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25.8 Key Recommendations

25.8.1 During Deployment

1. Every 3 months and following significant events, rotate remote units back to more
established FOBs for a minimum of 7 days (+ travel time) in order to allow them to re-set.

2. Re-structure R&R program to give priority to Soldiers working outside the basecamp.

3. Develop and monitor work cycles using Combined Arms Doctrine Directorate (CADD)
Sleep Management guidance and encourage treatment seeking for sleep problems.

4. Follow MEDCOM policy on in-theater Battlemind Psychological Debriefings after deaths,
serious injuries and other significant events.

5. Focus BH outreach on platoons with the highest levels of combat and conduct outreach
using the Proximity, Immediacy, Expectancy and Simplicity (PIES) model.

6. Require BH providers from all services be qualified to travel throughout the theater in
order to conduct outreach.

7. Mandate all combat medics and Chaplains receive Battlemind Warrior Resiliency
(formerly Battlemind First Aid) Training before deploying to OEF or QIF.

8. Appoint BH consultant to the Command Surgeon who has knowledge of the theater and
authority to assign BH personnel in an optimal configuration.

25.8.2 Post-Deployment/Sustainment

9. Tailor interventions to units based on their level of combat experiences.

10. To facilitate Soldiers reintegrating with their families and transitioning home, ensure
Soldiers receive mandated Post-Deployment Battlemind Training.

11. Provide Spouse/Couples Battlemind Training to improve relationships and facilitate
transitioning home.

12. Require NCO and Junior Officers receive Battlemind for Junior Leaders Training.
13. Educate and train NCOs and Officers about the important role they play in maintaining
Soldier mental health and well-being and reducing stigma/barriers by including behavioral

health awareness training in ALL leader development.

14. Hold leaders accountable for directly or indirectly demeaning Soldiers that seek
behavioral health resources.

25.8.3 Suicide Prevention

15. Tailor suicide prevention training to the deployment cycle. Ensure training is scenario-
based and includes buddy-aid and leader actions.
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civilian and veteran settings and have been subsequently validated in active-duty Army
populations (Bliese, Wright, Adler, Cabrera, Hoge & Castro, in press). Validated scales have
established norms that make it possible to state with some degree of certainty that a specific
score (e.g., a score of 50 on the Post-Traumatic Stress Disorder Check List -- PCL) is an
indicator of the clinical condition being measured (e.g., PTSD). In the current survey, however,
validated measures were not available for all constructs. For instance, the measures of ethical
issues developed for the previous MHAT missions have not been validated. The use of un-
validated scales provides flexibility in assessing battlefield conditions; nonetheless, in cases
where un-validated scales without established norms are used, the interpretation of the data is
more subjective than in cases where validated norms exist.

26.2.2 Sampling Scheme

A second limitation with the survey data is that respondents were not sampled using a random
sampling design. A commonly used sampling design is a stratified random sample where
relevant sub-populations are identified (e.g., type of unit, gender or rank), and individuals are
randomly selected from these sub-populations. While this design has many statistical
advantages, it was considered logistically unfeasible to implement in a combat environment. In
addition, this sampling design would require access to personally identifying information among
deployed Soldiers and was not permitted under the current MHAT human use protocol because
it would raise concerns about confidentiality.

Cluster sampling is an alternative random sampling design that is less precise but potentially
feasible in a deployed setting. In this sampling strategy, all members of randomly selected
groups provide data. The sampling scheme used for past and present MHATs had elements of
a cluster sample. The MHAT V OEF data collection targeted Brigade Combat Teams (BCTs) as
well as supporting Task Forces. Specifically, two BCTs, six supporting task forces and one
Brigade Transition Team were sampled. Each BCT and Task Force was asked to provide 25
Soldiers from each of their companies. The specific companies and individuals within the
companies, however, were selected by the local medical provider rather than by a
predetermined random process; consequently, the sampling scheme cannot be considered
random.

One issue associated with not having a random sampling scheme is the potential for sampling
bias. That is, the individuals who selected the specific Soldiers to complete surveys could
introduce bias by selecting either highly symptomatic or highly non-symptomatic Soldiers. While
possible, the MHAT OEF team has no reason to believe that Soldiers were systematically
picked in any way that would bias the results. It is common, for instance, to select individuals to
complete surveys based on which specific platoon or platoons have down-time the day the
survey administration is scheduled.

26.3 Mitigating the Limitations

26.3.1 Current Report

The current report compares responses on MHAT V OEF (2007) with MHAT llb OEF (2005) and
MHAT V OIF (2007). Throughout this report these MHAT sample populations will be identified
and referred to as OEF 2007, OEF 2005 and OIF 2007.

Comparisons between sample populations were made using unadjusted and adjusted values.
In most cases, unadjusted values are presented. However, when unadjusted values differ from
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adjusted values or when there are theoretical reasons to do so, such as the relationship
between Soldier mental health and deployment length, adjusted values are also reported. In
addition, to mitigate the limitations associated with both un-validated scales and non-random
sampling, the MHAT V OEF report relied heavily on statistical modeling to draw inferences.
That is, in addition to presenting unadjusted values, the analyses focused on whether
responses to variables of interest are related to factors such as time in theater or the number of
previous deployments.

The use of statistical modeling has two additional advantages. First, it provides a way to
compare responses over time while adjusting for sample differences. Specifically, the current
report compares responses from OEF 2007 with those from OEF 2005 and OIF 2007. All three
theaters used virtually identical sampling designs, so it is reasonable to conclude that sampling
bias (if it exists) would be comparable. In making comparisons, the analyses adjust for
demographic sample differences in (1) gender, (2) rank, and (3) months deployed. This helps
ensure that observed differences are not merely due to demographic differences in the two
samples.

Second, by using statistical modeling, adjusted mean values can be used in figures to illustrate
differences or similarities across years. The use of adjusted means effectively equalizes the
OEF 2005, OEF 2007 and OIF 2007 samples on key demographic variables. In reporting
adjusted means, we generally provide estimated values for a prototypical Soldier defined as a
(1) male, (2) junior enlisted (3) deployed for nine months.

Adjusted means were estimated from either a logistic regression model or a linear regression
model depending upon the nature of the dependent variable. Key results were also confirmed
using generalized linear mixed effects models (GLMMs) to control for hierarchical nesting of the
data. These additional analyses were conducted to ensure that parameter estimates and
standard error values were not biased by the nested nature of the data (Bliese & Hanges, 2004;
Pinheiro & Bates, 2000). GLMMs were not used throughout because a fairly large percentage
of Soldiers failed to provide their complete unit information and thus GLMM models had to be
run on a sub-sample of those who provided complete unit information.

All analyses in this report were run in the statistical language R (R Core Development Team,
2007), and replicated by a second member of the research team using the Statistical Package
for the Social Sciences program (SPSS3).

26.3.2 Future MHAT Missions

Future MHAT missions should consider implementing a cluster sampling design. One way to do
this would be to require all platoon members from 2 randomly selected platoons within each
selected company to complete the survey (a census sample of randomly selected platoons).
Using this alternative will eliminate the possibility of bias.

26.4 Data Handling Procedures

All surveys were distributed and collected through the medical chain of custody or by MHAT V
OEF members. Respondents returned surveys in sealed envelopes to ensure anonymity and
confidentiality. Procedures were put into place to ensure that datasets were adequately de-
identified and that surveys were properly destroyed. A neutral third-party (the Army Audit
Agency) observed the survey handling and database creation process (Appendix A).
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Brigade Combat Teams and Task Forces represented in the assessment are listed in Table 1.
These units had Soldiers complete the Soldier Well-Being survey and provided individuals to
complete the behavior health (BH), primary care (PC) or unit ministry team (UMT) surveys. In
addition, selected units also provided Soldiers for focus group interviews.

b)(2)

Table 1. Task Forces in OEF

27.3 Demographics and Comparison with MHAT OEF 2005 and OIF
2007

In the analyses detailed in this report, Soldier responses to the OEF 2007 survey (n=699) are
compared to responses to the OEF 2005 survey (n=610) and the OIF 2007 survey (n=219%).
For each of these assessments, the sampling strategy was vinually identical; nonetheless, there
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were some demographic differences in the samples. Table 2 details key demographic variables
across the three sample populations. The differences include:

1. Significantly fewer OEF 2007 respondents were active duty Soldiers (81%) compared to
OIF 2007 (95%). However significantly more OEF 2007 respondents were active duty
compared to OEF 2005 (72%).

2. Similar to OIF 2007, the majority of OEF 2007 respondents were junior enlisted,
whereas OEF 2005 had a greater number of NCQ respondents.

3. OEF 2007 Soldiers spent significantly less time in theater (7.7 months) at the time they
completed the surveys compared to OIF 2007 (9.4 months) and OEF 2005 (9.6 months).

Although significant component differences exist between the three sample populations,
analyses found no evidence of systematic differences in outcomes such as morale or mental
health as a function of active versus reserve component, so this variable was not included as a
control.

When drawing comparisons across the sampled populations, differences were evaluated using
adjusted and unadjusted percents. VVhen adjusted percents are reported, the demographic
variables of gender, rank, and months in theater were statistically controlled to ensure that
observed differences are not merely caused by demographic differences in the samples. For
instance, when comparing combat experiences across samples, it is important to normalize the
length of time Soldiers have deployed to determine whether there has been either a decline or
escalation in combat intensity. Adjusted values are typically provided for male, E1-E4, in
theater for nine months.
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Table 2. Demographic Comparison - MHAT OEF 2005, OIF 2007 and OEF 2007

OEF 2005 OIF 2007 OEF 2007
Demographic Variable n Percent n Percent n Percent
Gender
Male 528 86.8% 1983 90.3% 628 89.8%
Female 80 132% 208 9.4% 71 10.2%
Unknown 2 0.3% 6 0.3% 0 0.0%
Age
18-19 18 3.0% 87 4.0% 25 3.6%
20-24 250 41.1% 1102 50.2% 316 453%
25-29 150 247% 53¢ 246% 168  241%
30-39 144  237% 378 17.2% 145  20.8%
40+ 46 7.6% 86 3.9% 44 6.3%
Unknown 2 0.3% 3 0.1% 1 0.1%
Rank
E1-E4 275  451% 1315  58.9% 398 57.1%
NCO 295  48.4% 720 328% 250  359%
Officer f WO 38 6.2% 150 6.8% 49 7.0%
Unknown 2 0.3% 10 0.5% 2 0.3%
Component
Active 437 71.6% 2091 95.3% 569 81.4%
Reserve 100 17.9% 49 2.2% 51 7.3%
National Guard 56 9.2% 44 2.0% 64 92%
Unknown 8 1.3% 11 0.5% 15 2.1%
Marital Status
Single 229  37.5% 924 421% 291 41.6%
Married 331 54.3% 1076  49.0% 353 505%
Divorced 43 7.0% 132 6.0% 37 53%
UnknownAVidowed 7 1.1% 63 29% 18 26%
Time in Theater
6 Months or Less 42 6.9% 456 20.8% 165 23.5%
6 to 12 Months 540 88.2% 1318 60.0% 478 68.2%
Over 12 Months NA NA 256 117% 10 1.4%
Unknown 30 4.9% 166 7.6% 48 6.8%
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6. Dimension 2: Battlefield Ethical Behaviors and Decisions
a. Five questions scored on a scale from Never, One Time, Two Times, Three or
Four Times to Five or More Times
b. A sample items is “Insulted and/or cursed non-combatants in their presence.”

7. Dimension 3: Reporting Ethical Violations
a. Six questions scored on a five-point scale ranging from Strongly Disagree to
Strongly Agree
b. A sample itemis “l would report a unit member for the mistreatment of a non-
combatant.”

8. Dimension 4: Battlefield Ethics Training
a. Five questions scored on a “Yes” or “No” response scale
b. Asample itemis “The training | received in the proper (ethical) treatment of non-
combatants was adequate.”

The four dimensions provide different information and fit into different parts of the conceptual
model presented in Figure 1. Battlefield ethics training (Dimension 4) theoretically serves as a
protective factor as does a Soldiers’ willingness to report ethical violations (Dimension 3). They
are protective because high responses to either Dimension 3 or Dimension 4 should be
associated with a reduction in the number of unethical behaviors reported by Soldiers.

Attitudes regarding the treatment of insurgents and non-combatants (Dimension 1) may be
influenced by training and may also be a pre-cursor to behavior. Social psychological literature
indicates that the direct link between attitudes and actual behavior is quite weak (Fishbein &
Ajzen, 1976); therefore in this report, we focus on modeling reported behavior (Dimension 2)
rather than focusing on attitudes (Dimension 1).

One of the central findings from MHAT IV was that Soldiers and Marines were more likely to
report they had engaged in unethical behavior if they had also screened positive for behavioral
health problems such as depression, anxiety or acute stress or if they reported high levels of
anger. Therefore, this section of the reports re-examines the relationship between unethical
behaviors and behavioral health status. Below is an assessment of whether reports of unethical
behaviors differ between OEF 2007 and OIF 2007. Questions relating to ethical behavior were
not included in the OEF 2005 survey and therefore comparisons with that population are not
made.

28.8.1 Reports of Unethical Behaviors Compared to OIF 2007

The incidence of unethical behavior is determined by whether Soldiers report:

They insulted and/or cursed non-combatants in their presence.

They damaged and/or destroyed private property when it was not necessary.

They physically hit/kicked a non-combatant when it was not necessary.

Unit members “modified” the rules of engagement in order to accomplish the
mission.

10. Unit members “ignored” the rules of engagement in order to accomplish the mission.

R

As noted in the limitations section of this report, one of the potential limitations associated with
interpreting the ethics questions is that it was necessary to use un-validated scales. As such,
there are no established norms upon which to help interpret the items. As mentioned eatlier,
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these questions were not included in the OEF 2005 survey therefore the current report only
presents comparisons for OEF 2007 relative to OIF 2007. Approximately 10% of OEF 2007
Soldiers reported damaging or destroying property when it was not necessary while almost 4%
reported that they hit or kicked non-combatants when it was not necessary. The comparison of
responses across theaters is presented in Table 3. Using the convention p-value of p < .05, the
analyses reveal that for most questions, responses did not differ between the two theaters. The
only significant difference (p< 0.001) was found for Question 1, in which 36.6% of OEF 2007
Soldiers reported they “Insulted and/or cursed hon-combatants in their presence” compared to
29.6% of OIF 2007 Soldiers. This relationship was also significant for adjusted values (p<
0.001).

Table 3: Treatment of Non-Compatants (Unadjusted Percents).

Percent Reporting
One Time or More

Unethical Behavior Variable OIF 2007 OEF 2007 p-value
1. Insulted and/or cursed non-combatants in their 59.6% 36.6% 0.00
presence.
2. Damaged and/or destroyed private property when 11.9% 9 8% 012
it was not necessary.
3. Physically hit/kicked a non-combatant when it was 5 0% 3.9% 0.24

not necessary.

28.8.2 Mental Health and Unethical Behaviors in OEF 2007

Earlier MHAT reports have identified a relationship between mental health and unethical
behaviors. That is, Soldiers who screened positive for mental health problems of depression,
anxiety or acute stress were significantly more likely to report engaging in unethical behaviors.
This relationship was also found in OEF 2007. Specifically, Soldiers who screened positive for
any mental health problem were more than twice as likely to report engaging in unethical
behaviors as those who did not screen positive for a mental health problem (Table 4).

Table 4: Treatment of Non-Combatants as a Function of Mental Health Status
(Unadjusted Percents).

Positive for Mental
Health Problem

Unethical Behavior Variable No Yes p-value
1. Insulted and/or cursed non-combatants in their 317% 60.7% 0.00
presence.
2. Damaged and/cr destroyed private property when 7 59, 99 20, 0.00
it was n_ot necessary. _
3. Physically hit’kicked a non-combatant when it was > 59, 11.1% 0.00

not necessary.
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This pattern was also found when evaluating reports of unethical behavior as a function of high
anger levels (Table 3). This pattern of significance for both measures was also found using
adjusted values. That is, reports of unethical behavior were significantly higher for Soldiers who
screened positive for a mental health problem or had high levels of anger. These findings
indicate that screening positive for mental health problems or high levels of anger is significantly
associated with the likelihood that a Soldier will report engaging in unethical behaviors.

Table 5: Treatment of Non-Combatants as a Function of Anger (Unadjusted

Percents).
Anger
Unethical Behavior Variable Low High p-value
1. Insulted and/or cursed non-combatants in their 51 5% 53.49% 0.00
presence.

2. Damaged and/or destroyed private property when
it was not necessary.

3. Physically hit/kicked a non-combatant when it was
not necessary.

5.0% 15.1% 0.00

1.1% 71% 0.00

28.9 Summary of Behavioral Health and Performance Indices

Overall behavioral health in OEF 2007 is significantly lower than in OEF 2005. Soldiers’ ratings
of individual morale in OEF 2007 were significantly lower than in OEF 2005. Significantly more
OEF 2007 Soldiers reported planning to get a divorce compared to OEF 2005 Soldiers. Further,
ratings of depression, generalized anxiety and acute stress were significantly higher in OEF
2007 compared to OEF 2005.

Ratings of individual and unit morale and behavioral health were similar for both OEF 2007 and
OIF 2007. However, as mentioned earlier, the OEF 2007 sample included Soldiers in BCTs as
well as supporting units whereas the OIF 2007 sample only included BCT Soldiers. Therefore,
comparisons were made between OEF 2007 Soldiers in BCTs to OIF 2007 Soldiers in BCTs.
When using adjusted values, Soldiers in OEF 2007 BCTs reported significantly more overall
mental health problems than OIF 2007 Soldiers in BCTs. Self reports of drug use were higher
in OEF 2007 than OIF 2007 and more OEF Soldiers reported insulting or cursing non-
combatants.

There was also a significant relationship between reported treatment of non-combatants and
high levels of anger or any mental health problem for Soldiers in OEF 2007. Soldiers were
much more likely to report engaging in unethical behaviors if they had high levels of anger or
screened positive for a mental health problem. These factors may serve as key markers for an
increased propensity of Soldiers to engage in unethical or inappropriate behaviors.
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Given the importance of combat experiences in terms of behavioral health, the following
sections provide a detailed examination of differences between OEF 2007 compared to OEF
2005 and OIF 2007.

29.1.1 Combat Experiences for OEF 2007 Compared to OEF 2005

The following comparisons of combat experiences and Soldier concerns are based on adjusted
values. One factor that can significantly impact combat experiences and Soldier concerns is
time in theater. The average months in theater for OEF 2007 was 7.66 compared to 9.56 in
OEF 2005 and 9.40 for OIF 2007. Therefore comparisons using adjusted values provide a
more accurate indication of differences in the three populations and are presented here.
Estimated values are provided for a male, junior enlisted Soldier deployed for nine months.

Table 6 provides the percents for items rated in OEF 2007 that significantly differed from OEF
2005. With a conventional p-value of .05, the large humber of analyses (33 different tests)
raises the possibility that one or two significant results would be observed simply because of the
high number of tests conducted; therefore to adjust for the increase in the family-wise error rate,
the table only list results with a p-value equal to or less than .01. By using this more stringent p-
value, the differences represented in the table are more likely to represent meaningful
differences.

Comparison across years indicates a significantly higher combat intensity in OEF 2007
compared to OEF 2005. However, some combat experiences have declined. The pattern of
combat experiences reported by Soldiers reflects the changing nature of the war from one of
static operations in 2005 to more of a counter-insurgency (COIN) nature in 2007. Additionally
this provides evidence that Soldiers’ exposure to potentially traumatic combat experiences has
increased in OEF.

Table 6: Adjusted Percents for Male, E1-E4 in Theater 9 Months

Values
Combat Experiences OEF 2005 OEF 2007 p-value
Significantly Higher

Being attacked or ambushed. 49.6% 61.6% 0.00
Seeing dead hodies or human remains. 50.7% 59.2% 0.01
Seeing dead or seriously injured Americans. 44 7% 55.2% 0.00
Knowing someone seriously injured or killed. 65.9% 73.7% 0.01
Being in threatening situations where you were unable to respond because of 34 6% 44.9% 0.00
the ROE.

Being wounded/injured. 5.5% 13.7% 0.00
Receiving incoming artillery, rocket or mortar fire. 71.3% 81.5% 0.00
Being directly responsible for the death of an enemy combatant. 13.3% 21.0% 0.01
Had a close call, was shot or hit but protective gear saved you. 3.0% 8.0% 0.01

Significantly Lower

Seeing destroyed homes and villages. 63.3% 50.1% 0.00
Working in areas that were mined or had |IEDs. 72.6% 64.3% 0.00
Disarming civilians. 42 7% 28.7% 0.00
Clearing/searching homes or buildings. 53.1% 32.3% 0.00
Clearing/searching caves or bunkers. 45.3% 31.2% 0.00
Seeing illlwounded women and children who you were unable to help. 45.9% 33.3% 0.00
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29.1.2 Combat Events for OEF 2007 Compared to OIF 2007

Table 7 provides the percents for items rated in OEF 2007 that significantly differed from OIF
2007. As outlined above, the table below only lists results with a p-value equal to or less than
.01 in order to minimize the likelihood of overstating differences.

Table 7. Complete OEF 2007 Soldier Well-Being Sample (Adjusted Percents)

Values
Combat Experiences OIF 2007 OEF 2007 p-value
Significantly Higher
Being attacked or ambushed. 53.1% 59.5% 0.01
Seeing dead or seriously injured Americans. 46.1% 52.7% 0.01
Calling in fire on the enemy. 12.6% 21.1% 0.00
Clearingf/searching caves or bunkers. 17.1% 29.8% 0.00
Significantly Lower
Seeing destroyed homes and villages. 64.7% 51.3% 0.00
Receiving small arms fire. 60.2% 53.5% 0.00
IED/Booby trap exploded near you. 53.2% 391% 0.00
Disarming civilians. 352% 26.1% 0.00
Clearing/searching homes or buildings. 53.7% 32.3% 0.00
Having a member of your unit become a casualty. 55.3% 48.9% 0.01

These ratings indicate that OEF 2007 Soldiers are experiencing combat in Afghanistan at levels
as high as in Irag. As mentioned earlier, the OEF 2007 sample contained data from BCT units
as well as supporting task forces whereas the OIF data were collected only from Soldiers in
BCTs. Therefore additional analyses were run to compare combat experiences for Soldiers in
OEF BCTs to those of Soldiers in OIF BCTs. Table 8 presents these values.
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Table 8: BCT Soldier Combat Expetiences (Adjusted Percents)

Percent
OEF 2007
Combat Experiences OIF 2007 BCTs p-value

Being attacked or ambushed. 52.2% 75.1% 0.00
Receiving small arms fire. 59.7% 70.3% 0.00
Seeing dead bodies or human remains. 60.8% 74.4% 0.00
Handling or uncovering human remains. 29.7% 44 8% 0.00
Witnessing an accident which results in serious injury or death. 37.0% 47. 7% 0.00
Withessing violence within the local population or between ethnic groups. 37.8% 46.2% 0.01
Seeing dead or seriously injured Americans. 46.3% 63.7% 0.00
Knowing someone seriously injured or killed. 72.3% 87.4% 0.00
Participating in demining operations. 22.2% 37.8% 0.00
Having hostile reactions from civilians. 45.6% 58.8% 0.00
Being in threatening situations where you were unable to respond because of 41 8% 54 3% 0.00
the ROE.

Shooting or directing fire at the enemy. 38.5% 62.7% 0.00
Calling in fire on the enemy. 11.9% 31.0% 0.00
Clearing/searching caves or bunkers. 16.4% 51.2% 0.00
Being wounded/injured. 11.9% 24 4% 0.00
Receiving incoming artillery, rocket or mortar fire. 80.7% 91.6% 0.00
Being directly responsible for the death of an enemy combatant. 13.7% 32.8% 0.00
Observing abuse of Laws of War/Geneva Convention. 6.2% 11.2% 0.01
Having a member of your unit become a casualty. 54.5% 76.5% 0.00
Had a close call, dud landed near you. 25.0% 38.0% 0.00
Had a close call, equipment shot off your body. 4.6% 15.2% 0.00
Had a close call, was shot or hit but protective gear saved you. 6.4% 12.9% 0.00
Had a buddy shot or hit who was near you. 16.6% 24.6% 0.01
Informed unit members/friends of a Service Member's death. 10.5% 22.2% 0.00

Comparisons of these rates indicate a significantly higher level of combat activity for Soldiers in
BCTs in OEF 2007 than for Soldiers in BCTs in OIF 2007. What this comparison shows is that
although overall combat experiences are similar in OEF 2007 and OIF 2007, the level of combat
in BCTs (the units most involved in direct combat), was actually higher in OEF.

29.2 Deployment Concerns

Combat experiences are intense events that put Soldiers at risk for mental health problems.
From a behavioral health perspective, however, less dramatic chronic concerns related to being
deployed have also been shown to negatively relate to health. Indeed, in some ways less
dramatic, chronic concerns may have more of a negative influence on health than intense, vivid
events (an argument made by Gilbert, Lieberman, Morewedge, and Wilson, 2004 in an article
entitled “The Peculiar Longevity of Things Not So Bad™).

All MHAT surveys capture less dramatic, chronic events with a series of eleven deployment

concerns rated on a scale from 1 (very low trouble or concern) to 5 (very high trouble or
concern). These eleven deployment concerns are listed below.

12. Being separated from family
13. lliness or problems back home
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14. Boring and repetitive work

15. Difficulties communicating back home

16. Uncertain return date

17. Lack of privacy or personal space

18. Lack of time off, for personal time

19. Not having the right equipment or repair parts
20. Not getting enough sleep

21. Continuous operations

22. Long deployment length

29.2.1 Specific Concerns for OEF 2007 Compared to OEF 2005 and OIF 2007

To determine how OEF 2007 Soldier concerns differ from OEF 2005 and OIF 2007, a series of
analyses similar to those for combat experience were conducted. As mentioned above in the
combat experiences section, time in theater can significantly impact Soldier concerns.
Therefore the data for this section were evaluated with adjusted values and are presented
below in Table 9. Asterisks (*) in the table indicate significant differences from the OEF 2007
sample. Because fewer comparisons were run (compared to the combat experiences section
above), any test with a p-value of less than 0.05 is considered statistically significant.

These data indicate a significantly higher level of concerns raised by Soldiers in OEF 2007
compared to OEF 2005. Seven of the eleven items are significantly higher than 2005 and the
remaining items were similar or slightly, but not significantly higher in 2007. Interestingly,
comparisons between OIF 2007 and OEF 2007 indicate a high degree of similarity between the
two theaters. Response rates were not significantly different for 9 of the 11 items. The only
significant differences were a higher level of concern for privacy/personal space issues in OIF
2007 compared to OEF 2007 and higher rates of concern about poor equipment in OEF 2007
compared to OIF 2007. This mirrors reports noted in the focus groups. Soldiers often stated
that they felt that resources, including equipment or repair parts, in OEF were lacking compared
to those in OIF.

The rank order of items that were most concerning was similar for all three populations. In
particular, long deployment length and engaging in boring and repetitive work were the top 2
ranked items on the list for all three theaters. In short, deployment length and family separation
were the major concerns reported by the sample as a whole.
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Table 9: Deployment Concerns (Adjusted Percents).

Percent Rating High or Very High

Trouble or Concern Caused By OEF 2005 OIF 2007 OEF 2007
Being separated from family. 38.1% 43 2% 41.8%
lliness or problems back home. 23.8% 23.9% 24.0%
Boring and repetitive work. 39.3%* 44 4% 48 9%
Difficulties communicating back home. 17.3%* 226% 257%
Uncertain redeployment date. 29.3%* 42 3% 41.5%
Lack of privacy or personal space. 36.9% 44 0%* 38.8%
Lack of time off, for personal time. 35.7% 40.6% 40.6%
Not having the right equipment or repair parts. 21.6%* 25.5%* 31.2%
Not getting encugh sleep. 21.1%* 31.9% 33.6%
Continuous operations. 24 9%* 34.7% 36.9%
Long deployment length. 51.4%* 59.0% 61.3%

* indicates statistically significant difference from OEF 2007

29.3 Effect of Multiple Deployments

Previous MHAT reports have identified multiple deployments as a risk factor for behavioral
health problems. In the earlier reports, analyses have examined the effects of multiple
deployments by comparing first-time deployers with those who had deployed at least one
previous time. In presenting the results related to multiple deployments, values are presented
for NCOs rather than for junior enlisted (E1-E4) Soldiers. This was donhe because Soldiers in
the multiple-deployer group are predominantly NCOs. Specifically, in the first-time deployer
group, 72% were junior enlisted, 21% were NCOs, and 7% were officers. For multiple-
deployers, 26% were junior enlisted, 65% were NCOQOs, and 9 were officers.

For NCOs in OEF 2007, 9.8% of first time deployers screened positive for any mental health
problem whereas 14.2% of NCOs who had previously deployed screened positive. This
difference was significant (one tailed, p< 0.05). This is consistent with the findings from
previous MHATs and identifies another risk factor that can affect the behavioral health of
Soldiers.

29.4 Sleep Deprivation

Overall, 31% of OEF 2007 Soldiers reported high or very high concern that they weren't getting
enough sleep. Nearly one-quarter of OEF 2007 Soldiers reported falling asleep during convoys.
Additionally, 16% of OEF 2007 Soldiers reported taking mental health medications and
approximately 50% of those were sleep medications.
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29.4.1  Sleep and Reports of Accidents and Mistakes

In addition to health, sleep deprivation has a known negative link to performance. Indeed, even
relatively small amounts of sleep deprivation show a cumulative performance decline over time
(Belenky et al., 2003; Bliese, et al, 2006; Van Dongen et al., 2003). The relationship between
sleep and performance can also be assessed by examining Soldiers’ responses to the item
“During this deployment, have you had an accident or made a mistake that affected the mission
because of sleepiness?” Six percent (6%) of OEF 2007 Soldiers reported they had an accident
or made mistakes during the deployment due to sleepiness.

29.5 Summary of Risk Factors

The intensity of combat in OEF 2007 was significantly higher than in OEF 2005. As a whole,
Soldiers deployed to OEF in 2007 have clearly withessed a high degree of intense combat and
experienced significant levels of combat activity. Additionally, many of the reported rates for
OEF 2007 are on par with the OIF 2007 theater. These rates are particularly significant when
comparing rates from OEF 2007 Soldiers in BCTs to Soldiers in OIF 2007 BCTs. In fact, the
rates for OEF 2007 BCT Soldiers are significantly higher than those of OIF 2007 on 24 of the 33
scale items and rates for the remaining 9 items were similar for both theaters.

There was also a significantly higher rate of non-combat, deployment related concerns raised by
Soldiers in OEF 2007 compared to OEF 2005. Rates for the majority of items on this scale
were significantly higher in OEF 2007 than OEF 2005 and the remaining items were similar or
slightly higher. Interestingly, comparisons between OIF 2007 and OEF 2007 indicate a high
degree of similarity between the two theaters on non-combat deployment concerns. Finally,
there was a significant relationship between mental health problems and multiple deployments
in the current sample. NCQOs who had deployed more than one time were at increased risk for a
mental health problem compared to those who were on their first deployment.
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30. PROTECTIVE FACTORS

In the conceptual model used to guide this report, protective factors represent the area most
amenable to intervention. In this section we examine unit social climate (leadership, readiness
and cohesion), reducing stigma about behavioral health care, reducing barriers to behavioral
health care, rest and relaxation (R&R), family and marital support, willingness to report ethical
violations and training as protective factors.

30.1 Leadership, Readiness, and Cohesion

Social factors within platoons and companies presumably play a critical role in how well unit
members respond to combat experiences. A memorabile illustration of the importance of social
factors in combat was recounted in Shils and Janowitz's (1948) description of the resiliency of
the German Wermacht in World War Il. Shils and Janowitz convincingly argued that the
cohesion of the German units allowed them to maintain morale and performance under intense
combat stressors.

Empirical evidence for Shils and Janowitz's proposition has been found in studies of Soldiers in
both deployed and garrison settings. In military research, a common trend has been to
deconstruct the social environment into separate components such as the leadership climate
(Bliese & Castro, 2000) and training readiness (Jex & Bliese, 1999) and examine the protective
effects of the separate climate dimensions. While this approach potentially pin-points relevant
aspects of the social environment for specific situations, one limitation is that indices of social
functioning tend to be highly related. For instance, units that have positive perceptions of unit
leaders also tend to have high cohesion and high perceptions of readiness whereas units that
are low in any one of these dimensions also tend to be low in the other dimensions.

One way to consider the inter-relationships among climate dimensions is to develop indices of
social climate that encompass several different components. This approach is theoretically
justified by research which suggests that separate ratings of the social climate load on a
second-order factor described by whether individuals evaluate the work environment as
personally beneficial or personally harmful (James & James, 1989).

In the current report, we examine the combined variables of cohesion, readiness and
perceptions of NCO and officer leadership. All items were asked on five-point scales with three
being a generally neutral response. To facilitate the presentation of results in the Tables, the
combined climate measure is considered positive if the mean score was rated above “3".

Figure 9 shows that there was a decrease of 6 percentage points between OEF 2005 and OEF
2007 in ratings of positive climate for male E1-E4 Soldiers in theater for 9 months. While small
in absolute terms, this value is statistically significant. There was no difference between OEF
2007 and OIF 2007.
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behavioral health care. One of the challenges with providing behavioral health care is that
stigma is strongest among individuals who screen positive for mental health problems (Hoge, et
al., 2004). Therefore, when looking at changes in stigma, it is informative to examine those who
screen positive for psychological problems. Table 10 provides the adjusted percents for male,
E1-E4 Soldiers in theater 9 months who also screen positive for depression, anxiety or acute
stress. Neither of the rates for OEF 2005 or OIF 2007 differed significantly from OEF 2007.

The fact that rates have not changed significantly from 2005 suggests that more emphasis
should be placed on outreach and education programs that emphasize reducing stigma.

Table 10. Stigma Concerning Behavioral Health Care for Soldiers Who Screen Positive
for a Mental Health Problem (Adjusted Percents).

Percent Agree or Strongly Agree

Factors that affect your decision to receive mental

health services OEF 2005 OIF 2007 O©OEF 2007
It would be too embarrassing. 32.2% 32.0% 35.1%
It would harm my career. 37.4% 31.7% 31.2%
Members of my unit might have less confidence in me. 48.9% 44 9% 47 .8%
My unit membership might treat me differently. 59.8% 53.7% 55.6%
My leaders would blame me for the problem. 43.7% 40.2% 43.9%
[ would be seen as weak. 952.9% 52.2% 96.7%

30.3 Barriers to Care

Perceived barriers to care also vary depending upon whether a Soldier screens positive for a
mental health problem such that those who screen positive typically report higher barriers to
care. Inthe analyses comparing barriers across years and theaters, a humber of perceived
barriers are higher in the OEF 2007 sample compared to both OEF 2005 and OIF 2007. Table
11 provides the results using adjusted values. An asterisk (*) next to percentages for OEF 2005
and OIF 2007 indicates a statistically significant difference from the OEF 2007 sample. As the
table indicates, perceived barriers to care have increased since 2005 and, in general, are higher
in the present OEF theater than in OIF. The OEF theater has considerable transportation
challenges that may contribute significantly to some of these findings. This limits the ability of
behavioral health personnel to get to outlying posts as well as the ability of Soldiers to get back
to behavioral health personnel at the larger FOBs. One recommendation from this report is to
redistribute behavioral health personnel within OEF in order to increase BH contact with
Soldiers located at smaller outposts.

173






OEF 2005 (Table 12). Significantly fewer OEF 2007 Soldiers reported that they have “a good
marriage”, that “my relationship with my spouse makes me happy”, and that “| really feel like a

part of a team with my spouse” compared to Soldiers in OEF 2005. On these same questions,
rates for OEF 2007 Soldiers were similar to OIF 2007 Soldiers.

Table 12: Marital Satisfaction (Adjusted Percents).

Percent Agree or Strongly Adree

Marital and Family Support OEF 2005 OIF 2007 OEF 2007
| have a good marriage. 73.5% 66.8% 65.6%
My relationship with my spouse is very stable. 70.4% 63.5% 62.7%
My relationship with my spouse makes me happy. 75.8% 69.2% 67.7%
| really feel like a part of a team with my spouse. 73.3% 63.9% 63.6%

30.6 Reporting Ethical Violations

One of the potential deterrents against committing unethical behaviors is the degree to which
Soldiers believe unethical behaviors will be reported by unit members. Soldiers’ willingness to
report unit members for unethical behaviors almost certainly runs counter to the strong sense of
bonding that occurs among unit members during the deployment. Questions about reporting
ethical violations were first included in MHAT OIF 2006 and therefore this report does not
include data from OEF 2005. As Table 13 indicates, the rates for OEF and OIF 2007 are not
significantly different. Not surprisingly, Soldiers are reluctant to report the ethical violations of
unit members and this reluctance is consistent across theaters. Unadjusted rates were
consistent with adjusted values.

Table 13. Reporting Ethical Violations (Adjusted Percents).

Percent Agree or Strongly Agree

OIF OEF

Reporting Ethical Violations 2007 2007 p-value
| would report a unit member for the mistreatment of a 33.9% 33.9% 077
non-combatant.
I_ would report a unit member for injuring or killing an 40.8% 43.0% 0.33
innocent non-combatant.
| would _repor_t a unit member for unneccessarily 30 4% 31 7% 0.53
destroying private property.
Icgzzgt;fod a unit member for stealing from a non- 34 7% 37 6% 0.19
:E\.:g:gde;izstd a unit member for violating the Rules of 35 7% 34.7% 0.63
| would report a unit member for not following General 35 9% 35.1% 0.71

Orders.
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30.7 Training

The final section on protective factors focuses on Soldiers’ reports of whether or not they have
received training and whether this training is perceived to have been effective. Soldiers were
asked a series of questions about training including if they had received suicide prevention
training within the last year. Slightly more Soldiers in OIF 2007 reported receiving this training
(93.3%) compared to Soldiers in OEF 2005 (87.5%) or OEF 2007 (87.5%). Similarly, more
Soldiers in OIF 2007 reported receiving training in managing the stress of deployment and/or
combat prior to deployment (86.8%) than Soldiers in OEF 2007 (80.7%). Again, when asked
about attending pre-deployment Battlemind training, slightly more OIF 2007 Soldiers reported
receiving this (67.6%) compared to OEF 2007 (63.9%). These last two questions were not
included in the OEF 2005 survey and, therefore, rates for these items are not available.

30.7.1 Training Adequacy for Deployment Stress and Suicide

As outlined above, a large majority of Soldiers reported receiving deployment stress and suicide
prevention training. This section addresses the perceived effectiveness of training in these
areas. Table 14 presents Soldiers’ responses across years and theaters to questions about
their perceived adequacy of suicide and deployment stress training. An asterisk (*) next to
percentages for OEF 2005 and OIF 2007 indicates a statistically significant difference from the
OEF 2007 sample. For all questions, rates for OEF 2007 were lower than either OEF 2005 or
OIF 2007. The OEF 2007 rates were significantly lower than 3 of the 4 items in OEF 2005 and
significantly lower that 2 of the 4 items in OIF 2007. The same significant differences were
found with adjusted values. This finding points out the need for better suicide and deployment
stress training for Soldiers deploying to OEF.

Table 14: Adequacy of Training (Unadjusted Percents).

Percent Agree or Strongly Agree

Adequacy of Suicide and Stress Training OEF 2005 OIF 2007 OEF 2007
| am confident in my a_1b|I|ty to help Service Members 79.5%* 56.0% 67 7%
get mental health assistance.
The training in managing the stress of deployment 48 6%" 46.7%* 38 6%
and/or combat was adequate.
I am conﬂde_nt_ in my ability to identify Service Members 60.6% 50.0% 59 1%
at risk for suicide.
The training for identifying Service Members at risk for 58 9o%* 58 390* 50.9%

suicide was sufficient.

30.7.2 Training Adequacy for Ethics

The final aspect of training evaluated in the Soldier Well-Being survey assessed ethics training
both in terms of (a) whether the Soldier recalled having the training, and (b) whether the training
was adequate. Adequacy was evaluated both by directly asking if it was adequate, and also by
asking if the Soldier had encountered situations that were ethically difficult despite the training.
Table 15 provides results from OIF 2007 and OEF 2007. Significantly fewer Soldiers in OEF
2007 reported having received the training and that the training was adequate. Additionally,
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fewer Soldiers reported that training made it clear how they should behave towards non-
combatants.

Table 15: Adeguacy of Ethics Training (Adjusted Values )

Percent Responding

Yes
Ethics Training OIF 2007 OEF 2007 p-value

| received training in the proper (ethical) treatment of 81.1% 71 5% 0.00
non-combatants.

The training | received in the proper (ethical) treatment 79.9% 69.6% 0.00
of non-combatants was adequate.

| encountered ethical situations in which | didn't know 28.1% 24 6% 0.11
how to respond.

| received training that made it clear how | should 84 4% 74.95% 0.00

hehave towards non-combatants.

30.8 Summary of Protective Factors

Both NCO and officer leadership were shown to be protective factors in mitigating the effect of
combat on Soldiers’ mental health. Alternatively, Soldiers reports of stigma and barriers to BH
care were higher in OEF 2007 compared to OEF 2005 and OIF 2007. This may largely be due
to transportation difficulties in Afghanistan. Additionally, fewer OEF 2007 Soldiers reported that
the training they received in preparing them for the stress of deployment, the training in
identifying Soldiers at risk for suicide, and the training in ethical treatment of non-combatives
were adequate compared to OIF 2007 Soldiers.
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32. Soldier Focus Groups

Ten focus groups were conducted with 51 Soldiers throughout the Afghanistan theater of
Operations in October and November of 2007. Participants were informed that their
participation was voluntary in that they did not have to answer any questions if they did not want
to; that no personal identifying information was being gathered, and that their responses would
be non-attributional with quotes attributed to “a Soldier/NCO”. The focus groups followed a
semi-structured interview schedule asking Soldiers about: quality of life, morale, coping with
deployment stress (i.e., individual coping, buddy-aid and leader-aid in helping Soldiers through
the deployment), families, the tour extension (if applicable to the unit participating in the focus
group), perceptions of the mission, ethics training, behavioral health training, and
recommendations for future training (ethics and mental health training). Typically, focus group
interviews lasted from 60-75 minutes. At the conclusion, Soldiers were thanked for their
participation and notes from the focus group session were typed up by the interviewers.

32.1  Quality of Life

Generally, quality of life problems were minimal but varied depending on the FOB/outpost.
Although the U.S. Army has been in Afghanistan for nearly 7 years, there were Soldiers still
living in non-hardened living quarters on some outposts. Soldiers reported this problem was
getting better but there was difficulty getting contractors to come to the more remote FOBs due
to the contractors expressing fear for their safety. This was especially true at the combat
outposts (COPs) where contractors had been mortared and refused to stay at the location to
complete the construction project. Additionally, Soldiers at one of the COPs reported needing
heaters to warm their rooms during the cold winter months. Furthermore, units operating as
embedded training teams (ETTs) noted that when living among the local Afghans, they had no
electricity and no running water. Those who had previously deployed to Afghanistan said that
“things are better this time around.”

32.2 Morale

When focus group respondents were asked to rate their personal morale as very high, high,
medium, low, or very low, the majority of responses were on the low or very low end of the
scale. A typical answer was that morale was “double thumbs down” or “very low”. Soldiers
cited many reasons, including the continual occurrence of casualties in the unit, long
deployment length, high OPTEMPO, family issues at home, and boredom. However, one unit
reported high morale due to being near their time to go home.

Many Soldiers reported that morale was low due to being in Afghanistan compared to Iraq and it
being “the second class citizen war.” Iraq was referred to as the “media darling” and
Afghanistan as the war that nobody cares about. One Soldier told us that a fellow Afghanistan
veteran was home in a bar when a person asked where he had returned from; when the Soldier
responded “Afghanistan”, the person asked “what part of Iraq is that?”

32.3 Coping with Deployment/Job Stress

When asked what they did to maintain their morale and/or cope with the stress of the
deployment, nearly all Soldiers said that they frequently spent time working out in the gym.
Another common response was that Soldiers joked with each other and made fun of each other
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Soldiers talked about the communication paradox, reporting that “contact with family is good
and bad though. Hearing about issues but not being there to help is a problem.”

32.5 Tour Extensions

Among those in units affected by the tour extension while already deployed, there was near total
conhsensus among focus group interviewees that the tour extensions had placed a significant
burden on everyone: themselves, their colleagues, Soldiers, leaders and on their families. A
Soldier simply stated that “we found out we were extended to 15 months after we got here. It
hurt. | would rather have known before.” Another Soldier added “basically after we were here
for 3 months we were told to reset the clock to zero.” The tour extension was reported to be
especially hard on the families.

One junior enlisted Soldier summarized what many in the focus groups thought when he said
“when | saw the Secretary of Defense on TV announce that deployments were going to be 15
months, | felt like throwing the TV out the window. Last year we were here (in Afghanistan) and
12 months was too much. Ve got 3 extra days of leave and $3,000 more; that's a joke. We
didn’t get any of the incentives like $500 per month; that was cancelled.” This sentiment was
echoed by a senior officer who said that “that quote could come from anyone from the most
junior private to all the colonels.”

The result of the tour extension was shown by one NCO who reported “| hate the Army; the
Army doesn't take care of me.” Another NCO said “two weeks before we left, we found out it
was 15 months. It may be possibly 18 months. | think it will be 18 months. | wanted to kill
myself. Eighteen months out here and I'll go crazy.” Alternatively, a few Soldiers expressed
ambivalence, saying “some don’t care; some are affected.”

32.6 The Mission

When asked about their mission, most Soldiers responded with their frustration about fighting a
counter-insurgency war and lack of communication about the mission. One Soldier reported
“they say we’re getting the job done but we don't see it. \We're fighting an enemy more than 800
meters away. Recently it's closer. We've only positively identified 3 people (we killed). We
don't see the enemy. If you take out the head guy somebody else takes over the next day and
they’re hitting us again.” Another Soldier echoed the lack of knowledge of mission success by
saying “Is the mission successful? Yes, but we don’t know what is going on outside the wire.”
This was further stated by an NCO who said “don’t know how the mission is going, we just do
our job.” In terms of how the mission is going, our ‘intel is no tell'. The command does not give
any information to us about how the mission is going.”

Another theme was the unexpected nature of the mission and the difficulty of the size of the
area of operations (AO). An NCQ, talking about the mission, reported “it's a little different,
worse because of where we're at. The activity and size of the AO is not what we expected.”
Another NCO stated that “the original mission is not what we are doing now.”

Many Soldiers reported frustration with the local Afghan population. One Soldier said “the locals
are just lazy with poor attention spans. A few want to learn but most don’t. They just want to
sleep. We are turning the country into a bunch of beggars.” This was echoed by a NCO who
stated “we should be teaching instead of babysitting.” A junior enlisted Soldier reported “As
soon as we leave they (the locals) will go back to the way they were.” Finally, a common
response when asked if the mission was a success was simply “no.”
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Additional frustration was reported in reference to the rules of engagement. One junior enlisted
Soldier reported “We have so many restrictions that even if when we have solid intel about an
enemy, we are not allowed to do anything about it until the enemy starts taking shots at us.”
Another Soldier stated “it's hard to get creative when you have ROE restraints.”

32.7 Ethics and Future Training

Soldier focus group members were asked about ethical situations that they encountered during
their tour. As mentioned previously, many Soldiers reported difficulty identifying combatants
from non-combatants. One junior enlisted Soldier said “you know what separates the fighters
from the non-fighters? A weapon in their hands. It's hard to distinguish the enemy from
everyone else. We can only engage if they have a weapon.”

The results were mixed when it came to whether the units had received ethics training. Many
Soldiers said they had received training that was basically ‘death by PowerPoint’ training. The
training was often deemed inadequate or a waste of time. One Soldier commented “a class isn't
going to tell me what is right and wrong.” Another junior enlisted Soldier added “it doesn’t really
help; It’s all just there to cover their asses anyways. Choices will be made by the individual
regardless of the class.” An NCO reported that the training was minimal and “| feel like it did
not apply to me or the mission here.” Some Soldiers did not care for the presentation method,
saying “the presentations and classes are done in such a way that they are not value added.”

Some units reported they were trained for a deployment to Irag, not Afghanistan. Soldiers in
one unit stated “we were trained for Irag. The last training we got was for going through
villages.” Another Soldier commented “training and briefings are Iraq focused.”

There was also continued concern about ROEs and UCMJ, as one Soldier said “training
covered how to act and what you can do but handcuffed us. | had to fire a warning shot once
and all | could think about was whether or not | was going to get an Article 15 for doing it.”

32.8 Behavioral Health Training

Focus group members were asked if they had received any behavioral health training prior to
leaving on the deployment. The responses varied from “we got all the stuff’ to “no.”

When asked if they had received any behavioral health training during the deployment, most
indicated they did not. A fairly common theme among the brigade combat team Soldiers was a
lack of training and lack of faith in the behavioral health system, but faith in the unit members
taking care of each other. One Soldier reported “there was no training since being here. The
Brigade Psychologist is always out there. He goes to where the casualties are. No one wants
to talk to the other mental health guys. The hardest part is to talk to them. What's it going to
do? They just give medication. The best thing is the ability to communicate. They’re (psych)
not going to accomplish anything. VWe're out there all the time. You don't want to leave your
buddies. This company is like family.”

Nearly all Soldiers indicated that they had received suicide prevention training but the adequacy
was questioned. One Soldier reported “the Chaplain gives suicide prevention classes. VWe had
to do PTSD/TBI training. It was terrible. Training should be given by people who care. It was a
waste of ourtime.” Finally, another Soldier stated “it's hard to recognize the signs for suicide,
since most people exhibit a lot of them after being here for a month or so.” This was further
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Table 16: Distribution of BH speciaities in OEF 2005,
OIF 2007 and OEF 2007 by Corps.

ARMY
SPECIALTY OEF 2005 OIF 2007 OEF 2007
Psychiatrist 2 21 0
Occ. Therapist 0 4 0
Behavioral Sciences 0 2 0
Psychiatric Nurse 0 13 0
Social Worker 1 25 2
Psychologist 1 21 1
OT Specialist 0 1 0
BH Specialist 5 96 7
TOTAL 9 183 10
NAVY
Psychiatrist 0] 6 0]
Psychiatric Nurse 0 0 1
Social Worker 0 0 0
Psychologist 0 3 0
BH Specialist 0 10 0
TOTAL 0 19 1
AIR FORCE

Psychiatrist 0 7 3
Psychiatric Nurse 0 3 1
Social Worker 0 4 3
Psychologist 0 4 4
BH Specialist 0 15 7
TOTAL 0 33 18
Theater Total 9 235 29

33.2 Behavioral Health Survey

This section of the report compares Behavioral Health (BH) survey responses for the OIF 2007
and OEF 2007 theaters. Comparisons between OEF 2007 and OEF 2005 were not drawn
because the survey questions were not equivalent. The BH survey items for OIF and OEF were
identical and therefore comparisons between these two populations are presented below.

In all, 23 BH surveys were completed and returned by OEF 2007 behavioral health providers.
This represents a sampling rate of 79%. The rate for OIF 2007 was lower with 131 of the 235
BH providers in theater completing a survey (56%). Behavioral Health survey items focused on
demographics, standards of practice, coordination of services, BH services provided, skills and
training in relation to BH services, perceived stigma and barriers to BH care, methods to
address Soldier BH needs, and personal well-being. Additionally, each survey also had a
gualitative section for all respondents to write in the equipment / resources / supplies that would
have improved their ability to complete their mission.

33.2.1 OEF 2007 Behavioral Health Survey Demographics

Demographics for BH personnel responding to the survey are shown in Table 17. There are
notable demographic differences between OEF 2007 and OIF 2007. OEF 2007 BH personnel
have been in theater significantly less time than OIF 2007 BH personnel (3.9 months vs. 8.9
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months). When asked on the survey “approximately how many service members does your
team support” the reported numbers were similar for OEF 2007 and OIF 2007 (5,597 vs. 5,396).

Table 17. Demographic list of surveyed BH Personnel in OEF 2007.

Behavioral Health Survey Demographics

Sample Size n=23

Age (Mode) 30-39 years old*
Gender (Mode) 55 % Male
Rank (Mode) 61% Officer
Branch of Service (Mode) 61% Air Force
Component (Mode) 87% Active Duty
Average Months Deployed since 9/11 817
Average Number of Service Members supported by team 5,597
Average Hours spent per Week Outside FOB 2.91
Average Days per Month Living Outside FOB 491
Average Number of Locations your BH/COSC Team Supports 3017

*Multiple modes exist. The median value is shown

33.2.2 Behavioral Health Survey Results

Results from the behavioral health survey indicate that there are significant differences between
the two theaters (Table 18). The number of locations suppotted by OEF BH personnel and the
time to travel to those locations is significantly different than OIF BH personnel. On average,
BH teams in OEF support more locations than OIF BH teams. Additionally, it takes significantly
more time to get to those locations in Afghanistan than in Irag. As a result, 52% of OEF BH
personnel reported having to cancel a mission due to the inability to travel compared to 28% of
OIF BH personnel. Conversely, a similar percentage (30% vs. 25%) of BH personnel in OEF
and OIF reported there were adequate BH assets in theater to cover the mission.

Table 18. Behavioral Health Locations OIF 2007 ©OEF 2007 p-value

How many locations does your BH/COSC team support? (Mean) 9 30 0.001

On average, how many hours does it take to travel to the locations
you support? (Mean) 8 39 0.001

One likely factor contributing to differences in travel hours between the two theaters is the
geography of Afghanistan. This theater presents a significant challenge for ground movement
due to the numerous mountain ranges and lack of road infrastructure. Therefore, air assets are
the primary means of transportation and access to these are limited. Scheduling limitations and
route changes for air travel rarely allow for short notice transportation arrangements between
locations.

Due to the small number of BH providers in the OEF theater, statistical comparisons of many

BH survey questions between OIF 2007 and OEF 2007 were limited. Therefore, theater specific
responses to selected survey items in Table 19 are presented as descriptive percentages only.
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Table 19: Significant differences between OIF 2007 and OEF 2007 of Behavioral Health Personnel Surveyed
Respondents: OIF (n = 131) OEF (n=23)

OIF 2007 OEF 2007

STANDARD OF CLINICAL CARE (Percent Agree or Strongly Agree)

The standards of BH care are clear. 52% 61%
The standards for clinical documentation are clear. 42% 30%
The standards for records management are clear. 43% 26%
Commanders are satisfied with the amount of information | can provide 72% 61%

STANDARD OF CLINICAL CARE (Percent Agree or Strongly Agree)
RESOURCES FROM COMMAND {Percent Agree or Strongly Agree)
My higher HQ {(command) provides us with the resources required to conduct

our mission. 34% 52%
My higher HQ (command) encourages us to provide feedback/comments

to theatre/AO BH/COSC policies 31% 61%
We coordinate/integrate our BH/COSC activities with primary care/med

personnel in the battalion aid stations/medical companies. 7% 91%

WELL-BEING {Percent Agree or Strongly Agree)

My ability to do my job is impaired by the stressors of depolyment/combat. 19% 4%
My mental well being has been adversly affected by the events | have
witnessed on this deployment. 26% 13%

PSYCH MEDS AVAILABILITY (Percent Agree/ Yes)

Level Il Forward Support Medical Company. 1% 50%
COMBAT & OPERATIONAL STRESS

| attended the pre-deployment COSC training course (Percent Yes) 52% 44%

| received adequate training pre-deployment to

prepare me for COSC duties (Percent Agree/Strongly Agree) 31% 45%

DOING THEIR JOB (Percent Frequently or Always)
Conduct command consultation. 71% 651%

33.2.3 Standards of Care / Combat and Operational Stress Control (COSC)

Although a higher percentage of OEF 2007 BH personnel reported that the standards of BH
care were clear, fewer OEF BH personnel reported that the standards of clinical documentation
and record management were clear compared to OIF 2007 BH personnel. During interviews
with BH personnel, they reported there was no standardized reporting system for tracking BH
workload such as the US Army COSC Workload and Activity Reporting System (COSC-WARS).
When asked on the survey, only 13% of OEF BH personnel reported being confident in their
ability to use COSC-WARS. These findings may be due to differing documentation
requirements of the Air Force versus the Army. Additionally, the lack of clarity on
documentation and record management may have been compounded by the fact that fewer of
OEF BH personnel reported they attended the COSC Course.

33.2.4 Resources

Overall, support from higher headquarters was viewed in a positive light by OEF BH personnel.
A higher percentage of OEF 2007 BH survey respondents reported that their higher
headquarters provided enough resources to conduct the mission compared to OIF 2007 BH
personnel. Similarly, more OEF 2007 BH personnel reported being encouraged by higher
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34. PRIMARY CARE SURVEY
34.1  Primary Care Survey Methodology

A census sampling design was employed for the Primary Care (PC) survey. That is, surveys
were sent to Primary Care personnel throughout the OEF theater of operations and each was
given an equal opportunity to complete and return surveys. Forty (n= 40) PC surveys were
returned of the 50 distributed. The OEF 2007 sample size was lower than OIF 2007 (n = 135).

The OEF 2007 PC survey items were identical to OIF 2007 PC survey items. Survey items
focused on demographics, standards of practice, coordination of services for BH cases skills,
training and practice in relation to BH services, availability of psychiatric medications, and
personal well-being. Additionally, each survey had a qualitative section for all respondents to
write in the equipment / resources / supplies that would have improved their ability to complete
their mission.

As with the BH surveys, chi-square tests of independence were calculated to see whether the

percentages differed significantly between OIF 2007 and OEF 2007. Differences were deemed
significant using the standard p. < .05 cut-off.

34.2 Primary Care Survey Demographics

Demographics from the Primary Care survey are listed in Table 20.

Table 20: Demographics of Primary Care Personnel in OEF 2007 .

Primary Care Survey Demographics

Sample Size n=40

Age (Mode) 30-39 years old
Gender (Mode) 78% Male
Rank (Mode) 63% Officer
Branch of Service (Mode) 70% Army
Component (Mode) 83% Active Duty
Average Months Deployed since 9/11 11.53
Average Number of Service Members supported by team 1,991
Average Hours spent per Week Outside FOB 14.72
Average Days per Month Living Qutside FOB 513

Of note is that OEF 2007 PC personnel reported being in theater significantly less time than OIF
2007 PC personnel (5 months vs. 11 months). However, OEF PC personnel reported spending
more days per month (5 vs. 2) living at Forward Operating Bases (FOBs) and spending more
hours per week (15 vs. 6) outside the wire than did OIF PC personnel.

34.3 Primary Care Role in Mental Health

OEF 2007 Primary Care (PC) personnel reported no significant differences from OIF PC
personnel on questions assessing their role in providing behavioral health care. For example,
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approximately 40% of PC personnel in OEF and OIF reported helping Service Members with
mental health problems at least weekly. There was a trend toward OEF PC personnel referring
Service Members with mental health problems more often than OIF PC personnel (37% vs.
25%). However, this difference was not significant.

Table 21: Role of Primary Care Providers in Behavioral Health (Unadjusted Percents).

OIF 2007 OEF 2007
COMBAT AND CPERATIONAL STRESS CONSULTING (Percent Agree or Strongly Agree)
During this deployment how frequently did you:

Help Service members with a mental health problem weekly. 40% 40%

Refer Service Members with problems to mental health personnel
weekly? 25% 37%

PSYCH MEDS (frequency of event)
During this deployment how frequently do you prescribe meds for
depression (monthly). 64% 63%

During this deployment how frequently do you prescribe meds for
sleep problems (weekly). 52% 56%

During this deployment how frequently do you prescribe meds for
anxiety (monthly). 60% 63%

34.4 Provider Well-Being and Burnout

There were very few significant differences in OEF 2007 PC personnel well-being (as assessed
through the survey) when compared to OIF PC personnel well-being. In general, morale,
mental well-being, and job impairment due to deployment stress/experiences, and perceptions
of burnout remained unchanged compared to OIF PC personnel. One exception is that OEF PC
personnel reported higher levels of motivation (55% high/very high motivation vs. 33% in OIF).

As with the survey of Behavioral Health personnel, future Primary Care surveys should include
items such as the number of deployments, duty and time at remote outposts, whether or not
personnel are organic to their unit or PROFIS (Professional Officer Filler Information System)
replacements. Moreover, coordination with other MEDCOM organizations studying provider
fatigue and burnout should occur so that richer data may be collected in order to best inform
policy and best-practice decisions.

34.5 Psychiatric Medication in OEF

Primary Care personnel in OEF 2007 reported some ambiguity in the logistics of psychiatric
medications. Thirty-five percent (35%) of OEF PC personnel vs. 59% of OIF PC personnel
reported that the procedures for ordering and replenishing psychiatric medications in the
Afghanistan theater of operations were clear.
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346 Resources

Primary Care respondents also wrote in comments regarding equipment or supplies they felt
would have improved their mission. Key concerns are summarized: (1) better functioning and
connectivity to MC4 computers, (2) better X-ray capabilities, (3) fully stocked pharmacies, (4)
more behavioral health personnel, (5) various medical equipment such as defibrillators, (6)
better troop medical clinics (TMCs), (7) more training, and (8) more PC providers.
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35. UNIT MINISTRY TEAM SURVEY
35.1  Unit Ministry Team Survey Methodology

A census sampling design was employed for the Unit Ministry Team (UMT) survey. That is,
surveys were sent to Unit Ministry Team personnel throughout the OEF theater of operations
and each was given an equal opportunity to complete and return surveys. Twenty-four (n= 24)
UMT surveys were returned out of 25 distributed. The OEF 2007 sample size was smaller than
the OIF 2007 sample (n = 83). All comparisons in this section will be made to OIF 2007. UMT
data were not collected in OEF 2005 and therefore comparisons to this population are not
included here.

OEF 2007 UMT survey items were identical to OIF 2007 UMT survey items. Survey questions
focused on demographics, coordination of services, religious activities, skills and training,
service member needs, and personal well-being. Additionally, each survey also had a
qualitative section for all respondents to write in the equipment / resources / supplies that would
have improved their ability to complete their mission.

As with the BH and PC surveys, chi-square tests of independence were calculated to see
whether the percentages differed significantly between OIF 2007 and OEF 2007 UMT survey
responses. Differences were deemed significant using the standard p. < .05 cut-off. Unit
Ministry Team demographics are presented in Table 22.

Table 22: Demographics of Unit Ministry Team Personnel in OEF 2007 .

Unit Ministry Team Survey Demographics

Sample Size n=24

Age (Mode) 40+ years old
Gender (Mode) 91% Male
Rank (Mode) 50% Officer
Branch of Service (Mode) 1% Army
Component (Mode) 67% Active Duty
Average Months Deployed since 9/11 15.35
Average Number of Service Members supported by team 807
Average Hours lived per Week Outside FOB 23
Average Days per Month Living Qutside FOB 5

35.2 Unit Ministry Team Results

Although on average, OIF 2007 UMT members reported on the survey that their team supported
more Soldiers (2,178 vs. 807) than OEF 2007 UMT members, OEF 2007 UMTs supported more
locations (24 vs. 11). In addition, during interviews, both Chaplains and Chaplain Assistants
reported having great difficulties traveling to the more remote locations they supported.

Significant percentage differences between OIF 2007 and OEF 2007 UMT items are displayed
below in Table 23.
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Table 23: Unit Ministry Team Coordination

Percent Frequently or
Allways
OIF 2007 OEF 2007 p-value
COORDINATION WITH UNIT PERSONNEL (% Frequently or always)

Talk with units behavioral health/COSC personnel 52% 17% 0.01
Talk with units medical personnel. 86% 63% 0.05

Overall, there were very few significant differences between responses reported in OIF 2007
and OEF 2007. This may be due to the small number of UMTs surveyed in OEF 2007.
However, a pattern emerges in which the level of coordination between UMT personnel and
both behavioral health personnel and medical personnel is significantly lower in OEF. The
percentage of respondents in the OEF 2007 UMT survey who reported that they frequently or
always talked with the behavioral health personnel was significantly lower than in OIF 2007.
Similarly, the percentage of respondents in the OEF 2007 UMT survey who reported that they
frequently or always talked with the medical personnel was significantly lower than in OIF 2007.
These data highlight the need for UMT personnel to communicate more frequently with
leadership and medical personnel when conducting their mission.

Unit ministry team personnel in OEF 2007 reported significantly higher (75% vs. 43% high or
very high) levels of energy than OIF 2007 UMT personnel. Additionally, OEF UMT personnel
reported lower (17% vs. 25%) rates of burnout than OIF 2007 personnel. These findings
suggest that Chaplains may have the necessary reservoir of energy and low burnout needed to
do a greater amount of coordination as recommended abhove.
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after which data automatically enters the ASER database. Once entered, auditing or editing
submissions is not possible. Further, there has in the past been substantial difficulty in
communication between the SRMSO office and theater.

Previous MHATs have reported that this issue has been corrected; therefore continued
monitoring of the effectiveness of theater surveillance is warranted. Ideally, the ASER should
be a component of AHLTA (Armed Forces Health Longitudinal Technology Application) and
AHLTA-T (Armed Forces Health Longitudinal Technology Application - Theater), rather than a
free standing web site. In this case, data could be inputted directly as medical information,
which would allow quality control, auditing and review that is not presently possible in the
current system.

37.7 Discussion

The US Public Health Service (1999) considers suicide risk and prevention in terms of relative
Risk Factors and Protective Factors for Suicide. These factors have been adopted by the
Centers for Disease Control (CDC) and are used to organize the discussion of suicide in
Afghanistan.

37.7.1 Risk Factors
Risk Factors most relevant to Army suicide in Afghanistan are presented below:

6. Loss (relational, social, work, or financial). This has consistently been the key
variable associated with suicide. It appears that long tour durations, in itself, do not
increase rates of suicide. Rather, tour length serves as a secondary factor in provoking
marital disruption and in kindling the loss of relationships. Aggressive efforts to
strengthen families and improve communication are a logical remediation to this
problem, as well as psychological resiliency training aimed at better weathering these
break ups.

7. lIsolation, a feeling of being cut off from other people. The Soldier survey assesses
this directly by asking whether Soldiers are “Feeling Distant or Cut off from People™.
Results reveal that 47.2% of all Soldiers surveyed in OEF 2007 have experienced these
feelings of isolation at least somewhat in the past month. Efforts by MWR to deliver
mail, as well as enhance internet and phones, have probably helped in this dimension.
However, this variable should continue to be monitored over time, and efforts to keep
Soldiers feeling engaged in what is going on “back home” (e.g. Superbowl parties in
theater) should be encouraged.

8. Barriers to accessing behavioral health treatment. As noted in the Soldier Well-
Being section of this report, stigma to receiving behavioral health care, such as being
seen as weak and barriers to receiving care, such as difficulty getting time off work for
treatment were higher in OEF 2007 compared to OEF 2005 and OIF 2007. Ensuring
that the climate promotes behavioral health care seeking and facilitates access to care
may help get care for those who are having suicidal ideation.

37.7.2 Protective Factors

Protective factors for suicide buffer individuals from suicidal thoughts and behavior. To date,
protective factors have not been studied as extensively or rigorously as risk factors. |dentifying
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regardless of the level of combat experiences. This pattern is also found when examining
the impact of officer leadership on mental health rates, controlling for combat experiences.
Those leader behaviors that have been shown to be effective for sustaining morale, well-
being, and mental health in combat need to be taught at the Warrior Leader Course and the
Officer Basic Course.

Recommendation 12: Redquire NCO and Junior Officers receive Battlemind for Junior
Leaders Training

Recommendation 13: Educate and train NCOs and Officers about the important role they
play in maintaining Soldier mental health and well-being and reducing stigma/barriers by
including behavioral health awareness training in ALL leader development.

Educating leaders about their role in setting a climate that supports seeking behavioral
health care is very important. Additionally, leader evaluations should include benchmarks to
assess the degree to which they (as leaders) set a climate that is conducive to receiving BH
care or onhe that promotes stigma and barriers to care.

Recommendation 14: Hold leaders accountable for directly or indirectly demeaning Soldiers
that seek behavioral health resources.

38.7.3 Suicide Prevention

There was ho formalized suicide prevention training in OEF 2007. Additionally, the training
that was being provided was not necessarily designed for the deployment phase of the
Deployment Cycle Support System.

Recommendation 15: Tailor suicide prevention training packages focused on the phase of
deployment and aimed at building psychological resiliency. Ensure that the training is
scenario-based and includes buddy-aid and leader actions.
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