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}  Anthony Dekker, DO has presented 
numerous programs on Chronic Pain 
Management and Addiction Medicine.  The 
opinions of Dr Dekker are not necessarily 
the opinions of the Veteran’s 
Administration, the DoD, the US Army, the 
Indian Health Service or the USPHS.  Dr 
Dekker has no conflicts to report. Dr Dekker 
does not represent any federal 
organization. 

}  Dr Dekker is a clinical professor at the 
George Washington University and the ATSU 



}  At the conclusion of this activity 
participants should be able to: 
◦  Recognize the symptoms of PTSD 
◦  Recognize the symptoms of TBI 
◦  Interview in a patient centered process 
◦  Differentiate signs of Opioid misuse, abuse 

and addiction 



v  October 1, 2005 through December 31, 2010 
v  Retrospective cohort study involving 141,029 Iraq and 

Afghanistan veterans 
v 15,676 veterans were prescribed opioids within 

1 year of their initial pain diagnosis 
v 6.5% of veterans without mental health 

disorders 
v 17.8% (adjusted relative risk [RR], 2.58; 95% CI, 

2.49-2.67) of veterans with PTSD 
v 11.7% (adjusted RR, 1.74; 95% CI, 1.67-1.82) 

with other mental health diagnoses but without 
PTSD 



“Back pain permanently sidelines soldiers at war” 
Johns Hopkins Medical Institutions study, 2009 

“…more soldiers are dying by drug overdose…” 

Tucson Citizen - Oct 20, 2010 

“…a culture of 'a pill for every ill’…”         
         

         
         

         
         

         
         

        

BG Richard W. Thomas, assistant Army surgeon general, 2010 

“…pain management has changed very little 
since the discovery of morphine in 1805…”                                           
Pain Management Task Force report, 2010 

“General’s Story  a Warning About Use of Painkillers”  

USA Today, January 27, 2011 
“Comorbidity is a challenge within the Army, both for the Soldiers 
affected and the health care providers who must sequence 
treatment of multiple conditions.” – Army HP/RR/SP Report, 
2010 

“Drunken game of Russian roulette ends 
horribly wrong when soldier shoots himself”  
Anchorage Daily News, March 7, 2011 

Current Situation 
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A total of 397 accidental or 
undetermined cause of death 
cases were investigated from FY 
2006 – 2009. Of the 397, 47% 
involved drugs or alcohol. Of 
these, 74% involved prescription 
drugs.  

In a recent briefing, the Army Surgeon General estimated that almost 14% 
(76,463) of the force were prescribed some form of an opiate drug. Of those, 
95% (72,764) were taking oxycodone. In addition, almost 34% (25,761) had 
two or more active prescriptions. The number of prescriptions per year in the 
Army has increased. This means, the number of pharmaceutical drugs in the 
force has gone up (by an unknown amount) because there is no expiration for 
some prescriptions. This is illustrated by the increasing number of MRO 
reviews required year over year. This increase in reviews, coupled with an 
increase in the overall authorized use rate for these pharmaceutical drugs, 
speaks to the climate of excessive prescribing in the Army.  

Begs the questions…why and what are we doing about it? 

Opiate Use in the Force 

2015 AMOPS 



Chronic 
Pain 

PT/OT 
Neuro 
mTBI 
PTSD 

Opiate 
Use 

Substance 
Abuse 

78% - 234 
patients 
*2342 prescriptions 
70 patients post-
discharge from RTF 

100% - 303 patients 

50% -152 patients 

99% - 301 patients 
 

26% - 78 patients 

Accounts for all RTF patients admitted Sep 09 – Sep 11. 
Patient data collection period 1 Oct 2008 - 31 Sep 2011. 

NOTE: Data currently being compiled for NRC and IPMC patients. 

303 

Clinical Synergies: RTF Patients 
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Explosions 
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Primary: Direct exposure to  
over pressurization wave 
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New Humvee 
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Will this be the future? 
Pressure wave knocked him down. 
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dvbic.dcoe.mil/dod-worldwide-numbers-tbi 2015 AMOPS 
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}  76% of all TBIs that occurred in the Army from 2000-2012 occurred in garrison 
}  TBI will remain a military concern long after 2014 Afghanistan troop withdrawal 
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Source: Armed Forces Health Surveillance Center 

Army TBI Cases Worldwide (2000-2012) 
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}  Goal: A cultural change across 
the Army to recognize that 
concussion is a physical injury 
which must be identified, 
treated, and tracked 

}  Vision: Every Warrior treated 
appropriately to minimize 
concussive injury and maximize 
recovery 

}  Mission: Produce an educated 
force trained and prepared to 
provide early recognition, 
treatment & tracking of 
concussive injuries in order to 
protect Warrior health 

Education &  
Prevention 

Early 
 Detection 

Tracking 
& Treatment 

Rehabilitation,  
Recovery &  

Reintegration 

Educate Train Treat Track 
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A concussion:  
}  is also known as mild 

traumatic brain injury (TBI)  
}  is a change in normal brain 

function caused by a blow/
jolt to the head or some 
other external force such as 
a blast 

}  can occur even without 
being knocked out/blacking 
out 

}  can temporarily change the 
way the brain works 
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}  DoDI 6490.11: Policy Guidance for 
Management of Mild Traumatic Brain 
Injury/ Concussion in the Deployed 
Setting 

}  Provides comprehensive, maximum 
protection for Service members exposed  
to potentially concussive events in the 
deployed setting 

}  Describes mandatory responsibilities and 
processes for medical and line: 
◦  Identifies, tracks, and ensures the 

appropriate evaluation and treatment of 
Service members exposed to potentially 
concussive events, to include blast events 

◦  Requires mandatory medical evaluation and 
minimum 24-hour rest period, beginning at 
the time of the event, for all Service 
members exposed to potentially concussive 
events 
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}  Soldiers involved in any one of the following events even during 
non-duty hours will receive a mandatory concussion evaluation by a 
medical provider: 

Involvement in a vehicle collision or 
rollover 

A blow to the head during activities such as 
training, sporting/recreational activities, or 
combatives 

Within 50 meters of a blast (inside or outside) 

Command-directed such as, but not limited to, repeated 
exposures to events listed above, and in accordance with 
environmental sensor (i.e. helmet sensor, blast gauge, etc.) 
protocols 
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}  Traumatically induced structural injury or physiological 
disruption of brain function as a result of external force to the 
head 

}  New or worsening of at least one of the following clinical signs 
◦  Loss of consciousness or decreased consciousness 
◦  Loss of memory immediately before or after injury 
◦  Alteration in mental status (confused, disoriented, slow thinking) 
◦  Neurological deficits 
◦  Intracranial lesion 

}  DoD definition parallels standard medical definition 
◦  CDC, WHO, AAN, ACRM 
 
The diagnosis of TBI is made by determining what happened to brain 

function at the time of the event – this requires taking a history from 
the individual. 
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}  Rotational injuries lead to diffuse shearing of 
small vessels  

}  Diffuse axonal injury is underlying lesion 
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}  Developed by DVBIC and 
released in Aug 2006 

}  Performed by medical 
personnel 

}  3-Part Screening Tool – 
“CNS” 
◦  Cognition 
◦  Neurological Exam 
◦  Symptoms 

}  Alternate versions available 
}  Upcoming revision will 

include recurrent concussion 
questions 

}  Can be used during 
exertional testing to ensure 
that cognitive function 
remains intact 

2015 AMOPS 



2015 AMOPS 



2015 AMOPS 



SCENARIOS REQUIRING MANDATORY MEDICAL 
SCREENING 

 
}  Mounted: All personnel in any damaged vehicle (e.g. 

blast, accident, rollover, etc) 
}  Dismounted: All within 50m of a blast; All within a 

structure hit by an explosive device 
}  Anyone who sustains a direct blow to the head or loss 

of consciousness 
}  Command Directed 
◦  NOT limited to repeated exposures 

Currently Being Codified in Directive Type Memorandum 
(DTM) 
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Early Detection: Why Screen for TBI? 
Studies suggest TBI is a common injury in OEF/OIF 

•  16% of returning Army Soldiers screened positive1 

•  15% of returning Army Soldiers screened positive2 

 
•  19% of OIF/OEF Veterans screened positive3 

•  23% of returning Army Soldiers screened positive4 
  

•  18.5% of Veterans at VA medical centers screened positive5 

1. Schwab KA, Ivins B, Cramer G, Johnson W, Sluss-Tiller M, Kiley K, Lux W, Warden B.  Screening for traumatic brain injury in 
troops returning from deployment in Afghanistan and Iraq: Initial investigation of the usefulness of a short screening tool for 
traumatic brain injury.  J Head Trauma Rehabil 2007; 22(6): 377-389. 

2. Hoge CW, McGuirk D, Thomas JL, Cox AL, Engel CC, Castro CA.  Mild traumatic brain injury in US soldiers returning from 
Iraq.  N Engl J Med 2008; 358(5): 453-463. 

3. Schell TL, Marshall GN.  Chapter 4, Survey of individuals previously deployed for OIF/OEF.  In Tanielian T and Jaycox LH (eds.) 
Invisible Wounds: Mental Health and Cognitive Care Needs of America’s Returning Veterans.  Santa Monica, CA: The RAND 
Corporation; 2008. 

4. Terrio H, Brenner LA, Ivins BJ, Cho JM. Helmick K, Schwab K, Scally K, Bretthauer R, Warden D.  Traumatic brain injury 
screening: Preliminary findings in a US Army brigade combat team.  J Head Trauma Rehabil 2009; 24, 14-23. 

5. Unpublished data. UNCLASSIFIED 
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Attentional  
problems 

Depression 
Flashbacks 

Nightmares 

Anxiety 

PTSD 

Dizziness 

TBI 

Headaches 

Irritability         
Insomnia 
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}  The evaluation and treatment of substance 
use disorders in active duty service members 
requires a highly coordinated team that will 
address the co-occurring disorders and often 
present with military members. A regimented 
program with clear expectations and goals 
are a requirement for improved benefit to the 
service member. Screening evaluation and 
treatment of post-traumatic stress disorder, 
traumatic brain injury, chronic pain and other 
co-occurring disorders are necessary. 
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}  The staff needs to be highly trained and familiar with 
military life, protocols, expectations, chain of 
command and the military mission. Each service 
member must become aware of the high value they 
have in regard to their duty and the support from 
their command. The service member must be 
motivated to be highly engaged in the services 
therapeutic milieu. Group therapeutic milieu is the 
foundation of the treatment program. Individual 
therapy to work on posttraumatic stress disorders 
related to childhood traumas, adult traumas and 
combat traumas augment the group process. 
Diagnostic and therapeutic services for traumatic 
brain injury are critical in the treatment of service 
members exposed to concussive events. 
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}  A therapeutic milieu needs to be shared with the 
treatment staff. The staff or prior military 
experience and in understanding of the unique 
aspects of Operation Iraqi Freedom and 
Operation Enduring Freedom are highly valued. 
The hand off from the residential treatment 
program (28 days) to the co-occurring partial 
hospital program (4-6 weeks) must be seamless. 
Continued care of co-occurring psychiatric and 
medical injuries and disabilities must be 
coordinated with the treatment program. Upon 
graduation of the co-occurring partial hospital 
program continued monitoring and treatment in 
the IOP services at the home base should 
continue for a total of one year. 
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}  PTSD 
}  Pain 
}  Substance Use Disorders 
}  Dual Sensory Impairments 
}  Depression 
}  Anxiety 
}  Suicide 

37 
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•  Re-experiencing symptoms 
(nightmares, intrusive thoughts) 

•  Avoidance of trauma cues and 
Numbing/detachment from 
others 

•  Hyperarousal (increased startle, 
hypervigilance) 

•  Negative alterations in 
cognitions and mood 
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ü Recurrent thoughts of the event 
ü Flashbacks/bad dreams 
ü Emotional numbness (“it don’t matter”); reduced 

interest or involvement in work our outside activities 
ü Intense guilt or worry/anxiety 
ü Angry outbursts and irritability 
ü Feeling “on edge,” hyperarousal/ hyper-alertness 
ü Avoidance of thoughts/situations that remind person 

of the trauma 
ü Depression 



2015 AMOPS 

Social and Interpersonal 
Problems: 
  - Relationship issues 
  - Low self-esteem 
  - Alcohol and substance 

         abuse 
  - Employment problems 
  - Homelessness 
  - Trouble with the law 
  - Isolation 
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}  Preparedness (or lack 
thereof) 

}  Combat exposure 
}  Aftermath of battle 
}  Perceived threat 
}  Difficult living and 

work environment 
}  Perceived 

radiological, 
biological, and 
chemical weapons 
exposure 

}  Sexual or gender 
harassment 

}  Ethnocultural stressor 
}  Concerns about life 

and family 
disruptions 

 

http://images.google.com/imgres?imgurl=http://
www.defendamerica.mil/images/photos/may2006/
photoessays/pi051106a1.jpg&imgrefurl=http://
www.defendamerica.mil/photoessays/may2006/
p051106a1.html&h=353&w=500&sz=19&hl=en&start
=16&um=1&tbnid=1mIilHAUe7T8VM:&tbnh=92&tbnw
=130&prev=/images%3Fq%3Dsandstorm%2Biraq
%26svnum%3D10%26um%3D1%26hl%3Den%26safe
%3Dactive 



} Stressors 
◦ Frequent 
separations 
◦ Long work 
hours 
◦ Dangerous work 
environment 
◦ Role ambiguity 
during 
deployment 

} Protective 
Factors 
◦ Behaviors (e.g., 
IPV) result in 
discharge 
◦ Provision of  
� Health care 
� Housing 
� Family Services 
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OIF (n=222,620) OEF (n=16,318) 

Combat 
Experiences (Any) 

144,978 (65.1%)  7,499 (46.0%) 

Any MH Concern 42,506 (19.1%) 1,843 (11.3%) 

Suicidal Ideation Some – 2,411 
(1.1%)  
A lot – 467 (.2%) 

Some – 107 (.7%) 
A lot – 20 (.1%) 

Psychiatric 
Hospitalization in 
the First Year Post 
Deployment 

1,214 (5.9%) 
(Distinct 
Individuals) 

45 (2.9%) 
(Distinct 
Individuals) 
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}  11.8% for Active Duty  
 
}  15.0% for Reserve/Guard 



◦  Exposure to feared stimulus repeatedly and for 
prolonged period leads to habituation and 
extinction 

◦  Based on learning/conditioning principles 
◦  Reliable findings with animals and simple 

phobic disorders 
◦  Prolonged Therapeutic Exposure 
◦  One of the “Evidence-Based” PTSD approaches 

endorsed by DOD/VA/NAS and ISTSS treatment 
guidelines 
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◦  Exposure to feared stimulus repeatedly and for 
prolonged period leads to habituation and 
extinction 

◦  Based on learning/conditioning principles 
◦  Reliable findings with animals and simple 

phobic disorders 
◦  Prolonged Imaginal Exposure 

Exposure Therapy Principles 
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Of those diagnosed with Posttraumatic 
Stress Reaction at 30 Days Post 
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}  Case Vignette incorporated in webinar 
◦  Separated with two children 
◦  Two tours OEF 11B (infantry) 
◦  Several IED events with one close blast and 

LOC 
◦  Medical Eval: MACE completed, MRI was 

negative for structural findings.  Spouse 
reported patient was different.  Irritable with 
short term memory loss.  Cervicalgia and HNP 
with radiculopathy in C4-5 and C5-6 



}  Armed Forces Health Surveillance Center 
}  Rogers, J, Fortitude Center Study, DoD 
}  Seal, K. et al, Association of Mental Health Disorders 

With Prescription Opioids and High-Risk Opioid Use in 
US Veterans of Iraq and Afghanistan. JAMA March 7, 
2012, Vol 307, No 9 (Corrected on March 13, 2012) 

 
 


