretary of Defense, the program
aims to keep Guard members from falling through the cracks. According to LTC
Boatman, the program draws heavily on SAMHSA’s resources and help.
The National Guard’s status as “citizen soldiers” means their health care benefits
differ from those of other soldiers on active duty often right by their side.
For those who have served in Iraq or Afghanistan, the military’s TRICARE benefits
end soon after they return from active duty. These vets also have limited U.S.
Department of Veterans Affairs (VA) benefits for a few years.
According to LTC Boatman, these benefits often aren’t enough. For one thing, he
says, VA facilities are “simply overwhelmed.” For another, post-traumatic stress
disorder (PTSD), drinking or substance abuse disorders, and other problems often
surface long after benefits have run out. There’s also the problem of Guard members
16

SAMHSA. (2008, July/August). National Guard Focuses on Mental Health, Substance
Abuse. 16(4). (M. H. Pond., Ed.) Retrieved April 26, 2012, from http://www.samhsa.gov/
samhsa_news/volumexvi_4/text_only/article8txt.htm. Section copied in entirety.
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who haven’t been deployed, but who nonetheless need mental health or substance
abuse services.
“This is a readiness issue,” said LTC Boatman, noting that Guard members with
untreated problems will not be prepared to respond to tornadoes and other crises at
home, let alone deploy to Iraq or Afghanistan. “We need to do all we can to provide
them with quality services,” he said.
With SAMHSA’s Help
To ensure access to care for citizen soldiers, the National Guard created the
Prevention, Treatment, and Outreach program. The program currently operates in 35
states. LTC Boatman hopes he’ll eventually have the funding to expand the program
to all states and territories.
“SAMHSA played a major role in assisting the Guard in creating this program,” he
explained. To develop its strategy, the National Guard met with SAMHSA
Administrator Terry Cline, Ph.D.; Center for Substance Abuse Treatment Director H.
Westley Clark, M.D., J.D., M.P.H.; and Senior Advisor on Substance Abuse Beverly
Watts Davis.
“What we’re doing is really helping them piece together a web of community
services,” explained Ms. Davis.
At the heart of the Prevention, Treatment, and Outreach initiative is a six-module
training program called Team Readiness, developed by Joel Bennett, Ph.D. The
program draws on the SAMHSA model program, Team Awareness. The Guard
worked with SAMHSA and the program’s developer to adapt this workplace training
program to meet specific needs. “We needed to make it more Guard-friendly,” said
LTC Boatman, citing as an example the need to incorporate military terminology.
Team Readiness assists in the reintegration process for returning National Guard
members and their dependents. The peer-to-peer assistance features referrals to
local resources that can help screen for and treat PTSD, substance abuse, and
other problems. “Guardsmen and women will confide in another enlisted person
more than they will an officer,” says LTC Boatman. “There’s no stigma attached
when you’re talking to a peer.”
The Team Readiness program isn’t the only component of the Prevention,
Treatment, and Outreach initiative. The initiative also provides drug and alcohol
classes that help participants understand how substance abuse jeopardizes their
health, their families, and their mission.
The National Guard doesn’t provide mental health and substance abuse treatment;
however, it does help connect members to services. “We rely on SAMHSA’s
treatment locator,” said LTC Boatman. “SAMHSA also has a hotline number we give
out.”
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The initiative also reaches out to families and offers referrals to relatives concerned
about a Guard member’s health. There’s even a camp for children to help them cope
with the feelings and stress of having their parents deployed.
“There’s no way we would have been able to develop the program without
SAMHSA’s help,” said LTC Boatman.
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C H A P T E R

F O U R T E E N

Care for Military Members and their Families 17

Close-up on Military Behavioral Health
View From the Administrator: A Call to Civilian Health Care Providers
by Pamela S. Hyde, J.D.
In the 10 years since the September 11 attacks, more than 2 million United States
troops have been deployed to Iraq and Afghanistan. Although most of our returning
service men and women successfully reintegrate into civilian life, many are unable to
transition easily as a result of frequent deployments, separations from family,
exposure to combat, and sustained injuries. These military members may struggle
with a traumatic brain injury (TBI), post-traumatic stress disorder (PTSD),
depression, and/or substance use. And far too many, unable to cope, take their lives.
To respond to the behavioral health needs of military members and their families,
SAMHSA has been leading efforts to fulfill the goals of the Military Families Initiative,
one of eight strategic initiatives introduced in Leading Change: A Plan for SAMHSA’s
Roles and Actions 2011 – 2014. Key to this initiative is improving military families’
access to high quality, trauma-informed care by service providers familiar with the
culture of the military. Members of the military generally receive behavioral health
care services through the Department of Defense (DoD) or the Department of
Veterans Affairs (VA), but many also receive services from civilian health care
providers. Because we know that private-sector providers can be more effective in
treating military consumers if they understand the military culture, combat
experience, and challenges of deployment, SAMHSA encourages civilian mental
health practitioners to become certified TRICARE providers. Credentialing
information and details on participating in the TRICARE network are available
through the SAMHSA Technical Assistance Packet for Becoming a TRICARE
Provider. The well-being and psychological health of military families is an
Administration priority and is the goal of the Presidential Initiative outlined in the
report, Strengthening Our Military Families: Meeting America’s Commitment. We are
17

SAMHSA. (2011, Fall). Care for Military Members and Their Families. SAMHSA News,
19(3). (M. H. Pond, Ed.) Rockville, MD, USA. Retrieved April 26, 2012, from http://
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pleased that the initiative is committed to working with the National Action Alliance
for Suicide Prevention (NAASP), of which SAMHSA is a member, and to the
Veterans Crisis Line, a product of our partnership with the VA and the National
Suicide Prevention Lifeline. The report also stresses the need to reduce misleading,
inaccurate depictions of veterans and military families with behavioral health
problems in the media and recognizes SAMHSA’s 2010 Voice Awards program for
excelling in this effort. The Veterans Crisis Line—available in the U.S. since 2007
and responsible for more than 17,000 emergency rescues of veterans at imminent
risk of taking their lives—can now be accessed in Germany, Belgium, United
Kingdom, Italy, and the Netherlands by active-duty military, family members, and
civilians. The Lifeline will soon be available in other European countries and parts of
Asia. Military members anywhere with Internet access can chat online with qualified
counselors. Because social connectedness is vital to an individual’s mental and
emotional well-being, SAMHSA is pleased to be a part of the expansion of Partners
in Care, a program to engage members of faith-based communities in creating a
sense of community for National Guard members and their families. The program,
originated by Chaplain (Colonel) Sean Lee of the Maryland National Guard, will be
adopted by five other states under the auspices of the Military/Veterans Task Force
of the NAASP. SAMHSA will distribute the Partners in Care materials that we
develop to the National Guard to help other states as well. I urge you to read the
other articles in this issue of SAMHSA News for valuable information and resources
for military patients and their service providers. Together, we can serve members of
our military as they have so steadfastly served us.
For Military Members
Voucher System to Broaden Provider Choice – A voucher system through
SAMHSA’s Access to Recovery (ATR) discretionary grants program that expands
military members’ access to substance abuse treatment and recovery services and
increases diversity of network providers. Currently, 14 states and 1 tribal
organization participate in this system.
http://www.atr.samhsa.gov/ faq.aspx
Team Readiness – A substance abuse prevention program for National Guard
members that teaches effective communication skills. Through the program,
participants learn how to recognize and address behavioral health issues in
themselves and in their battle buddies and how to encourage their peers to get
professional help. The National Guard found a model program through SAMHSA’s
National Registry of Evidence-Based Programs and Practices and then worked to
make the training relevant for military culture. http://www.samhsa.gov/
SAMHSA_News/VolumeXVI_4/article8.htm
For States and Territories Focused on Helping Service Members Returning
Service Members, Veterans, and Families’ Policy Academies – The program
88!
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assists states in creating comprehensive statewide plans to address the culturally
distinct behavioral needs of military service members, veterans and their families. To
date, 16 states and 2 territories have participated, and other states plan to follow suit
by the end of 2011. (See SAMHSA News, July/August 2010 http://
www.samhsa.gov/samhsanewsletter/Volume_18_Number_4/behavioralhealth
servicemembers.aspx)
For Providers
Building Bridges to Support Military and Veteran Families: Healthcare
Providers Resource Guide – A quick reference of relevant resources for the
provider working with service members, veterans, and families to maintain their
health and positive family functioning. The guide was developed by SAMHSA, the
Department of Defense, VA, the Vet Centers, and the Health Resources and
Services Administration. http://www.mdva.state.md.us/Operation Immersion (OI)
– A two-day experiential training where participants are immersed in the military
lifestyle. Since its launch in 2010, 500 private sector mental health professionals
(recipients of SAMHSA ATR discretionary grants) have graduated from the training.
(See SAMHSA News, September/October 2010 http://www.samhsa.gov/
SAMHSAnewsLetter/Volume_18_Number_5/Military ImmersionTraining.aspx).
Online Resources From the Administrator’s View
Partners in Care http://actionallianceforsuicide prevention.org/wp-content/themes/
twentyten/images/pdfs/taskforces/MilitaryVeterans.pdf SAMHSA Technical
Assistance Packet for Becoming a TRICARE Provider http://
www.thenationalcouncil.org/cs/resources_services/becoming_
a_tricare_provider#ta_packet For a list of online and in-person trainings and
courses, visit: http://www.thenationalcouncil. org/cs/curriculum_and_courses
Strengthening Our Military Families: Meeting America’s Commitment http://
www.whitehouse.gov/ sites/default/files/rss_viewer/
strengthening_our_military_families_meeting_americas_commitment_january_2011.
pdfTRICARE Provider http://www.tricare.mil/providersThe Veterans’ Crisis Line
http://veteranscrisisline.net/ChatTermsOfService.aspx? account=Veterans%20Chat
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What Military Patients want Civilian Providers to Know 18

18

SAMHSA. (2011, Fall). Care for Military Members and Their Families. SAMHSA News,
19(3). (M. H. Pond, Ed.) Rockville, MD, USA. Retrieved April 26, 2012, from http://
www.samhsa.gov/samhsaNewsletter/Volume_19_Number_3/fall-2011-volume-19number-3.pdf. Section copied in entirety.
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Other service members agree that civilian providers, while professionally
competent, often lack an understanding of the warrior’s way of life as well as their
experiences, challenges and language. That lack of knowledge and appreciation is
often the reason military patients discontinue treatment with a community- based
behavioral health service provider after only one visit, say experts.

Fear of Repercussions
“Some of our military personnel who are suffering from post-traumatic stress
disorder, major depression, a traumatic brain injury, and/or substance abuse are
choosing private-sector providers over military therapists for fear of discrimination or
jeopardizing their career or their spouse’s career,” says A. Kathryn Power, M.Ed.,
Director of the Center for Mental Health Services (CMHS) at SAMHSA and lead for
the Agency’s Military Families Strategic Initiative. “Finding a community-based
provider who understands the military culture and language is hit or miss; and that
understanding can be the difference between receiving ongoing, effective treatment
and not returning for a second appointment.”
An active duty service member, who asked to remain anonymous, concurs. After
months of heavy drinking and misuse of prescription drugs, he turned to a
community-based provider for help because he didn’t want to risk being “kicked out
of the Army after 20 years of service.” He recounts that while sharing his combat
experiences about how he lost both legs and came home to find his wife and kids
gone, “the therapist started crying. On top of that, he kept interrupting me, asking
what I mean by this term and that.” The sergeant shakes his head. “I never went
back to him, and I never went to another civilian provider, and yes, I’m still using.”
SAMHSA’s Role
Ms. Power emphasizes that “most service members have strong resiliency that
enables them to deal successfully with isolation, multiple relocations, and new
environments, in addition to combat-related stressors and trauma. For those who do
not, it is our responsibility and our duty to help them heal and re-integrate into
society.” SAMHSA works in partnership with the Department of Veterans Affairs and
the Department of Defense in providing information and assistance, and by
enhancing the understanding of behavioral health service providers in the civilian
community. In support of this effort, SAMHSA has introduced the Military Families’
Strategic Initiative as part of Leading Change: A Plan for SAMHSA’s Roles and
Actions 2011-2014 (http://store.samhsa.gov/ product/SMA11-4629). In addition,
the National Action Alliance for Suicide Prevention, of which SAMHSA is a member,
established the Military/Veterans Task Force (http://
www.actionallianceforsuicideprevention. org) to strengthen suicide prevention
efforts among this high-risk population.
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Lessons in the Warrior Culture
Insight into the military culture is often just a click away. (See Resources, below) For
example, civilian providers can learn about the warrior culture, the issues around
deployment and the stress and trauma of combat through online webinars, speaker
series, and online interactive courses–both for credit and non-credit. Private-sector
therapists can also participate in in-person trainings held year round across the
country.
Lisa Peterson, LMHC, LCDP, a civilian treatment provider, recently participated in
one such training— Operation Immersion (OI), a two-day experiential program in
which civilian therapists were plunged into the military way of life. The experience,
she says, has won her “credibility” among her military clients. It also created a
noticeable shift in the client-therapist dynamics in the psycho-educational classes
she manages for veterans suffering trauma, addictions, and mental health issues at
a community behavioral health care center in Warwick, RI.
“Before I went through OI—where we slept in bunk beds in open bays, shared
showers, ate MREs (Meals, Ready-to-Eat), and pushed through a high cardio
workout—some of my military clients were guarded and unsure if I would understand
their issues or experiences,” Ms. Peterson says. “When they saw a MRE on my
desk, they began sharing their personal stories more spontaneously with me and
expressed appreciation for my efforts to learn their culture.”
Jill Legault, LCDP, a community-based substance abuse counselor, says that her
military patients are more “forthcoming” now that she has participated in OI. “Before
learning about the military culture, I couldn’t fully appreciate my military clients’
problems. I didn’t understand words like ‘convoy’ or acronyms like ‘IED.’” Now Ms.
Legault says she has a new appreciation of their experiences and is changing the
goals of treatment to be more family-centric.
Another civilian therapist, who asked not to be named, said she used to be
“intimidated by service members who would ask her how she could help if she had
never been where they had been.” After having taken several online courses about
the military culture and experience, she feels more confident asking her military
patients questions about their experiences, questions that helped build rapport, such
as “How many times have you been deployed?” or “Where and when were you
deployed?” This, she says, shows she understands that different places at different
times have different stressors.

Military & Family Online Resources
Substance Abuse and Mental Health Services Administration (SAMHSA) http://
www.samhsa.gov
92!
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SAMHSA Military Families Strategic Initiative http://www.samhsa.gov/
militaryfamilies
Veterans Crisis Line in U.S. and Europe
Offers a confidential toll-free crisis line and online chat for veterans and their loved
ones: http://www.veteranscrisisline. net or 1-800-273-8255, press 1 to chat online.
In Germany, Belgium, United Kingdom, Italy, and the Netherlands call:
00-800-1273-8255. Individuals on military bases can access the Lifeline with a 3digit access code (118) through their DSN system.
Center for Deployment Psychology
Provides military culture and other behavioral health training and offers online
courses: http://deploymentpsych.orgafterdeployment.org Features videos of
service members who have found value in seeking mental health support and
treatment: http://afterdeployment.org RealWarriors.net Provides an interactive
site focused on reducing stigma associated with seeking help; includes video profiles
of service members and their families and resources: http://www.realwarriors.net
National Child Traumatic Stress Network
Offers a Masters’ Speakers series and other podcasts for providers on physical,
psychological, and moral stressors of combat and how trauma-related stresses
affect spouses and children: http://learn.nctsn.org
The National Council for Community and Behavior Health Promotes Mental
Health First Aid for Veterans and Serving Our Veterans Behavioral Health Certificate:
http://www.thenationalcouncil.org/cs/veterans; and continuing education hours:
http://www.thenationalcouncil.org
Resource Center to Promote Acceptance, Dignity and Social Inclusion
Associated with Mental Health Contains archived teleconference trainings to
support mental health for military families: http://
promoteacceptance.samhsa.govCampaign for Social Inclusion Promotes
acceptance and social inclusion: http://www.stopstigma.samhsa.gov/ CSI/
default.aspx
In Transition Offers mental health coaching and support program for active duty,
guard and reserve service members who are receiving mental health care and
experiencing a transition: http://www.health.mil/intransition
Sesame Street – Talk, Listen, Connect Includes information, resources, activities
and support for families coping with deployment, homecomings, changes, and grief:
http://www.sesameworkshop.org/initiatives/emotion/tlc
Defense Centers of Excellence for Psychological Health and Traumatic Brain
Injury Includes information on best practices and quality standards for promoting the
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resilience, recovery and reintegration of warriors and their families: http://
www.dcoe.health.mil
Military OneSource Offers resources for service members and their families;
information and materials for providers: http://www.militaryonesource.com/
MOS.aspx
Supportive Services for Veteran Families (SSVF) Program Offers VA grants to
organizations to provide housing stability support to eligible, low income veteran
families: http://www.va.gov/homeless/ssvf.asp

Military Members Access to Care
Master Sergeant (MSG) Stephanie Weaver, liaison to SAMHSA from the National
Guard Bureau, emphasizes that military culture and treatment implications vary
among the various branches of the service as well as the National Guard and the
Reserves.
“Most members of the military and their families are covered by TRICARE,” she
says, “which covers behavioral health care provided on military bases and also
sometimes among private providers who get TRICARE certification. But the status of
National Guard and Reservists as ‘citizen soldiers’ means that their health care
benefits differ from those of other soldiers. Many of those deployed to Iraq or
Afghanistan find their benefits for substance abuse and mental health services are
very limited upon their return. Most of them receive these services from community
providers.
“It’s important that needs of the National Guard and Reservists be understood and
addressed,” says MSG Weaver. (For more information on SAMHSA’s work with the
National Guard, see SAMHSA News, September/ October 2010, http://
www.samhsa.gov/ SAMHSAnewsLetter/Volume_18_Number_ 5/default.aspx.)

How Community-Based Providers Can Serve
Ms. Power encourages private-sector providers to become TRICARE-authorized
(certified) practitioners (http://www.tricare.mil/providers) to ensure they are
eligible for reimbursement for their services to military members and their families.
She adds, “We encourage private-sector mental health professionals to serve our
men and women in uniform. Their help can ensure our military consumers continue
treatment and therapy and have a greater opportunity to recover. Supporting and
strengthening our military families is not only critical to our national security, it is a
national moral obligation.”
For more information on SAMHSA’s Military Families’ Strategic Initiative, visit http://
www.samhsa.gov/MilitaryFamilies.
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C H A P T E R

S I X T E E N

Traumatic Brain Injury

Treating War’s Signature Injury19
Traumatic brain injury (TBI), the signature injury of the conflicts in Iraq and
Afghanistan, presents new challenges for clinicians and researchers.
Conference speakers at a breakout session on TBI and post-traumatic stress
disorder (PTSD) said that many service members who survive explosive attacks
have both conditions.
“The symptoms of the two overlap, which complicates diagnosis,” said Matthew
Friedman, M.D., Ph.D., Executive Director of the National Center on PTSD at the
Department of Veterans Affairs (VA). “The issue is not whether we can diagnose
either or both conditions, because we can. The issue is what to do therapeutically
when both conditions co-occur, as they often do,” he said.
Another complicating factor is that the injuries caused by the pressure wave of blasts
from insurgents’ homemade bombs and improvised explosive devices (IEDs) differ
from those on which much of the existing TBI literature is based—mainly results of
auto accidents and athletic injuries, said Maxine Krengel, Ph.D. Dr. Krengel is a
clinical neuropsychologist in the Veterans Integrated Services Network of the VA.
“This is a very, very complex situation that presents many issues together,” she said.
Specifically, for example, Kevlar helmets only do so much to protect the brain’s soft
tissue, which is vulnerable both to flying shrapnel and to the powerful percussive
wave of a blast.
Effective psychotherapeutic treatments exist for PTSD, panelists agreed, especially
cognitive behavioral therapy (CBT) and exposure therapy (see Definitions below).
Medications are also effective in dealing with symptoms, although symptoms may
return when medication is stopped. They include “seeing stars,” headaches, blurred
vision, increased sensitivity to lights and sounds, and feeling dizzy or nauseated.
19

SAMHSA. (2008, September/October). Treating War's Signature Injury. SAMHSA News.
16(5). (M. H. Pond, Ed.) Rockville, MD, USA. Retrieved April 26, 2012, from http://
www.samhsa.gov/samhsaNewsletter/Volume_16_Number_5/TreatingInjury.aspx. Copied in
entirety.
96!

CE-‐2013P2	
  -‐	
  Copyright	
  ©	
  2013	
  Breining	
  Ins8tute	
  (1307241102)

VETERANS:	
  Addic-on	
  Treatment	
  Factors	
  in	
  working	
  with	
  Military	
  Families

Related Stories
“Research suggests that psychotherapy can be successful; however, further
research is needed,” Dr. Friedman emphasized. “There’s concern that TBI may
impair the capacity for either cognitive therapy or the emotional processing in
exposure therapy; however, that is only a concern, not a proven fact,” he said. “We
need to test how well PTSD/mild TBI patients can use CBT. It’s possible that most
patients can benefit from these treatments.”
For example, in Australia successful CBT trials with motor vehicle accident survivors
with PTSD/TBI have shown great promise.
Currently, no drugs have current FDA approval for TBI, although some appear to
show benefit, Dr. Friedman added. “This is a clinical challenge,” he said. Only
additional research can resolve these clinical issues, Dr. Krengel and Dr. Friedman
agreed.
For more on TBI and PTSD, visit the VA’s National Center on PTSD at
www.ncptsd.va.gov.

Definitions
Traumatic brain injury. A blow or jolt to the head or a penetrating head injury that
disrupts the function of the brain.
Exposure therapy. Psychotherapy that involves repeated real, visualized, or
simulated exposure to a traumatic memory to help the patient control feelings and
thoughts about the trauma.
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Management of Behavioral Problems during Acute Rehabilitation of
Individuals with TBI 20
A publication of the UAB TBI Model System, providing information on traumatic brain
injury for persons with a head injury, their families and rehabilitation service
providers.
By: Tom Novack, PhD
Behavioral problems during acute rehabilitation following traumatic brain injury (TBI)
present tremendous challenges to rehabilitation staff. In the presence of behavioral
problems, it is difficult for the individual with TBI to participate in therapies and, as a
result, their progress may be slowed. There is also appropriate concern for the
safety of patients and staff. These problems also create a great deal of concern
among family members, which may heighten their anxiety. Dealing with behavioral
problems in an efficient and effective manner represents an important rehabilitation
goal following TBI.
Types of behavioral problems exhibited by individuals with TBI vary. Some may have
difficulty with temper outbursts, while others are socially inappropriate or
noncompliant. Some individuals seem to experience no behavioral problems,
whereas others exhibit a wide range of such problems. The time of onset of these
problems, as well as the duration, are also unpredictable. Restlessness and
agitation have been described as phases of recovery. It has yet to be determined if
these problems occur at a set time after injury and if there are any variables, which
might predict the duration of restlessness and agitation.
All of these problems have one thing in common, however. All are caused by the
neurological disruption associated with TBI. It is important to recognize that when
people exhibit behavioral problems during acute rehabilitation they are not
themselves. It is not the situation or the people around them that generate the
temper, noncompliance, or socially inappropriate behavior.
Knowledge of cognitive deficits associated with brain injury, such as confusion, poor
memory, and limited reasoning, is important in understanding these behavioral
problems.

20

Taken from Management of Behavioral Problems during Acute Rehabilitation of
Individuals with TBI, Tom Novack, PhD, February, 2002, the Traumatic Brain Injury Model
System at the University of Alabama at Birmingham, Dept. of P M & R, Birmingham, AL.
Retrieved April 26, 2012, from http://images.main.uab.edu/spinalcord/pdffiles/tbibehav.pdf.
Copied in entirety.
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How can staff members handle behavioral problems?
The first basic rule for staff to understand is that managing behavior does not
mean controlling another person’s life. You cannot force someone to do
something. Each of us is responsible only for ourselves and cannot take
responsibility for another person’s behaviors or thoughts. Thus, the management
goal of the rehabilitation staff in this sense is to manage one’s own behavior and not
that of other people. Staff can create an environment where individuals with TBI
will be better able to manage their behavior by managing their own actions
and responses.
Another basic rule involves our goals in dealing with individuals who have behavioral
problems. If our aim is to totally do away with negative behaviors exhibited by
individuals with TBI, then we will likely be very frustrated. A more appropriate goal
is to minimize the behavioral problems without the expectation of doing away
with them altogether. Thus, doing something that minimizes the inappropriate
behavior is a success, even if there are periodic problems.
This paper discusses ways to manage our own behavior, particularly in relation to
specific behavioral problems that might be exhibited by individuals with TBI. In any
situation in which there is a behavioral problem, it is important that staff members
keep their options open as to how they respond. The best way to accomplish this is
to remain calm and not take the behavioral outbursts personally. The individual with
TBI may behave in a very offensive manner and direct their comments or actions
towards another person. However, it is important that staff distance themselves
emotionally from this and recognize that it is a neurological problem and not a
personal issue. When such situations occur, staff must use judgment in how to
approach the situation. Appropriate judgment is more likely to occur when one is
calm and not reacting emotionally to what is occurring.
Approaching & Interacting with the Individual With TBI
Your initial encounter with an individual with TBI can determine the success of your
efforts. Therefore, you need to pay attention as to how you present yourself. Keep in
mind that these individuals may be confused and reactive; you want to avoid
increasing any restlessness or agitation that already exists.
Your contact with a patient with TBI should involve a social greeting, such as “Hi
(name), how are you?” A handshake may accompany the greeting. The handshake
and greeting are cues to relax. It is important to introduce yourself each time since,
due to memory problems, the person may not remember you.
When you talk with patients, speak slowly so that the slowed cognitive processing
often exhibited by TBI patients will not hinder your encounter. You also need to
speak briefly and clearly. Be very direct in what you want to communicate. For
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instance, it is better to say, “I need to take your blood pressure” than, “You wouldn’t
mind if I took your blood pressure, would you?” For those of us in the South, this
requires some discipline since
Southern speech patterns are often quite verbal and somewhat flowery.
Many individuals with TBI are confused; it is tempting to correct their confusion by
directly disagreeing with what is said. However, this can be detrimental and generate
increased agitation. Rather than disagreeing, it is better to direct attention to some
other topic or make comments that do not state either agreement or disagreement.
For instance, if a patient believes that he has lost an item it is not necessary to tell
him it has not been lost. You can assure him that the lost item will turn up shortly.
It is important to always explain your intentions before beginning an activity with
patients. If there is some procedure that must be done with the patient, explain in
very brief terms what is going to happen. This can prevent a startle reaction that
could lead to agitation.
Also, avoid touching or grabbing the patient suddenly. If touching is to take
place, there should be a greeting and some conversation first. Then only use gentle
hand pressure on the shoulder or arm. Grabbing and holding firmly should be
reserved for situations in which there is obvious danger to the patient and other
interventions are not sufficient.
Redirecting the patient’s attention to less distressing topics, and even using
humor, may be appropriate. It is important that we laugh at ourselves to show that
we are not too rigid or formal. The only instance in which humor would not be used
is if the patient feels that others are laughing at him. In this case, any attempts at
humor should be discontinued.
Although this is not commonly done in our everyday contacts, it is important to
formally end an interpersonal contact with individuals with TBI. They are not
always aware of social cues that suggest that someone intends to leave or end a
conversation. Therefore, it is important to state your intentions (“I have to leave now
(name). There is another patient who needs my attention).” If these general rules of
contact are followed, interactions with TBI patients are likely to be smoother and the
potential for agitation, restlessness or other behavioral problems, is diminished.
Agitation and Restlessness
It is important to understand that there is a neurological basis for the agitation and
restlessness that individuals with TBI individuals may experience. It is difficult for
these individuals to stay focused on any particular event/topic or to figure out what to
do if a problem arises. This is because of their limited attention span, poor
reasoning, and limited memory. Under such conditions, agitation and restlessness
are understandable.
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Agitation and restlessness have been described as a stage of recovery following
TBI. However, not all head-injured individuals experience such problems and the
duration of these behaviors varies. Therefore, it is difficult to predict which patients
might experience agitation and restlessness and if it is likely to be for a short
duration or a long-term problem. In many cases, it is appropriate to “ride the storm”
for at least a few days to determine if the problem will be short-lived and if
interventions, such as medication, are necessary. To be able to do this, you must be
very patient and well trained in how to manage agitated and restless individuals.
There are several levels of treatment for agitation and restlessness in a rehabilitation
setting. First, and likely most important, is environmental management. This
means trying to minimize stimuli in the environment that might lead to problems with
agitation and restlessness. For instance, a great deal of stimulation, such as loud
televisions, loud conversations, and numerous people visiting, can increase
restlessness among individuals with head-injury. Patients with a neurological
disorder are often unable to remain calm in an active environment. To calm the
patient, it may be necessary to calm their environment. This may mean placing them
in bed, pulling the curtains, and turning off the television. Therapy with patients with
TBI often benefits from being held in a quiet area away from the usual PT and OT
departments. Seeing patients at bedside for therapies may be recommended in
some cases.
Staff behavior is also part of the environment that has to be managed. When
approaching an agitated patient, you must speak calmly and slowly without
becoming excited. In fact, if you speak in a low volume voice, the automatic
tendency of anyone around you is to become still so they can hear what you say.
Gentle physical contact, such as rubbing the shoulder, might also be recommended,
but only after there has been some verbal interchange so that the physical contact
does not create a startle effect.
The second line of treatment is the use of physical restraints. The Posey vest is
the least restrictive and most acceptable (to both staff and patients). In some
situations an enclosure bed may be helpful. This places the patient in a protected
environment that minimizes extraneous stimulation. Limb restraints are not
necessary in a Vail (enclosure) bed. If this is not sufficient, then wrist restraints and
ankle restraints (essentially four-point restraints) can be used. It should be
recognized that use of restraints could be a cause for agitation among TBI patients.
The only reason for using these measures is if there is significant danger to the
patient or others. If the patient can be managed with a less restrictive restraint, such
as the Posey vest, it should be the first choice, rather than attempting more
extensive physical restraints. Use of any restraint necessitates close observation of
the patient. It should be understood that physical restraints carry a risk. It is possible
for patients to injure themselves with restraints, such as causing peripheral nerve
damage. The use of restraints may also create a hostile feeling between patient and
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staff that could be difficult to overcome. In an inpatient setting, restraints must be
ordered by a physician and the necessity for their use must be reviewed daily.
The third line of treatment is medication. Usually sedatives such as Buspara®
busprirone), Ativana® (lorazepam), or (in extreme cases) Risperdala® (risperidone)
are prescribed. Propranalol and other beta-blockers have also been used at times,
as have antidepressants. Existing practice parameters usually focus on propranolol
as a first line of treatment followed by an antidepressant such as Zolofta®
(sertraline). Lorazepam is used as required for “breakthrough” agitation.
While these medications may be effective in reducing restlessness and agitation,
there is a cost involved. The patient’s mental status is usually affected to some
extent. This is not desirable at a time when the neurological trauma has already
caused significant cognitive problems. Medication may make it more difficult for
individuals to participate in therapies and thus could slow recovery. At times it may
be appropriate to use medications even before physical restraints. For instance, if
the goal is to induce sleep at night, it might be better to use a mild sedative rather
than restraints that might increase one’s agitation level and diminish the chances of
sleep.
Noncompliance with Treatment
Noncompliance with treatment, specifically the patient refusing to participate in
therapies or activities such as dressing or eating, is a very common problem at
rehabilitation centers. If often reflects confusion on the part of the patient, but could
also reflect a realistic concern about their discomfort with particular procedures.
Noncompliance is a very difficult issue for rehabilitation staff and represents a legal,
ethical, and psychological dilemma. From a legal standpoint, patients are admitted to
a rehabilitation center on a voluntary basis, even though they may be very confused
and actually incompetent to manage their affairs. They have not been committed to
the hospital formally, and there has been no guardian appointed. Therefore, the
hospitalization is voluntary and individuals can refuse treatment from a legal
standpoint. From an ethical standpoint, staff does not want to force someone to
engage in activities they do not desire. Rehabilitation staff also knows that if patients
with TBI are forced to engage in the activity they will not benefit. The psychological
dilemma relates to the inability to read the minds of people or change their minds
once set. Since staff cannot force patients to do something, your job, instead, is to
create a situation where the individual with head injury willingly participates in
treatment, even if their enthusiasm is lacking.
When a patient refuses some activity or treatment it is important to determine
what is being refused and why, if possible. When a person is confused this may
be difficult, but it may mean the difference between participation and a significant
confrontation. It is not uncommon, for instance, for patients to refuse physical
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therapy. By questioning the patient, you can determine which activities of physical
therapy are acceptable and which are not.
Generally, patients do not appreciate stretching exercises that might cause pain. If it
can be determined what is being refused (e.g., stretching exercise) and why it is
being refused (because of the pain involved), it is possible to change how physical
therapy is introduced to minimize those events. Another example is the patient who
refuses to dress. Rather than accepting their statement, you can question the patient
to see what is being refused and why. The reason the patient is actually refusing to
put on a particular piece of clothing is because the color is somehow inappropriate.
Situations can often be dealt with easily if you take the time to question the refusal.
There are several other approaches that staff members might use when working with
individuals with TBI who are not compliant. Patients with TBI often are easily
fatigued and want frequent rest periods. A solution may be to allow for rest periods
during therapy or a longer rest period around the lunch hour. This can decrease
chances for noncompliance during the day.
Staff may also be able to redirect the attention of the patient. If the person refuses
a particular activity, you can suggest an alternate activity. Then at some point in the
future they can return to the refused task. This can have surprisingly positive results,
in part due to the limited attention span and memory functioning in some individuals.
You might also be able to distract the patients with TBI by having the radio on when
engaged in tasks or counting during activities, such as when doing stretching
exercises. This must be used with caution, however, since the distraction might
diminish the person’s ability to participate in the task due to attention problems.
Explaining activities to individuals with TBI is extremely important since it tells
them what to expect. Patients are more likely to refuse to participate when they do
not understand what is happening. One possible solution is for staff to change the
order of particular tasks. For instance, if dressing is very difficult for a particular
patient, then it could be left until the very end of the morning routine. The other tasks
of taking medications and eating breakfast can be done first. Patients who have
progressed cognitively are often sensitive to maintaining control over their situation
and may refuse tasks when they think they are being “forced” to do something.
Providing them with choices can help alleviate this perception. You do need to
ensure that the choices presented to the patient are acceptable and serve a
rehabilitation goal. For instance, allowing some patients to make a choice in the
clothing they wear or their therapy activities is often very helpful. In most cases, the
choice should be dichotomous (an either/or choice). Remember that giving too many
choices can be difficult and cause increased confusion and agitation.
Once an individual has progressed cognitively, staff can use more sophisticated
methods to overcome any noncompliance. For instance, bargaining might be
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helpful. Essentially this means providing reinforcement to the person for engaging in
an activity. Any activity that the person finds desirable and chooses over other
activities can be used as a reinforcer. For instance, watching television can be used
as reinforcement for engaging in particular activities. An example as a bargaining
technique would be that you encourage a patient to dress as quickly as possible so
that they can then watch the morning news. It may be possible to get the patient to
agree to some physical discomfort, such as with stretching exercises, if a desirable
activity follows.
Written discharge goals can be a helpful way to provide individuals with a sense of
control. The goals should be posted at bedside and provided to all therapists so
there will be agreement among all parties (including the patient) as to what the goals
are. Finally, a checklist may be helpful to encourage the highest-level patients to
complete their activities independently. For example, you can provide them with a
checklist of activities to be completed every day in therapy. The patient would be
responsible for carrying through with the tasks.
The impact of the eventual outcome from the patient’s participation in therapy should
not be underestimated. However, many patients are limited by their neurological
disorder, as well as their current environment. Many tasks in which they expected to
participate are not meaningful to them Neither is the hospital setting motivating to
most people.
Injured individuals want to resume their lives. For an adult, this means returning to
work, being with family, driving a car, and engaging in social activities. These
activities are out of the question during their hospitalization for acute rehabilitation.
Rehabilitation staff must focus on very basic activities, such as balance, dressing,
and attention skills. Understandably, people with TBI do not find this motivating. In
addition, it is difficult for staff to find reinforcing activities or events for individuals
while they participate in acute rehabilitation. As adults, the things we find reinforcing,
such as being with friends or family, getting a paycheck, or pursuing social activities,
are not available to the patient with TBI during rehabilitation, although often desired.
The reinforcement that staff often has to give is interpersonal; such as telling
someone they have done a good job and providing a smile and reassurance.
The impact of such comments should not be underestimated and since this is what
you have to use, such comments should be used liberally.
Temper Outbursts
People vary in terms of their temperament but it is fair to say that anyone will
become angry at some point in their lives. For individuals with head injury, anger and
irritability are perhaps more frequent than with the average person. It should be
understood that temper outbursts after TBI have a neurological basis. A very
common result of TBI is injury to the frontal areas of the brain. Individuals with this
type of injury do not have the ability to inhibit emotional and verbal response, as they
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did prior to their injury. The average person may become angry but is able to
suppress the anger or “keep it inside” fairly well. The individual with TBI may not
have the ability to inhibit their anger response. In a figurative sense, the gates fly
open and emotions comes out. Because it is a neurologically based event, you must
be very careful not to take temper outbursts personally, even if it appears to be
directed at someone in particular.
Temper outbursts among individuals with TBI are often different than those we
experience in our daily lives. Individuals with head injury have been described as
having a “quick fuse” in which their temper escalates rapidly and outbursts may
occur over relatively minor events. These outbursts may be unpredictable; what
makes someone angry today does not have the same effect tomorrow. In the
majority of cases there is no violence associated with the outbursts. They are limited
to sharp comments, loud verbalizations, and/or changes in facial expression. Often
the event is very short in duration, lasting perhaps two to three minutes at most. At
the end of the outburst the person returns to normal relatively quickly and does not
seem concerned about the event, although they may express a brief apology.
As in other instances in which there are behavioral problems, the most important
response by a staff member is to remain calm. This keeps open options for other
responses, including physical restraint if necessary. If there is an obvious stimulus
causing the temper outburst, remove it if at all possible or direct the patient
away from the stimulus. For instance, if an individual with TBI is extremely angry
with a family member it would be appropriate to separate the two. When in the
midst of a temper outburst, attempting to reason or getting into an argument
with the individual with TBI is inadvisable and could actually create more
difficulties. Many individuals with TBI do not reason effectively and attempting to
reason with them at a time when they are very emotional does not make sense. Any
discussion of the events leading up to the outburst or how the patient with TBI might
have behaved differently should take place after the temper outburst has subsided.
If at all possible, it is good to encourage antecedent control, which simply means
trying to “nip it in the bud” before the outburst gets into full swing. As you get to know
your patients and how they react, they may be able to tell when a person is
becoming more anxious or confused and intervene at the point when a temper
outburst might be forthcoming. For instance, if a patient is in a situation where there
is a great deal of stimulation and is becoming confused; intervention might prevent a
temper outburst a few minutes later. For higher functioning patients it might also be
possible to introduce a reinforcement program to diminish temper outbursts. This
might involve the staff keeping track of the number of outbursts during the day.
Desirable activities, such as family visits, can be arranged if the number of outbursts
does not exceed a specified number.
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Finally, there are medications that can help in diminishing temper outbursts.
However, as mentioned earlier, these medications carry a cost, which usually
involves some clouding of mental abilities.
Socially Inappropriate Behavior
Sometimes individuals with a head injury will say rude things and behave in a very
insensitive manner toward others. Staff needs to recognize that there is a
neurological basis for this problem. This includes the cognitive problems these
individuals experience, particularly the difficulties they might have in monitoring
themselves and the impact they have on the environment. Do not be personally
offended by comments made by an individual with head injury. Your reaction to such
behavior (if taken personally) may create more problems for the staff and the patient.
If the behavior is occurring in a social setting, it may be beneficial to redirect the
individual’s attention to another topic or attempt to gently physically withdraw
them from the situation. Use of nonverbal cues, such as a time-out signal, may
be helpful to at least indicate to the person that there is a problem that needs to be
addressed. It is important that you avoid embarrassing the individual with the
head injury, such as commenting on the behavior in a negative way in front of
others. Even though individuals with head injury are often confused, they are still
adults and want to be treated like adults. You need to address socially inappropriate
behavior, but it should be done in a very sensitive manner, one on one. Crowds and
conversations involving more than one person often increase confusion for
individuals with TBI. In these situations patients are more likely to make
inappropriate or tangential comments.
Staff needs to recognize that they are not only rehabilitation specialists, but also
teachers. It is essential for staff to model appropriate social behavior for
patients. For instance, you should attempt to be a good listener and not interrupt
others frequently. Taking turns in conversation is also important to show that
everyone has an opportunity to speak. It is sometimes easy to overlook such basic
rules when one is busy and must say something quickly.
You should select relatively easy topics for discussion when talking with individuals
with TBI. Select something that will be easy for the person to comment about. For
instance, family issues, sports, or the weather would be appropriate topics that are
not too complex. Also, your responses should be as brief since longer comments are
less likely to be understood by the individual with TBI.
Staff can model appropriate behaviors and it might be helpful to use role-playing.
If the individual with TBI has engaged in socially inappropriate behavior it would be
helpful to roleplay a more appropriate response with them. For example, if a patient
makes a sexual comment to a therapist, it would be beneficial for that therapist to
discuss with the person more appropriate expressions of appreciation. The therapist
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could suggest saying “You have been very nice to me today” or “I like the way you’ve
done your hair.” It is not helpful for staff to criticize the behavior without giving that
person some idea of a better way to respond.
Denial of Disability
It is common that individuals with TBI do not fully recognize the deficits they exhibit.
This can extend to cognitive problems, physical problems, or behavioral issues.
Once again, the basis for this behavior is neurological, in part. There are areas of
the brain that control a person’s ability to monitor themselves and the environment.
There is also an emotional component in which, understandably, people are not
willing to accept significant limitations in their life due to TBI.
Rehabilitation professionals are trained to help people cope with their disability. This
means there must be some recognition of what disability exists for a particular
patient. The staff may assume that individuals with head injury should be able
to recognize their deficits and if they do not, it is the responsibility of staff to
bring it to their attention. Unfortunately, this can result in some very negative
confrontations in which a patient denies having a particular problem and the staff
member disagrees very directly. When this occurs, the response of the injured
person is often to become defensive and insist on the intactness of his/her
abilities. This also undermines the personal relationship between the staff member
and patient.
There are some instances in which you must confront denial of disability. If the
patient is in danger due to the denial, there must be some intervention. For example,
an injured individual who is non-weight bearing thinks he/she can ambulate and tries
to do so.
They must be confronted directly, but in a sensitive manner. When this does occur,
you need to emphasize that the situation may change, such as the person may be
able to ambulate in the future. They can indicate why the person is unable to
perform the particular task, stating that the person’s balance is significantly impaired.
What about when the denial does not result in a significant danger to the person? In
this situation, one way to deal with the denial is to simply ignore it. Change the
topic and move on to another activity. In most cases, the awareness of deficits will
increase with time as a person participates in therapies. This experience will have
more impact than simply telling people about their problems. An equally acceptable
approach is to gently address the inaccurate perception on the part of the
individual with the head injury once, but then to avoid arguing over the
statement. If an individual with a head injury disagrees with you concerning their
capability of performing a particular action, there is usually not much benefit to be
gained from arguing with them about it. In most cases, the lack of awareness itself is
a sign that reasoning skills are inadequate. It is important that you take care not to
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embarrass the person in front of others by commenting on deficits in a teasing or
demeaning manner.
A little bit of humility may also be helpful in dealing with patients who claim abilities
that staff doubt. Rehabilitation professionals do not have access to “the truth”
anymore than other people. Your ability to judge the capabilities of our patients is
based on our experience with rehabilitation. There will always be instances in which
someone can perform an action that you do not think they could do. This is actually
a very positive development. If a person insists they can do something, in some
instances it might be appropriate to allow them to attempt the action under
supervision. A good example is a person who believes that they can engage in
kitchen activities even though therapists may doubt that capability. Eventually, it
may be necessary to have the person participate in cooking activities under the
supervision of an occupational therapist to prove their capabilities.
Final Words
The most important thing to remember in working with individuals with TBI is to
remain calm and be flexible. Do not take it personally when patients exhibit
behavioral problems. As teachers we need to model calm and sensitive behavior if
we are to help patients and their families as they struggle through a difficult time.
Additional Resources
Changes in Emotions following TBI
By: Tom Novack,PhD and Jay Meythaler,JD, MD
Information on how a traumatic brain injury changes the experience and expression
of one’s emotions and what might be expected. 1999.
[Available online-http://main.uab.edu/show.asp?durki=10167]
TBI Inform - Introduction to Brain Injury: Facts &
Stats Issue2, February, 2000
A review of data on traumatic brain injury that includes a discussion on brain injury,
measuring the severity, it’s pathology, demographics, causes and costs.
[Available online- http://main.uab.edu/show.asp?durki=27492]
TBI Inform - What to Expect after Traumatic Brain
Injury and Rehabilitation Issue 3, June 2000.
A review of the cognitive, behavioral and emotional difficulties that one may have
following TBI; the role of rehabilitation; outcomes following TBI and rehabilitation
services. [Available online- http://main.uab.edu/show.asp?durki=29430] Rev.
February, 2002
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C H A P T E R

S E V E N T E E N

VA Program shown effective in Helping Veterans with
PTSD get back to Work21

'Individual placement and support' model outdoes standard vocational
rehabilitation
On the job—Three-quarters of Veterans with PTSD who took part in an "individual
placement and support" program as part of a VA study were able to find competitive
jobs. (Photo by Plush Studios) Lori Davis, MD, a physician at the Tuscaloosa VA
Medical Center, likes to tell the story of a Veteran with posttraumatic stress disorder
who had once managed his own construction company. He fell on hard times and
had to give up the business. Through a VA program, he found a job at a home and
garden center doing something he loved—helping customers with plants and garden
supplies. He did so well, the manager wanted to make him supervisor of the
department.
That's when his PTSD almost became an issue. Supervising others caused him
stress. It led to conflicts. To make matters worse, "He saw it as a weakness on his
part that he did not want to accept the promotion," says Davis.
The VA employment specialist stepped in—the same counselor who had helped the
Veteran identify his passion for working with plants and developed the garden-center
job for him. "They both went to talk to the employer," recounts Davis. "It was the
specialist who helped the employer see that this Veteran really liked his job and
wanted to stay at the same level, and that his reluctance to accept the supervisory
role shouldn't be seen as an avoidance of responsibility. So they maintained him at
that level, and he thrived."
The anecdote illustrates the success of a supported-employment model called
"individual placement and support," or IPS. A recent VA study, published online this
month in Psychiatric Services, compared the model to the standard vocational
rehabilitation program (VRP) that VA offers.

21

U. S. Department of Veterans Affairs. (2012, February). VA program shown effective in
helping Veterans with PTSD get back to work. VA Research Currents. Washington, DC,
USA. Retrieved May 4, 2012, from http://www.research.va.gov/currents/feb12/feb12-01.cfm
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The study included 85 Veterans, ages 19 to 60, all with moderate to severe PTSD.
Many also had conditions such as depression and addictions. Some had mild to
moderate traumatic brain injury. Many of the men and women had been unemployed
for a stretch-on average, about 19 months.
After a year of follow-up, 76 percent in the IPS group had gained competitive
employment, compared with only 28 percent among the VRP clients. On average,
those assigned to IPS had worked more weeks and made more money than the
Veterans in VRP.
How the two employment programs differ
In VRP, Veterans work in sheltered, temporary jobs, usually entry-level. The idea is
to provide or reinforce basic work skills and habits. This stage is usually followed by
a short-term transitional job located within a VA medical center or in the community,
but that's typically where the program ends. For those with PTSD, the program has
generally not resulted in competitive, long-term employment.
IPS is more person-centered, starting with an in-depth interview to explore the
Veteran's interests and aspirations. "It meets each Veteran's individual needs and
desires rather than putting them in set-aside jobs that do not have any relevance to
their work goals," says Davis.
The model relies heavily on individualized job development by IPS employment
specialists, who spend most of their time in the community, networking and
developing job possibilities geared to their clients' interests and backgrounds. The
job coaching and other follow-up is more intensive in the first few months; it then
tapers off as the Veteran gets stabilized in the work setting. Job development
continues even once the Veteran is placed, as "the first job is often not the best job,"
notes Davis. "We want the Veteran to be in a situation where he or she feels
motivated to continue."
Davis points to another key difference: "There's a strong integration of the IPS
specialist with the PTSD treatment team, rather than the silo treatment model of
conventional VRP." The IPS specialist visits the Veteran at least weekly in the
workplace and reports back to the mental health treatment team on any issues that
need attention.
Davis explains how this interaction typically plays out: "The medications might not
have been particularly bothersome while the Veteran was at home, but in the
workplace he finds he can't tolerate some of the sedation. So the meds have to be
changed due to the demands of the work environment. Or, the Veteran could be
feeling more anxious, and the medication-or counseling—could change based on
that."
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VRP, with its highly structured approach, has its proponents within VA, but IPS has
been gaining popularity. Past studies on IPS, however, have focused on Veterans
with severe mental illness—namely schizophrenia and bipolar disorder—and largely
excluded those with PTSD. The IPS study published this month is the first to be
conducted exclusively in Veterans with PTSD. Davis and others say they are now
committed to building the evidence base showing the effectiveness of IPS for this
population.
More research planned
Her team is now planning a multisite trial—another comparison between IPS and
VRP. "We want to have 10 or 15 VA sites, and several hundred Veterans. We want
urban and rural Veterans, and all the other aspects of diversity that come with a
larger trial. We want this to be the definitive trial to build the evidence base for IPS
as an effective employment model for those with PTSD."
And what do employers get out of hiring Veterans through the program? Under a
new law passed in November 2011, the "Returning Heroes Tax Credit," businesses
receive tax credits for hiring unemployed Veterans. But these incentives didn't figure
in the VA study, which ended about a year ago. Says Davis: "There was a lot of
support from employers, many of whom were Veterans themselves. The employers
appreciate IPS because it's almost like a built-in employee-assistance program.
They feel reassured in taking the chance on a Veteran with PTSD or another
disability because they know they have the support."
Updated: Feb. 13, 2012
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C H A P T E R

E I G H T E E N

Building Bridges: Suicide Prevention Dialog with
Consumers and Survivors 22

A meeting held with prevention professionals, health care providers, researchers,
policymakers, and consumers with personal experience in suicide.
Annapolis, MD, November 28–29, 2007
Definitions
The focus of this report is on sharing the concerns and recommendations of people
who have direct personal experience with suicide, particularly those who have
attempted suicide and those who have lost a loved one to suicide. These people
collectively are called consumers and survivors.
Consumer – a past or present recipient of mental health services.
Suicide attempt survivors – people who have experience with suicidal thinking and
behaviors including individuals who have survived a suicide attempt.
Survivors – family members, significant others, acquaintances, or providers of
health services who have lost a loved one or client due to suicide.
The term suicide is often used broadly to include thinking about suicide, self-harming
behaviors, suicide attempts, and deaths by suicide. It is important to be clear about
what aspect of suicide is being discussed.

22

Suicide Prevention Dialogue with Consumers and Survivors, From Pain to Promise. HHS
Pub. No. (SMA)10-4589. Rockville, MD: Center for Mental Health Services, Substance
Abuse and Mental Health Services Administration, 2010. [Edited for inclusion in this course
material.] Recaps a meeting involving survivors of suicide attempts, health care
professionals, researchers and policymakers to discuss factors in recovery and suicide
prevention and develop recommendations to enhance dialogue around this issue and
improve services.
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Death by suicide – death from a self-inflicted act (e.g., injury, poisoning, or
suffocation) where there is evidence that the act was intentional.
Deliberate self-harm (DSH) – intentional self-injurious behavior where there is no
evidence of intent to die.
• DSH includes various methods by which individuals injure themselves, such as
self-laceration, self-battering, taking overdoses, or exhibiting deliberate
recklessness.
Suicidal communications – direct or indirect expressions of suicide ideation,
expressed orally or through writing, artwork, or other means.Building Bridges:
Suicide Prevention Dialogue with Consumers and Survivors
Suicide attempt – a non-fatal, self-inflicted act (e.g., injury, poisoning, or
suffocation) with explicit or inferred intent to die.
• Death does not occur in an attempt for one of the following reasons: the act was
not lethal; the person was rescued or thwarted; or the individual changed his or her
mind. A suicide attempt may or may not result in injuries.
Suicide ideation – thoughts of harming or killing oneself.
• People who have suicide ideation may or may not form the intent to do themselves
harm. They may or may not have a plan. Ideation may be transient or ruminative,
active or passive, acute or ongoing.
Efforts to prevent suicide may be categorized in the following ways.
Prevention – interventions designed to stop suicide attempts or completions from
occurring by focusing efforts on at-risk individuals, environmental safeguards,
reducing the availability of lethal methods, and systemic reform.
Intervention, support, or treatment – the care of suicidal people by peers, loved
ones, certified peer specialists, consumer-operated services, licensed mental health
caregivers, health care providers, and other caregivers with individually tailored
strategies designed to support, empower, respect, and change the behavior, mood,
and/or environment of individuals, and help them identify and satisfy their needs
without engaging in self-destructive behaviors.
Postvention/post intervention – actions taken after a suicide has occurred largely
to help survivors such as family, friends, and co-workers cope with the loss of a
loved one.
Warm lines – confidential non-crisis telephone support lines answered by trained
consumers who offer support, hope, strength, understanding, and a willingness to
listen. The operators of warm lines span all the stages of recovery from mental
illnesses.
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The 10 fundamental components of recovery are as follows.
1. Self-direction and defining one’s own life goals and unique path toward those
goals
2. Individualized and person-centered care based on one’s unique strengths and
resiliencies, needs, preferences, experiences, and culture
3. Empowerment to choose from a range of options and to participate in all
decisions
4. Holistic approaches that encompass one’s whole life, including mind, body, spirit,
and community
5. Non-linear process of continual growth, occasional setbacks, and learning
from experience
6. Strengths-based valuing and building on one’s capacities, resiliencies, talents,
coping abilities, and the inherent worth of the individual
7. Peer support, including the sharing of experiential knowledge and skills and
social learning
8. Respect, including the protection of rights and eliminating discrimination and
stigma
9. Self-responsibility for one’s own self-care and journeys of recovery
10. Hope, the essential and motivating message of a better future—that people can
and do overcome the barriers and obstacles that they must confront
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National Strategy for Suicide Prevention
Representing the combined work of advocates, clinicians, researchers, and
survivors, the National Strategy for Suicide Prevention was published in 2001 by the
U.S. Department of Health and Human Services. It outlines a coherent national plan
to enhance the suicide prevention infrastructure, including the creation of a technical
assistance and resource center. In 2002, the Suicide Prevention Resource Center
(SPRC) was established with funding from SAMHSA/CMHS. The National Strategy
for Suicide Prevention can be found on the SPRC Web site (http://www.sprc.org).* *
On September 10, 2010, SAMHSA Administrator Pamela S. Hyde joined U.S. Health
and Human Services Secretary Kathleen Sebelius and Defense Secretary Robert
Gates to launch the National Action Alliance for Suicide Prevention. This group will
update and advance the National Strategy for Suicide Prevention, develop
approaches to constructively engage and educate the public, and examine ways to
target high-risk populations.
President’s New Freedom Commission on Mental Health
The President’s New Freedom Commission on Mental Health report, Achieving the
Promise: Transforming Mental Health Care in America, 2003, sets out several goals.
The first states that in a transformed mental health system, Americans will seek
mental health care when they need it— with the same confidence that they seek
treatment for other health problems. The Commission’s first recommendation for
achieving the first goal is directed toward suicide prevention. The recommendation is
to advance and implement a national campaign to reduce the stigma of seeking care
and a national strategy for suicide prevention. The second recommendation for
achieving the first goal is to address mental health with the same urgency as
physical health. Building Bridges: Suicide Prevention Dialogue with Consumers
and Survivors xiv
Consumer Affairs
The Consumer Affairs program within the Office of the CMHS Director plays a lead
role in developing and implementing consumer information activities, supporting
consumer-directed initiatives, and coordinating CMHS social inclusion efforts. The
program works in partnership with other Federal entities, as well as with public and
private health and human service agencies, to develop policy and guidance for
mental health services. It also ensures that consumer mental health needs receive
adequate attention and promotes consumer participation in service design and
delivery (e.g., peer support). The Consumer Affairs Program amplifies the voices of
recipients of mental health services by promoting and facilitating meaningful
consumer participation in all aspects of CMHS programs. This report is one of the
Building Bridges series of reports of dialogues held in previous years with
consumers of mental health services. This report presents the statements,
discussions, and recommendations of a consumer/survivor dialogue meeting held in
Annapolis, MD, on November 28 and 29, 2007, with consumer leaders and
representatives of the suicide prevention community.
116!
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Public Policy
The history of suicide prevention legislation began in 1997, with the passage of
resolutions by Congress recognizing suicide as a national problem and declaring
suicide prevention a national priority. This was followed by the Surgeon General’s
Call to Action to Prevent Suicide (1999), which led to the creation of the National
Strategy for Suicide Prevention. Since then, two major laws have been enacted: The
Garrett Lee Smith Memorial Act (PL 108-355) and the Joshua Omvig Veterans
Suicide Prevention Act (PL 110-110). In addition, many State governments have
passed suicide prevention legislation, including resolutions recognizing suicide as a
problem and authorizing the development of State suicide prevention plans.xv
The Garrett Lee Smith Memorial Act, October 2004, to Implement Suicide
Prevention Programs, Enhance Mental Health Services on College Campuses,
and Support Research and Training Centers
More than 350 members of the House of Representatives and the entire Senate
voted to pass the Garrett Lee Smith Memorial Act, bipartisan legislation to reduce
youth suicide. The language that became the act was introduced by Senator Gordon
Smith (R-OR) in memory of his son, who had recently died by suicide.
The Joshua Omvig Veterans Suicide Prevention Act
On November 5, 2007, President George W. Bush signed this law, which directs the
Department of Veterans Affairs to develop and carry out a comprehensive program
aimed at reducing suicide among veterans. Mandatory training for staff would be put
in place, and veterans would be offered mental health screening and referrals, at
their request, for counseling and treatment. Randy and Ellen Omvig, the parents of a
young Iowa reservist who killed himself after returning from Iraq, exemplify the
consumer/survivor activism that transforms grief into action to prevent future
tragedies and the courage to speak out on the important public health issue of
veterans’ suicide.1
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Introduction
Suicide is a Major Public Health Problem in the United States
This is not an easy field to be in, nor an easy topic to talk about… It’s a bigger
problem than most people can ever know. What motivates me is that it “takes a
village.” Just imagine what it is like for a person who is suffering right now. If not us
(to take action) who…if not now, when?
— Conference participant
Suicide—talked about, attempted, or completed—ripples like a stone dropped in a
pond, spreading beyond the individual to the family, loved ones, friends, and the
larger community; to caregivers and associates; and to policymakers and those who
seek to help through research. The emotional tolls are impossible to calculate, and
their effects endure well beyond the event, often for a lifetime.
What we can quantify are the alarming epidemiological studies and costs of suicide.
In 2005, 32,637 people died by suicide, making it the 11th leading cause of death in
the United States; at this rate, someone dies by suicide every 16 minutes.* * Source:
National Vital Statistics Reports, 56(10)(available online at http://www.cdc.gov/nchs/
data/nvsr/nvsr56/nvsr56_10.pdf).In the United States, more people die by suicide
each year than die because of high blood pressure or homicide. In 2002, more than
130,000 Americans were hospitalized following suicide attempts; another 116,000
were treated in emergency departments and released.
Suicide is the third leading cause of death among Americans between the ages of
15-24 and the second leading cause of death among those between the ages of
25-34. Among college students, suicide is the third leading cause of death.
According to the National Violent Death Reporting System, approximately 20 percent
of all suicide deaths occur among veterans.
Suicide rates increase with age. Elderly people who die by suicide are often divorced
or widowed and suffering from a physical illness. The percentage of elderly people
who die by suicide is greater than the percentage of elderly people in the population.
Ninety percent of suicides that take place in the United States are associated with
mental illness, including disorders involving the abuse of alcohol and other drugs.
Half of those who die by suicide were afflicted with major depression. The suicide
rate of people with major depression is eight times that of the general population;
there also is a strong association between trauma and suicide (attempts and
completions).
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In addition to the tragedy of lost lives, mental illnesses come with a devastatingly
high financial cost. In the United States, the annual economic, indirect cost of mental
illnesses is estimated to be $79 billion ($63 billion in lost productivity, $12 billion in
mortality costs, and $4 billion in productivity losses for incarcerated individuals and
for the time of those who provide family care). The Suicide Prevention Resource
Center (SPRC) has calculated the financial cost of each completed and attempted
suicide at $4,000 and $9,000 per case, respectively.* *Source: National Strategy for
Suicide Prevention, Harris & Barraclough, 1997. http://download.ncadi.samhsa.gov/
ken/pdf/SMA01-3517.pdf
Consumer/Survivor Involvement in Suicide Prevention
Suicide attempt survivors have become increasingly involved in efforts to promote
suicide prevention, support, and treatment. They have joined a growing movement
of survivors (family members and significant others who have lost a loved one to
suicide) in providing guidance on policy, planning, and prevention services. This new
way of engaging in issues parallels the growing activism in the design and delivery
of mental health services.
In fact, the first-ever conference for survivors of suicide attempts, health care
professionals, clergy, and laity took place on October 19-21, 2005, in Memphis, TN,
and was attended by more than 100 people. It focused national attention on the
continuing needs of individuals who have attempted suicide and—for the first time—
how health care professionals, faith communities, and others can learn from attempt
survivors to improve services and save lives. The conference, created by the
Organization for Attempters and Survivors of Suicide in Interfaith Services (OASSIS)
and the Suicide Prevention Action Network (SPAN USA), was titled “The First
National Conference for Survivors of Suicide Attempts, Health Care Professionals,
and Clergy and Laity.” A summary can be found at the SPRC Web site (http://
www.sprc.org/library/ SOSAconf.pdf).
The publication of Lifeline Service and Outreach Strategies: Final Report of the
Attempt Survivor Advisory Summit Meeting and Individual Interviews in 2007 was
another important milestone. (To view the report, go to http://
www.suicidepreventionlifeline.org/media/ pdf/NSPLSOSA_Report-7-31-07_FINAL.pdf). In June 2006, the Steering Committee of the
National Suicide by creating the National Mental Health Consumers’ 2007, and four
other attempt survivors contributed findings from the meeting and interviews.
SAMHSA/ Prevention Lifeline Network (Lifeline) identified better outreach and
service to suicide attempt survivors as a strategy for reducing suicide nationally,
since a previous suicide attempt is one of the strongest known predictors of suicide.
Eight attempt survivors attended a summit meeting in New York City on January 16,
their suggestions during individual in-depth phone interviews conducted between
January 25, and February 1, 2007. The aforementioned report summarizes the
CMHS has supported the consumer/survivor effort Self-Help Clearinghouse and by
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funding Alternatives Conferences—national conferences organized by and for
mental health consumers and survivors. Information about these conferences can be
found on the CMHS Web site (http://mentalhealth.samhsa.gov/csp/consumers/
alternatives.asp) by typing the phrase “alternatives conference” in the search
window.
Suicide Dialogue Meeting
The purpose of the Suicide Prevention Community Dialogue with Consumers and
Survivors meeting, held November 28–29, 2007, was to accomplish the following
goals.
• Improve mutual understanding, respect, and partnerships between people who
have experience with suicidal thoughts and behaviors and providers of health care,
researchers, policymakers, and others involved in suicide prevention and behavioral
health.
• Develop a set of recommendations that can lead to improved responses to suicidal
thoughts, behaviors, and prevention efforts with a particular focus on overcoming
attitudinal and other barriers that hinder recovery.
• Develop a report that will share consumers’ voices with health care providers,
researchers, and policymakers who have responsibilities for suicide prevention in
this country.
Participants at this meeting reviewed this report prior to publication and provided
many useful comments and suggestions to ensure that the report accurately reflects
their thoughts and intentions.
Participants recommended the names of places and people for national distribution:
SAMHSA’s suicide prevention grantees and list of stakeholder groups; researchers
funded by the National Institute of Mental Health (NIMH); policymakers and those
responsible for creating and implementing State suicide prevention plans; national
suicide prevention organizations and trade associations for every relevant discipline;
providers and their professional organizations across the healthcare spectrum as
well as those working in corrections; and graduate education programs in
appropriate discipline areas.
Meeting Expectations and Norms
Recognizing the emotionally potent and delicate content of the meeting, participants
and facilitators established expectations and norms at the outset. Included in these
expectations and norms are the following.
• Take the morning to get to know each other and establish trust.
• All information is confidential.
• Keep in mind people’s experiences; everyone in the room has a level of expertise;
remember to be respectful and sensitive.
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• It’s important for everyone to say everything she or he needs to say; really listen to
each other; no side conversations.
• If you need to leave, do that, but try to stay focused and be there for each other. If
you need peer or clinical support, please ask.
In Their Own Words
Participants at the dialogue meeting introduced themselves and shared experiences
that highlighted their pain and expressed their hope, what they are doing to make a
difference in suicide prevention, and what they would like providers of health care
services to know. Space prohibits sharing every comment, but the ones below
represent a spectrum of experiences and concerns.
The Pain
The pain that led to an attempt or that followed an attempt (completed or not) of a
loved one was expressed in many ways. Here are some quotes.
My sister—7 years older than me—had depression, as did my father. A few weeks
before I was set to graduate from college, my sister took her life. I was totally
unprepared, shocked. I was her support system, but I was not prepared for a
suicide. In taking care of her papers afterward, I found out that she had called me 7
times that day. I know what it is like to deal with the impact of suicide on the
individual and the family.
I lost my youngest son 1½ years ago…in all, five close family members, including
my husband [have died by suicide]. The pain lasts the rest of your life. My 14-yearold granddaughter attempted suicide last July. Native Americans have to deal with a
number of issues that the general population doesn’t know about. We get commodity
care if we get care at all, and then only when you are in danger with life or limb.
Health care is very inadequate; mental health care is even worse. I spent many
years keeping my husband and son alive.
It isn’t safe to be gay with a mental health problem and it isn’t safe to be healthy and
gay. I live with bipolar disease and have been 7 years in recovery from addictions. I
have problems from head to toe—I’ve been HIV positive for 19 years; I’m dyslexic,
have a hearing loss, to name a few…and I am a suicide attempt survivor. My sister,
who was an addict, was admitted to a 3-day program, rather than 30 days with a
medication; that is not good for addictions. She died by suicide 2 weeks later; I
honor her and know that she is here at the table with me.
I struggle with depression and have a family history of suicide. I grew up in rural
America; my aunt threatened to kill herself by jumping into a cistern.
I remember very clearly as a young psychology intern working with a man who was
at very high risk of suicide. During his hospitalization I had to leave for a few days to
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defend my dissertation. While I was gone, this man had been discharged to day
treatment, a change in his level of care. He took an overdose and died. I remember
vividly how disorienting it was when I returned. I was looking for him in his usual
spots; but he wasn’t there.
I was working in the emergency department and talking with the family of a mother
who had taken an overdose. A staff member came in to tell us that the mother had
died. I can still hear the cry of anguish from the family.
The Promise—Never Give Up Hope
Believing in hope, believing in a future, no matter how intense the pain or bleak the
prospect, kept many from acting on their thoughts. Indeed, the need for hope was
expressed in many different ways throughout the meeting. And for some, the
realization of the pain they might cause others was a powerful force. Some
participants’ comments are below.
In my darkest moments I sat in my car in the garage, turning the engine on and off
…wanting to end the pain, not really my life.
My daughter was actively suicidal and came close on a number of occasions; but I’m
a firm believer of recovery and hope and how that inspires others. I was a depressed
teenager myself. It’s not just about willpower…it’s about willpower and certainly
hope. My daughter decided that she would live; she wrote in her college essay, “I
have manic/depressive illness, but it doesn’t define my life.”
My younger son has had depression and expressed suicidal thoughts. Last spring,
when he was home from school, we received a call from my older son who told us
that a mutual friend of theirs since childhood had died by suicide at college. We went
to the wake…and my younger son saw the grieving parents of the young man who
died and saw how destroyed they were by their son’s death. He said, “I didn’t realize
how awful it would be for you.”
I’m moved by hearing other people’s courage and strength; it helps me to be more
open about my life. I have had suicide attempts; my parents had mental illnesses.
I’m passionate about care in the emergency department. The care I received had a
coldness and harshness. I was 14 years old. I believe I lost my adolescence due to
fragmented systems of care. I’m passionate about wellness and developing internal
resilience to deal with life’s ups and downs.
I have a diagnosis of schizophrenia and anxiety disorder. It’s humbling to hear what I
have heard here today. I attempted suicide in my younger years as a result of
mourning my father’s death. The schizophrenia started after my wife’s death from
cancer. My last attempt resulted in a lock-up in an institution. I am very attuned to
the brutalization that occurs in a system controlled by providers. When locked up, I
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survived by centering prayer, and mindfulness meditation… I still have daily
practices. Spirituality is key.
I have had mental illness, [been] dysfunctional, housebound, completely isolated
due to severe anxiety, panic attacks, phobias, and ADHD, and made a near-death
suicide attempt. [But] I suddenly realized I hadn’t tried everything and I had no right
to kill myself unless I had tried everything possible to save my life. I’m now married
with children and have just about completely recovered… I recognized the trauma
that I had experienced and that my illness [had] developed to help me recover.
Making a Difference
It is not unusual for those whose lives have been touched by suicide to want to help
others. Many have been inspired to become active in suicide prevention in the hope
that they can ease the pain of others, as they describe below.
My journey began after my son’s suicide while he was in college. I teach “Suicide
and the Human Experience” on college campuses, direct a federally funded grant
program for college students, and teach suicide assessment in medical schools. I
started a national organization with a mission to create an open dialogue in
communities of color about mental illness and suicide prevention and to support
those who have lost loved ones to suicide.
Seventeen years ago my sister shot herself. We didn’t know at the time, but I know
now, she was a victim of rape and kept it a secret. I started a nonprofit organization
to address suicide in young people. I’m an advocate for reducing access to lethal
means of suicide to people at risk. Suicide and secrets are a deadly combination.
I realized it was the depression that was talking when I heard the voices saying that
“things would be better if you were dead.” I’m passionate about relapses, those who
have been treated, but relapse and go on to die by suicide. I founded a nonprofit
organization dedicated to supporting people affected by depression or the loss of a
loved one to suicide.
My first suicide attempt was when I was 12. I’m 22 now, a student, and on the board
of directors of several organizations dealing with health.
In 1998 I was diagnosed with bipolar after a mental breakdown. I had paranoia,
delusions, and so many medications to take. I was up and down due to my lack of
compliance, and dived into depression on weekends. I also dived off the Golden
Gate Bridge in San Francisco. After fully recovering from my physical injuries, I was
still in denial and just wanted it all to go away. In my last episode, I saw that parents
and friends were getting very tired…and had an epiphany that I wanted to get better.
I happened to read an article about the need to have strict structure. Now I am on
the speaking circuit, talking about this with Tipper Gore’s campaign; and I wrote a
memoir. It’s important for those of us who have survived a suicide attempt to speak
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about our experience and what we learned. I have been suicidal and been involved
in the consumer/survivor effort for 20 years. What contributes to the problem is the
feeling of worthlessness that occurs in people with these diagnoses [e.g., bipolar,
personality disorder, obsessive-compulsive]; how do we integrate the messages we
receive that go along with these diagnoses?
For 7 years I worked with a mobile crisis unit in New York City and came to believe
that the best way to care for people is in their homes, with their family. Getting into
their world and in their lives has taught me more than sitting with patients in offices.
From these personal histories, participants moved to a discussion of how to advance
the agenda of suicide prevention.
Advancing the Suicide Prevention Agenda
Participants discussed what helps and what does not help from a consumer/survivor
perspective in suicide prevention, intervention, and postvention. The initial
discussion focused on individual and clinical issues, followed by a discussion of
systems-related issues.
Individual and Clinical Issues
What Helps?
Throughout, many meeting participants spoke about the need for sensitivity in the
way that language, especially diagnostic language, is used; they emphasized the
need to see a person as more than his or her diagnosis and not to pathologize a
person or that person’s behavior. Many also spoke with urgency about the need for
education that would lead to a greater awareness of and sensitivity to mental health
issues; they saw this need as urgent in educational environments where teachers
could learn to recognize warning signs. Others emphasized “everyday” factors that
can be addressed that might minimize crises, including encouraging proper diet,
rest, exercise, and companionship for those who seem to be depressed or showing
other signs that might be of concern. Participants also mentioned that community
counseling centers, which offer free and/or sliding scale services, are a helpful
resource when attempting to reach the underserved community.
Perhaps above all, participants repeated the idea that it is important for both those in
treatment and for the public at large to understand that there are far more success
stories than stories with unhappy endings.
Each person finds something unique or individual that helps. Here are statements
from the participants.
Get out of learned helplessness. Learn how to live with your voices…do not let
yourself be treated as victims or helpless. Normalization is important, rather than
being in a fishbowl of only family and therapists.
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When my suicidal thoughts were demystified, I realized that they are just thoughts
and that I can work with them; work proactively with suicidal/ negative voices.
I find support groups to be very helpful.
Hopelessness and aloneness can be dealt with; sharing stories of recovery builds
hope; it helps to know others feel like I do and are getting better.
Look for suicide ideation in substance abuse and substance abuse relapse; talk
about what might happen when you relapse.
Encourage people to have a purpose in life; to reclaim their dreams…go beyond
treatment goals and recovery.
Have an individualized recovery plan and safety plan when in a crisis situation.
What Does Not Help?
A frequently heard theme was that silence about suicide is ill advised; conversely,
openness— as mentioned above—is often a great relief not only for the person, but
for family and friends as well. Support may be withdrawn after an attempt, or even
just a discussion; many found this extremely discouraging and emphasized that
thoughts of suicide may never disappear completely, so it is vitally important that
continuing care and concern be available. Below are statements from participants.
Hearing only about bad outcomes in the press doesn’t let people know you can do
something to prevent suicide; this bad press results in shame and not talking openly
about suicide.
Being treated poorly at the scene of a suicide attempt or death is detrimental.
Force doesn’t work.
People want you to get better quickly because it is so painful to them; people don’t
understand the need for acute [and chronic] care…they think people are better when
they leave the hospital.
Issues related to Native Americans are unique. For example, Native Americans face
discrimination. Men often don’t talk about their problems and if you do, it’s a sign of
weakness. In reality, they can’t talk about it because it is too painful.
Lack of communication between the psychiatrist who prescribes the medication and
the psychotherapist is a common problem.
Alcohol abuse makes suicidal thinking and behavior worse.
Being given a treatment plan and not being a partner in the treatment planning
doesn’t work; plus…we need a recovery plan, not a treatment plan.
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Systems Issues
Attempt survivors and family members engaged in suicide prevention and treatment
have a unique lens through which to see how we might change our systems of care
to better help those receiving services. The need for peer support came up many
times, as did parity in insurance coverage for mental health treatment and having
good access to prevention services and treatment. Participants urged policymakers
and funders to pay more attention and provide funding to rural and tribal areas;
these groups are behind and just starting to think about suicide prevention.
Many also noted the need for well-funded, long-term research studies that might
point the way to improved services and supports. Here is a list of suggestions for
what helps and what doesn’t help related to systems issues.
What Helps?
• Linkages between emergency department and outpatient services.
• Same-day scheduling needed for crisis that does not require emergency
department services.
• Emphasis on prevention and public health…too divided on the different kinds of
prevention. Think about prevention broadly.
• Expertise and competency—primary care providers should think about their skills
and limitations… how much mental health care can be provided by primary care
providers?
• Connection between provider groups and consumer/survivor groups.
• Education in judicial and legal systems. One participant noted, “Our Tribe didn’t
know what to do with my son; they turned him over to the State system. He needed
mental health care, not prison or punishment. My son was put in a holding cell (not
the other person involved); [my son] hung himself. I was told you ‘can’t prevent
everything’ but it [the cell] wasn’t a safe place to put my son.”
• Booklets that help you choose a provider or questions to ask your provider.
Anything that is readable reinforces hope; makes it concrete when you see it on
paper.
What Does Not Help?
• Lack of attention to men, especially given [their suicide death] rates; we don’t target
that population. What systems would men access? Our systems are more
accessible to women. What is structurally different that would appeal to or support
men?
• Rushing to blame in the aftermath of a suicide in a facility. It is important how
people respond; providers are traumatized as well. They have to explain and deal
with the media.
• Criminalization of mental health problems. There was a case in Florida where the
initial crime was sleeping on a park bench, then mental health problems in prison
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were seen as problematic behaviors or offenses that could result in punishment or
an extended sentence.
• Lack of research in alternative approaches. Leadership at leading research
institutions should support recovery-oriented or alternative approaches to prevention
and healing.
• Force or coercion into hospital care. When people hear the word suicide, it
connotes that something needs to be fixed by getting people help. Then it is the job
of people with little training to make that happen, first responders, for example, to get
them into care. They have the most contact with people in crisis, which often leads
them to be coercive as the only solution to avert a crisis. Provide more training
regarding alternatives to force and coercion, and expand the options of where
people can go, not just hospitals.
In-depth Conversations
At several times throughout the day, participants had in-depth conversations about a
topic that held particular interest. Here are the comments made about these topics.
“Committing” suicide
The term “committing suicide” is a problem. Is it empowering to use that term?
Committing suicide sounds like it is a commitment, a decision that someone
makes…what you are committed to. Is it a choice, something you are committed to
do?
It is better to say, “He died by suicide” or “He killed himself.” Much more direct,
without language that has underlying negative connotations.
There was a voice telling me to jump, it was a voice, not my conscious self. I didn’t
decide…the voices compelled me to jump.
It’s not a choice that people make.
“It is difficult and tiring to be around someone who is suicidal.”
Families need concrete assistance with what to do. I understand that it must be
exhausting to be vigilant.
Fatigue is not an education issue…it is more about family support. Peer helpers
become fatigued as well. Family fatigue is a systems issue…need for caregiver
support.
As providers, we generally are good the first time we see someone, after the second
attempt, we may not be as compassionate. The more we see someone, the more
judgmental we become. Why is that so…why become more judgmental? The
provider experiences self-doubt, doesn’t know what to do, so it is easy to blame the
patient. Who is defining the expectations of what the recovery is?
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Are you supposed to be better after 10 sessions…or does it take years? Or do
patients decide?
Fatigue, of emergency department personnel, is common; they are often in
situations with individuals with suicidal thoughts or behaviors and don’t know what to
do.
Trauma-informed care
Participants returned to the topic of trauma several times throughout the meeting,
underscoring the importance of understanding and dealing with the connection
between trauma and how it impacts depression, suicide, and other mental illnesses.
Interventions should not re-traumatize individuals who have experienced trauma
earlier in their lives.
Ask, “What happened with you?” rather than saying or implying, “What’s wrong with
you?”
I had abandonment issues starting at a very early age. I was born to addicted
people. I had many physical symptoms of illness…all emotional.
I was adopted at an early age.
I was sexually abused and assaulted three times.
I was traumatized by the mental health system.
I want people to really look at what works… and what leads to suicide. I will not ever
go to the ER [emergency room] and will only seek care from people I trust. When I
was in the hospital for a physical health issue, I was guarded by two people, even
though I wasn’t in for mental health reasons. I was guarded because I revealed the
medication I take.
Force and coercion
Participants spoke about some negative experiences with the health care system
related to the use of force and coercion. Many concluded that the liberal use of force
and coercion has no inherent healing properties and often prevents the person at
risk for suicide from seeking services.
We must have alternatives to emergency rooms… more options; also, same day
scheduling for mental health services and in-home crisis care.
Hospitals and other mental health care settings must be non-judgmental and
psychologically safe places in which to receive services.
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Peer support services
Consumer and family experiences in the emergency department following a suicide
attempt. Cerel J, Currier GW, Conwell Y. Psychiatr Pract. 2006 Nov; 12(6):341-7.
Many participants spoke passionately about the need for peer support in prevention,
intervention, and post intervention services. An example pointed to a study that
showed that individuals reported a range of negative experiences in emergency
departments following visits for suicide attempts.
Why is there a much higher bar when it comes to research on whether or when
mutual or peer support helps? When is the resistance to alternative, peer support
approaches going to stop?
During this conversation, participants pointed to research and services that address
peer support from various perspectives.
• State Medicaid programs can reimburse for peer support services.
In August 2007, the Director of the Federal Centers for Medicare & Medicaid
Services (CMS) informed Directors of every State Medicaid program that CMS
“recognized that the experiences of peer support providers, as consumers of mental
health and substance abuse services, can be an important component to a State’s
delivery of effective treatment.” Director Dennis G. Smith spelled out the conditions
that would apply to Medicaid payment for peer support services, while noting “…the
mental health field has seen a big shift in the paradigm of care over the last few
years. Now, more than ever, there is a great emphasis on recovery….” The full text
of the letter, which also contains information about a contact person at CMS, can be
found online (http://www.ncmhcso. org/downloads/smd07011%20(2).pdf). The
Georgia Certified Peer Specialist Project has developed a model training and
certification process that allows services provided by certified peer specialists (CPS)
to be reimbursed by Medicare under Georgia’s new Rehab Option. (See the Web
site at http://www.gacps.org/Home.html.) For information on States currently using
peer support counselors, please contact the National Association of Peer Specialists
(NAPS) at 755 Alta Dale SE., Ada, MI 49301, or by e-mail at steveh@napos.org.
• In Memphis, the crisis intervention teams (CIT) program is a community effort
joining the police and the mental health community together for common goals of
safety, understanding, and service to the mentally ill and their families. Police officers
receive training to increase their awareness of how to handle people who are in
crisis. This approach can reduce incidents of “suicide by cop,” when a person in a
suicidal crisis is shot by a police officer. For more information, see the Web site
(http://www. cityofmemphis.org/framework.aspx?page=302).
• Hotlines and warm lines, such as SAMHSA’s National Suicide Prevention
Lifeline, are 24-hour, toll-free suicide prevention services available to anyone in
suicidal crisis. If you need help, please dial 1-800-273-TALK (8255).
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• Safe haven houses are places where individuals and families may go to share and
ease their pain. A crisis hostel is a place where people who are experiencing an
emotional or mental crisis have an alternative to psychiatric hospitalization.
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“What we would like providers of care to know.”
This conversation took place throughout the 2-day meeting. The discussion was
focused especially on what participants thought would help providers offer more
effective and sensitive support, services, and treatment, and how health care
systems could better address their needs.
Help us to set goals that go beyond relieving suicidal thoughts.
Work with us to create individual safety plans… what should I do when I have these
thoughts?
Be understanding and take our individual concerns seriously and go the extra mile.
For example, one of my providers actually tasted a medicine to see how awful it
tastes. Be genuinely interested and supportive of changed behavior. For example,
one of my therapists made a deal with me: “Sleep at least 6 hours and I’ll stand on
my head; you can take a picture of me.”
Take a holistic approach, including recognizing the physical issues that affect
emotional health (e.g., nutrition and sleep) and spirituality.
Erase and eradicate your judgment that “he or she will never get better.” Empathize
100 percent with that person, every day.
Build resilience with your clients; teach them early how to manage emotions.
Be willing to refer clients to someone else if you lack the expertise in certain areas…
and provide qualified references.
Eliminate the fixer/fixee- and helper/helpee duality thinking. We are all in this
together. Each person takes responsibility; the provider is not solely responsible.
Be aware of your perspectives and beliefs while interacting with consumers, and be
aware of your cultural beliefs about mental illness; different cultures view suicide
differently.
Deal with your impatience and your thoughts about the helplessness and
hopelessness when you don’t know what to do…providers need to patiently accept
what they do not know and be comfortable with ending up in a place of not knowing.
Then they can bear witness to that and share it with the patient. Then,
spontaneously, solutions may appear.
Avoid automatic alarm or jumping to hospitalize when listening would work.
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Don’t be afraid to talk with us about suicide… don’t be afraid that talking will make it
happen.
In response, a health care provider shared an observation.
Professionals learn through both education and experience, and many experiences
stay with them over years, shaping their perceptions and molding their approaches
in new ways while deepening their respect for the resilience of those they seek to
help. In a forum such as this, professionals have a unique opportunity to tell their
own stories, listen to consumers, and share thoughts with each other.
Consumer Study
Ed Knight, a participant, presented a brief overview of a study conducted with 205
consumers in 14 consumer-run dialogue meetings in New York State.2 2 Ed Knight
et al. Coping with Thoughts of Suicide: Consumers’ Strategies. Paper presented at
the annual meeting of the American Public Health Association, November 7,
2007.The purpose of the study was to identify how individuals with severe mental
illnesses and a history of suicidal behavior cope with suicidal thoughts. Study
participants were asked to identify up to five strategies they use to deal with suicidal
thoughts. They named the following groups of first-line coping strategies, starting
with those mentioned most often:
• Spirituality/religious practices: 18 percent of study participants;
• Talking to someone/companionship: 14 percent;
• Positive thinking: 13 percent;
• Using the mental health system: 12 percent;
• Considering consequences to people close to me: 9 percent;
• Using peer supports: 8 percent;
• Doing something pleasurable: 8 percent;
• Protecting myself from means: 5 percent;
• Doing grounding activities: 4 percent;
• Considering consequences to myself/fear: 2 percent;
• Doing tasks to keep busy: 2 percent;
• Maintaining sobriety: 1 percent;
• Helping others: 0.5 percent; and
• Seeking emotional outlets: 0.5 percent.
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Recommendations
After identifying and addressing what promotes and what hinders recovery and
effective suicide prevention, the participants made recommendations about what
should be done in several areas of suicide prevention, intervention, and post
intervention.
In addition, participants thought about what they could do individually and as a group
to keep the dialogue going and be more proactive in their areas of work and
influence.
Participants were asked to suggest recommendations that would further suicide
prevention from personal, clinical, and systems perspectives, keeping in mind that
the recommendations should be specific to suicide prevention rather than to mental
health recovery in general.
Participants made the following recommendations:
1. Include the consumers’ voice and active consumer participation,
specifically that of the suicide attempt survivor, in policymaking, educating the
public, training health care providers, and planning and improving prevention
and support services. Everyone agreed that “there should be more than one seat
at the table” because no one person can adequately represent the diversity of
perspectives that must be brought to bear. This thought expanded to suggestions of
how and where consumer/survivor voices need to be heard: the Suicide Action
Alliance was mentioned as a critical venue, as well as the myriad opportunities that
might be taken to have consumers/survivors visible not only to the public but also to
health care providers. SAMHSA was seen as a vital resource, not only for creating
opportunities but also for providing scholarships and financial support to ensure that
consumers/survivors could be present at the many venues where their voices could
make a difference. It is important to support consumers and survivors when they are
sharing their experiences. Participants noted that there is a great deal of fear on the
part of consumers/survivors about talking openly of their experiences.
2. Many, many groups must be educated from a consumer perspective.
One goal of such education, said a participant, would be to “change prejudices and
stereotypes” both by addressing specific groups (e.g., first responders) and by
seeking publication opportunities (e.g., the publications of the American Association
of Suicidology). Faith-based communities were also mentioned as a group to work
with, and one participant made the following observation:
A prominent reverend of a national church spoke about someone who died by
suicide and said that suicide is not a sin; this was an important message to come
from him that was so healing.
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Work with those who organize conferences to ensure that there are opportunities to
hear from suicide attempt survivors and family member survivors.
3. Educate the physical and mental health workforce from a consumer/
survivor perspective.
One participant noted that it is important for providers to be free of fear that
something they might do would increase the risk of suicide; in this and many other
areas, education is critical. All physicians should be exposed to a suicidology course
that incorporates the thoughts and experiences of consumers/survivors. Across the
board, educational materials should teach providers “how to call upon consumers/
survivors and other resources that are available in their community.” Participants
also agreed that physicians and other health care providers should receive training
and support that includes strategies to cope with their own feelings of fatigue and
distress when working with mental health consumers. Mental health consumers
sometimes feel that they are treated with detachment and disrespect by health care
providers. Training may help alleviate those issues.
4. Support workforce development and training of health care providers.
All health care providers should be trained to be alert to the risk of suicide;
participants suggested the advisability of training providers to “conduct suicide
assessment early in the treatment of at-risk populations and those who have
experienced trauma.”
In addition, participants thought that mental health professionals needed
encouragement to work in rural areas, and that it would be desirable to incorporate
peers in all hospital workforces. The need for trained Native American providers and
educators was also mentioned, with the suggestion that more scholarships be
available.
The discussion included the need to train providers on alternatives to seclusion,
restraint, coercion, and involuntary treatment. One participant noted that this type of
training is already a requirement, and made the following observations.
What would we recommend to raise the bar? Reporting requirements should be tied
to funding; or loss of accreditation. The system should promote consumer monitoring
and encourage consumers to report violations, using external advocates to help with
monitoring.
5. Promote cultural respect.
Specific suggestions included incorporating linguistic competency whenever there is
talk of “cultural” competency; generating more data, research, education, and
inclusion regarding the gay, lesbian, bisexual, and transgendered (GLBT) and Native
American communities; and ensuring diversity by including a wide variety of
consumers/survivors.
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6. Improve mental health service delivery and service options.
Suggestions for such improvements covered a wide range of issues, but major
themes involved alternative types of services/providers, better understanding of
communication among providers, and the importance of trauma-informed care.
• Provide alternatives to emergency departments.
Participants stressed how helpful it would be to have “…same day scheduling for
mental health services and in-home crisis care, crisis intervention teams.” They also
pointed to the growing trend (but unmet need) to integrate physical and mental
health services, pointing out that “…medical doctors are providing early intervention
and assessment and being reimbursed for these services.”
• Increase peer support services.
Echoed in a variety of contexts throughout the meeting, there was a strong,
favorable sentiment to making increasing use of peer specialists: “It is a high priority
to have peer specialists in the hospital/ ER like the rape crisis model SANE3 3
Sexual Assault Nurse Examiner (SANE) Programs: Improving the Community
Response to Sexual Assault Victims (available online at http://www.ojp.usdoj.gov/
ovc/publications/bulletins/sane_4_2001/ welcome.html).to help people through the
process.”
• Create postvention services similar to those being created for other issues.
At the other end of the intervention spectrum, the utility of a post-attempt follow-up
“…visit from a social worker to a person who attempted suicide” was mentioned. In a
similar vein, it was suggested that community-based guidelines be developed “that
have to be implemented after a suicide, similar to the protocol for a trauma, disaster,
violent behavior event; it would be a postvention protocol.”
• Ensure that providers communicate with each other when caring for the
same individual.
With regard to communication among providers, one participant noted “The most
common factor in all sentient events is [lack of] communication,” while another
pointed to the urgency of ensuring that “people treating the same person are in
communication with each other. Ensure that providers understand that the Health
Insurance Portability and Accountability Act (HIPAA) allows shared information.”
Also, ensure that providers request and respect informed consent in the use of
personal health care information.
• Ensure trauma-informed care.
A strong theme emerged around the needs related to preventing trauma (e.g., by
“increasing awareness of bullying and increasing school policies to deal with it”) and
addressing the consequences (e.g., ensuring that care after a “violent or traumatic
experience” is adequate and sensitive, and understanding the long-term, enduring
aspects of trauma on mental health).

CE-‐2013P2	
  -‐	
  Copyright	
  ©	
  2013	
  Breining	
  Ins8tute	
  (1307241102)	
  

135

VETERANS:	
  Addic-on	
  Treatment	
  Factors	
  in	
  working	
  with	
  Military	
  Families

Moreover, participants urged that “Suicide prevention organizations collaborate with
the SAMHSA/CMHS National Center for Trauma-informed Care (NCTIC) to create
trauma-informed care settings. Trauma-informed organizations, programs, and
services are based on an understanding of the vulnerabilities or triggers of trauma
survivors that traditional service delivery approaches may exacerbate, so that these
services and programs can be more supportive and avoid retraumatization.”
7. Dedicate resources to explore the issue of involuntary hospitalizations from
a consumer perspective in the context of providing real alternatives. Create a
SAMHSA-supported task force to explore this issue from a consumer
perspective.
“Eliminate the use of force and coercion.” This theme was heard throughout the
meeting as an issue that requires thoughtful attention across a range of ethical and
legal considerations: “Involuntary hospitalization is to prevent self-harm or harm to
others; how do you accomplish this without traumatizing the individual or
criminalizing the behaviors?” Participants voiced concerns about both a general lack
of information about how an involuntary commitment affects the consumer, and
about what alternatives might be available to avoid commitment.
Participants were very enthusiastic about the recommendation that SAMHSA
sponsor a task force on alternatives to involuntary commitments. Subjects to be
explored include “promoting crisis intervention teams,” “having advance directives”
for consumers to ensure their autonomy, and “valuing peer support services as a
means of avoiding involuntary commitments.”
8. Promote the SAMHSA wellness initiative within the suicide prevention
movement.
Participants were familiar with the SAMHSA/CMHS Wellness Initiative and the 10 by
10 campaign to reduce premature mortality by 10 years over the next 10 years. The
life expectancy for individuals with serious mental illnesses is decades less than the
general population. As reported on the SAMHSA Web site, data show that male
consumers are likely to die at a younger age than female consumers. The National
Association of State Mental Health Program Directors (NASMHPD) Medical
Director’s Council recently reported that more people with serious mental illnesses
die of treatable medical conditions that are caused by modifiable risk factors such as
smoking, obesity, substance abuse, and inadequate access to medical care (go to
http://mentalhealth. samhsa.gov/newsroom/speeches/091707.asp).
In addition, participants recommended the following: “Understand and promote
protective factors (such as having peer support); do not focus exclusively on
reducing risk factors; conduct focus groups and understand college students’
perspectives on wellness.” Participants urged SAMHSA to collaborate and share
information with other Federal entities as it develops an action plan related to a
recent conference on wellness.
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As mentioned in the introduction to this report, SAMHSA/CMHS convened the
National Consensus Conference on Mental Health Recovery in 2004. The full
statement and the 10 fundamental components of recovery can be found on
SAMSHA’s Web site (http:// mentalhealth.samhsa.gov/publications/allpubs/
sma05-4129/).
The concept of wellness embraces the growing recognition of the fundamental
integration of mental health and physical health. Working toward wellness
underscores the major goal of recovery for mental health consumers, and
acknowledges that recovery must encompass the whole person.
9. Establish funding for the following priorities.
Participants listed many areas where they felt more funding was needed. Their
priorities are as follows.
• Create a nonfatal surveillance data system and funding to collect the data. We only
have rough estimates of the prevalence of suicide attempts. Be sure to “de-identify”
by using numbers, not names.
• SAMHSA/CMHS, the National Institute of Mental Health (NIMH), the Health
Research and Services Administration (HRSA), and other relevant Federal entities
should fund consumer/survivor-run services and treatment and conduct research on
costeffectiveness.
• Disseminate effective programs, including effective consumer-operated programs.
• Provide technical assistance related to the evaluation of programs and
development of long-term solutions.
10. Promote research priorities and involve consumers in research initiatives.
Participants identified the following research priorities.
• Environmental issues that are outside a biomedical research focus
• Cost-effectiveness of consumer-run services
• Determine the explanation(s) for the 25-year disparity in life expectancy
• Research that includes the experiences of suicide attempt survivors, rather than
excludes attempt survivors from participating in research studies
Participants recommended supporting the research interests of coroners; for
example, some State coroners are very interested in conducting psychological
autopsies. A psychological autopsy helps promote the epidemiological study of
suicide. It is important that it not be used to assign blame. This is a research method
that offers the most direct technique currently available for examining the
relationship between particular antecedents and suicide. The autopsy helps answer
the question, “Why did the individual kill himself?” The results of a systematic review
that examined studies of suicide that used a psychological autopsy method indicated
that mental disorder was the most strongly associated variable of those that have
been studied.4 4Psychol Med. 2003 Apr; 33(3):395-405. Further studies should
focus on specific disorders and psychological factors; suicide prevention strategies
may be most effective if focused on the treatment of mental disorders. Also, coroners
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could play an important role in looking into accidents and poisonings, and the
relationship of these topics to suicide.
In addition to these funding priorities, participants recommended “increased training
of survivors/ suicide attempt survivors so that they may design, implement, and
participate in research” and “involving consumers in review and setting the research
agenda (not token representation).”
11. Engage media on a regular basis.
Throughout the meeting, participants pointed to the power of the media as both a
positive and negative force. As a positive force, media can help to dispel stereotypes
and educate the public; as a negative force, media can perpetuate misconceptions
and stigma. Engaging the media is critical, and participants had several
recommendations for how to approach this.
• SAMHSA and the participants should promote the suicide dialogue report
and the meeting in the media.
Others mentioned the need for editorials and opinion pieces, and suggested the
Suicide Prevention Action Network’s (SPAN) Web site as a source of useful
templates for preparing materials for newspapers.
• Create a suicide prevention award.
Some noted that various types of awards are often a useful way to garner positive
media attention, and mentioned the example of the Didi Hirsch Annual Erasing the
Stigma Leadership Award, made in California, for people who have made a
significant contribution to alleviating the stigma attached to mental illness, and
especially to suicide. The recipients often have national prominence in sports, the
arts, or other fields.
• Use electronic media—Internet and television— to reach young people and
college-age audiences.
More specifically, “Include suicide issues on TV shows that are popular with high
school and college students; have a Web site after the shows, to have an online
discussion.” Another participant noted that Lifeline is using the Internet successfully
to reach young people through YouTube, MySpace, and so forth, and mentioned
Lifeline’s new online project, Lifeline Gallery: Stories of Hope and Recovery, which
allows survivors, suicide attempt survivors, helpers, and advocates to share their
experiences with suicide online (see the Web site at http://www. lifelinegallery.org).
• Promote a consistent and hopeful message… recovery is possible.
All media were thought to be good avenues for what many consider the most difficult
and critical message of all: that recovery is possible. SAMHSA might consider
working with advertising agencies and other mainstream organizations as well as
well-known public figures to send positive messages about recovery. At the same
time, such messages demand sensitivity and careful thinking. As one participant
mentioned, “A person with mental illness doesn’t look any different… so how would
138!
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you show someone who may be at risk for suicide…maybe you are adding to the
problem, by saying ‘you never [can] know.’”
12. Support families.
Family support can be manifested in a variety of ways. For example, it would be
helpful to have “guidelines for college campuses to use for determining when they
can notify parents of a student’s issues [while still] respecting the need for
confidentiality.” In addition, participants urged that consumers should have the ability
to make clear directives about who should be informed of their situations, “similar to
advanced directives. In this way, consumers would be empowered to take personal
responsibility for their care.”
13. Adapt and adopt programs and services to address rural/frontier issues.
Participants pointed out that face-to-face service in rural/frontier areas is often not
practical. Regulations must be relaxed for these areas with regard to the types of
services offered and their reimbursement. These include “evidence-based practices
that don’t apply to rural/frontier settings such as some Assertive Community
Treatment (ACT) recommendations,” which need to be adapted for use outside
urban areas. At the same time, it is important to identify and reimburse practices that
do work, such as tele-psychiatry or tele-mental health, and to offer such alternatives
as warm lines.
Participants also suggested looking into the possibility of student loan forgiveness as
an incentive for (mental) health professionals to work in rural or economically
distressed areas.
14. Native Americans must get direct and appropriate national funding, not
funds funneled through the State.
Throughout the dialogue, the message was clear that Native Americans face a host
of cultural and structural issues that may be more profound than for other groups.
Many supported the recommendation, for example, that requests for proposals
specifically allow flexibility to adapt national policy to native culture (noting, too, that
Native Americans have their own Institutional Review Board requirements). At the
same time, Tribes and native organizations need technical assistance to help write
grants, and there should be “genuine outreach to help communities apply for grants.”
15. Promote gun safety and restriction of access to lethal means to at-risk
individuals.
Participants recognize that even the most insistent suicidal voices or impulses can
be quelled if the means to act on them are not available. With this in mind, the
issues of gun safety and the safety of other lethal means sparked several
recommendations, most having to do with educating the public and special interest
groups on mental health issues. For example, the LOK-IT-UP campaign is a public
awareness program encouraging the safe storage of firearms and is underway in
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several counties in Washington State (for further information, go to http://depts.
washington.edu/lokitup/overview.html).
Recommendations for proactive gun safety efforts included the following.
• Post hotline numbers near places where people can legally obtain guns.
• Host a plenary session at firearm association conventions to educate and create
awareness about implications of access to guns.
• Work with the firearm associations on gun safety programs.
• Promote collaboration with the Brady Campaign and share information about
mental illnesses and suicide prevention.
• Promote safe storage and separation of ammunition from firearms.
• Share successful program stories. For example, the State police in Pennsylvania
are passing out gun locks free of charge. In Maryland, gun locks are mandatory.
• Create protocols for the restriction of lethal means and methods of self-harm for
people at risk for suicide.
16. Promote and widely disseminate information about suicide prevention
organizations and effective programs.
• The American Foundation for Suicide Prevention (AFSP) is composed of a number
of programs, including support and community education-focused programs. In
2001, AFSP began developing an innovative, Web-based screening method to
identify college students at risk for suicide and encourage them to get treatment. In
collaboration with Emory University, in Atlanta, GA, and the University of North
Carolina, in Chapel Hill, NC, the method was pilot-tested over a 3-year period
(2002-2005). (go to the Web site at http://www. afsp.org).
• The National Suicide Prevention Lifeline is a network of more than 130 crisis
centers across the nation that are available 24/7 via one toll-free phone number:
1-800-273-TALK(8255).
• Active Minds on Campus is a campus-based, college peer advocacy program
focused on decreasing stigma about mental health issues and treatment (go to
http://www.activemindsoncampus.org/).
• The Lok-It-Up Campaign (go to http://depts. washington.edu/lokitup/overview.html).
• Applied Suicide Intervention Skills Training (ASIST) was developed by Living
Works. The 2-day, highly interactive, practical, practice-oriented ASIST workshop is
for caregivers, and others who are in positions that help others, who want to feel
more comfortable, confident, and competent in helping to prevent the immediate risk
of suicide (go to http://www.livingworks.net/).
• On Our Own of Maryland, Inc., is a statewide mental health consumer education
and advocacy group that promotes equality in all aspects of society for people who
receive mental health services; it also develops alternative, recovery-based mental
health initiatives. Programs include an anti-stigma campaign, The Recovery Training
Project Main Street Housing, Inc., and the Olmstead Peer Support Program. (go to
their Web site at http://www.onourownmd.org).
• Yellow Ribbon is a community-based program using a public health approach with
an emphasis on preventing teen suicide. See their Web site (http://
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www.yellowribbon.org) and/or e-mail for further information
(ask4help@yellowribbon.org).
• Jason Foundation: Provides educational and training curricula for students,
educators/youth workers, and parents, on the subject of youth suicide (http://
www.jasonfoundation.com).
• NAMI, New Hampshire, has many resources, including a post intervention program
for survivors (http://www.nami.org/frameworks_community_
protocols_postvention_main_page.php); there is also a national support line, Friends
of Survivors, at 1-800-646-7322.
• San Francisco Suicide Prevention (SFSP) is the oldest volunteer crisis line in the
United States. Founded in 1963, with the initial focus of providing telephone
intervention to people experiencing suicidal crisis, the focus of the agency has
gradually shifted from strictly suicide prevention to more general counseling
services. Services are provided 24 hours a day by more than 150 trained volunteers
with the supervision of a small multidisciplinary staff (go to http://www.sfsuicide.org/
index2html for further information).
• Memphis, Tennessee’s, Crisis Intervention Team is operated through the city’s
police department to work with mental health consumers and family members (go to
http://www.cityofmemphis.org/ framework.aspx?page=302 for more information).
• Erasing the Stigma Leadership Awards (information is available at http://
www.didihirsch.org/news/ ets_awards).
• Sexual Assault Nurse Examiner (SANE) Programs: Improving the Community
Response to Sexual Assault Victims (more information is available at http://
www.ojp.usdoj.gov/ovc/publications/ bulletins/sane_4_2001/welcome.html).
• Managing Sudden Traumatic Loss in the Schools, by Maureen M. Underwood and
Karen Dunne- Maxim, is a program for school staff to help them understand grief in
school populations (an excerpt is available at http://www.psybc.com/pdfs/Loss_
article).
• People, Inc., in New York State, provides a unique model for partnerships between
members of the public and professionals to meet special needs. Although it does not
target services to people with mental health issues, the ideas and their
implementation may be of interest to groups with similar goals of “…providing
support so that individuals can participate and succeed in an accepting society.” (go
to the Web site at http:// www.people-inc.org/what_we_do.asp).
• SPRC/AFSP Best Practices Registry (BPR) for Suicide Prevention (go to http://
www.sprc.org/ featured_resources/bpr/index.asp).
• Means Matter (http://www.hsph.harvard.edu/ means-matter/).
Next Steps
Participants reflected on what they could do when they return home from this
meeting. Here are some of their thoughts.
We have providers, family members, attempt survivors in one room, here today; we
could promote collaborative organizations.
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Foster collaboration between consumer organizations and suicide prevention
organizations. We can work to have the consumer organizations that we belong to
include suicide prevention in their activities.
SAMHSA, perhaps through its Suicide Prevention Resource Center (SPRC) could
do a schematic of all the groups and how they inter-relate…and then network with
each other… a clearinghouse of sorts.5 5 The Suicide Prevention Resource Center
(SPRC), funded by SAMHSA/ CMHS, provides prevention support, training, and
resources to assist organizations and individuals to develop suicide prevention
programs, interventions and policies, and to advance the National Strategy for
Suicide Prevention.
Promote our own accountability on these issues and recommendations and
reconvene to discuss progress.
The National Council of Suicide Prevention is a group of 10 nonprofit organizations
with a mission of suicide prevention. Participants agreed to support the inclusion of
consumer-run organizations.
Final Thoughts
Participants shared their thoughts as the meeting came to a close.
We wear many hats, as researcher, policy[maker], family member…it’s great to wear
all these hats in one place.
This has been a phenomenal process…moving, inspirational, and informative…so
many different voices sitting around the table.
This was a useful experience, pragmatic purpose… it wasn’t a waste of time. It is
useful to hear from people whom I don’t normally talk [with]. It is good to know that
the consumer voice is being taken seriously.
We welcome the voice of the attempt survivor.
We’ve learned that people can have their emotions and feel their pain and they can
move on.
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Veterans Resources

Veterans Resources
Veterans Crisis Line: 1-800-273-8255 PRESS 1
Available Chat: http://www.veteranscrisisline.net/

National Resource Directory
Available: https://www.nationalresourcedirectory.gov/other_services_and_resources/
veterans_service_organizations/chartered_veterans_service_organizations

Resources for Veterans23
SAMHSA
Web Page: www.samhsa.gov/vets
Webcasts and conferences on recovery
How to find treatment for mental health and substance abuse issues
Publications about coping with trauma
Statistical reports and more
Read SAMHSA News online, May/June 2007.
National Suicide Prevention Lifeline: Call 1-800-273-TALK
A new prompt offers the option of pressing #1 and connecting directly to a special
VA suicide crisis line, located in Canandaigua, NY, and staffed by mental health
professionals.
Office of Applied Studies
To access the recent Office of Applied Studies short report, Serious Psychological
Distress and Substance Use Disorder among Veterans, visit http://
oas.samhsa.gov/2k7/veteransDual/veteransDual.cfm.
23

SAMHSA News, 16(1). (M. H. Pond, Ed.) Rockville, MD, USA: SAMHSA News Team at IQ
Solutions, Inc. Retrieved April 6, 2012, from http://www.samhsa.gov/SAMHSA_News/
VolumeXVI_1/text_only/article1btxt.htm. Section copied in entirety.
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SAMHSA News
Coverage of the first conference on veterans and their families, “The Road Home:
National Conference on Returning Veterans and Their Families,” is included in the
May/June 2006 issue, available online at www.samhsa.gov/SAMHSA_News.
SAMHSA's Substance Abuse Treatment Facility Locator
To access this searchable directory of alcohol and drug treatment programs, visit
www.findtreatment.samhsa.gov.

U.S. DEPARTMENT OF VETERANS AFFAIRS (VA)
Providers can refer veterans to care in VA’s 153 medical centers, more than 600
clinics, and more than 200 Vet Centers that can be located through the “Find a
Facility” tab at www.va.gov. Also available:
VA’s National Center for PTSD: For fact sheets, tips, and guides on coping
with war trauma or a loved one’s return from deployment, visit
www.ncptsd.va.gov/ncmain/veterans.
Mental Health Resources: For information on suicide warning signs and
links for specialized topics, visit www.mentalhealth.va.gov.
Veterans Service Organizations: Links are available at www1.va.gov/vso.
National Summit on Women Veterans’ Issues: For information on VA’s
Summit in June 2008, visit www1.va.gov/womenvet/page.cfm?pg=70.

U.S. DEPARTMENT OF DEFENSE (DoD)
America Supports You. An official Web site of DoD, connects individuals and
organizations to hundreds of homefront groups offering a variety of support
services to the military community. Visit www.americasupportsyou.mil.

NATIONAL GUARD
www.ngb.army.mil.

NON-FEDERAL ORGANIZATIONS
Vets4Vets. Offers a place for veterans of wars in Afghanistan and Iraq to help
each other through peer support. Visit www.vets4vets.us.
AMVETS. Provides assistance to veterans across the Nation in addition to
supporting community service initiatives. Visit www.amvets.org.
National Veterans Foundation. Offers public awareness programs and
outreach services for veterans. Visit www.nvf.org.
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Operation Healthy Reunions. Provides education about mental health
issues among soldiers and their families. Visit www.nmha.org/reunions.
Tragedy Assistance Program for Survivors (TAPS). Provides a support
network for the surviving families of those who have died in military service.
Visit www.taps.org.
Iraq and Afghanistan Veterans of America. Addresses critical issues facing
new veterans and their families, including mental health, traumatic brain
Injury, the VA system, and health coverage. Visit www.iava.org/resourcesfor-vets.
For additional links to information from the U.S. Department of Defense as well as
the U.S. Army, U.S. Navy, and U.S. Marine Corps, visit SAMHSA News online, May/
June 2006 at http://www.samhsa.gov/samhsa_news/VolumeXIV_3/article7.htm.
Resources for Veterans24

U.S. Department of Health and Human Services (HHS)
(877) 696-6775 (toll-free)
www.hhs.gov

SAMHSA
SAMHSA's publications on veterans include several short reports from the Agency's
Office of Applied Studies (OAS). Recent reports include Substance Use,
Dependence, and Treatment among Veterans and Alcohol Use and Alcohol-Related
Risk Behaviors among Veterans (see SAMHSA News, January/February 2006). Visit
SAMHSA's Web site at www.oas.samhsa.gov/topics.cfm for a complete list under
the topic "Veterans." Other SAMHSA resources include:
SAMHSA's National Mental Health Information Center
(800) 789-2647 (toll-free)
(240) 276-2550
www.mentalhealth.samhsa.gov
SAMHSA's National Clearinghouse for Alcohol and Drug Information
(800) 729-6686 (toll-free)
(800) 487-4889 (TDD) (toll-free)
(877) 767-8432 (Spanish) (toll-free)
www.ncadi.samhsa.gov

24

SAMHSA. (2006, May/June). Resources for Veterans. SAMHSA News, 14(3). (M. H.
Pond, Ed.) Rockville, MD, USA: SAMHSA News Team at IQ Solutions, Inc. Retrieved April 6,
2012, from http://www.samhsa.gov/samhsa_news/VolumeXIV_3/text_only/article7txt.htm
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SAMHSA's National Helpline
(800) 662-HELP (4357) (toll-free)
(English and Spanish)
(800) 487-4889 (TDD) (toll-free)
SAMHSA's Substance Abuse Treatment Facility Locator
This is a searchable directory of alcohol and drug treatment programs.
www.findtreatment.samhsa.gov

Other Federal Agencies
U.S. Department of Defense (DoD)
Main Office: (703) 681-0064
www.defenselink.mil
Office of Assistant Secretary of Defense for Public Affairs
(703) 428-0711
www.defenselink.mil/pubs/almanac/asdpa.html
United States Army
Army Center for Substance Abuse Programs (ACSAP)
(703) 681-5583
http://acsap.army.mil
United States Marine Corps
Marine Corps Community Services (MCCS)
(703) 784-9526
www.usmc-mccs.org
United States Navy
Navy Alcohol and Drug Abuse Prevention Program (NADAP)
www.npc.navy.mil/commandsupport/NADAP
U.S. Department of Veterans Affairs (VA)
VA Benefits: (800) 827-1000 (toll-free)
www.va.gov
Non-Government Resources
AMVETS
(301) 683-4030
www.amvets.org
Disabled American Veterans (DAV)
(859) 441-7300
www.dav.org
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National Alliance on Mental Illness (NAMI)
(800) 950-NAMI (6264) (toll-free)
www.nami.org
National Coalition for Homeless Veterans (NCHV)
(800) VET-HELP (838-4357) (toll-free)
www.nchv.org
National Mental Health Association (NMHA)
(800) 969-NMHA (6642) (toll-free)
(800) 433-5959 (TTY)
www.nmha.org
National Veterans Foundation (NVF)
(877) 777-4443 (toll-free)
www.nvf.org
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Veterans Rights

Veterans Rights25
United States Department of Veterans Affairs
Patient and Nursing Home Resident Rights and Responsibilities
The Veterans Health Administration (VHA) is pleased you have selected us to
provide your healthcare. We want to improve your health and well-being. We will
make your visit or stay as pleasant for you as possible. As part of our service to you,
to other veterans and to the Nation, we are committed to improving healthcare
quality. We also train future healthcare professionals, conduct research, and support
our country in times of national emergency. In all of these activities, our employees
will respect and support your rights as a patient. Your basic rights and
responsibilities are outlined in this document. Please talk with VA treatment team
members or a patient advocate if you have any questions or would like more
information about your rights.
I. Respect and Nondiscrimination
§ You will be treated with dignity, compassion, and respect as an individual.
Your privacy will be protected. You will receive care in a safe environment. We
will seek to honor your personal and religious values.
§ You or someone you choose has the right to keep and spend your money.
You have the right to receive an accounting of any VA held funds.
§ Treatment will respect your personal freedoms. In rare cases, the use of
medication and physical restraints may be used if all other efforts to keep you
or others free from harm have not worked.
§ As an inpatient or nursing home resident, you may wear your own clothes.
You may keep personal items. This will depend on your medical condition.

25

United States Department of Veterans Affairs. Patient and Nursing Home Resident Rights
and Responsibilities. Accessed May 4, 2012. Available: http://www.patientadvocate.va.gov/
rights.asp
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§

§

§

§

As an inpatient or nursing home resident, you have the right to social
interaction and regular exercise. You will have the opportunity for religious
worship and spiritual support. You may decide whether to participate in these
activities. You may decide whether or not to perform tasks in or for the
Medical Center.
As an inpatient or nursing home resident, you have the right to communicate
freely and privately. You may have or refuse visitors. You will have access to
public telephones. You may participate in civic rights, such as voting and free
speech.
As a nursing home resident, you can organize and take part in resident
groups in the facility. Your family also can meet with the families of other
residents.
In order to provide a safe treatment environment for all patients or residents
and staff, you are expected to respect other patients, residents and staff and
to follow the facility's rules. Avoid unsafe acts that place others at risk for
accidents or injuries. Please immediately report any condition you believe to
be unsafe.

II. Information Disclosure and Confidentiality
§ You will be given information about the health benefits you can receive. The
information will be provided in a way you can understand.
§ You will receive information about the costs of your care, if any, before you
are treated. You are responsible for paying your portion of any costs
associated with your care.
§ Your medical record will be kept confidential. Information about you will not be
released without your consent unless authorized by law (an example of this is
State public health reporting). You have the right to information in your
medical record and may request a copy of your medical records. This will be
provided except in rare situations when your VA physician feels the
information will be harmful to you. In that case, you have the right to have this
discussed with you by your VA provider.
§ You will be informed of all outcomes of care, including any potential injuries.
You will be informed about how to request compensation for any injuries.
III. Participation in Treatment Decisions
§ You, and any persons you choose, will be involved in all decisions about your
care. You will be given information you can understand about the benefits and
risks of treatment. You will be given other options. You can agree to or refuse
treatment. You will be told what is likely to happen to you if you refuse
treatment. Refusing treatment will not affect your rights to future care but you
take responsibility for the possible results to your health.
§ Tell your provider about your current condition, medicines (including over-thecounter and herbals), and medical history. Also, share any other information
that affects your health. You should ask questions when you do not
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§

§

§
§

§

§

understand something about your care. Being involved is very important for
you to get the best possible results.
You will be given, in writing, the name and title of the provider in charge of
your care. As our partner in healthcare, you have the right to be involved in
choosing your provider. You also have the right to know the names and titles
of those who provide you care. This includes students, residents and trainees.
Providers will properly introduce themselves when they take part in your care.
You will be educated about your role and responsibilities as a patient or
resident. This includes your participation in decisionmaking and care at the
end of life.
If you believe you cannot follow the treatment plan, you have a responsibility
to notify your provider or treatment team.
You have the right to have your pain assessed and to receive treatment to
manage your pain. You and your treatment team will develop a pain
management plan together. You are expected to help the treatment team by
telling them if you have pain and if the treatment is working.
As an inpatient or nursing home resident, you will be provided any
transportation necessary for your treatment plan.
You have the right to choose whether you will participate in any research
project. Any research will be clearly identified. Potential risks of the research
will be identified and there will be no pressure on you to participate.
You will be included in resolving any ethical issues about your care. You may
consult with the Medical Center's Ethics Consultation Service and/or other
staff knowledgeable about healthcare ethics.
If you or the Medical Center believes that you have been neglected, abused
or exploited, you will receive help.

IV. Complaints
§ You are encouraged and expected to seek help from your treatment team or a
patient advocate if you have problems or complaints. You will be given
understandable information about the complaint process. You may complain
verbally or in writing, without fear of retaliation.
VA 10-88 Department of
P91985 Veterans Affairs
September 2006
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These Exam Questions are based upon the information presented in the Course Material.
You should choose the best answer based upon the information contained within the Course
Material. Answers which are not consistent with the information provided within the Course
Material will be marked incorrect. A score of at least 70% correct answers is required to
receive Course credit. GOOD LUCK!

1. In any war, soldiers may witness death and destruction. They may suffer
injuries themselves. They may experience relentless stress. In Iraq and
Afghanistan, additional factors put soldiers at risk of substance abuse and
mental health problems. Which of the following is an example of a current
risk factor?
a. Medical advances allow survival from catastrophic brain injury and
spinal cord injury.
b. Medical advances allow soldiers to survive wounds that were
previously fatal.
c. The lack of a front line means that soldiers can face danger even in
"safe" zones.
d. All of the above
2. In addition to problems with money, marriages, child-rearing, jobs, housing,
and the like, veterans may feel alienated from what?
a. Family, friends, and society
b. The stillness of home in contrast to combat
c. Their comrades who are still in the military
d. None of the above
3. How do those fighting in Iraq and Afghanistan differ from those who fought
previous wars?
a. This military includes an unprecedented number of women.
b. Soldiers may be National Guard or reserve personnel, who may not be
as prepared for combat as regular troops.
c. Both a. and b.
d. None of the above
4. According to Antonette Zeiss, Ph.D, mental disorders are one of the top three
conditions that lead veterans to seek care from the U.S. Department of
Veterans Affairs (VA). What is the most common diagnosis?
a. PTSD
b. Substance abuse
c. Sexual dysfunction
d. Depression, anxiety and mood disorders
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5. Community mental health and substance abuse treatment providers can
supplement this care by serving as a critical "safety net". How can
community providers play that role effectively?
a. Know that veterans aren’t automatically eligible for VA care.
b. Know that the veteran must take the first step and apply for the benefit
c. Become knowledgeable about the resources available to returning
veterans and the rules for using them.
d. All of the above
6. According to LTC Boatman, when do post-traumatic stress disorder (PTSD),
drinking or substance abuse disorders, and other problems often surface?
a. During active duty
b. Once veterans return home
c. Long after benefits have run out
d. When exposed to other stressors
7. In addition to screening veterans and referring them to DoD or VA facilities for
care, why should community providers also need to be ready to provide
services themselves?
a. Some veterans aren't eligible for available services.
b. Stigma, denial, or anger at the military keep some veterans away.
c. Some veterans live in geographically isolated communities where VA
services aren't available.
d. All of the above
8. Veterans and families of active-duty service members and veterans may also
need support. What support can be offered?
a. Welcome veterans home, offer support groups to veterans and their
families, and experts can provide training on traumatic brain injury.
b. Assess the needs of soldiers, veterans, and their families; identify
available resources; and help to fill the gaps.
c. Community providers should routinely ask clients—both men and
women—whether they've served in the military or experienced trauma,
assess for PTSD, other mental disorders, and substance abuse.
d. All of the above
9. What did Bert Bauer, L.C.S.W. include as a cause of PTSD?
a. There is no biological predisposition to PTSD.
b. Previous trauma does not present a higher risk.
c. A one-time traumatic event can lead to PTSD, but so can ongoing
stress.
d. All of the above.
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10. What is defined as, “physical assault of a sexual nature or sexual harassment
of a threatening character committed by one's colleagues during military
training or service” and can cause PTSD?
a. Sexual harassment
b. Military sexual trauma
c. Aggravated harassment
d. Malicious sexual assault
11. What helps veterans overcome a major barrier to treatment: their
unwillingness to talk about secret, shameful, or literally unspeakable matters
with outsiders?
a. Helping veterans remember “stay alive and fulfill the mission”
b. Helping them to normalize violence, after all it is everywhere.
c. Peer-to-peer assistance and camaraderie; sharing stories with other
veterans helps make sense of their experiences.
d. All of the above
12. To ensure access to care for citizen soldiers, the National Guard created the
Prevention, Treatment, and Outreach program. What six-module training is at
the heart of this initiative?
a. The HELP Project which offers screening and referral
b. Team Readiness which assists in the reintegration process
c. Awareness Camp to address underlying mental health issues
d. Team Outreach which locates people who will benefit from the program
13. In addition to the program above, drug and alcohol classes that help
participants understand how substance abuse jeopardizes their health, their
families, and their mission are another component of what initiative?
a. The Prevention, Treatment, and Outreach initiative
b. The HELP Project
c. Awareness Camp
d. Team Outreach
14. According to SAMHSA (2011, Fall), how many United States troops were
deployed to Iraq and Afghanistan since the September 11 attacks?
a. Over 600,000
b. Nearly 1 million
c. More than 2 million
d. Approximately 3 million
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15. How can private-sector providers be more effective in treating military
consumers?
a. Assist veterans and their families with increased funding.
b. Assess, identify and refer military consumers only to veteran service
agencies.
c. Understand the military culture, combat experience, and the
challenges of deployment.
d. All of the above
16. According to Care for Military Members and Their Families, what is an
Administration priority and is the goal of the Presidential Initiative outlined in
the report, Strengthening Our Military Families: Meeting America’s
Commitment?
a. The well-being and psychological health of military families
b. Successful reintegration into civilian life
c. Extended health care to veterans
d. A Veterans Crisis line
17. SAMHSA efforts to fulfill the goals of the Military Families Initiative, one of
eight strategic initiatives introduced in Leading Change: A Plan for SAMHSA’s
Roles and Actions 2011 – 2014 is to improve access by military families to
what?
a. High quality, trauma-informed care by service providers familiar with
the culture of the military
b. Credentialing information about civilian providers
c. Civilian health care providers
d. The Presidential Initiative
18. Why do some military personnel seek private sector providers over military
therapists?
a. Because these providers don’t understand military culture or jargon
b. For fear of discrimination or jeopardizing their career
c. To remain anonymous
d. All of the above
19. A. Kathryn Power, M.Ed., Director of the Center for Mental Health Services
(CMHS) at SAMHSA and lead for the Agency’s Military Families Strategic
Initiative, stated, “Finding a community-based provider who understands the
military culture and language is hit or miss; and that understanding can be the
difference between receiving ongoing, effective treatment and …”, what?
a. Being kicked out of the Army
b. Not returning for a second appointment
c. Long-term mental health and substance abuse problems
d. None of the above
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20. What can civilian providers do to learn about the warrior culture, the issues
around deployment and the stress and trauma of combat?
a. Participate in online webinars and speaker series
b. Participate in in-person trainings held around the country
c. Participate in online interactive courses-both for credit and non-credit
d. All of the above
21. Which training did Lisa Peterson, LMHC, LCDP, a civilian treatment provider,
participate in that was a two-day experiential program in which civilian
therapists were plunged into the military way of life?
a. Operation Immersion
b. Military Online Resources
c. Real Warriors After Deployment
d. Understanding Veterans, a SAMHSA training
22. The status of “citizen soldiers” is different than other soldiers, limiting access
to substance abuse and mental health services and increasing the need to
receive these services from community providers. Who are these “citizen
soldiers”?
a. National Guard and Reservists
b. Marines not deployed out of the country
c. Certain rankings within the armed forces
d. All of the above
23. Why do military patients often discontinue treatment with a community-based
behavioral health provider?
a. Because these providers don’t understand military culture or jargon
b. For fear of discrimination or jeopardizing their career
c. To remain anonymous
d. All of the above
24. In What Military Patients Want Civilian Providers to Know (2011), Ms. Power
encourages private-sector providers to do what to ensure they are eligible for
reimbursement for their services to military members and their families.
a. Become TRICARE-authorized (certified) practitioners
b. Become part of the National Strategic Initiative
c. Work closely with the Veterans Administration
d. Learn military culture and jargon
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25. Why do military patients seek treatment with a community-based behavioral
health provider?
a. For fear of discrimination or repercussions that could jeopardize their
military career
b. Because these providers don’t understand military culture or jargon
c. Because of their professional competence
d. To obtain ongoing, effective treatment
26. What is described as “war’s signature injury” in the conflicts in Iraq and
Afghanistan?
a. Loss of a limb
b. Deployment trauma
c. Traumatic brain injury (TBI)
d. Post-traumatic stress disorder (PTSD)
27. Symptoms of which two disorders overlap and complicate diagnosis and
therapeutic response when both conditions occur?
a. TBI and PTSD
b. Loss of a limb and PTSD
c. Deployment trauma and PTSD
d. Loss of a limb and deployment trauma
28. What is defined as “a blow or jolt to the head or a penetrating head injury that
disrupts the function of the brain”?
a. Exposure disorder
b. Dissociative disorder
c. Traumatic brain injury
d. Post-traumatic stress disorder
29. What type of behavioral problems may exhibited by individuals with TBI?
a. Restlessness and agitation
b. Temper outbursts and other socially inappropriate behaviors
c. Non-compliance, confusion, poor memory, and limited reasoning
d. All of the above
30. What is the first rule for staff to understand when handling behavioral
problems in a person with TBI?
a. Managing behavior does not mean controlling another person’s life
b. People sometimes must be forced to do what is good for them
c. Staff must take responsibility for the patient’s behaviors
d. All of the above
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31. How can staff create an environment where individuals with TBI will be better
able to manage their behavior?
a. Staff manages their own actions and responses
b. Through rules and guidelines
c. Implementation of strong disciplinary measures for maladaptive
behaviors
d. Both b. and c.
32. Of the following, what is the most appropriate goal when dealing with negative
behaviors exhibited by individuals with TBI?
a. Doing away with negative behaviors
b. Minimizing the behavioral problems without doing away with them
completely
c. Discontinuing services to persons who continue to exhibit periodic
behavioral problems
d. Elimination of staff who are unable to effectively discipline clients with
behavioral problems
33. When working with individuals with TBI, staff members are advised to keep
their options open as to how they respond by doing what?
a. Remaining calm and not taking the behavioral outbursts personally
b. Use appropriate judgment in approaching the situation and avoid
reacting emotionally
c. Distance themselves emotionally and recognize that it is a neurological
problem and not a personal issues
d. All of the above
34. What can staff do for a successful initial encounter with an individual with
TBI?
a. Begin each interaction with a social greeting
b. Speak slowly and be direct in your communication
c. Avoid increasing restlessness or agitation that may already exist
d. All of the above
35. What is important during interactions with an individual with TBI?
a. Redirect the patient attention to reduce agitation
b. Avoid touching or grabbing the patient suddenly
c. Explain your intentions and formally end an interpersonal contact
d. All of the above
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36. Which levels of treatment for agitation and restlessness in a rehabilitation
setting are covered in Management of Behavioral Problems during Acute
Rehabilitation of Individuals with TBI?
a. Environmental management, physical restraints, and medication
b. Medication, management of staff and the environment
c. Staff management, medication and therapy
d. Medication and physical restraints
37. Lowered volume on televisions and in conversations, reduced activity in the
environment, fewer visitors and closing curtains are all examples of what?
a. Staff control
b. Patient control
c. A therapeutic environment
d. Environmental management
38. What is important when providing treatment to individuals with TBI?
a. Explaining activities so the individual knows what to expect
b. Providing choices, bargaining and reinforcement
c. Written discharge goals and checklists
d. All of the above
39. What is true of persons with TBI?
a. Anger and irritability are perhaps more frequent than with the average
person
b. Temper outbursts have a neurological basis
c. These individuals do not have the ability to inhibit emotional and verbal
response
d. All of the above
40. What is advised when an individual with TBI is in the midst of a temper
outburst?
a. Attempt to reason with them
b. Remove, if at all possible, any stimulus for the outburst
c. Immediately begin to discuss with them how they might have behaved
differently
d. All of the above
41. What is the most important thing to remember in working with individuals with
TBI?
a. To establish your superiority
b. To address denial of disability
c. To remain calm and be flexible
d. To convince the individual that you know better than they do
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42. What is the law, signed into effect by President George W. Bush in November
2007, which directs the Department of Veterans Affairs to develop and carry
out a comprehensive program aimed at reducing suicide among veterans.
a. The Iraqi War Veterans Suicide Avoidance Act
b. The Joshua Omvig Veterans Suicide Prevention Act
c. The Veterans Suicide Prevention and Rehabilitation Act of 2007
d. The Suicide Prevention and Rehabilitation Act for Deployed Soldiers
43. In Building Bridges Suicide Prevention Dialogue with Consumers and
Survivors “From Pain to Promise” what kept many participants from acting on
their (suicidal) thoughts?
a. Believing in hope, believing in a future, no matter how intense the pain
or bleak the prospect
b. Law enforcement interventions
c. Friends and family members
d. Medical interventions
44. In Building Bridges Suicide Prevention Dialogue with Consumers and
Survivors “From Pain to Promise” many meeting participants spoke about the
need for what?
a. To see a person as more than his or her diagnosis and not to
pathologize a person or that person’s behavior.
b. Community counseling centers, which offer free and/or sliding scale
services, are a helpful resource when attempting to reach the
underserved community.
c. To minimize crises by including encouraging proper diet, rest, exercise,
and companionship for those who seem to be depressed or showing
other signs that might be of concern.
d. All of the above
45. In Building Bridges Suicide Prevention Dialogue with Consumers and
Survivors “From Pain to Promise” survivors recommended what?
a. Get out of learned helplessness.
b. Learn how to live with your voices…do not let yourself be treated as
victims or helpless.
c. Normalization is important, rather than being in a fishbowl of only
family and therapists.
d. All of the above
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46. In Building Bridges Suicide Prevention Dialogue with Consumers and
Survivors “From Pain to Promise” describes what isn’t helpful. What doesn’t
work?
a. Alcohol abuse makes suicidal thinking and behavior worse.
b. Lack of communication between the psychiatrist who prescribes the
medication and the psychotherapist.
c. Being given a treatment plan and not being a partner in the treatment
planning doesn’t work; use a recovery plan, not a treatment plan.
d. All of the above
47. In Building Bridges Suicide Prevention Dialogue with Consumers and
Survivors “From Pain to Promise” participants illustrate negative experiences
related to what?
a. Trauma informed care
b. The use of force and coercion
c. The use of a holistic approach
d. Peer support groups and forums
48. According to Building Bridges Suicide Prevention Dialogue with Consumers
and Survivors “From Pain to Promise”, what embraces the growing
recognition of the fundamental integration of mental health and physical
health, underscores the major goal of recovery for mental health consumers,
and acknowledges that recovery must encompass the whole person?
a. Trauma informed care
b. The concept of wellness
a. The use of a holistic approach
b. Peer support groups and forums
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