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CHAPTER ONE
Psychiatry Department Staff
+ CDR Mark Mittauer Dept. Head
+ CAPT Deborah Wear Psychiatrist
+ CDR Shirley Ellis Psychologist
INTRODUCTION TO + Dr. Carl Davis Counselor
AVIATION PSYCHIATRY 4 Mrs. Kay Gravel Secretary
+ HM3 Scott Bedell LPO 4'-
CDR MARK W MITTAUER Q
+ Phone: 850-452-3974/4238 DSN:
Enabling Objectives Why Study Aviation Psychiatry?

+ Discuss course format

+ Discuss grading criteria

+ Discuss clinical references

+ Discuss expected competencies

+ Most aviation mishaps are due to human
error (about 75%)

+ Flight Surgeon is the expert on human
factors in aviation

+ Aviator’s personnel stresses and psychiatric

2 completion of the mission
Course Format Examinations
+ Didactic lectures + Case vignettes exam (4 cases) 60%
+ Afternoon seminars (4 sessions for each of + Video interview and written 30%
three groups of students) psychiatric report

+ Clinic participation ) 10%




References

+ DSM-1V (Diagnostic and Statistical Manual
of Mental Disorder, 4th edition)

+ Handbook of Aviation Psychiatry (1998)

+ Kaplan and Sadock - Comprehensive
Textbook of Psychiatry, 7th edition
Note: Pocket Handbook of Clinical
Psychiatry

References (cont.)

+ 1997 Aeromedical Reference and Waiver
Guide

+ NOMI Code 21 (Psychiatry) Website
http:\\www.nomi.navy.mil
note: select departments/Code 21/lectures

Expected Flight Surgeon
Competencies
+ Knowledge of common psychiatric
diagnoses
+ Knowledge of human factors in aviation
+ Perform psychiatric evaluation
+ Decide psychiatric diagnoses
+ Decide aeromedical disposition (PQ/NPQ;~
AANAR "gi

RUAN

Competencies (cont.)

+ Decide general duty disposition (fit/unfit,
suitable/unsuitable)

+ Prepare written psychiafric report
+ Know when to refer patient to Psychiatry

'S,

The Boxer Law Instruction

CDR Mark Mittauer
NOMI Psychiatry Department

References

+ DoD Directive 6490.1 (1 Oct. 1997)

+ DoD Instruction 6490.4 (28 Aug. 1997)

+ SECNAV INSTRUCTION 6320.24A
(16 Feb. 1999)




Point Of Contact

+ Command JAGC Officer

+ LCDR Mike Bundy (BUMED JAGC
Officer)

DSN: 762-3089/6
Comm.: 202-762-3089/6
+ Local Mental Health Department

Comm.: 850-452-3974/4238
email: code210@nomi.med.navy.mil

Purpose

+ Prescribe guidance regarding:
- command-directed mental health
evaluations (routine and emergency)
- involuntary psychiatric hospitalization
- assessing risk for dangerous behavior

+ Protects rights of service members re
by CO for mental health evaluations

To What Does the Boxer
Instruction Apply?

+ Command-directed referrals

+ Clinician suggests mental health evaluation
and patient agrees (both have same CO)

+ Involuntary referrals by clinicians

Boxer Instruction does not apply
‘ for:

+ Patient requests mental health evaluation
(voluntary self-referral)

+ Referring clinician and patient have
different CO

+ Active duty military members + Competency for duty evaluations
+ DoN civilian employees + Family Advocacy evaluations
+ Reservists on active duty for trainin,
Boxer Instruction does not apply .
— Scenarios

for:

+ Substance abuse treatment evaluations

+ Referral to mental healthcare provider for
routine screening as mandated by certain
instructions (BUMED INST. 5300.8
requires annual evaluations to maintain
waivers for alcohol-abusing aviators)

+ Mental competency evaluations

+ Special duty evaluations (submarine

+ What about non-mental healthcare
clinicians performing mental health
evaluations? ’

+ What if the patient and the referring
clinician have the same CO - and the patient
freely consents to have a psychiatric
evaluation suggested by the clinicia




Procedures for Non-emergency
Evaluations

Commanding Officer Actions
(Non-emergency, CO-directed)

+ Consult with mental healthcare provider
(psychiatrist, psychologist, doctoral-level social
worker) about reason for referral
note: speak to any clinician if mental healthcare
provider not available

+ Send memo to CO of MTF/clinic to request a
mental health evaluation (encl. (2))

+ This memo must include - ASVAB sco
summary of performance evaluations, p:

" pending legal actions

Commanding Officer Actions
(cont.)

+ CO of MTF to which the patient is attached
sends the memo to the Mental Health
Department Head

+ Emergency referral: The memo must be
sent ASAP by FAX, overnight mail, or
courier - “as soon as is practicable”

Commanding Officer Actions
(cont.)

+ Give the member a memorandum (encl. (3))
(at least two business days before the
appointment) that includes:

- behavior that led to the referral
- name of provider consulted

- list of patient rights v
- date, time, and place of appointment

Patient’s Memorandum
(cont.)

+ Title and phone number of other authorities
(military attorney, IG, chaplain, etc..) with
whom the member can discuss the referral

+ The member must sign the memo. or the
CO must explain the reason

+ The memo. must be signed by the CO -but:
may be delivered by others to the pa %\1\7

)

Patient’s Memorandum (cont.)

+ The memorandum must be provided to both
the service member and the mental
healthcare provider

+ Enclosure (3) is a “go-by” for the
memorandum given to the patient




The Patient’s Rights

+ Right to consult a military attorney about
how to seek redress - if he questions the
referral

+ Right to complain to an IG if he feels the
referral was a reprisal

+ Right to select a mental healthcare proyide
for a second opinion ( at own expen
usually within 10 business days)

The Patient’s Rights
(cont.)

+ Right to consult an IG, attorney,
congressman, or others - about the referral

+ Right to have two business days before the
appointment to consult someone

What if the Commanding Officer
cannot comply?
+ The reason must be stated in the request for
evaluation
+ Examples:
- member deployed (no JAGC officer)
- mental healthcare provider cannot be
reached g
- ship sails in less than two days

Mental Healthcare Provider
Actions
+ Determine if the procedures for referral
were followed

+ If suspect improper referral - first contact
the referring CO for clarification

+ If confirm that the referral was improper -
report this to your CO

+ Before the interview - advise the patjés
the “purpose, nature, and likely
consequences” of the evaluation

Mental Healthcare Provider
Actions (cont.)

+ Advise the patient that the evaluation is not
confidential

+ Advise the patient if you will both evaluate
and provide therapy for the patient

Mental Healthcare Provider
Actions - after the evaluation

+ Send memorandum (encl. (4)) to patient’s CO:
- summary of findings
- diagnoses (Axis LILIIT)
- recommendations (PEB, admin. sep.)
- degree of dangerousness )
- recommendations to CO on how to handle

potentially dangerous patient

- follow-up appointment date
- treatment plan




Emergency Mental Health
Evaluations

Emergency Evaluations

+ Definition: the member threatens
imminently to harm himself; others, or
destroy property (that will cause injury)

+ Examples: suicidal, homicidal, unable to
care for himself

%
7

Commanding Officer Actions
(Emergency Evaluation)

+ CO must try to consult a mental healthcare
provider first

+ CO must “safely convey” member to a
mental healthcare provider

+ CO gives member the memo. “as soon as is
practicable” (encl. (3))

+ CO sends memo. requesting the evaljfa}
to provider ASAP (by FAX, overnig
courier) (encl. (2))

Mental Healthcare Provider
Actions

+ Same as in previous slides:

- determine if the procedures for referral
were followed

- advise the patient about the purpose
and consequences of the evaluation

- send the patient’s CO a memoranduy
that includes disposition recommen
dations

Involuntary Psychiatric
Hospitalizations

+ Detailed guidelines in the Instruction

+ Independent psychiatric review within 72
hours of admission - to determine if
continued involuntary hospitalization is
indicated

+ Independent psychiatric review at leas
every S business days

Imminently or Potentially
Dangerous Service Members




Imminent Dangerousness

+ Definition: A member is at substantial risk
of committing an act in the near future -
which would result in serious injury to
himself or others - and has the intent and
ability to carry out the action

+ Examples:

- suicide
- homicide
- destruction of property injuring othe

Commanding Officer Actions
(Imminent Dangerousness)

+ Refer for a mental health evaluation “as soon as is
practicable” when the member intends to cause
serious injury to himself or others and is likely to
cause the injury and the CO thinks he has a
serious mental disorder.
ex., not antisocial behavior

+ First, attempt to consult a mental healthcare

provider (or other clinician, if the former a’ !9

available)

What if a provider feels that a
patient is imminently dangerous?
+ Refer to a privileged mental healthcare

provider
+ The patient must be seen within 24 hours

+ The CO must protect the patient and
potential victims - prior to the evaluation

Medical Record Documentation
(Imminent Dangerousness)
+ The privileged mental healthcare provider
shall document:
- risk for imminent dangerousness
- treatment plan
- progress of treatment
- discharge assessment
- recommendations to CO A
- notification of potential victims 3

Healthcare Provider’s Duty to
Protect

+ Applies to case where patient makes an
explicit threat to seriously injure a “clearly
or reasonably identifiable person” (directly
or through destruction of property) and the
patient has the intent and ability to carry out
the threat

+ THIS APPLIES TO FLIGHT SURGEONS,

AND NOT JUST PSYCHIATRIST Y,
PSYCHOLOGISTS! 3

Required Protection Actions May
Include:.

+ Notify the patient’s CO that pt. is dangerous

+ Notify police (where injury will occur)

+ Notify potential victims

+ Recommend appropriate precautions to the CO
(restrict patient; deny access to weapons)

+ Hospitalize on psychiatric or medical ward

+ Medical board ’
P 3

4+ Recommend administrative separation fo:
personality disorder




Documentation

+ Document the previous actions in the
medical record

+ Discuss with the member the clinical
summary, memorandum, and the specific
recommendations made to the CO

Mental Healthcare Provider
Memorandum (Encl. (4))

+ Must be sent to the CO “immediately” after the
evaluation for imminent dangerousness

+ Mention diagnosis, prognosis, treatment plan,
fitness and suitability for continued service,
statement of dangerousness, administrative
recommendations (admin. sep. for PD)

+ Include precautions for the CO if the patie:
deemed dangerous

Administrative Separation
Recommendation

+ When the recommendation is for
expeditious administrative separation for
personality disorder due to imminent
dangerousness - the mental healthcare
provider’s CO shall cosign the
recommendation

&
Y

Commanding Officer Actions

+ When the CO receives a recommendation
about an imminently dangerous member -
the CO shall document in writing actions
taken and reasons

Commanding Officer Actions
(cont.)

+ If the recommendation is for expeditious
administrative separation for personality
disorder and the CO elects not to comply ...

+ The CO shall send a memorandum to his
CO explaining why the member will be
retained against medical advice
(within two business days)

In Summary ... Changes
from SECNAVINST 6320.24

+ Referring CO must send the mental
healthcare provider (via his CO) a memo
with the reason for the referral, etc.

+ Mental healthcare provider must send a
memo back to the patient’s CO with
diagnosis, recommendations, etc.

+ In cases of imminent dangerous - the

provider must recommend precautio:
the CO to take




Changes (cont.)

+ If the mental healthcare provider
recommends administrative separation for
personality disorder due to imminent
dangerousness - the CO must initiate
discharge within 2 days - or explain to his
CO why he is ignoring the advice

+ In cases of threatened injury - the progiter
has precautions he must take

Questions?

Finis







CHAPTER TWO

Psychiatric Standards, etc.
A Brief Overview

CAPT D. Wear-Finkle, MC, USN
NOMI Psychiatry Department

%T erminal Objectives

: At the completion of this lecture

s The student will:

3 m Understand the different standards for
aviation vice general duty

: 1 m Differentiate between how Axis I/II1

g vice Axis II conditions are addressed

__ mBe conversant in the general guidelines

* % for psychiatric standards

< ® Understand the concept of "NAA*

[ o

’ Enabling Objectives

. mDescribe the three possible “fitness"
+ determinations and their implications
-, Explain how Axis II pathology is
8 addressed in aviation and general duty

m Provide an example of a condition that

: may render someone fit for full duty

|  but NPQ for aviation
.., m Discuss the proper application of the
“ = acronyms, CD and NPQ

I

S PHYSICAL STANDARDS

. *Fit for Full Duty
% Fit for LIMDU
8% Unfit for Duty (PEB)

**Personality
Disorders or
Personality
Tralts that are
maladaptive and
impair flight
safety, mission
completion, or

11

! PHYSICAL STANDARDS % Physical/Psychiatric Fitness
% *Fitfor Full Duty opersonallty 2 = Forgeneral duty:
- :nntf': ;;l!;:tl; (PEB) E::%“mm ﬁ? — Fit for full duty

] - Fit for LIMDU (6-12 months) - requires a

’ limited duty medical board by the specialist
with the limitations specified

- Unfit for duty - requires a medical board
sent to the Physical Evaluation Board (PEB)
in Arlington, VA - usually done for severe
illnesses/injuries or after period of LIMDU
fails to restore the member to full duty




LIMDU Examples

= Major Depression
a Obsessive Compulsive Disorder
= Panic Disorder

i m Minor Axis | Disorders may not need a

LIMDU board - depends on type of
treatment, severity of symptoms, duty
station, deployment status, etc.

_—

TH C D

FYI

m EPTE - existed prior to enlistment
mDNEPTE -didnot. . . .. ..
m SA - service aggravated

mNSA-not.......

ovx
o

Standards for Special Duty

(including aviation)

= Member must be fit for full duty

= Member must have NO diagnoses for
the special duty that make them not
physically qualified (NPQ)

m Aviation examples: ALL AXIS |
Disorders other than Adjustment
Disorder and V Codes - MANY are OK
for general duty (dysthymia, minor
depressive/anxiety disorders, etc.)

12

a PEB Examples

- m Schizophrenia
=m Manic Depressive D/O
¥4 g Recurrent Major Depression - severe
- m Refractory anxiety disorders
. m CAVEAT: Just because the specialist

recommends the member is unfit for
further military service is NO guarantee
the member will be medically discharged

< *Fit for Full Duty
. Fitfor LIMDU
Z8 Unfit for Duty (PEB)

**Personality
Disorders or

Personality
Traits that are
maladaptive and
Impair flight
safety, mission
completion, or
alrcrew

i
L

coordination

= NPQ vice CD

u PEOPLE are Not Physically
Qual ified
n DISEASES/CONDITIONS are

Considered Disqualifying
—(walvers are for CD condmions)

-
& ]

N
TR i




Examples

= Someone with ETD from a URI may be
NPQ for the duration of the cold, but
a URlis NCD

m If the ETD is from chronic sinusitis, the
person will be NPQ from a condition
that is CD

a Even when the ETD resolves, the
person will remain NPQ as the condition
is CD (and need a waiver)

You don’t need a waiver
if the condition is not
considered disqualifying

% PHYSICAL STANDARDS

.. *Fit for Full Duty **Personality

.. Fitfor LIMDU &u;m.xr

~ Unfit for Duty (PEB) Personaly

ki S impalr Aght

Y‘? ‘z_ safety, mission

%  completion, or
2 aircrew

coordination

13

% Examples (cont.)

. m |[f someone has insomnia secondary to
4+ awork schedule or marital discord, they
B will be NPQ until the insomnia
% resolves

m [f the insomnia is from a Major
..« Depressive Disorder, they are NPQ and
ma  the condition is CD
. mOnce symptoms of depression are
resolved, the person will remain NPQ as

_% the condition is CD (and need a waiver)

no |

WAINERS for Psych Diagnoses

m For the majority of diagnoses:

—1 year off meds, out of treatment,
symptom-free

m NO waivers for psychotic ilinesses

m Adjustment Disorders/V Codes - no
waiver required

= PDs - no waiver possible (in special
cases re-eval in 2-3 years)

w %o
: N |
= s s . -

FEH
¢

Suitability

= Refers to a personality disorder (PD)
diagnosis and the person’s
conduct/performance (SECNAVINST
1910.4B)

a The PD must be diagnosed by a
psychologist/psychiatrist

m If that PD is of such severity that it will
interfere with the member's
performance of duty or pose a threat to
their/others safety, then;

o
=

=
s




: Suitability (cont.)

. mthey may be deemed “unsuitable for
- further military service,” and.
e —recommended for expeditious
- administrative separation as a continuing

risk for harm to self and others
= recommended for adsep only or no
recommendation:

—a page 13 service record entry is made
IAW MILPERSMAN 1910-202

Other Reasons for

ADSEP
(a page 13 required)
= Convenience of the = weight control failure
Government (COG) g unsatisfactory
- parenthood performance
m COG - Persomality g misconduct - a
disorder pattern of misconduct

= entry level = misconduct - minor
performance and disciplinary

conduct infractions

|

g

i

k Don’t confuse the REASON for
| discharge with the TYPE of d/c

x

e

mHonorable

= General

m Other than Honorable (OTH)
mBad Conduct Discharge (BCD)
mDishonorable Discharge (DD)

w i

14

: Other Reasons for ADSEP

L

8 for conditions not necessarily amounting to

~ disability
. m somnambulism m anorexia nervosa
% m enuresis m bulimia nervosa
" m motion/air m non-resolving
"W  sickness physical or
- ickn hysical
. m allergies whe_dcih“' Pf‘?”ems
ive hei ich regularly
L excessive height prevent PRT
participation

poome—

m
- Mandatory ADSEP

= Sexual Harassment w Misconduct - drug
®8 = Misconduct - civilor ~ abuse
= military that could = Homosexual conduct
,, 'esutindeathor g Supremacist/Extremist
Bl serious bodilyinjury  conduct
 w Misconduct - civil g Weight Control Failure
B conviction for
__ offenses that could
#  resultin death or
Q serious bodily injury

T

% PHYSICAL STANDARDS

3 *Fit for Full Duty ~Personality
% Fitfor LIMDU Disorders or
Unfit for Duty (PEB) rsonality

Tralts that are
maladaptive and
Impalir flight
safety, mission
completion, or
alrcrew

coordination




% AA as a concept

;, m1916-1920: AA was known as “non-
s Physical standards for aviation
m interim - ill defined and often based on
whim of evaluator

m definition of NAA after 1992 “The
existence of a personality disorder or
traits that are maladaptive to mission

3  completion, safety of flight, or

@ aircrew coordination”

fa

|

prsssessimmn

2 AA (cont.)

.. AAis implied by having the adaptability to the
gm rigors of aviation by possessing the temperament,
s flexibility, and mature defense mechanisms to
 allow for full attention to flight and successful
completion of training (in case of students) or
7 tolerate the stress of operational training and
-“‘ deployment, and long-term use of mature defense
mechanisms.

g AA (cont.)

o

= AERONAUTICALLY ADAPTABLE -
reserved for candidates and students in
aviation

a AERONAUTICALLY ADAPTED - a
term reserved for designated aviators
and aircrew

s o
5
.R’s;s‘ . J

In reality, what we are stating
when we say someone is

“AA” is that there is no evidence
they are NAA

s ﬁ

E .-‘.".5;‘3‘5.

! 1vou think someone is NAA:

. m Collect your data

i m refer to psych (diagnosis must be made
® |, psychologist or psychiatrist)
#8 REMEMBER BOXER requirement
! = Call us - if a junior person with PD just
: & senditin. All officers and senior

enlisted (or others who don't agree)

need to come to NOMI

m EMAIL us - for anything

s

=3

% .

15

Anyone on Flight Status Needs
Both an Aviation and General Duty
Recommendation

mPQ and AA
mFit and Suitable

[ BB

i
3




! Higher Standard for Aviation

% mYou can be NPQ and NAA but. . .
g wFitand Suitable for general duty
m for example:
—Sinusitis with a mild PD
-Dysthymi"a with Dependent
Personality Traits

18 L

16



D.

SECNAVINST 1910.4B
29 MAY 199

ADMINISTRATIVE SEPARATION GUIDE

1. Basis .
2. Characterization or Description

Selected changes in Service obligations

1. Basis
2. Characterization or Description

ve Vi

1. Basis
2. Characterization or Description
3. Procedures
4. Reasons:
a. Early release to further education
b. Dependency or hardship
c. Pregnancy or childbirth
d. Parenthood
e. Conscientious objection
f. Separation of aliens
g. Surviving family member
h. Other designated physical
or mental conditions
i. Personality disorder
j. Review action

k Reservist becomes a minister
Disability
1. Basis

2. Characterization or Description
3. Procedures

Defectjve Enlistments and Inductions

1 L) a
a. Basis
(1) Under age 17
(2) Age 17
b. Description of Separation
c. Procedures

17

1-9
1-9
1-9
1-9
1-10
1i-10

Enclosure (2)



SECNAVINST 1910.4B

29 MAY 1996
2. Erroneous
a. Basis

b. Characterization or Description
c. Procedures

ecti i ent e
a. Basis
b. Characterization or Description
c. Procedures

Fraudulent Entry Into the Naval Service
a. Basis

b. Characterization or Description
c. Procedures

Separation from the Delaved Entry Program

‘ a. Basis

b. Description of Separation
c. Procedures

Entry lLevel Performance and conduct

Basis

Counseling and Rehabilitation
Description of Separation
Procedures

Basis

Counseling and Rehabilitation
Characterization or Description
Procedures

Homosexual Conduct

Basis

Burden of Proof
Characterization or Description
Procedures

Fact-Finding

Drug Abuse Rehabilitation Failure

1.
2.
3.

Basis
Characterization or Description
Procedures

Enclosure (2)
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1-10
1-10
1-10
1-10

1-11
1-11
1-11
1-11

1-12
1-12
1-12
1-12

1-13
1-13
1-13
1-13

1-14

1-14
1-14
1-15
1-15

1-15

1-15
1-15
1-15
1-15

1-15

1-15
1-17
1-17
1-18
1-20

1-23
1-23

1-24
1-25



c se Re ilitation Fa.
1. Basis
2. Characterization or Description
3. Procedures
Misconduct
1. Basis
a. Reasons
(1) Minor disciplinary infractions
(2) A pattern of misconduct
(3) Commission of a serious offense
(4) civilian conviction
(5) Drug abuse
b. Related separations
2. Counseling and Rehabilitation
3. Characterization or Description
4. Procedures
eparati i jeu a u
1. Basis
2. Characterization or Description
3. Procedures
Securjty
1. Basis
2. Characterization or Description
3. Procedures
a
1. Basis
2. Characterization or Description
3. Procedures
1. Basis
2. Counseling and Rehabilitation
3. Characterization or Description
4. Procedures

19

SECNAVINST 1910.4B
29 MY

1-24

1-24
1-24
1-25

1-25

1-25
1-25
1-25
1-25
1-25
1-25
1-26
1-26
1-26
1-26
1-27

1-27
1-27
1-27
1-27
1-29
1-29

1-29
1-29

e 1-29

1-29
1-29
1-29

1-30
1-30
1-30

1-30
1-30

Enclosure (2)



SECNAVINST 1910.4B

29 MAY 19%

P. al a 1-30
1. Basis 1-30
2. Characterization or Description - 1-31
3. Procedures 1-31
Q. Reasons Established by the Department of the Navy 1-31
1. Basis 1-31

2-1

2-1

1. Scope 2-1

2. Guidance 2-1

3. Limitations on Separation Actions 2-3

B. Suspension of Separatijon 2-4

1. Suspension 2-4

2. Action During the Period of Suspension 2-4

3-1

3-1

3-1

1. General Considerations 3-1

2. Types of Characterization 3-2

a. Honorable 3-2

b. General (under honorable conditions) 3-2

c. Under Other Than Honorable Conditions 3-2

3. Limitations on Characterization 3-3

C. Uncharacterized Separatijon 3-4

1. Entry Level Separation : 3-4

2. Void Enlistments or Inductions 3-5

3. Dropping from the Rolls 3-6

T 4. PROC s T ’ 4-1

A. Scope 4-1

Enclosure (2)
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SECNAVINST 1910.4B
1996

29 MAY

B. Notification Procedure 4-1

1. Notice 4-1

2. Additional Notice Requirements 4-2

3. Response 4~3

4. Counsel 4-4

c. i ve dure 4-5

1. Notice 4-5

2. Additional Notice Requirements 4-6

3. Response 4-7

4., Counsel ' 4-7

D. conditional Wajver 4-8

E. Actions of the Commanding Officer 4-9

F. Actions of the Convening Authority . 4-9

P ON CONDUCTING M -] 5-1
BOARD

A. Hearing Procedures 5-1

1. Composition 5-1

2. Presiding Officer 5-1

3. Witnesses 5-2

4. Record of Proceedings 5-3

5. Presentation of Evidence 5-3

6. Rights of the Respondent 5=-3

7. Findings and Recommendations 5-4

o EP, ON 6-1

A. Determining Separation Authorjty 6-1

B. i Je) e Follow 6~-4

C. Separation Authority Actions 6-5

1. No Administrative Board is Held 6-5

2. An Administrative Board is Held , 6-6

a. Finding and separation recommendation 6-6

b. Finding and retention recommendation 6~7

c. No finding 6-7

Enclosure (2)
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SECNAVINST 1910.4B
29 MAY 19%

Enclosure (2)

22



CHAPTER

THREE

ubstance Related
Disorders

TERMINAL OBJECTIVE

e Upon completion of this period of
instruction, the SUPERIOR SFS will
accurately distinguish between the
diagnoses of alcohol abuse and alcohol
dependence , and make recommendations
for aeromedical disposition IAW current
USN directives and standards

ENABLING OBJECTIVES

Psychoactive Substance Use

OPIODS
 State the DSMUV criteria differentiating 600,000 addicts in the U.S.
alcohol abuse from alcohol dependence »Route of administration:
Describe the aeromedical disposition of . oral
aviation personnel on flight status
diagnosed with a substance use disorder - smoked
o List the minimum documentation required - nasal inhalation
in an acceptable waiver package . IV or SC ingestion
»Dosage easy to underestimate
Substance Use in the General OPIODS
Population Sympto
(Use more than once before age 25) g h::i::::: -
. respiratory depression
» Alcohol - 95% . euphoria
»Marijuana - 64% . pupillary constriction
o 9R0 > Withdrawal Symptoms
>Coca1n.e 28% ' omiting
»Hallucinogens - 20% . sweating
. pupillary dilation
. piloerection
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STIMULANTS
(Cocaine, Amphetamines)
> Extremely addicting
.~ > Route of administration:

»oral

»smoking/snorting

>V
> Binge use

TIMULANT INTOXICATION

> restlessness

pressured speech

» paranoid ideation/delusion

» increased pulse/BP

> pupillary dilation

> tactile/olfactory hallucinations

gﬁw

TIMULANT WITHDRAWAL HALLUCINOGENS
>“CRASH” e Most Commonly:

lethargy >eaten
> prolonged sleep ' »sucked off paper
> craving >smoked
> depression (1-2 months)

HALLUCINOGEN HALLUCINOGEN
INTOXICATION WITHDRAWAL

> ANXIETY/DEPRESSION > PANIC REACTION

depersonalization Treatment:

e e e - reassurance

> halluc.matlons/ﬂlusmns _ secure environment
> sweating/tremors - benzodiazepines/antipsychotics
> palpitations
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ALCOHOL

50% of males between ages 18 and 25
will have one ETOH-related incident

10 million alcoholics in the US

>
» 10% of drinking population consumes
50% of all alcohol

»male:female prevalence is 4:1

ALCOHOL (cont)

> 1 in 10 deaths in the United States is
alcohol-related

20-25% of all hospital inpatients are
alcoholic

> conservative estimate is 1 in 10
ambulatory patients is alcoholic

ALCOHOL (cont.)

»35+% of all suicides are ETOH-related
41% of all traffic fatalities are “
»20% of all ER visits are ETOH-related

> AA attendance gives 50% better
chance for one year sobriety

> successful controlled drinking no
longer a valid concept

ALCOHOL'’S EFFECTS
4 drinks in a 2-hour period raises the
BAL to AT LEAST 0.08 (DUI cutoff)
BAL of 0.05 affects judgment and fine
motor activity
» acute and 8 hour effects of 0.08 BAL
in simulator performance

» rule of thumb - metabolize 0.015/h (up
to 0.025/h in a heavy drinker)

Relationship of #DUls to
diagnosis of alcoholism

»1st-75%
>2nd - 90%
»3rd - 100%

LCOHOL’S EFFECTS (cont.)

» disinhibition
regression
> impulsivity
» grandiosity
» decreased frustration tolerance
> passivity
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DSM-IV Diagnosis of
Substance Abuse

A maladaptive pattern of
substance use leading to
clinically significant impairment
or distress, as manifested by
one (or more) of the following,
occurring within a 12-month

DSM-IV Diagnosis of
ubstance Abuse (cont)

> Recurrent substance use resulting in a
failure to fulfill major role obligations
Recurrent substance use in situations where
it is physically hazardous

» Recurrent substance-related legal problems

» continued substance use despite having
persistent or recurrent social or interpersonal
problems caused by or worsened by the

period: effects of the substance
DSM-IV CRITERIA Substance Dependence (cont.)
UBSTANCE DEPENDENCE tolerance (needing more to achieve

o A maladaptive pattern of use,
leading to clinically significant
impairment or distress, as -
manifested by three (or more) of
the following, occurring at any
time in the same 12-month
period:

intoxication or desired effect, or diminished

effect with continued use of same amount)

2. withdrawal

. often uses more than intended

4. persistent desire or unsuccessful attempts to
cut down or control use

5. great deal of time getting/using/recovery

6. important activities given up or reduced
because of using

7. continued use despite problems

Alcohol Dependence
Diagnosis

»The diagnosis requires skillful
interviewing and careful
analysis of data

»TWO CARDINAL FEATURES:

-DENIAL

- EVIDENCE OF INABILITY TO CONTROL
DRINKING

26

Breaking Through Denial

»CONFRONTATION
SHOWING EMPATHY
»>OFFERING HOPE




CAGE TEST

C - Concem for drinking/attempts to Cut
down

A - Annoyed at advice/comments
G - Guilt over use/behavior while using

E -“Eye openers”

RISK FACTORS IN
SUBSTANCE ABUSE

» FAMILY HISTORY (sons of alcoholic
fathers)
AXIS | Psychiatric Disorders (manic
depressive disorder)

> AXIS Il Personality Disorders/Traits
(antisocial, borderline, avoidant)

THE ENABLING HEALTH
CARE PROVIDER

» Failure to diagnose alcoholism

> failure to treat alcoholism as a
primary disease

» treating the alcoholic with sedatives
or tranquilizers

» treating the co-alcoholic with
sedatives or tranquilizers

NATOPS 3710.7

Any form of alcohol intake within
12 hours prior to flight planning is
prohibited. Flight crews shall
ensure that they are free of
hangover effect prior to flight.

Detectable blood alcohol or
symptomatic hangover is cause for
grounding of flight personnel.

27

Alcohol and the
Aviator




BUMED INST 5300.8 P Waiver equest based on 5
LCOHOL ABUSEIDEPENDENCE assessment of:
[ o '

» Ground immediately! » Positive attitude and UNQUALIFIED
NPQ and AA all aviation duty ACKNOWLEDGMENT of diagnosis
+ Submit grounding PE ~J/J+ Successful completion of program and

. . . favorable prognosis
? Fi tasalﬁd \;nthuillla%noms and + ABSTINENCE !!!!
reierral to treatmmen « Docu d AA
(Former) NAVY ALCOHOL
UMEDINST 5300.8 (cont.) TREATMENT PROGRAM
Return to flight status/aviation .
related duty: LEVEL I: PREVENT
- Normally 90 days after successful LEVEL Il: CAAC - 2-3 week
treatment structured program for substance
- No sooner than 30 days (<90 only if abuse .
absolutely mission-essential
- FS can extend to 12 months LEVEL lll: ARS/ARC - 4-6 week
- Service Group limitations not inpatient program for substance
specified dependence
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New Navy Alcohol
Treatment
vel 0.5 - IMPACT
Level I - (OP) - meets criteria for ETOH
Abuse
Level II - (IOP) - meets criteria for ETOH
Dependence
> Level I - Dormitory (when 24h tx needed
» Level IV - Medical risk of withdrawal
> Continuing Care - the basis of relapse
prevention and recovery

New Navy Alcohol
Treatment (cont.)

> IOP lasts 1-2 weeks
> Philosophy of treatment;

- pts must learn a program of self-management,
to cope with sobriety/responsible consumption,
emotional stress, and/or physical cravings
associated with alcohol

- this includes a new social network and
knowledge to develop alternatives to and
derive pleasure from substance -free activities.

Y The Goal of Successful
Treatment
ABSTINENCE: when a

program is adhered to for 3 years
41 thereis a 70% recovery rate
/) > NEVER support “controlled
drinking” as a goal for an alcoholic

BUMEDINST 5300.8 (cont.)
Waiver Package

SF 88/93/NAVMED 612012
»PSYCHIATRIC EVALUATION
- initially
- annually in aftercare
» Internal medicine eval “as
indicated”
»Copy of Level II/lIl/IOP Treatment
Summary (1st time only)

BUMEDINST 5300.8 (cont.)

Waiver Package
FS NARRATIVE addressing:
- work performance
- peer relationships
- family/marital/SO/relationships
- psychosocial stressors
- attitude towards recovery
- abstinence
- AA attendance
- MSE
» DAPA’s statement to document aftercare

UMEDINST 5300.8 (cont.)
Interval for Flight PEs

»Upon completion of
treatment with waiver
submission

»>Annually thereafter
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BUMEDINST 5300.8 (cont.)
Aftercare Requirements

FS visit: monthly (1st year); quarterly (2nd
and 3rd years)
DAPA visits:
- monthly for 3 years
- documented AA
> AA (or other organized recovery program¥*)
- 3x/week for 1st year
- 4x/month thereafter

Relapse

Command MUST submit request for
revocation of waiver

e We will consider (case-by-case) if a second
waiver will be recommended - usually don’t
even consider submission for 12 months
after re-eval, retreatment, and aftercare
back at beginning

o Severity of relapse and evidence of recovery
governs decisions

Predictors of Good Future
apability (useful for special evals)

»no family history of substance abuse or
mental illness

» lack of disciplinary/legal problems

> no personal psychiatric history

» positive life goals and plans

> one year of abstinence

Visiting Professional
Program

In past all FSs went en route to their first duty
station as a flight surgeon. &

No current mechanism formally ($$$)

Ifyou have not had this experience during
internship/residency/life please request to attend
the four-day program on base at the ATC or as
soon as possible at your duty station

30

omparison of Service/FAA
Alcohol Policies

> None distinguish abuse from dependence
» Minimum down time:

- USA: 6 months

- USAF: 60 days

- USN: 30days

- FAA: 90 days
» All require total abstinence
» Aftercare emphasis - USN and FAA only

SUMMARY

USN still most liberal inreturnto |
flying

»Substance Abuse/Dependency is
not a disease of “spontaneous
insight” »

»Physicians must be better educated

»Alcohol use is not a “right” - like
flying, it is lost when it is abused




DEPARTMENT OF THE NAVY
Bureau of Medicine and Surgery
' Washington. DC  20372-5120

BUMED INSTRUCTION 5300.8

From: Chief, Bureau of Medicine and
Surgery
To: All Ships and Stations

Subj: DISPOSITION OF REHABILITATED
ALCOHOL DEPENDENT OR
ABUSER AIRCREW, AIR CONTROL-
LERS, HYPOBARIC CHAMBER
INSIDE OBSERVERS AND
INSTRUCTORS

Ref:  (a) SECNAVINST 5300.28B
(b) OPNAVINST 5350.4B

1. Purpose. To provide guidance for the uni-
form disposition of aviators, aircrew, air traffic
controllers, and hypobaric chamber inside
observers and instructors who have been
diagnosed as alcohol dependent or alcohol
abusers.

2. Cancellation. NAVMEDCOMINST 5300.2.

3. Scope. Applies to all commands and activi-
ues having aircrew personnel, air controllers, and
hypobaric chamber inside observers or instructors
within their administrative control.

4. Background. The Navy recognizes that
alcoholism is treatable and has established
programs emphasizing individual participation in
reatment and rehabilitation. Within the con-
straints imposed by flight safety regulations,
appropriate Federal Aviation Administration
(FAA) regulations, and all pertinent Chief of
Naval Operations (CNO) and Bureau of
Medicine and Surgery (BUMED) directives,
these individuals should be returned, as
expeditiously as possible, to their special duty
assignments, per reference (a). The uniform
disposition of rehabilitated aviation personnel
throughout the naval aviation communities should
be commensurate with operational requirements.

BUMEDINST 5300.8
BUMED-23
20. March 1992

W/ 1 NSG changes/updates

5. Applicability. Applies to all aeronautically

‘designated personnel or students (Navy and

Marine Corps), active and Reserve, serving in 2
flying status involving operational or training
flights (DIFOT), duty in a flying status not
involving flying (DIFDEN) orders, those
personnel serving as hypobaric chamber inside
observers or instuctors under hazardous duty
incentive pay (HDIP) orders, and to all civilian
employees of the Deparument of the Navy,
including nonappropriated fund employees and
contract employees’ involved with frequent aerial
flights or air wraffic control duties.

6. Action

a. Personnel diagnosed as alcohol depend-
ent or alcohol abusers using current Diagnostic
and Statistic Marual (DSM) criteria must be
grounded immediately and found not physically
qualified (NPQ) for all aviation duty. The
diagnostic criteriz should conform to the most
current DSM of the American Psychiatric
Association.

$MSG 1813002 JAN 94 Aviation persommel dia
s aiconol depenaent prior to 1987 or as a
abusers l|l)r01r to 20 MAR 97 need to be identified

b. Disposition:
and shall be subject to this imstruction.

(1) Persornel diagnosed as alcohol
dependent by a flight surgeon, other medical
officer, or cliniczl psychologist must be imme-
diately referred 1o a Level IIl inpatient program

for treatment.

(2) Persennel diagnosed as alcohol
abusers and judged by a flight surgeon, other
medical officer, or clinical psychologist not to be
dependent must be immediately referred to a
command alcohol counseling center Level II -
program for treaument per reference (b).

c. Upon satsfactory completion of the
appropriate treatment program, personnel must
be evaluated by a flight surgeon. (Aviation
medical examiners under competent orders are
used synonymously under the collective tide flight

e

0510LDO5S58470
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BUMEDINST 5300.8
20 March 1992

surgeon throughout this instruction.) Those
diagnosed as alcohol dependent and alcohol
abusers are to be considered NPQ for aviation
duties. Return to flight status requires a waiver
for such duty from the Chief, Bureau of Naval
Personnel or Commandant of the Marine Corps.

d. A recommendation for return to flight
status, air controller duties, or hypobaric inside
observer or instructor duties rests on a positive
assessment by the flight surgeon. The flight
surgeon must consider the following areas when
makxng a recommendation:

(1) Member’s positive attitude and
ungualified acknowledgement of his or her
alcohol disorder.

(2) Successful completion of the
appropriate treatment program with favorable
prognostic statement by the treaunent facility.

(3) Abstinence from alcohol.

(4) Satisfactory participation in an
ongoing program of recovery. The flight surgeon
and squadron drug and alcohol program advisor
(DAPA) must document required visits. The
member must provide proof of attendance at
Alcoholics Anonymous (AA) or other organized
ourpatient alcohol recovery program.

e. Aftercare Intervals. The member must
visit the following professionals and organizations
at the intervals specified:

(1) Flight Surgeon. Monthly for the
first 12 months, then every 3 months for the
remaining 2 years.

(2) DAPA. Monthly for the entire
3 years with documentation of AA attendance.

(3) AA. Auended at least 3 times per
week for the first 12 months out of treatment,
then no less than 4 times per month for the
remainder of the documented recovery program.
Exceptions to this recovery program schedule for
operational necessity must receive command
endorsement.

f. All personnel must be given a series of
physical examinations specified to provide
additional monitoring of the recovery process.
Forward all physicals to BUMED (MED-236)
located at the Naval Aerospace Medical Institute
(NAVAEROSPMEDINST), Naval Air Station,
Pensacola, FL 32508-5600. These examinations
must include a complete flight physical (SF 88
and SF 93 or NAVMED 6120/2 as appropriate)
as well as the following informaton:

(1) Flight surgeon’s narrative assessment
of the member’s recovery specifically addressing:
work performance, peer relationships, family and
marital relationships, psychosocial stressors and
awitude toward recovery, abstinence, and AA
atendance. A mental status examination should
be performed with referral to NAVAEROSP-

- MEDINST for specialized neuropsychological

testing if there are any questions of cognitive
impairment.

(2) Copy of Level 1I' or Level III
treatment summary (first time only).

(3) Flight surgeon’s and DAPA’s
statements t0 cocument aftercare, including AA
auendance. (AA auendance is usually verified
by signature card and recorded by command
DAPA.) '

(4) Psvchiatric evaluation by a privileged
psychiatrist or clinical psychologist at initial )
waiver request, then annually while in aftercare. required

(5) Internal medicine evaluation at initial
waiver request as indicated. gastritis, ect. (FS rec.)

g. lntervals for performance of flight
physicals:
¥s6 0213007 FEB ¢
deleted (1¥mmediately-upon—eompletion-of

aoprepriste—treatmrent-orogram: . Subait grounding P.E
upon diagnosis og alcohol dependence or abuse.

56 0213007 FEB 8¢ cor dus
deleted (5) e g-the

first12-menths-ef-recoverythen-at6-menth
; e for gt ining 2 3 ; 1

aviattoreareer: A complete P.E. should be submitted with initial

- waiver request. Thereafter P.E. [or endorsement are required

anngally for continuance.
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(3) Recommendation of return to service
group I, service group II, or service group III
(class I personnel).

(4) Upon recommendation of return to
naval flight officer, aircrew, air traffic controller,
or hypobaric inside observer or instructor duties
(class II personnel).

(5) Upon subsequent restriction of
special duty assignment for any reason.

h. Return to flight status or aviation related
duties:

(1) No sooner than 30 days after satis-
factory completion of the appropriate treatment

program. ‘ﬁ o(éa

(2)- Those diagnosed as alcohol abusers,
providing the criteria in paragraphs 6(d) and (e)
are met, may request a waiver to return o class
Il duties normally after 90 days of demonstrated
recovery.

(3) Those diagnosed as alcohol
dependent and all class I aviation personnel will
normally be returned to aviation duties after at
least 3 months of demonstrated recovery and
meeting the criteria in paragraphs 6(d) and (e).
In cases of continued personal turmoil, emotional
instability, or poor adherence to recovery pro-
gram, the flight surgeon may wish to extend the
observation time as long as 12 months. The
30-day option should only be used in those cases
with minimum risk factors, minimal family or
personal turmoil, and unqualified participation in
treatment and recovery. '

i. Submit initial waiver requests and flight
physical with commanding officer's endorsements
and specified consultations and documentation to
MED-236 for review.

j. In line with current FAA and Navy and
Marine Corps policy, Antabuse therapy is con-
sidered to be disqualifying for duty involving
flight operations for all personnel who are
involved in the conduct and safety of flight.

30-3
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A minimum of 14 days should lapse after
cessation of Antabuse before resuming flying
duties.

7. Noncompliance. Continued denial of an
alcohol problem and refusal to abstain from
alcohol following treatment is unacceptable for
continued aviation status in any capacity and
requires submission of SF 88 and SF 93 to
MED-236. The disease concept of alcoholism,
plus potential safety considerations, does not
permit a trial of social drinking for an individual
with a diagnosis of alcohol dependence or abuse.
Refusal to abstain from alcohol requires a
recommendation of permanent removal from
flight status. Full documentation for such a
recommendation must be provided with
endorsement by the individual’s commanding
officer.

8. Forms

a. SF 88 (10-75), Report of Medical
Examination, NSN 7540-00-634-4038, and
SF 93 (10-74), Report of Medical History,
NSN 7530-00-181-8368, are available from the
Federal Supply System through normal supply
procurement procedures.

b. NAVMED 6120/2 (11-79), Officer
Physical Examination Questionnaire, S/N
0105-LF-208-3071, is available from the
Navy Supply System and may be requisi-
tioned per NAVSUP P-2002D.

D. F. HAGEN

Distribution:

SNDL Parts 1 and 2

MARCORPS Codes PCN 71000000000
and 71000000100

BUMED (250 copies)

Stocked:
Navy Aviation Supply Office

- Physical Distribution Division, Code 103

5801 Tabor Avenue
Philadelphia, PA 19120-5099
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RMKS/1. SINCE THE INITIAL RELEASE -OF REF C, THERE HAVE BEEN SEVERAL
CHANGES TO THE BASIC INSTRUCTION (REFS E,F,G). CURRENTLY, THE ONLY
WRITTEN GUIDANCE WHICH INCORPORATES ALL THE CHANGES IS REF H. THIS
MESSAGE SERVES AS A RECAPITULATION OF THE BASIC INSTRUCTION WITH TEE
APPROVED CHANGES PENDING REVISION OF REF C.

SUBJ: DISPOSITION OF REHABILITATED ALCOHOL DEPENDENT OR ABUSER
ATRCREW, AIR CONTROLLERS, HYPOBARIC CHAMBER INSIDE OBSERVERS AND
INSTRUCTORS. .

1. PURPOSE. TO PROVIDE GUIDANCE FOR THE UNIFCRM DISPOSITION OF
AVIATION PERSONNEL, AIRCREW,-AIR TRAFFIC CONTROLLERS AND HYPOBARIC
CHAMBER INSIDE OBSERVERS OR INSTRUCTORS WHO HAVE BEEN DIAGNOSED AS
ALCOHOL DEPENDENT OR ALCOHOL ABUSERS.

2. SCOPE. APPLIES TO ALL COMMANDS AND ACTIVITIES HAVING AIRCREW
PERSONNEL, AIR CONTROLLERS, UNMANNED AERIAL VEHICLE OPERATORS, AND
HYPOBARIC CHAMBER INSIDE OBSERVERS OR INSTRUCTORS WITHIN THEIR
ADMINISTRATIVE CONTROL.

3. BACKGROUND. THE NAVY RECOGNIZES THAT ALCOXOLISM IS TREATABLE AND
HAS ESTABLISHED PROGRAMS EMPHASIZING INDIVIDUAL PARTICIPATION IN
TREATMENT AND REHABILITATION. WITHIN THE CONSTRAINTS IMPOSED BY
FLIGHT SAFETY REGULATIONS, APPROPRIATE FEDERAIL AVIATION
ADMINISTRATION (FAA) REGULATIONS, AND ALL PERTINENT CHIEF OF NAVAL
OPERATIONS (CNO) AND BUREAU OF MEDICINE AND SURGERY (BUMED) ’
DIRECTIVES, THESE INDIVIDUALS SHOULD BE RETURNED, AS EXPEDITIOUSLY
AS POSSIBLE, TO THEIR SPECIAL DUTY ASSIGNMENTS, PER REFERENCE A. THE
UNIFORM DISPOSITION OF REHABILITATED AVIATION PERSONNEL THROUGHOUT
THE NAVAIL AVIATION COMMUNITIES SHOULD BE COMMENSURATE WITH s
OPERATIONAL REQUIREMENTS.

261300Z JUN 97 UNCLASSIFIED Pg 1
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4. APPLICABILITY. APPLIES TO ALL AERONAUTICALLY DESIGNATED PERSONNEL
OR STUDENTS (NAVY AND MARINE CORPS), ACTIVE AND RESERVE, SERVING IN A
- FLYING STATUS INVOLVING OPERATIONAL OR TRAINING FLIGHTS (DIFOQOT), DUTY
IN A FLYING STATUS NOT INVOLVING FLYING (DIFDEN) ORDERS, AIR TRAFFIC
CONTROLLERS, UNMANNED AERIAL VEHICLE OPERATORS, THOSE PERSONNEL
SERVING AS HYPOBARIC CHAMBER INSIDE OBSERVERS OR INSTRUCTORS UNDER
HAZARDOUS DUTY INCENTIVE PAY (HDIP) ORDERS, AND TO ALL CIVILIAN
EMPLOYEES OF THE DEPARTMENT OF THE NAVY INCLUDING NON-APPROPRIATED
FUND EMPLOYEES AND CONTRACT EMPLOYEES INVOLVED WITH FREQUENT AERIAL
FLIGHTS OR AIR TRAFFIC CONTROL DUTIES.

5. ACTION. ‘

A. PERSONNEL DIAGNOSED AS ALCOHOL DEPENDENT OR ALCOHOL ABUSERS
USING CURRENT DIAGNOSTIC AND STATISTIC MANUAL (DSM) CRITERIA MUST BE
GROUNDED IMMEDIATELY AND FOUND NOT PHYSICALLY QUALIFIED (NPQ) FOR ALL
AVIATION DUTY. THE DIAGNOSTIC CRITERIA SHOULD CONFORM TO THE MOST
CURRENT DSM OF THE AMERICAN PSYCHIATRIC ASSOCIATION. THE DSM -
CRITERIA REQUIRE DOCUMENTATION OF A PATTERN OF MALADAPTIVE BEHAVIOR
FOR EITHER A DIAGNOSIS OF ALCCHOL ABUSE OR DEPENDENCE. ALL AVIATION
PHYSICAL, EXAMS SHALL INCLUDE THE FOLLOWING QUESTION ON THE
APPROPRIATE QUESTIONNAIRE (SF-93, 6120/2 OR ABBREVIATED INTERVAL EXAM
"SHORTFORM") : "HAVE YOU EVER BEEN DIAGNOSED OR HAD ANY LEVEL OF
TREATMENT FOR ALCOHOL ABUSE OR DEPENDENCE."

B. DISPOSITION

1. PERSONNEL DIAGNOSED AS ALCOHOL DEPENDENT BY A FLIGHT
SURGEON, OTHER MEDICAL OFFICER OR CLINICAL PSYCHOLOGIST MUST BE
IMMEDIATELY REFERRED TO A LEVEL III INPATIENT PROGRAM FOR TREATMENT
PER REFERENCES B AND C. LEVEL III TREATMENT IS DEFINED IN
REFERENCE B.

' 2. PERSONNEL DIAGNOSED AS ALCOHOL ABUSERS AND JUDGED BY A
FLIGHT SURGEON, OTEHER MEDICAL OFFICER, OR CLINICAL PSYCHOLOGIST, NOT
- TO BE DEPENDENT MUST 3= IMMEDIATELY REFERRED TO A COMMAND ALCOHOL
COUNSELING CENTER LEVEL II OUT-PATIENT PROGRAM FOR TR=ZATMENT AS PER
REFERENCES B AND C. LZIVEL II TREATMENT IS DEFINED IN REFERENCE B.

3. AVIATION PERSONNEL DIAGNOSED AS ALCOHOL DEPENDENT PRIOR TO
1987 OR AS ALCOHOL ABUSER PRIOR TO 20 MAR 92 NEED TO BE IDENTIFIED
AND SHALL BE SUBJECT TO THIS INSTRUCTION PER REFERENCE D.

C. UPON SATISFACTORY COMPLETION OF THE APPROPRIATE TREATMENT
PROGRAM, PERSONNEL MUST BE EVALUATED BY A FLIGHT SURGEON. (AVIATION
MEDICAL EXAMINERS UNDER COMPETENT ORDERS ARE USED SYNONYMOUSLY UNDER
THE COLLECTIVE TITLE FLIGHT SURGEON THROUGHOUT THIS INSTRUCTION) .
THOSE DIAGNOSED AS ALCOHOL DEPENDENT AND ALCOHOL ABUSERS ARE TO BE
CONSIDERED NPQ FOR AVIATION DUTIES. RETURN TO FLIGHT STATUS REQUIRES
A WAIVER FOR SUCH DUTY FROM THE CHIEF OF NAVAL PERSONNEL, OR
COMMANDANT OF THE MARINE CORPS. ' .

"D. A RECOMMENDATION FOR RETURN TO FLIGHT STATUS, AIR CONTROLLER
DUTIES OR HYPOBARIC INSIDE OBSERVER OR INSTRUCTOR DUTIES RESTS ON A
POSITIVE ASSESSMENT BY THE FLIGHT SURGEON, WHO MUST CONSIDER THE
FOLLOWING AREAS WHEN MAKING A RECOMMENDATION: ,

1. MEMBER’S POSITIVE ATTITUDE AND UNQUALIFIED ACKNOWLEDGMENT
OF HIS OR HER ALCOHOL DISORDER.

2. SUCCESSFUL COMPLETION OF THE APPROPRIATE TREATMENT PROGRAM
WITH FAVORABLE PROGNOSTIC STATEMENT BY THE TREATMENT FACILITY.

261300Z JUN 97 UNCLASSIFIETD Pg 2
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3. ABSTINENCE FROM ALCOHOL.

4. SATISFACTORY PARTICIPATION IN AN ONGOING PROGRAM OF
RECOVERY. THE FLIGHT SURGEON AND SQUADRON DRUG AND ALCOHOL PROGRAM
ADVISOR (DAPA) OR UNIT’S SUBSTANCE ABUSE CONTROL OFFICER (SACO) MUST
DOCUMENT REQUIRED VISITS. THE MEMBER WILL PROVIDE PROOF OF
ATTENDANCE AT ALCOHOLICS ANONYMOUS (AA) OR OTHER ORGANIZED OUTPATIENT
ALCOHOL RECOVERY PROGRAM.

E. AFTERCARE INTERVALS. THE MEMBER MUST VISIT THE FOLLOWING
PROFESSIONALS AND ORGANIZATIONS, AT A MINIMUM, AT THE INTERVALS
SPECIFIED:

1. FLIGHT SURGEON. MONTHLY FOR THE FIRST 12 MONTHS, THEN
EVERY 3 MONTHS FOR THE REMAINING 2 YEARS.

2. DAPA/SACO. MONTHLY FOR THE ENTIRE 3 YEARS WITH
DOCUMENTATION OF AA ATTENDANCE.

3. AA. ATTEND AT LEAST 3 TIMES PER WEEK FOR THE FIRST 12
MONTHS OUT OF TREATMENT, THEN NO LESS THAN 4 TIMES PER MONTH FOR THE
REMAINDER OF THE DOCUMENTED RECOVERY PROGRAM. EXCEPTIONS TO THIS
RECOVERY PROGRAM SCHEDULE FOR OPERATIONAL NECESSITY MUST RECEIVE
COMMAND ENDORSEMENT .

F. ALL PERSONNEL WILL BE GIVEN A SERIES OF PHYSICAL EXAMINATIONS
SPECIFIED TO PROVIDE ADDITIONAL MONITORING OF THE RECOVERY PROCESS.

- FORWARD ALL PHYSICALS TO BUMED (MED-236) LOCATED AT THE NAVAL
OPERATION MEDICINE INSTITUTE (NAVOPMEDINST), NAVAL AIR STATION,
PENSACOLA, FL 32508-1047. THESE EXAMINATIONS MUST INCLUDE A COMPLETE
FLIGHT PHYSICAL (SF 88 AND 93 OR NAVMED 6120/2 AS APPROPRIATE) AS
WELL AS THE FOLLOWING INFORMATION:

1. FLIGHT SURGEON’S NARRATIVE ASSESSMENT OF THE MEMBER'’S
RECOVERY SPECIFICALLY ADDRESSING: WORK PERFORMANCE, PEER
RELATIONSHIPS, FAMILY AND MARITAL RELATIONSHIPS, PSYCHOSOCIAL
STRESSORS AND ATTITUDE TOWARDS RECOVERY, ABSTINENCE AND AA
ATTENDANCE. A MENTAL STATUS EXAMINATION SHOULD BE PERFORMED WITH
REFERRAL TO NAVOPMEDINST FOR SPECIALIZED NEUROPSYCHOLOGICAL TESTING
IF THERE ARE ANY QUESTIONS OF COGNITIVE IMPAIRMENT.

2. COPY OF LEVEL II OR LEVEL III TREATMENT SUMMARY (FIRST
TIME ONLY) .

3. FLIGHT SURGEON'S AND DAPA’S/SACO’'S STATEMENTS TO DOCUMENT
AFTERCARE, INCLUDING AA ATTENDANCE. (AA ATTENDANCE IS USUALLY
VERIFIED BY SIGNATURE CARD AND RECORDED BY COMMAND DAPA/SACO.)

4. PSYCHIATRIC EVALUATION BY A PRIVILEGED PSYCHIATRIST OR
CLINICAL PSYCHOLOGIST AT INITIAL WAIVER REQUEST, THEN ANNUALLY WHILE
IN AFTERCARE. ’ ' :

5. INTERNAL MEDICINE EVALUATION AT INITIAL WAIVER REQUEST IF
MEDICALLY INDICATED.

G. INTERVALS FOR PERFORMANCE OF FLIGHT PHYSICALS.

1. UPON DIAGNOSIS OF ALCOHOL DEPENDENCE OR ABUSE BY A FLIGHT
SURGEON, OTHER MEDICAL OFFICER, OR CLINICAL PSYCHOLOGIST (A GROUNDING
PE), PER REFERENCE E.

2. UPON INITIAL WAIVER REQUEST FOR AVIATION DUTY. MEMBER’S
REQUEST LETTER MUST INCLUDE ACKNOWLEDGEMENT OF THE SPECIFIC
REQUIREMENTS AND PROVISIONS OF THIS INSTRUCTION.

3. A COMPLETE PE MUST BE SUBMITTED ANNUALLY FOR CONTINUANCE

OF WAIVER.
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4. UPON RECOMMENDATION OF RETURN TO SERYICE GROUP I, SERVICE
GROUP II, OR SERVICE GROUP III (CLASS I PERSONNEL) .

5. UPON RECOMMENDATION OF RETURN TO NAVAL FLIGHT OFFICER,
ATIRCREW, HYPOBARIC INSIDE OBSERVER (CLASS II) AIR TRAFFIC CONTROLLER,
OR UNMANNED AERIAL VEHICLE (CLASS III) OR INSTRUCTOR DUTIES.

6. UPON SUBSEQUENT RESTRICTION OF SPECIAL DUTY ASSIGNMENT FOR
ANY REASON.

H. RETURN TO FLIGHT STATUS OR AVIATION RELATED DUTIES FOR ALL
PERSONNEL:

1. NORMALLY AFTER 90 DAYS OF DEMONSTRATED RECOVERY AND
MEETING THE CRITERIA IN PARAGRAPHS 6 (D) AND (E). 1IN CASES OF
CONTINUED PERSONAL TURMOIL, EMOTIONAL INSTABILITY, OR POOR ADHERENCE
TO RECOVERY PROGRAM, THE FLIGHT SURGEON MAY WISH TO EXTEND THE OBRSER-
VATION TIME AS LONG AS 12 MONTHS.

2. IN NO CASE SOONER THAN 30 DAYS AFTER SATISFACTORY
COMPLETION OF THE APPROPRIATE TREATMENT PROGRAM FOR CLASS II AND I<II
PERSONNEL.

3. THOSE DIAGNOSED AS ALCOHOL DEPENDENT AND ALL CLASS I
AVIATION PERSONNEL WILL NORMALLY BE RETURNED TO AVIATION DUTIES AFTER
AT LEAST 3 MONTHS OF DEMONSTRATED RECOVERY AND MEETING THE CRITERIA
- IN PARAGRAPHS 5(D) AND (E). IN CASES OF CONTINUED PERSONAL TURMOIL,

EMOTIONAL INSTABILITY, OR POOR ADHERENCE TO RECOVERY PROGRAM, THE
FLIGHT SURGEON MAY WISH TO EXTEND THE OBSERVATION TIME AS LONG AS 12
MONTHS. THE 30 DAY OPTION SHOULD ONLY BE USED IN THOSE CASES WITH
MINIMUM RISK FACTORS, MINIMAL FAMILY OR PERSONAL TURMOIL, AND UNQUAL-
IFIED PARTICIPATION IN TREATMENT AND RECOVERY.

I. SUBMIT INITIAL WAIVER REQUESTS AND FLIGHT PHYSICAL WITH
COMMANDING OFFICER’S ENDORSEMENTS AND SPECIFIED CONSULTATIONS AND
DOCUMENTATION TO MED 236 (NOMI CODE 42) FOR REVIEW.

. J. IN LINE WITH CURRENT FAA AND- NAVY AND MARINE CORPS POLICY,
DISULFIRAM (ANTABUSE) THERAPY IS CONSIDERED TO BE DISQUALIFYING FOR
DUTY INVOLVING FLIGET OPERATIONS FOR ALL PERSONNEL WHO ARE INVOLVED
IN THE CONDUCT AND SAFETY OF FLIGHT. A MINIMUM OF 14 DAYS SHOULD
ELAPSE AFTER CESSATICN OF DISULFIRAM BEFORE RESUMING FLYING DUTIES.
6. NONCOMPLIANCE. CONTINUED DENIAL OF AN ALCOHOL PROBLEM AND FAILURE
TO ABSTAIN FROM ALCOHOL “FOLLOWING TREATMENT IS UNACCEPTABLE FOR
CONTINUED AVIATION STATUS IN ANY CAPACITY AND REQUIRES SUBMISSION OF
SF 88 AND SF 93 TO BUMED 236. THE DISEASE CONCEPT OF ALCOHOLISM,
PLUS POTENTIAL SAFETY CONSIDERATIONS, DOES NOT PERMIT A TRIAL OF
SOCIAL DRINKING FOR AN INDIVIDUAL WITH A DIAGNOSIS OF ALCOHOL
DEPENDENCE OR ABUSE. - FAILURE TO ABSTAIN FROM ALCOHOL REQUIRES A
RECOMMENDATION OF REVOCATION OF WAIVER FOR FLIGHT STATUS. FULL
DOCUMENTATION FOR SUCH RECOMMENDATION MUST BE PROVIDED WITH
ENDORSEMENT BY THE INDIVIDUAL’S COMMANDING OFFICER. FAILURE TO
SUBMIT AFTERCARE DOCUMENTATION WILL RESULT IN REVOCATION OF WAIVER.
7. FORMS.

A. SF 88 (10/75), REPORT OF MEDICAL EXAMINATION, NSN 7540-00-
634-4038, AND SF 93 (10/74), REPORT OF MEDICAL HISTORY, NSN 7540-00-
181-8368, ARE AVAILABLE FROM FEDERAL SUPPLY SYSTEM THROUGH NORMAL
SUPPLY PROCUREMENT PROCEDURES.

B. NAVMED 6120/2 (11-79), OFFICER PHYSICAL EXAMINATION QUESTION-
NAIRE, S/N 0105-LF-208-3071, IS AVAILABLE FROM THE NAVY SUPPLY SYSTEM
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Effects on Patients of Health Professional’s Attitudes

The behavior that results from negatively based professional attitudes about alcoholism
and alcoholics will result in a more serious set of conseguences for both the pat1ent and
the care provider than those mentioned for the general public.

Because the alcoholic patient is perceived as not legitimately ill, he or she will
frequently be denied access to the health delivery system, i.e., "We don’t admit
alcoholics here."” If the manifestations of illness are reflected in serious medical or
psychiatric sequelae, the patient may then receive professional care for his or her
presenting symptoms (burns, trauma, gastritis, depression, etc.) but not receive the
appropriate care for the underlving illness of alcoholism.

Denial The patient’s denial, which is part of his or her illness, is frequently
joined by the denial of the profe351onal staff, resulting in a "conspiracy of silence™ in
which neither patient nor care provider discusses or acknowledges what is known to both.
This avoidance behavior contributes to the patient’s discomfort and guilt and to the
health professional’s guilt and inadeguacy. The health professional’s denial also serves
to further reinforce :the patient’s denial. Thus, one of the elements of this disease that
causes the most anger among professionals--denial (if he won’t admit that he’s an
alcoholic, then he doesn't reallyv want help, and I can’t give him any)--is unwittingly
perpetuated when the professional uses denial also. This process tvpically takes this
form: "My drinking’s not so bad. If I really had a preblem, the nurses and doctors would
say something about it. Since they haven’t that must mean I don’t have a problem. I

1

can’t be an alcoholic because I'm here getting help for my ulcer, and that’s all!
The- alcoholic patient, whose self-esteem is already damaged. fears that the
disclosure of his or her alconol abuse will further alienate others and increase feelings
of rejection and isolation. Conversely, most alcoholic people, despite their denial, are
desperately in need of someone with whom to share these feelings of rejection, isolation,
and loss of control, someone who will not judge or shame them. Health professicnal are
conceptualized by most people as care givers; knowledgeable and skilled professionals,
sought out by people when they are ill, hurt, in trouble, or in emotional trouble. When
nurses, physicians, community health workers, psychologists, and others that treat the
alcoholic patient with disgust, hostility, punitiveness, or even a subtle ambivalence,
this sensitive patient will have his or her sense of worthlessness reinforced. For
example, the patient might be feeling: "I must be no good to drink the way I do; I'm weak
and worthless. The doctors and nurses here are disgusted with me, I can tell. I’m taking
too much of their time, and they have given up hope on me. It must be true then——-I am no
good, and 1’1l never get any better.” 1If the patient has little hope of recovery and
health professionals reinforce this notion, the chances are the patient will live up to
our expectations and not recover. The revolving door syndrome of repeated relapses and
associated health care problems is thus perpetuated in part by health professionals.

Avoidance The feelings of frustration and inadequacy that care providers experience
in attempting to treat alcoholic patients will result in avoidance of these patients when
possible. When directly confronted with evidence that the patient’s alcohol abuse is
causing an acute or chronic health care problem, physician’s and nurses will frequently
"treat” the alcohol abuse with a cursory warning: "You had better stop drinking, it’s
killing you." Too often the patient is not appropriately treated or even referred to
treatment resources; yet the same health professionals are surprised and disappointed
when the patient reappears again ill and "still" abusing alcohol..

The avoidance and subterfuge that- surrounds the care of the alcoholic patient can-
result in delay or nonprovision of lifesaving treatment. For example, a physician who has
knowledge of a patient’s alcoholism may admit the patient to the hospital under the
diagnosis of "gastritis." When the patient has a grand mal seizure and delirium tremens 2
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days later, the nursing staff and the residents are not prepared and a life-threatening,
medical crisis ensues. The staff are angry and while it is really the admitting physician
who is the object of their anger, it is far easier and safer to project that anger into
the patient who is giving them "a rough time." This kind of cover-up 1is a disservice to
both the patient and the staff.

The attitude held by many heaith professionals that the alcoholic must "hit bottom”
before he or she can be treated can also delay appropriate treatment. The patient does
not have to lose everything--family, job home, self-esteem, and health— before help can
be made available and accepted by the patient.

.. The professional’s discomfort and ambivalence about alcoholism can interfere with
motivation in attempting to provide treatment. And again, projective behavior in which
the lack of motivation is attributed to the patient and serves as a rationalization for
not offering treatment may be used. The patient is thus made responsible for initiating
his or her own treatment. This‘'is unfair; we do not place the same responsibilities on
other chronically ill patients.

Another behavioral result of negative and moralistic attitudes is the loss of early
treatment opportunities. Generally, the earlier a disease is treated, the better the
prognosis will be; this holds true for alcoholism. Health care professionals who
stereotype the alcoholic person as a weak-willed, aimless, homeless, derelict will fail to
recognize the aifluent, well-dressed, married, working individual in the early stages of
alcoholism. The patient’s prognosis is far worse by the time symptoms coincide with the
heaith professional’s stereotypical conception.

Negative attitudes frequently result in educational and clinical programs for health
professionals that limit the amount cof contact and experience students couid obtain in
working with alcoholic patients and their families.. The educational vacuum is thus
maintained, as are opportunities for changing negative attitudes through knowledge and
experience. .

Health professionals are surrounded by an atmosphere which discourages positive
attitudes and reinforces negative ones. For example, the lack of appropriate insurance
coverage in many places serves to reinforce the notion that alcoholism is not a legitimate
disease. The truth is that insurance companies, like the population in general, are
unenlightened. Insurance companies that do provide coverage for detoxification,
rehabilitation, and general hospital services recognize that the treatment of alcoholism
saves money in the long run.

Additionally, the problem of derived stigma (negative conceptions of those who work
with or try to help alcoholics), discourages many professionals from adopting more
positive attitudes. They fear that, like the alcoholic, they may be perceived by their
.peers as unacceptable and ultimately be rejected.

FOSTERING HELPFUL ATTITUDES AND MINIMIZING UNHELPFUL ONES

The health professional who reflects a positive, accepting, and knowledgeable
attitude in the treatment of alcoholism can expect a more cooperative and hopeful patient.
When the alcoholic patient is treated with respect and compassion, the likelihood is great
that denial will decrease and treatment. alternatives can, at the very least, be explored.
The community health nurse who has nonjudgemental attitudes and appropriate understanding
and expectations of the alcoholic patient is not as likely to take the patient’s relapses
as indications of her own professional inadequacy, and thus avoids the frustration, anger,
and avoidance of her colleagues experience. The health professional with a more positive
attitude feels less guilt and also blames the patient less. If the practitioner truly
accepts the disease model of alcoholism, emotionally as well as rationally, and reflects
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this in dealing with patients, then the patients can begin to regain their sense of self-
esteem, worth, and dignity. The possibility of recovery becomes more realistic and the
patients and staff will invest more in treatment opportunities.

What are Helpful Attitudes?

" Helpful or positive attitudes have been mentioned briefly in previous sections. As
a model toward which to work in shaping their own attitudes health professionals can
consider these attitudes towards drinking. alcoholism, and alcoholic patients.

Drinking alcohol has no moral implication attached to it; those who do drink alcohol
are not necessarily bad or good.

Drunkenness is neither comical nor disgusting, but rather a serious effect of an
overdose of a drug.

Alcoholism is a disease; although complex and not completely understood, it is a
disease as legitimate as any other. '

Health care providers have professional responsibilities in treating patients and
families who are the victims of alcoholism to the best of their skill, knowledge,
and capabilities.

-
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What most people ask about Alcoholics
‘Anonymous

Zditor’s note: Alcoholics Anonymous has about 1.5 milion members in 76,000
grouvs in 114 countries. Following are excerpts from the pamphlet “A
Newcomer Asks... " published by Alcoholics Anonymous to answer the questions
most frequently asked by peopie approaching AA for the first time. The
excerpts are published with permission of AA. World Services.

Am I an alcoholic?

H you repeatedly drink more than you intend or want to, if you get into trouble,
or if you have memory lapses when you drink you may be an alcobolic. Only vou
can decide. No one in A-A. will tell vou whether you are or not.

The 12 Steps

The 12 Steps of the Alcoholics Anonymous program were drawn up by the
recovering alcoholics who founded the fellowship more than a half century ago.
They are the essence of the A.A. program. Other organizations dealing with
addictive behavior bave adapted them for their own use with permission of A A..
1. We admitted we were powerless over alcobol - that our lives had become
unmanageable.

2. Came to believe that 2 Power greater than ourseives could restore us to sanity.

3. Made a decision to turn our will and our lives over to the care of God as we
understood Him.

4. Made a searching and fearless moral inventory of ourselves.

5. Admitted to God, to ourselves, and to another human being the exact nantre of
our wrongs.

6. Were entirely ready to have God remove all these defects of character.
7. Humbly ask Him to remove our shortcomings.

8. Made a list of all persons we had harmed, and became willing to make ameads
to them ail.

9. Made direct amends to such people wherever possible, except whea to do so
would injure them or others.

10. Continued to take personal inventory and when we were wrong promptly
admitted it.

11. Sought through prayer and meditation to improve our conscious contact with
God as we understood him, praying only for knowledge of His will for us and the
power to carry that out.

12. Having had a spiritual awakening as the resuit of these steps, we tried to
carry this message to alcoholics, and to practice these principles in all our affairs.

{The 12 Steps are reprinted with permission of Alcoholics Anonymous Word
Service Inc. Permissioa to reprint this material does not mean that A A has
reviewed the contents of this section nor that A.A. agrees with the views
expressed herein. A.A. is a program of recovery from alcobolism. Use of the
steps in connection with programs which are patterned after A-A. but which
address other problems does not imply otherwise.)

What can I do if I am werried abeut my drinking?
Seek help. Alcoholics Anonymous can help.
‘What is Alcoholics Anonymous?

We are a fellowship of men and women who have lost the ability to control our
drinking and have found ourselves in various kinds of trouble as a resuit of
drinking We attempt - most of us successfully - to create a satisfying way of life
without alcobol. For this we find we need help and support of other alcobolics in
AA

If'L go to an A.A. meeting, does that commit me to anything?

No. AA does not keep membership files, or attendance records. You do not
have to reveal anything about yourself No one will bother you if you don’t want
to come.
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‘What happens if I meet people I know?

They will be there for the same reason you are there. They will not disclose your
identity to outsiders. At A A. you retain as much anonymity as you wish. That is
one of the reasons we call ourseives Alcoholics Anonymous.

What happens in an A.A. meeting?

An A.A. meeting may take one of several forms, but at any meeting you will find
alcoholics talking about what drinking did to their lives and personalities, what
actions they took to help themseives, and how they are living their lives today.
Hew can this help me with my drinking problem?

We in A A know what it is like to be addicted to be addicted to alcohol. and to
be unable to keep promises made to others and ourselves that we will stop
drinking. We are not professional therapists. Our only qualification for helping
others to recover from alcoholism is that we have stopped drinking ourselves, bu
probiem drinkers coming to us know that recovery is possible because they see
people who have doae it

‘Why do A.A.’s keep going to meetings after they are cured?

We in A.A. believe there is no such thing a cure for alcoholism. We can never
retum to normal drinking, and our ability to stay away from aicohol depends on
maintaining our physical, mental and spiritual health This we can achieve by
going to meetings regniarly and putting into practice what we learn there. In
addition we find that it helps us to stay sober if we help other aicoholics.

How do I join A.4.2

You are an A.A. member if and whea you sav so. The oanly requirement for an
A_A membership is a desire to stop drinking, and many of us were not very
wholehearted about that when we first approached A A..

How much does an A.A. membership cost?

There are no dues or fees for an A A. membership. An A.A. group will usually
have a collection during the meeting to cover expeases, such as reat, coffee. ect,
and to this all members are free to contribute as much or as little as they wish.

Is A.A. a religicus erganization?
No. Nor is it allied with any religious organization.
There’s a Jot of talk abeut God , though, isn’t there?

The majority of A A members believe that we have found the solution to our
drinking problem not through individual willpower, but through a power sreater
than ourselves. However, everyone defines this power as he or she wishes.
Many people call it God, others think it is the A.A group, still others don’t
believe it at all. There is room in A A for people of all shades of belief and
aonbelief

Can ] bring my family to sm A.A. meeting?

Family members or close friends are welcome at “open™ A.A. meetings. Discuss
this with your local contact.

‘What advice do yeu give to new members?

In our experience those who recover in ALA. are those who:
(a) Stay away from the first drink

{b) Atiend A A mestings regularly

(c) Seek out the people in A A who have successfuily stayed sober for some
time

(d) Try to put into practice the A_A. program of recovery



CHAPTER FOUR

ADJUSTMENT DISORDERS
AND

"L CODES

D))

The rest of the story

ENABLING O

« State the DSM-IV criteria forM

disorder and symptom subtypes

«. Describe clinical presentations consistent with
a “v” code diagnosis

« Differentiate between adjustment, mood and
anxiety disorders

« Discuss aeromedical disposition issues
pertaining to adjustment disorder/ “v” code
diagnoses

C

TERMINAL

D)

* Upon completion of this pe:
instruction.the SFS Extraordinaire will
render an accurate DSM-IV diagnosis when
presented with symptoms characteristic of
an adjustment disorder or “v” code
condition

&

ADJUSTMENT B?S@@ER\Q
» Maladaptive reaction withhw

onset of stressor/s

C

» Distress in excess of normal reaction

termination of stressor
» Acute versus Chronic

CODED SYMPTOM SGBHAPES

-
* With Depressed Mood
» With Anxiety
* With Anxiety and Depressed Mood
« With Disturbance of Conduct

¢ With Mixed Disturbance of Emotions
and Conduct

« Unspecified

)
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DIFFERENTIAL DHAGNOSES

(e )

« Residual category

* “V” Codes--severity of reaction to stressor
« PTSD--severity of stressor /specific sx

¢ Mood /Anxiety disorders--severity of sx

« Personality disorder—-qualify of sx

* Bereavement

 Bad day at work




NO!I NOII NOM—__

)

AXISI: Adjustment Dissder—"

AXIS II: Personality Disorder

“Because PersonalityDisorders are
frequently exacerbated by stress,the
additional diagnosis of Adjustment

Disorder is usually not made.”
DSM-IVpg625

Aeromedical

C

)

* NPQ during treatment
* No waiver required

FOCUS OF TREATMENT

* Relational problems
* Problems related to abuse or neglect
» Additional conditions
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C )]

* Supportive therapy
* Brief, goal-directed psychothérapy
* Most recover with or without therapy

¢ Therapy could hasten recovery
* 50% of patients treated resolve in I’%)nth
¢ Medication for target symptom -

A

“ P—CODBES

[ D))

« Other conditions that may
treatment

¢ Problems in living
* Not a mental disorder
¢ List on Axisl

Consider “V” C
C )

« Problem is the focus of tx W
disorder

* Pt has a mental disorder but it is unrelated
to the problem

« Pt has a mental disorder related to the
problem which is sufficiently severe to
warrant special clinical attention




RELATIONAL

C

« Relational Problem RelatedTg_L—Mgtzl/

Disorder or General Medical Condition
« Parent-Child Relational Problem
« Partner Relational Problem
« Sibling RelationalProblem_
« Relational Problem N.O.

PROBLEMS RELATED TO
ABUSE OR

D))

« Physical Abuse of Child
*» Sexual Abuse of Child

* Neglect of Child

« Physical Abuse of Adult
« Sexual Abuse of Adult

ADDITIONAL CONDITIONS

C

D)

» Noncompliance With Treatmeat——//

¢ Malingering

« Aduit Antisocial Bebavior

* Child or Adolescent Antisocial Behavior
* Borderline Intellectual Functioning

« Age-Related Cognitive Decline

» Bereavement

OTHER CONDITIONS

:@M’Q&

D))

¢ Occupational Problem

* Identity Problem

« Religious or Spiritual Problem
¢ Acculturation Problem

« Phase of Life Problem

EXAMPLES

—

D))

« AXISI: V622 Occupati

AXIS II: Narcissistic personality traits
e AXISI: V62.82 Bereavement

AXISII: 301.9 Personality Disorder NOS
* AXISI: 309.9 Adjustment DO

AXIS II: V71.09 No Diagnosis
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« Diagnosis and treatment OW

Digorders and “V” Codes

« Considerafions far. differential diagnoses
 Aeromedical dispositio: ;







CHAPTER

FIVE

Psychotic and Anxiety Disorders

CDR Mark Mittauer

Outline

+ Discuss diagnostic criteria for the major
psychotic and anxiety disorders

+ Discuss the aeromedical and general duty
dispositions

+ Discuss the treatment

Psychotic Disorders

General

+ Psychosis: a gross impairment in reality
testing

+ Symptoms:
- hallucinations (5 senses)
- delusions (fixed, false belief)
- disorganized speech (ex. incoheregf
- grossly disorganized behavior (dr™
catatonic)

General (cont.)

+ Diagnosis usually NPQ/unfit - and results in
a Medical Board discharge

+ Three exceptions to the above rule!

+ Potentially very dangerous (suicide and
violent behavior towards others)

+ DO NOT MISS ORGANIC CAUSES!- -
(potentially lethal)

Classification

+ Psychotic Disorder Due to a General
Medical Condition

+ Substance-Induced Psychotic Disorder
+ Delirium

+ Dementia

+ Schizophrenia

+ Schizophreniform Disorder
+ Brief Psychotic Disorder
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(Cont.)

+ Schizoaffective Disorder

+ Delusional Disorder

+ Atypical Psychotic Disorders
+ Culture-Bound Psychotic Syndromes
+ Psychotic Disorder NOS

Other Organic Causes

+ carbon monoxide poisoning
+ heavy metals poisoning

+ SLE (lupus)

+ Wilson’s disease

+ NPH (normal pressure hydrocephalus)

- ataxia, incontinence )Q: )1?
.
Uy

s

Substance-Induced Psychotic
Disorder

hallucinations or delusions

caused by medication use
(within one month of intoxication or
withdrawal)

+ Drugs:
hallucinogens (LSD, PCP, mescaline) ~ 7=
stimulants (cocaine, amphetam., eph gfj@
other - steroids, antihistamines, thyroXifi, ¢
disulfiram, anticholinergics (a .

+ Diagnosis:
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Psychotic Disorder Due to a
General Medical Condition
+ Diagnosis: hallucinations or delusions
organic cause
+ CNS:
epilepsy (TLE)
neoplasm
+ Infections:
viral/bacterial (meningitis, enc
HIV
neurosyphilis

brain trauma

(Cont.)

+ Aeromedical disposition:
- NPQ while patient is psychotic
- unfit while patient is psychotic
- reverts to PQ when symptoms resolved
and the underlying “organic factors are
identified and deemed unlikely to recyr”
- no waiver needed
+ Treatment: underlying condition;
neuroleptic/benzodiazepine for agitati

(Cont.)

+ Aeromedical disposition:
- NPQ/unfit while patient is psychotic
- reverts to PQ/fit when resolved (unless
the cause was alcohol or illicit drugs)
- no waiver needed
+ Treatment:
- stop the drug!
- neuroleptic/benzodiazepine for

agitation




+ Duration six or more months (1 mo. act

Schizophrenia -
Diagnosis
+ Two or more “characteristic” symptoms:
- delusions
- hallucinations
- disorganized speech (ex. incoherent)
- grossly disorganized or catatonic behavior,
- negative symptoms (flat affect, socj -
withdrawal, anhedonia, apathy)  (,
+ Functional deterioration (work, socia

Schizophrenia -
Characteristics

+ 1% lifetime prevalence

+ median age of onset - 15 to 25 (men)

+ five subtypes (ex., paranoid, catatonic,
disorganized)

+ 10 - 15% suicide (50% attempt)

+ potential for violence

Schizophrenia
(cont.)

+ Aeromedical disposition:
- NPQ/unfit
- medical board discharge
- no waiver
+ Treatment: o
- antipsychotics (haloperidol, /2 o
risperidone, clozapine, olanzapine, [ >
sertindole) \/ A

Schizophreniform Disorder

+ Diagnosis:
- same symptoms as for schizophrenia
- symptoms last for more than one month

but less than six months

+ Characteristics:
- abrupt onset of symptoms
- precipitating stressor often present
- better prognosis than for schizophg

Schizophreniform Disorder
(cont.)

+ Aeromedical disposition:
- NPQ/unfit
- medical board discharge
- no waiver
+ Treatment: same as for schizophrenia

Brief Psychotic Disorder
(“Brief Reactive Psychosis™)
+ Diagnosis:
- psychotic symptoms (often fewer and
less severe than for schizophrenia)
- symptoms resolve within one month
+ May be caused by a significant stressor
(ex. combat, natural disaster) y
+ abrupt onset of symptoms
+ good prognosis (50% to 80% have n
future psychiatric illness)
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Brief Psychotic Disorder
(cont.)

+ Aeromedical disposition:

- NPQ/unfit (limited duty medical board)
+ Waiver possible if:

- significant precipitating stressor

- good prognostic features (ex. abrupt

onset, brief duration, mood symp 5)*?
)

- one year after all symptoms res Y Ty,
Vi N
without recurrence, and taking no b

psychotropic medications

Schizoaffective Disorder
(cont.)

+ Aeromedical disposition:
- NPQ/unfit
- medical board discharge
- no waiver

+ Treatment:

- antidepressant (SSRI) or mood stg-- B
bilizer (lithium, valproic acid, cdr} ;ﬁnanj
zepi P' )

pine)

- neuroleptic only if essential; short teff™

Delusional Disorder
(cont.)
+ Aeromedical disposition:
- NPQ/unfit
- medical board discharge
+ Treatment:
- neuroleptic (haloperidol, risperidone,

pimozide)
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Schizoaffective Disorder

+ Diagnosis:
- symptoms of both schizophrenia and
amood disorder (ex. depression, mania)
- at least two weeks of psychotic
symptoms without mood symptoms
+ Characteristics: o
- better prognosis than schizophr
- worse prognosis than mood disorder

Delusional Disorder

+ Diagnosis:
- nonbizarre delusion for at least 1 month
- functioning not greatly impaired

+ Types:

- erotomanic - grandiose

- jealous - persecutory/m™

- somatic - mixed [@J
+ Less common than schizophrenia

+ May begin after a specific stressor

Atypical Psychotic Disorders

+ Example: Shared Psychotic Disorder
(folie a deux)
+ Aeromedical disposition:
- NPQ/unfit
- medical board discharge
- no waiver




Culture-Bound Psychotic
Syndromes

+ Many examples that are culture specific
+ Example: Koro (disappearing genitals or
breasts)

Summary

+ Disposition for most psychotic disorders is
NPQ/unfit - with no waiver possible

+ Exceptions:
- Psychotic Disorder Due to a General
Medical Condition

- Brief Psychotic Disorder (with mar
precipitating stressor and good prog
features)

Psychotic Disorder, NOS
(Not Otherwise Specified)

+ Diagnosis: psychotic symptoms that do not meet
criteria for any specific psychotic d.o.

+ Examples:
- Postpartum psychosis (probably a
bipolar or depressive disorder)
- Capgras’s syndrome (familiar people

are replaced by impostors)
- Lycanthropy (werewolf delusion) A
- Autoscopic psychosis %

————

+ Disposition: NPQ/unfit/no waiver/board

Anxiety Disorders

Definitions

+ normal anxiety = apprehension + autonomic
symptoms

+ pathological anxiety = inappropriate anxiety

+ fear = dread due to a known threat
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General Characteristics

+ common
+ lifetime prevalence:  30.5% male
19.2% female

+ comorbidity common (ex: depression,
substance abuse, several anxiety disorders)

+ significant suicide risk
+ genetic predisposition (especially pa
disorder)




DSM-1V Classification

+ Anxiety Disorder Due to a General Medical
Condition

+ Substance-Induced Anxiety Disorder
+ Panic Disorder (+/- Agoraphobia)
+ Agoraphobia

+ Specific Phobia

+ Social Phobia

+ Obsessive-Compulsive Disorder

Classification
(cont.)

+ Generalized Anxiety Disorder
+ Posttraumatic Stress Disorder
+ Acute Stress Disorder

+ Anxiety Disorder, NOS

Anxiety Disorder Due to a
General Medical Condition

+ Most commonly presents with panic attacks

+ Neurological:
- CNS trauma - migraine
- subarachnoid hemor. - epilepsy (TLE)

+ Endocrine:

- thyroid dysfunc. - hypogly m—lé*&?\
- pheochromocytoma - diabeteg., /\(\)3, j
Uy

+ Pulmonary: asthma

Organic Causes

(cont.)
+ Hypoxia:
-anemia - cardiac arrhythmia - Ml
+ Other:
- heavy metal poisoning - mononucleosis
- electrolyte imbalance

+ Treatment: “fix” the underlying condj ’A\F
S\[ o.‘
AN

Substance-Induced Anxiety
Disorder

+ Anxiety occurs during, or within one month
of, substance intoxication or withdrawal

+ alcohol

+ stimulants: amphetamine, cocaine, caffeine

+ serotinergics: LSD, MDMA, PCP

+ inhalants: solvents, glue, gasoline, pain j/?;?
benzodiazepines “>

+ prescription: antidepressants

PCN, sulfonamides, ASA‘-;

Panic Disorder
(with or without Agoraphobia)

+ Panic attack = discrete period of intense fear
or discomfort + at least 4 (of 13) symptoms
that start abruptly and peak within 10 min.

+ Diagnosis: )
- recurrent, unexpected panic attacks
- at least 1 month of concern about haying—
another attack, the result of an atta
CVA), or change in behavior due to
- not caused by organic or specific stre
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Agoraphobia

+ anxiety about being in a situation where, if
one has a panic attack, escape would be
hard or help would not be available

+ can diagnose alone or with Panic Disorder

Social Phobia

+ Diagnosis:
- fear of scrutiny or exposure to strangers
- patient fears showing anxiety or acting in
an embarrassing way
- interferes with social or job functioning .

Panic Disorder
(cont.)

+ Aeromedical disposition:
- NPQ/unfit

- limited duty or medical board discharge

- waiver possible 1 year after condition
resolved, off meds, treatment ended
+ Treatment:
- medical work-up - behavioral thé .
- drugs: antidepressant (SSRI, TCA, MAOI}
brief benzodiazepine (Xanax, Klonopi

Social Phobia -
Treatment

+ cognitive-behavioral therapy
+ exposure therapy (desensitization)

+ b-blocker (propanolol, atenolol) - especially
for performance anxiety

+ benzodiazepine (alprazolam, clonazapam)

+ Aeromedical disposition: R + MAOI (Nardil)

- PQ/fit generally AT + SSRI

- NPQ if mission execution (briefi

or flight safety compromised
. . Specific Phobia
Specific Phobia P
‘ (cont.)
+ marked, unreasonable fear of specific + Aeromedical disposition:
stimulus or situation - PQ/fit generally

+ stimulus avoided
+ interferes with functioning
+ most common (to least common):

death "’Q: ' g A

<,

animals, storms, heights, illness, inj\ZI

- NPQ if mission execution or flight
safety impacted (i.e., no wear mask)
- waiver possible 1 year after condition
resolved, off meds, not in treatm ’
+ Treatment:  exposure therapy (de
cognitive-behavioral th
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Obsessive-Compulsive Disorder
(OCD)
+ either obsessions or compulsions
+ obsession: intrusive thoughts or impulses
that cause anxiety and are ego-alien (dislike
+ compulsion: repetitive behaviors or mental
acts that one feels compelled to do to
neutralize the obsession R
+ 0. and c. - cause marked distress §

i
. . AN
- time-consuming (1+ hours{day) 2

- interfere with functioning *~ss

OCD Presentation
(cont.)

+ Most common to least common:

obsession compulsion
contamination washing, cleaning
doubt checking
repetitive thought mental ritugl§—-
symmetry/precision slowness [

OCD
(cont.)

+ Aeromedical disposition:
- NPQ/unfit
- limited duty or medical board
- waiver possible 1 year after condition
resolved, off meds, out of treatment -
+ Treatment: o T
- behavioral therapy (exposur, response’prey.,
- meds: SSRI (fluvoxamine), clomipr

- heroic: ECT, psychosurgery

PTSD

(cont.)

+ Aeromedical disposition:
- NPQ/unfit

- limited duty or medical board discharge

- waiver possible 1 year after condition

resolved, off meds, out of treatment

+ May see delayed onset (months to yegfs

3

AV

after the traumatic event)
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Posttraumatic Stress Disorder
(PTSD) - Diagnosis
+ symptoms present more than one month

+ exposure to a traumatic event that caused
intense fear, helplessness, or horror

+ reexperience the event (flashbacks, night-
mares, distress when reminded of event)

+ avoidance/numbing (amnesia, intentiona

forgetting, detachment, anhedonia) $\;\;Z

+ hyperarousal (insomnia, irritable, oy
hypervigilant, startles easily)

PTSD - Treatment is Symptom
Focused

+ psychotherapy (cognitive-behavioral)

+ EMDR (Eye-Movement Desensitization and
Reprocessing)

+ depression: SSRI, TCA

+ insomnia: zolpidem, trazodone, benzos.
+ hyperarousal: clonidine, propanolol
+ anxiety: benzodiazepine (clonazep -
+ impulsivity/mood lability: valproic atid




Acute Stress Disorder

+ Like PTSD, except symptoms last less than
one month and begin within one month of
the traumatic event

+ dissociation symptoms (numbing, dazed,
derealization, depersonalization, amnesia)

+ reexperience the trauma o
+ avoidance
+ hyperarousal

Uy

Acute Stress Disorder
(cont.)
+ Aeromedical disposition:
- NPQ/unfit
- limited duty medical board
- waiver possible 6 months after condi-
tion resolved, off meds, out of treatmen

+ Prevention: Critical Incident Stress
(CISD) within 72 hours after a tra
event

Generalized Anxiety Disorder
(GAD)
+ symptoms last at least six months
+ excessive worry abut several life
circumstances
+ autonomic arousal (irritable, tense,
insomnia, etc.)

+ symptoms interfere with functioning PN

3

AT
Vo

GAD
(cont.)

+ Aeromedical disposition:
- NPQ/unfit
- limited duty or medial board discharge
- waiver possible one year after condition

resolved, off meds, out of treatment

+ Treatment: o
- psychotherapy (cognitive-beha
- drugs: buspirone, benzodiazepin,

Summary

+ Look for organic causes and treat

+ All anxiety disorders can be waived one
year after condition resolved, off meds, out
of treatment

+ Simple Phobia and Specific Phobia usually
PQ AN

+ All other anxiety disorder diagnoses
NPQ/unfit A

L
N,
"

vQ”'U/ .

Finis
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Terminal Objectives

At the completion of this lecture the
student will understand:

1. The spectrum of mood disorders

2. Common aeromedical dispositions in
mood disorders

3. Normal and abnormal grief

4. The flight surgeon'’s role

Enabling Objectives

+ Discuss the diagnostic criteria for
Major Depressive Disorder

* Describe the aeromedical and general
disposition of the major mood
disorders

* Provide an example of normal and
abnormal grief

+ Discuss the informal “grief plans you
will develop at your commands

MOOD DISORDERS

* Most common MAJOR psychiatric
disturbance

» Rapid onset requires early recognition and
intervention

» Operational impairment significant

MOOD DISORDERS

* Major + Depressive
Depressive Disorder NOS
Disorder + Substance-

- Bipolar Disorder induced Mood

- Dysthymia Disorder

- Cyclothymic * Mood Disorder
Disorder Due to a General

Medical Condition

MAJOR DEPRESSION

- lifetime prevalence of 15%(25% in
women) - 10% of primary care pts

+ 50% have recurrence, often within 6
months

* treatable in 80% of patients

+ 15% of depressed patients commit
suicide




DSM-1V

Mayjor Depressive Episode

A. Five (or more) of the following symptoms
have been present during the same 2 week
period and represent a change from previous
functioning: at least one of the symptoms is
either (1) depressed mood or (2) loss of
interest or pleasure

B-E: Other quadl ifiers. . . see p163 of your
DSM-1IV

Criteria for MD Episode (cont)

- Depressed mood (sub- - fatigue or loss of

jective or observation)  energy

+ Diminished interest or - feelings of excessive

pleasure quilt or worthlessness

* Weight loss or gain + diminished ability to

(5%/mo) or significant  think or concentrate

appetite change * recurrent thoughts of
* insomnia or death, SI without plan,
hypersomnia or suicide attempt

+ psychomotor agitation

or retardation

Pneumonic for MD:

SIG E CAPS

* Sleep disturbance

* Interest Waning

* Guilt

* Energy

* Concentration

* Appetite

- Psychomotor Retardation

+ Suicidal Ideations/Behavior

ALWAYS ASK
ABOUT SUICIDE

Necessary Clinical Information

+ Family history

* Past history of depression/mania
* Medical symptoms/history/meds
* Current stressors

* Level of functioning

+ ETOH/drug use

Differential Diagnosis

+ Substance abuse/dependence
+ Stimulant withdrawal

+ Hypothyroidism

* Medications

* Malignancy

+ Zebras, etc...




A Caveat

The prevalence of mood disorders does
not differ from race to race. However,
clinicians tend to underdiagnose mood
disorders and to overdiagnose
schizophrenia in patients who have racial
or cultural backgrounds different from
their own. White psychiatrists, for
example, tend to underdiagnosed mood
disorders in Blacks and Hispanics

Disposition of Depression

* NPQ and AA
—Waiverable for a single episode
without psychotic symptoms
—1 year off meds/symptoms-free
« Unfit and Suitable for General Duty
~LIMDU Board

Bipolar Disorder

Manic Symptoms (cont.)

- racing thoughts (flight of ideas)

- distractibility

- increased goal-directed activity or
psychomotor agitation

- excessive involvement in pleasurable
activities that have a high potential for
painful consequences

- (hypersexuality, excessive religiousity,
increased spending may be seen -
psychotic sx if remains untreated)
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Treatment of Depression

 Antidepressants (SSRIs/TCAs)

* Psychotherapy (Cognitive/behavioral,
interpersonal, supportive, etc.)

¢ ECT (electricity can be good)

* (environmental manipulation - if improve
quickly, think PDs)

Bipolar Disorder

- Lifetime prevalence of 1% (about the
same as for schizophrenia)

+ Requires h/o a manic episode
(abnormally elevated, expansive, or
irritable mood lasting at least one week &
causes marked impairment)

* Manic symptoms:

- grandiosity
- decreased need for sleep
- rapid speech

Bipolar Disorder
Genetic Loading

+ One parent bipolar - 25% risk
- Two parents bipolar - 50% risk
* Twin studies:
- monozygotic: 33-90& (50% for
MD)
- dizygotic: 5-25%




Treatment of Bipolar
Disorder

* Rapid Tranquilization as needed

- (cocktail of 5mg haldol and 2mg ativan -
po or IM)*

* Antipsychotics acutely*

Disposition of Bipolar Disorder

* NPQ and AA - NO WAIVER
» Unfit and suitable for general

+ Lithium Carbonate duty-PEB
* Valproate and carbamazepine (the
SSRIs of Bipolar D/O
* physical restraint prior to chemical restraint
Other Mood Disorders
GRIEF REACTIONS

* Dysthymic Disorder ("dep neurosis”)
* Cyclothymic Disorder ("mild bipolar*)
+ Depressive Disorder NOS

- Recurrent Brief Depressive Disorder

- Premenstrual Dysphoric Disorder

- Postpartum Depression, Mild

» Occurrence in the operational
environment

« Normal reactions to loss

- Disposition: NPQ and AA, Unfit and - Recognition
Suitable, LIMDU Board. Waiver
possible after one year symptom-
free, off meds, out of treatment
Stages of Grief Symptoms of Grief
- Somatic distress
» Shock « Preoccupation with the
* Preoccupation with deceased
deceased - Guilt
+ Resolution » Hostility
* Agitation
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Complicating Factors Pathological Grief
+ Death circumstances ) ,E‘:’fr‘eme
- Support | sent
- Conflicts with the deceased * Pr.‘olonged
- Management of residual - Distorted
anger/guilt
. Grief In Children
Delayed Grief - Similar to adults

* Suppression/denial

* Cultural restrictions

* Replacement of love object
* Anniversary reaction

Flight Surgeon’s Role

* Availability
* Periodic visits

 Monitor medical status of
survivor

- Refer if needed (chaplain,
FSC first)
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* Their ability to understand death
depends on their ability to
understand any abstract concept

« <5 - death is separation similar to
sleep

+ 5-10: developing sense of mortality

+ By puberty can conceptualize death
as universal, irreversible, and
inevitable

Flight Surgeon’s Bag of Tricks
+ Know your local resources and meet with
them (chaplains, FSC, MHC)
- Read through and be comfortable with

Chapter 30 of the Handbook - SPRINT &
CISD - know local plan

* Have a variety of "bereavement plans*
* Ensure your CO understands the role of
SPRINT interventions: dispel myths

- Common sense and empathy




Interpreting the Beck Depression Inventory (BDI)

The Beck Depression Inventory was developed by Dr. Aaron Beck in 1978 and is an invaluable adjunct
for any clinician (primary care or mental health) to use to assess the severity of depression once it is
diagnosed. It can also be used to detect depressive symptoms in clinic patients who do not present with
overt symptoms of depression but may have a depression underlying their somatic or other symptoms. It
is a very useful tool to monitor the course of depression during treatment. Please do not use the BDI as a
substitute for the interview, which is your primary diagnostic modality.

Total Score | Levels of Depression
1-10 These ups and downs are considered normal.
11-16 Mild mood disturbance
17-20 Borderline clinical depression
21-30 Moderate depression
31-40 Severe depression
over 40 Extreme depression

CAVEAT!!! Item #9 is what we call a critical item. You MUST look at the score on this and address
(and document) any evidence of suicidality in the patient. This is just like any other critical value the lab
would report to you that indicates an emergency (platelet count of 20K, NA™ of 120, K™ level of 6.0, etc.
etc.) [Wear’s Axiom: NEVER order a test unless your diagnosis/treatment will, in some way, be affected
by the outcome] :

Also, be aware that anyone with secondary gain may endorse many symptoms (i.e. malingering) - use it
only with selected patients, not as a general screening tool for all patients.
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Beck Depression Inventory

In each group of sentences below, choose the one sentence that best describes how you are feeling now and
circle the number in front of it.

W N = O

W —=o

I do not feel sad

I feel sad

I am sad all the time and can’t snap out of it
I am so sad or unhappy that I can’t stand it

I am not particularly discouraged about the
future '

I feel discouraged about the future

I feel I have nothing to look forward to

I feel that the future is hopeless and that
things cannot improve

I do not feel like a failure
I feel I have failed more than the average
person

‘As I look back on my life, all I can see are a

lot of failures
I feel I am a complete failure as a person

I get as much satisfaction out of things as I
used to

I don’t enjoy things the way I used to

I don’t get real satisfaction out of anything
anymore

| I am dissatisfied or bored with everything

I don’t feel particularly guilty

I feel guilty a good part of the time
I feel quite guilty most of the time
I feel guilty all of the time

I don’t feel I am being punished
I feel I may be punished

I expect to be punished

I feel I am being punished

I don’t feel disappointed in myself
I am disappointed in myself

I am disgusted with myself

I hate myself
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0-12

I don’t feel I am any worse than
anybody else

I am critical of myself for my
weaknesses or mistakes

I blame myself all the time for my faults

I blame myself for everything bad that
happens

I don’t have any thoughts of killing myself

I have thoughts of killing myself, but I
would not carry them out

I would like to kill myself

I would kill myself if I had the chance

I don’t cry any more than usual

I cry more now than I used to

I cry all the time mow

I used to be able to cry, but now I can’t cry
even though I want to

I am no more irritated now than I ever am

I get annoyed or irritated more easily than I
used to

I feel irritated all the time now

I don’t get irritated at all by the things that
used to irritate me

I have not lost interest in other people

I am less interested in other people than I
used to be

I have lost most of my interest in other
people and have little feeling for them

I have lost most of my interest in other
people and don’t care about them at all

I make decisions about as well as I ever
could
I put off making decisions more than
[ used to
I have greater difficulty in making
decisions than before
I can’t make decisions at all anymore



0-14

0-15

Beck Depression Inventory - page 2

I don’t feel I look any worse than I used to

I am worried that I am looking old or 0-20
unattractive

I feel that there are permanent changes in 1
my appearance that make me look
unattractive

I believe that I look ugly 2

I can work about as well as before 3

It takes an extra effort to get started at doing
something

I have to push myself very hard to do 0-21
anything

I can’t do any work at all 1

I can sleep as well as usual ’ 3

I don’t sleep as well as I used to

I wake up 1-2 hours earlier than usual and
find it hard to get back to sleep

I wake up several hours earlier than I used to
and cannot get back to sleep

I don’t get more tired than usual

I get tired more easily than I used to

I get tired from doing almost anything
I am too tired to do anything

My appetite is no worse than usual

My appetite is not as good as it used to be
My appetite is much worse now

I have no appetite at all anymore

I haven’t lost much weight, if any, lately

I have lost more than 5 pounds (if any
weight is lost through intentional diet or
exercise disregard this question)

I have lost more than 10 pounds

I have lost more than 15 pounds
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I am no more worried about my health than
usual

I am worried about physical problems such
as aches and pains; or upset stomach; or
constipation

I am very worried about physical problems
and it’s hard to think of much else

I am so worried about my physical problems
that I cannot think about anything else

I have not noticed any recent change in my
interest in sex

I am less interested in sex than I used to be

I am much less interested in sex now

I have lost interest in sex completely
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Enabling Objectives

* Provide three characteristics of
supportive psychotherapy

- Describe a situation appropriate for a
flights surgeon to provide supportive
psychotherapy

+ State the basic premise of cognitive
therapy

* Explain the term, "cognitive distortion”

+ Discuss when cognitive therapy can be
used

Suppertive Psychetherapy

Uses a number of methods

+ warm, friendly, strong leadership

+ gratification of dependence needs
(healthy to a degree)

+ support in the ultimate development of
legitimate independence

* help in the development of pleasurable
sublimations (work, hobbies, school)

* adequate rest and diversion
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Terminal Objectives

At the completion of this lecture the
student will:

* Understand the definition of
psychotherapy

* Establish a comfort level with doing
supportive psychotherapy

* Understand the basic principles of

cognitive therapy and how to apply
them

- offers the patient support by an
authority figure during a period of
iliness, turmoil, or temporary
decompensation

* also has the goal of restoring and
strengthening the patient's defenses
and integrating capacities (reality
testing)

(cont.)

- removal of excessive external
strain if possible

« hospitalization if required
- medication when indicated

+ guidance and advice in dealing
with current issues




A large part of your job
as a flight surgeon will be
doing one or more of the
above entities with your
patients

Your role is that of a coach
who provides objective
feedback, options, and
prognostic estimates based
on data and experience

The most effective
fool you have is a
good therapeutic

alliance

Cognitive Therapy

* An active, directive, time-limited,
structured approach used to treat a
variety of psychiatric disorders
(depression, anxiety, phobias, pain, etc.)

- a person’s feelings are largely dictated by
how he or she interprets situations; a
switch from a negative to a positive (or
neutral) interpretation of a situation will
lessen the negative feeling
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Psychotherapies
(Some examples of types)
* Psychodynamic Psychotherapy
* Hypnosis
- Biofeedback
+ Behavioral
- Cognitive-Behavioral
* 6roup
- ete.

Cegnitive Triad of Depression

* Negative self -percept that sees

oneself as defective, inadequate,
deprived, worthless, and undesirable

* A tendency to experience the world as

a negative, demanding, and self-
defeating place and to expect failure
and punishment ’

* The expectation of continued hardship,

suffering, deprivation, and failure




The Goal of Therapy
- to alleviate
depression and to
prevent its recurrence
by helping the
patient:

The goal is fo change
the way a person
thinks, and
subseguently, to
alleviate the depressive
disorder

Actually, An event
"A" causes a
thought "B with a
resultant feeling,
\\Cll
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- identify and test negative

cognitions

* to develop alternative and

more flexible schemas

* to rehearse both new cognitive

responses and new behavioral
responses

Depressive Premise:

That “A,” an event

Causes “B,” a feeling [

With every event,
people have automatic
thoughts

example:




Most people who are
experiencing psychological
distress (Axis I or II) have
characteristic cognitive
distortions; schemas they
typically apply to most
everyday events, large and
small.

Coynitive Distertiens

+ ALL-OR-NOTHING THINKING:
black/white reasoning (if performance
falls short of perfect you see yourself as a
total failure)

+ OVERGENERALIZATION: you see a single
negative event as a never-ending pattern
of defeat

+ MENTAL FILTER: You pick out a single
negative detail and dwell on it exclusively
so that your vision of all reality becomes
darkened

+ MAGNIFICATION (CATASTROPHIZING) OR
MINIMIZATION: you exaggerate the
importance of things (your goof-up or someone
else's achievement), or inappropriately shrink
things (your achievements)

+ EMOTIONAL REASONING: you assume that
your negative emotions necessarily reflect the
way things really are

+ SHOULD STATEMENTS: also "musts” and
*oughts” The end result is guilt. When
directed at others can result in anger,
resentment, and frustration.
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Identifying both the
automatic thoughts and the
distortions, and then
approaching both with a
reality test is the key to
cognitive therapy

+ DISQUALIFYING THE POSITIVE: you
reject positive experiences by insisting
they "don't count”

+ JUMPING TO CONCLUSIONS: you make
a negative interpretation even though
there are no definite facts that
convincingly support your conclusion

- mind reading: arbitrarily conclude someone
is reacting negatively foward  you without
checking it out

- fortune telling: anticipate things will turn
out badly and are sure your pre-diction is an
already established fact

» LABELING AND MISLABELING:
extreme form of overgeneralization
"I'm so dumb”

+ PERSONALIZATION: you see
yourself as the cause of some
negative event )




Cognitive Therapy

* Good for individuals who are motivated
to get better (commitment is easy to
assess as they have assigned homework)

* Without severe AXIS II pathology

* With depressive or anxious symptoms
* Can do in 6-12 sessions

* Can do as group

+ Can use principles in day-to-day work

situation | emotion(s) | automatic | cognitive | rational
Z(0-100) } thoushts | distortion} response
friend walk-} hurt, angry she must not | jumpingto | ?glasses
ed by 85% like me; I conclusions{ ?lost in
. must have thought
done some- 7snub
thing. . etc. (40%)
Further Info

FEELING GOOD
The New Mooil Therapy

David D. Burns, M.D.
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Worksheet

situation| emotion(s) | automatic | cognitive | rational

2%(0-100) | thoughts | distortion| response

Worksheet

situation | emotion(s) | automatic | cognitive | rational

%(0-100) | thouchts | distortion} response

Lose keys
Covey ex.
Albertson

The most effective
tool you have is a
good therapeutic

alliance
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Enabiling Olyectives

* Explain the difference between a

personality disorder and traits

. ﬁs; + Discuss what is meant by a “healthy”
" . and "unhealthy” defense mechanism,

and give two examples of each

* Provide three examples of how specific

personality traits may be maladaptive
to aviation

PERSONALITY:

A relatively stable and

¢ enduring set of

characteristic behavioral
and emotional traits

E

- disordered personality

Terminal Objectives

At the completion of this lecture
the student will understand:

1. The concept of normal vs.

2. The three major personality
groupings and an impression of
the different types

3. The relationship of personality
to NAA

;

« Aviation Psychiatry Handout

Kapian and Sadock - Comprehensive
Textboek of Psychiatry

. - Disordered Personalities, David 1.

*  Robinson®

LI

 EXPERIENCE

« INSIGHT

(Note - the drawingson slides 13, 14, 31, & 78 are from this book and
may not be used without the author’s permission)
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PERSONALITY DISORDER

@ An enduring pattern of inner experience
and behavior that deviates markedly

. from the expectations of the individual's

s+ culture,

& is pervasive and inflexible,

© has an onset in adolescence or early
adulthood,

® is stable over time,

® and leads to distress or impairment

—;g.;?emnalm Disorders in the Military

36-63% of all military psychiatric
7 diagneses
- &'« four subtypes (antisocial, passive-
" - aggressive, dependent, and borderline)
%  make up 72% of all the PD discharges)
< PDs are handled administratively, not
medically
< remember,in the civilian sector, most of
the PDs we see never come to the attention
of a mental health professional

# Personality traits do
' not a disorder make

WE ALL HAVE THEM!

If we didn't, life would be really
dull
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L PERSONALITY TRAITS

=
£

N

'+, Prominent aspects of the
. personality exhibited in
social and personal

contacts

-ﬁ Commeon Themes of Normality
- ability to
¢ strength of a .
i charag:ter experience
L ability to learn plec;sipr;e without
» = ability to work to adi
just
. f'bi."m to achieve . ability o laugh
;";;che of + ability to love
) . another
symptoms/conflict | degree of
acculturation

ﬁ;

;y Remember relationship to NAA

¢ 4% If diagnosed with a PD = NAR

 If diagnosed with traits that are maladaptive to

1 24. safety of flight, mission completion, or aircrew
*  coordination =NAA

* It's Alla matter of dogresand whichtraits: eg.
To he a successful aviator you must have a
degree of narcissism thealthy sense of sell-
confidence) and ohbsessive compulsive
fattention to detail, conscientious]




Some Theory

Remember: Sometimes a cigar
is just a cigar.

- pEgo Defense Development

+ The Id seeks expression of an iImpulse

« The superego prohihits the Impuise
from being expressed '

"%« The confilct produces anxiety

« An ego defense Is unconsciously
recrulted to decrease the anxiety

« A character trait or neurotic symptom
Is formed

‘¥ Therefore, don’t rely on a
single, “slice-in-time”

. conclusion when considering
. traits

The most normal person can
look pretty disordered at
times when stressed
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The ego is the mediator between the
:%.4d and the superego

Traits (and disorders) develop over time
based upon life experiences, genes,

§ significant or repeated stressors, or

’ .. psychotherapy.

%+  This is a dynamic process
All of these can modify or alter a

person’s pattern of perceiving and
relating to the world.

. Examples of Defenses

Mature thealthy)  Primitive/immature

- humor (unhealthy}

~ suppressien - denlal

- anticipation - projectien

- altruism - spiitting

- sublimation - distertien
 Neurotic Oess healthyl - blocking

— Intellectualize © - actingeut

- rationalization - regression

— repression - passive aggressive

- coatreliing - ssmatization




% Ege Defenses (cont)

ersonalities become disordered by
he maladaptive use of ego
efenses, both in terms of which
“.defenses are used, and the extent
. “to which they are used.

We have all used other than healthy
defenses at times and exhibited
some of the less than admirable
traits.

“the therapist’s conscious and
appropriate total emotional
reaction to the patient.”
(Kemberg 1965)
Use your emotional response to a patient

as data to augment the interview and
other information

echanisms is essentiah for
ecognizing and treating Axis I
Disorders.

“Understanding the defenses of
another person allows us to .
empathize rather than condemn, to
understand rather than dismiss.”
(Vaillant, 1992)

° USE THYSELF

- An example of how | use my
1% response to people as data
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-Borderline
-Antisocial
~Narcissistic
—Histrionic

S = ==
<<= ==
= =N B

-Schizeid
-Schizotypal
—Paranoid

“herder” between nouresis and psychesis
primitive defonses
Themes:
- chaotic childhosd
— parental neglect/abuse
~ impulsivity
~ saxnal abuse, early sexual activity, promiscuity
- substance abuse/dependence

— foars abandonmont, maintains seli-destructive
reistionships

- fallurs te achieve potential/geals
- frequent Sl/gestures (buras, lacorations, etc.)

—Dependent

—Avoidant

-Ohsessive Compulsive
—{Passive-Aggressive)
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Personality Traits

144 that will be maladaptive in

aviation (a generalization)
- Borderline

* Paranoid
* Schizotypal

Think Scarlett O'Hara at her
flirtatious and manipulative
best. making a staged
appearance coming down the
staircase at Twelve Oaks

Personality Traits that may affect
SAFETY/MISSION/TEAMWORK

« notateam player

 depending on degree of dependency may
have difficulty making decisions without
reassurance

» gverdramatization may negatively affect
acceptance by squadron

Histrionic PD

. characterized by excessive emotional

~ expression and attention-seeking
- behavior

overly seductive but with shallow
emotion

likes "making an entrance”

‘¥ Histrionic Themes

emotional o
L instcl':ilify + exhibitionism
. o « sexual
; . ::incli?y/egocen provocativeness
- suggestibility fear of sexuality
and dependence * overreaction and
. self- immaturity
dramatization
Narcissistic PD

« Narcissus - mythological figure who
scorned the love of others-the goddess
Nemesis answered one of the scornees’
prayers, “May he who loves not others love
himself”. Narcissus fell in love with his
refiection in a pool. Unable to leaveithe
pined away and died.

« characterized by grandiosity, lack of
empathy, and a need for admiration
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For your viewing pleasure
and edification. . . . .. ..

_& Antisocial PD

{ & .. Oldest and best-validated of the PDs:
)
i

¢ “Moral Insanity”

characterized by guiltless, exploitative, and
irresponsible behavior with the halimark being
conscious deceit of others

Easy to interview: their “malignant grandiosity”
allows easy rapport as long as you are willing to
listen to their exploits (let ‘em talk)

best evidence for heritability - “soft” neuro signs
-decreased SHIAA/low cortical arousal
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Narcissistic Themes
- condescending . many fantasies hut
attitude few accomplish-
: 44+ dwellson ments

observable assets . readily hlames

* hypersensitivityto  others
criticism  gonspicuous lack
- difficulty of empathy
maintaining a « highly self-
sense of sell- referential
esteem

3% Personality Traits that may affect

¥ . SAFETY/MISSION/TEAMWORK

Narcissistic:

- arrogance - others may be hesitant to
criticize or question a decision

# — grandiosity - may overestimate abilities in

# the cockpit

— believes is special - expects to be seen

as the best; not as player on a team (role
of the wingman) )

- projects blame (doesn't learn from post-
mission critique)

e

_& Antisocial Themes

E

criminal versatility

« aveids respensibility
for actions

« abuse ef substances

* parele/prebation * superier physical
violatiens prewess

* promiscuity « hehavieral prebiems

* juvenile delinquency  asachild

< social parasites




—% Personality Traits that may affect
¥ MISSION/SAFETY/TEAMWORK

- Antisocial
— may not follow rules (checklists?, flight
minimums?)
. - deceitfulness (lie about preflight, filing,
% etc?)
~ impulsivity (do something dangerous or
stupid for kicks)
~ substance use. . . .
—reckless disregard for safety
~irresponsible

Dependent PD

% Characterized by submissive behavior
" and excessive needs for emotional support

Happily remains the well-used doormat
Particularly evident in borderiine, avoidant,
and histrionic personalities as well as in
mood and anxiety disorders

The “sidekick” in movies and TV

Dependent Themes

| - Nootliness . :;imMImhnl of
* rarelylivesalens | centinually seeks
[ & e« suberdinate advice
» - temssies * volunteers for
. z;:il.%:::sm unnlnammn
substance ab;m. ) :.::m..;}.;muc
svermedicatien SXDressing concems
threugh physical

complaints

Characterized by inhibition, introversion, and
anxiety in social situations.

Considerable overlap with Dependent
Personality Disorder

Was previously described as “inadequate™
personality disorder.




'; Avoidant Themes

‘- foslingsefboing - Shymess

“%4  Uelective « foar of rejection
.+ lowtolerance for » hynersensitivityto
dyspheria criticism

* seif-criticism » ‘love atadistance.”

 exaggeratien of risks

= ahrupt tepic changes
away from persenal
matters

% " Personality Traits that may affect

MISSION/SAFETY/TEAMWORK
. Dependent

| —trouble making decisions without
reassurance

i —won't disagree with others

+ ° —lacks self-confidence (not good inan

aviator who needs “healthy” narcissism)
Avoidant

—won't speak up as fears criticism (would
hesitate to challenge MC or if flying with
senior ranking person) i

—also lacks self-confidence in abilities
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0-CPD
Halimarks of the obsessive-compulsive
personality disorder are rigidity,
perfectionism, orderliness, indecisiveness,
interpersonal control, and emotional
constriction

They can be VERY difficult to interview as
they present info in a very pedantic and
circumstantial manner

Rapport can be very difficult to establish
because any empathy demonstrated means
that they have not solved their problem.

0-C PD Themes

emoti « cerebral rigidity
msm‘!:;‘» and inflexibility
* indecisiveness  ° ':?ﬂl money,
* fixated with details _ '° m:“’l:‘i‘s-:r‘:-
- misses ‘the forest ool

- activities;can
forthetrees relax
- humoriess; lack of
spontaneity




Personality Traits that may affect
MISSI ON/SAFETY/TEAMWORK

Obsessive-Compulsive:

— overly preoccupied with lists/details/order to
point of not being able to see big picture
(can't continue scan during checklist)

- perfectionism to point of inability to make a
decision (always weighing choices) - inan
emergency must make many decisions -
FAST

—reluctant to delegate tasks to others - a must
in aviation

—rigid,stubborn, and moralistic - qualities may
carry over into the cockpit

: g: (Passive-Aggressive PD)

{“ge - Rarelydiagnosed inthe general population
« One of the most common diagnoses in the
military although may not lead to
administrative separation like the other
common PDs
« Projection is the common defense -
attribute to others the emotion they feel -
inevitably leave the recipient feeling
frustrated/angry and not knowing why

. Passive-lggressive Themes

 procrastination « obstructiveness
« indecisiveness « continual confiict

‘ victimization * says ‘ves"hutacts
- forgetting ‘no”
“accidentally on * Yes,but......"
purpose”

i If someone really ticks

‘you off and you can’t

‘quite figure out why -
it’s a P/A person getting
the better of you

Personality Traits that may affect
MISSION/SAFETY/TEAMWORK

Passive-Aggressive:

- resists functioning at expected level (minor
deficiencies may be deadly in aviation)

— projects blame (does not learn from his/her
experience or that of others)

— usually lacking in healthy compulsive traits
(may procrastinate on checklists and do
poor flight prep)

—never a good team player
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B - Schizotypal PD
Often seem very unusual in interviews. When a
nonjudgmental approach toward their irrational
thinking is accomplished with empathy, a connection
and rapport can be established

- Think of the positive signs of schizophrenia

s

Actively weird (think Addam’s Family or Doc in
Back to the Future)

Share some biological and physiological findings with
schizophrenics (EPs, high VBR, CSF HVA, SPEM)

genetic loading and nurture (parents who are too
“something”)

. The Schizoid

Characterized by detachment form others,
; a restricted range of emotional expression,
% and a lack of interest in activities

Relate to the negative symptoms of
schizophrenia

“I have no need for other people” (a
quote from a schizoid patient)

The Paranoid PD

Characterized by unwarranted

- suspiciousness and a tendency to

. misinterpret the actions of others as
'~ threatening, or deliberately harmful.

Easy to recognize in an interview:
hypervigilence, anger, hostility, and
vindictiveness become obvious
early.

Schizotypal Themes

* premonitions
- aiternative/fringe

- clairveyance
* Ideas of

reference interests
« suspiclousness ° existential
« emotional concerns
reasoning * magical thinking
he Schizoid Theme
« preforstodothings ° doficiont metivation
alene « goes “treughthe
« Whyhother? Who motisns”
cares? - may shew creativity

. withdrawn/reclusive - aleof,distant,celd

« works bolow potential < humerless

< gbssrvers, net « censtricted emetions
participants « nodesire lor

« lacks interests and relatienships
hobbies

At last on the screant
T E
TSN
TWEGI L BN
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L i
Gt
2 S ‘-

Paranoid Themes

=« externalize hlame for difficulties-see

themselves as continual target of abuse

" repeated difficulty with authority figures
-+°. + over-estimate minor events imakes

mountains out of molehills)
« searchintensely to confirm suspicions to
the exclusion of more reasonable answers

« cannot relax; display littie to no sense of
humer
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‘£ paranoid Themes [cont)

. &° - project envy or even pathological jealousy
"$ .« critical of those who they see as weaker,

needy, or defective

'« difficulty exuding warmth or talking about

theirinsecurities
« cannot trust ethers
- all motives are questioned




RESTAURANT SEATING AND BEHAVIOR OF THE PDs:

1 - Narcissistic: Always sits at largest, most prominent table; expects to be seated without a reservation - insisted on
bemg first in this List.

2 - Schizotypal: Always eats outside so can converse with local birds while sharing meal.

3 - Normal unimpaired patron with healthy traits: Yes, not everyone is dysfunctional!

4 - Histrionic: Sits where can see and be seen by all the “beautiful people” - at the end of dinner does a provocative
belly dance around the restaurant.

S - Antisocial: Asked to leave following a drunken brawl with waiter - stole narcissist’s tips on the way out.

6 - Obsessive-Compulsive: Table must be perfectly aligned at 90 degrees - volunteers to help set up tables so can
place cutlery with exactitude and polish crystal.

7 - Dependent: Always has date order so she doesn’t have to decide what to order nor be worried about ordering
something more expensive than date; although a nonsmoker sits in smoking section with date.

8 - Schizoid: Always brings meal and eats in office when he starts his midnight shift.

9 - Avoidant: Orders out and eats in car to avoid doing something embarrassing in the restaurant.

10 - Passive/Aggressive*: Places chair and bag in the path of the waiter; blows smoke into nonsmoking section.

11 - Borderline: hastily left after she threw her Cornish game hen and wine at her dinner partner - he just told her he
won'’t leave his wife. . .

12 - Paranoid: Never sits with back to doors - watches food being prepared - requested flower be removed because he
thought it was bugged.

* - no longer an official PD but they’re out there!!!
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Personality Disorders

This section begins with a general definition of Personality
Disorder that applies to each of the 10 specific Personality
Disorders. All Personality Disorders are coded on Axis II.

B General diagnostic criteria for a
Personality Disorder

A. An enduring pattern of inner experience and behavior
that deviates markedly from the expectations of the
individual’s culture. This pattern is manifested in two
(or more) of the following areas:

(1) cognition (i.e., ways of perceiving and interpreting
self, other people, and events)

(2 affectivity (i.e., the range, intensity, lability, and
appropriateness of emotional response)

(3) interpersonal functioning

(4) impulse control

B. The enduring pattern is inflexible and pervasive across
a broad range of personal and social situations.

C. The enduring pattern leads to clinically significant dis-
tress or impairment in social, occupational, or other
important areas of functioning.

0. The pattern is stable and of long duration and its onset
can be traced back at least to adolescence or early
adulthood.

E. The enduring pattern is not better accounted for as a
manifestation or consequence of another mental dis-
order.

F. The enduring pattern is not due to the direct physiolog-
ical effects of a substance (e.g., a drug of abuse, a
medication) or a general medical condition (e.g., head
trauma).

N 301.0 Paranoid Personality Disorder

A. A pervasive distrust and suspiciousness of others such
that their motives are interpreted as malevolent, begin-
ning by early adulthood and present in a variety of
contexts, as indicated by four (or more) of the following:
(1) suspects, without sufficient basis, that others are
exploiting, harming, or deceiving him or her

(2 is preoccupied with unjustified doubts about the
loyalty or trustworthiness of friends or associates

(3) is reluctant to confide in others because of unwar-
ranted fear that the information will be used mali-
ciously against him or her

(4) reads hidden demeaning or threatening meanings
into benign remarks or events

(5) persistently bears grudges, i.e., is unforgiving of
insults, injuries, or slights
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(6) perceives attacks on his or her character or repu-
tation that are not apparent to others and is quick
to react angrily or to counterattack

(7 has recurrent suspicions, without justification, re-
garding fidelity of spouse or sexual partner

B. Does not occur exclusively during the course of Schizo-
phrenia, a Mood Disorder With Psychotic Features, or
another Psychotic Disorder and is not due to the direct
physiological effects of a general medical condition.

Note: If criteria are met prior to the onset of Schizophrenia, add
“Premorbid,” e.g., “Paranoid Personality Disorder (Premorbid).”

W 301.20 Schizoid Personality Disorder

A. A pervasive pattern of detachment from social relation-
ships and a restricted range of expression of emotions
in interpersonal settings, beginning by early adulthood
and present in a variety of contexts, as indicated by four
(or more) of the following:

(1) neither desires nor enjoys close relationships, in-
cluding being part of a family

(2) almost always chooses solitary activities

(3) has little, if any, interest in having sexual experi-
ences with another person

(4) takes pleasure in few, if any, activities

(5) lacks close friends or confidants other than first-
degree relatives

(6) appears indifferent to the praise or criticism of
others

(7 shows emotional coldness, detachment, or flat-
tened affectivity

B. Does not occur exclusively during the course of Schizo-

phrenia, a Mood Disorder With Psychotic Features,

another Psychotic Disorder, or a Pervasive Develop-

mental Disorder and is not due to the direct physiolog-

ical effects of a general medical condition.

Note: If criteria are met prior to the onset of Schizophrenia, add
“Premorbid,” e.g., “Schizoid Personality Disorder (Premorbid).”

N 301.22 Schizotypal Personality Disorder

A. A pervasive pattern of social and interpersonal deficits
marked by acute discomfort with, and reduced capacity
for, close relationships as well as by cognitive or per-
ceptual distortions and eccentricities of behavior, begin-
ning by early adulthood and present in a variety of
contexts, as indicated by five (or more) of the following:

(1) ideas of reference (excluding delusions of refer-
ence)

(2) odd beliefs or magical thinking that influences
behavior and is inconsistent with subcultural
norms (e.g., superstitiousness, belief in clairvoy-
ance, telepathy, or “sixth sense”; in children and
adolescents, bizarre fantasies or preoccupations)

(3) unusual perceptual experiences, including bodily
illusions

(4) odd thinking and speech (e.g., vague, circumstan-
tial, metaphorical, overelaborate, or stereotyped)

(5) suspiciousness or paranoid ideation

(6) inappropriate or constricted affect

(7) behavior or appearance that is odd, eccentric, or
peculiar

(8 lack of close friends or confidants other than
first-degree relatives



(9) excessive social anxiety that does not diminish
with familiarity and tends to be associated with
paranoid fears rather than negative judgments
about self

Does not occur exclusively during the course of Schizo-

. phrenia, a Mood Disorder With Psychotic Features,
another Psychotic Disorder, or a Pervasive Develop-
mental Disorder.

Note: If criteria are met prior to the onset of Schizophrenia, add
“Premorbid,” e.g., “Schizotypal Personality Disorder (Premorbid).”

H 301.7 Antisocial Personality Disorder

A. There is a pervasive pattern of disregard for and viola-
tion of the rights of others occurring since age 15 years,
as indicated by three (or more) of the following:

(1) failure to conform to social norms with respect to
lawful behaviors as indicated by repeatedly per-
forming acts that are grounds for arrest

(2) deceitfulness, as indicated by repeated lying, use
of aliases, or conning others for personal profit or
pleasure

(3) impulsivity or failure to plan ahead

(4) irritability and aggressiveness, as indicated by re-
peated physical fights or assaults

-(5) reckless disregard for safety of self or others

(6) consistent irresponsibility, as indicated by repeated
failure to sustain consistent work behavior or
honor financial obligations

(7) lack of remorse, as indicated by being indifferent

1o or rationalizing having hurt, mistreated, or stolen
from another

B. The individual is at least age 18 years.

C. There is evidence of Conduct Disorder (see p. 66) with
onset before age 15 years.

D. The occurrence of antisocial behavior is not exclusively
during the course of Schizophrenia or a Manic Episode.

N 301.83 Borderline Personality Disorder

A pervasive pattern of instability of interpersonal rela-
tionships, self-image, and affects, and marked impulsiv-
ity beginning by early adulthood and present in a variety
of contexts, as indicated by five (or more) of the
following:

(1) frantic efforts to avoid real or imagined abandon-
ment. Note: Do not include suicidal or self-
mutilating behavior covered in Criterion 5.

(2) a pattemn of unstable and intense interpersonal
relationships characterized by alternating between
extremes of idealization and devaluation

(3 identity disturbance: markedly and persistently un-
stable self-image or sense of self

(4)  impulsivity in at least two areas that are potentially
self-damaging (e.g., spending, sex, substance
abuse, reckless driving, binge eating). Note: Do
not include suicidal or self-mutilating behavior
covered in Criterion 5.

(5) recurrent suicidal behavior, gestures, or threats, or
self-mutilating behavior
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(6) affective instability due to a marked reactivity of
mood (e.g., intense episodic dysphoria, irritability,
or anxiety usually lasting a few hours and only
rarely more than a few days)

(7) chronic feelings of emptiness

(8 inappropriate, intense anger or difficulty control-
ling anger (e.g., frequent displays of temper, con-
stant anger, recurrent physical fights)

(9) transient, stress-related paranoid ideation or severe
dissociative symptoms

N 301.50 Histrionic Personality Disorder

A pervasive pattern of excessive emotionality and atten-
tion seeking, beginning by early adulthood and present
in a variety of contexts, as indicated by five (or more)
of the following:

(1) is uncomfortable in situations in which he or she
is not the center of attention

(2) interaction with others is often characterized by
inappropriate sexually seductive or provocative
behavior

(3 displays rapidly shifting and shallow expression of
emotions

(4) consistently uses physical appearance to draw
attention to self

(5) has a style of speech that is excessively im-
pressionistic and lacking in detail

(6) shows self-dramatization, theatricality, and exag-
gerated expression of emotion

(7) is suggestible, i.e., easily influenced by others or
circumstances

(8) considers relationships to be more intimate than
they actually are

v

W 301.81 Narcissistic Personality Disorder

A pervasive pattern of grandiosity (in fantasy or behav-
ior), need for admiration, and lack of empathy, begin-
ning by early adulthood and present in a variety of
contexts, as indicated by five (or more) of the following:

(1) has a grandiose sense of self-importance (e.g.,
exaggerates achievements and talents, expects to
be recognized as superior without commensurate
achievements)

(2) is preoccupied with fantasies of unlimited success,
power, brilliance, beauty, or ideal love

(3) believes that he or she is “special” and unique and
can only be understood by, or should associate
with, other special or high-status people (or insti-
tutions)

(4) requires excessive admiration

(5) has a sense of entitlement, i.e., unreasonable ex-
pectations of especially favorable treatment or
automatic compliance with his or her expectations

(6) isinterpersonally exploitative, i.e., takes-advantage
of others to achieve his or her own ends

(7) lacks empathy: is unwilling to recognize or identify

- with the feelings and needs of others

(8) is often envious of others or believes that others
are envious of him or her

(9 shows arrogant, haughty behaviors or attitudes



01.82 Avoidant Personality Disorder

A pervasive pattern of social inhibition, feelings of
inadequacy, and hypersensitivity to negative evaluation,
beginning by early adulthood and present in a variety
of contexts, as indicated by four (or more) of the
following:

(1) avoids occupational activities that involve signifi-
cant interpersonal contact, because of fears of
criticism, disapproval, or rejection

(2) is unwilling to get involved with people unless
certain of being liked

(3) shows restraint within intimate relationships be-
cause of the fear of being shamed or ridiculed

(4) is preoccupied with being criticized or rejected in
social situations

(5) isinhibited in new interpersonal situations because
~of feelings of inadequacy

(6) views self as socially inept, personally unappeal-
ing, or inferior to others

(7) is unusually reluctant to take personal risks or to
engage in any new activities because they may
prove embarrassing

301.6 Dependent Personality Disorder

A pervasive and excessive need to be taken care of that
leads to submissive and clinging behavior and fears of
separation, beginning by early adulthood and present
in a variety of contexts, as indicated by five (or more)
of the following:

(1) has difficulty making everyday decisions without
an excessive amount of advice and reassurance
from others

(2) needs others to assume responsibility for most
major areas of his or her life

(3) has difficulty expressing disagreement with others
because of fear of loss of support or approval.
Note: Do not include realistic fears of retribution.

(4) has difficulty initiating projects or doing things on
his or her own (because of a lack of self-confidence
in judgment or abilities rather than a lack of
motivation or energy)

(5) goes to excessive lengths to obtain nurturance and
support from others, to the point of volunteering
to do things that are unpleasant

(6)  feels uncomfortable or helpless when alone be-
cause of exaggerated fears of being unable to care
for himself or herself

(7) urgently seeks another relationship as a source of
care and support when a close relationship ends

(8) is unrealistically preoccupied with fears of being
left to take care of himself or herself
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m 301.4 Obsessive-Compulsive
Personality Disorder .

A pervasive pattern of preoccupation with orderliness,
perfectionism, and mental and interpersonal control, at
the expense of flexibility, openness, and efficiency,
beginning by early adulthood and present in a variety
of contexts, as indicated by four (or more) of the
following:

(1) is preoccupied with details, rules, lists, order,
organization, or schedules to the extent that the
major point of the activity is lost

(2) shows perfectionism that interferes with task com-
pletion (e.g., is unable to complete a project
because his or her own overly strict standards are
not met)

(3) is excessively devoted to work and productivity to
the exclusion of leisure activities and friendships
(not accounted for by obvious economic necessity)

(4) is overconscientious, scrupulous, and inflexible
about matters of morality, ethics, or values (not
accounted for by cultural or religious identifi-
cation)

(5) is unable to discard wom-out or worthless objects
even when they have no sentimental value

(6) is reluctant to delegate tasks or to work with others
unless they submit to exactly his or her way of
doing things

(7) adopts a miserly spending style toward both self
and others; money is viewed as something to be
hoarded for future catastrophes

(8) shows rigidity and stubbornness

m 301.9 Personality Disorder Not Otherwise
Specified

This category is for disorders of personality functioning that
do not meet criteria for any specific Personality Disorder.
An example is the presence of features of more than one
specific Personality Disorder that do not meet the full criteria
for any one Personality Disorder (“mixed personality”), but
that together cause dclinically significant distress or impair-
ment in one or more important areas of functioning (e.g,
social or occupational). This category can also be used when
the clinician judges that a specific Personality Disorder that
is not included in the Classification is appropriate. Examples
include depressive personality disorder and passive-
_ aggressive personality disorder (see Appendix B in DSM-IV
. for suggested research criteria).



SECNAVINST 1910.4B
25 MAY 19%

request with the concurrence of the separation authority, on the
basis of being an alien who no longer wishes to serve.

g. Surviving family member. A servicemember may be
separated if authorized per DoD Directive 1315.15 (reference

(3)).
h. Othe ic men conditions

(1) A servicemember may be separated on the basis of
other designated physical or mental conditions, not amounting to
Disability (section D), that potentially interfere with
assignment to or performance of duty under the guidance set forth
in section A of part 2. Such conditions may include but are not
limited to chronic air or seasickness, enuresis, and
somnambulism. :

(2) Separation processing may not be initiated until
the servicemember has been counseled formally concerning
deficiencies and has been afforded an opportunity to overcome
those deficiencies as reflected in appropriate counseling or
personnel records.

, (3) Nothing in this provision precludes separation of
a servicemember who has such a condition under any other basis
set forth under this section (Convenience of the Government) or
for any other reason authorized by this instruction.

~ i. Personality disorder

(1) Separation on the basis of personality disorder
is authorized only if a psychiatrist or psychologist concludes
that per article 15-23 of the Manual of the Medical Department
(reference (k)), the servicemember has a personality disorder
that is so severe that his or her ability to function effectively
in the naval environment is significantly impaired. Personality
disorders are described in the Diagnostic and Statistical Manual
(DSM-1IV) of Mental Disorders (reference (1l)).

(2) Separation processing may not be initiated until
the servicemember has been formally counseled concerning his or
her deficiencies and afforded an opportunity to overcome the
deficiencies documented in counseling or personnel records.

¥ Ccounseling is not required if the servicemember is determined by
competent medical authority to be an immediate danger to himself
or others.

Part 1 of
Enclosure (2)
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SECNAVINST 1910.4B
29 MAY 1396

(3) Separation for personality disorder is not
appropriate when separation is warranted under sections A through
P of this part. For example, if separation is warranted on the
basis of unsatisfactory performance (section G) or misconduct
(section K), the member should not be separated under this
’Q section regardless of the existence of a personality disorder.

j. Review action. A servicemember may be separated if
he br she is placed on appellate leave awaiting review of a
punitive discharge, per DoD Directive 1327.5 (reference (m)), and
whose punitive discharge is set aside, suspended, remitted or

disapproved during the review process.

e A servicemember of the
Reserve who becomes a regular or ordalned minister of a religious
faith group is\entitled, upon his or her request, to discharge
from the Naval ¢ Harlne Corps Reserve per 10 U.S.C. 1162

(reference (b)), \\f the servicemember satisfactorily establishes
that:

(1) He ox\ she will or does regularly engage in
religious preaching ang teaching;

(2) The ministry is or will be his or her main and
primary calling - a vocatign rather than avocation;

(3) His or her standing in the congregation is or
will be recognized as that of a minister or leader of a group of
lesser members; and

(4) His or her religiouys faith group is organized
exclusively or substantially for religious purposes.

D. Disability.

1. Basis A servicemember may be separated for disability
per SECNAVINST 1850.4C (reference (n)).

2. Characterization. Honorable, unless

a. An Entry Level Separation is required under section
Cl or part 3, or

b. Characterization of service as General (under
honorable conditions) is warranted under Section R or part 3.

Part 1 of
Enclosure (2)
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MILPERSMAN 1910-204

Format of NAVPERS 1070/613, Administrative Remarks, for

Counseling/Warning >
- Responsible BUPERS (Pers-83) Phone: DSN 224-8245
Office COM (703) 614-8245
FAX 224-8194

Preparation MILPERSMAN 1070-320 provides general information on the preparation of the

NAVPERS 1070/613 and disposition. Use this format when preparing a NAVPERS
1070/613. To document administrative counseling:

(PATE) ADMINISTRATIVE COUNSELING/WARNING

1. You are being retained in the naval service, however, the following deficiencies in
your performance and/or conduct are identified:

2. The following are recommendations for corrective action:

3. Assistance is available through:

4. Any further deficiencies in your performance and/or conduct will terminate the
reasonable period of time for rehabilitation that this counseling/warning entry provides
and may result in disciplinary action and processing for administrative separation. All
deficiencies or misconduct during your current enlistment, occurring before and after
the date of this action will be considered. Subsequent violation of the UCMJ, conduct
resulting in civilian conviction, or deficient conduct or performance of duty could
result in an administrative separation Under Other Than Honorable Conditions.

5. This counseling/waming is made to afford you an opportunity to undertake the

recommend corrective action. Any failure to adhere to the guidelines cited above will
make you eligible for administrative separation.

77



6. This counseling/warning entry is based upon known deficiencies or misconduct. If
any misconduct, unknown to the Navy, is discovered after this counseling/wamning is .
executed, this counseling/warning is null and void.

U.R. COUNSELED
By direction

(DATE): I hereby acknowledge the above NAVPERS 1070/613 entry and desire to
(make a statement/not make a statement).

(Member’s Signature)
Witnessed: (person who actually counseled member)

NOTE: If the member refuses to sign, a notation shall be indicated and signed by an
officer.
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CHAPTER NINE

‘ SUICIDE

& Other Psychiatric Emergencies

D. Wear, CAPT, MC, USN
NOMI Psychiatry

* Terminal Objectives

the completion of this lecture the
student will understand:

1. The epidemiology of suicide in the Navy
and the general population

2. The Navy and USMC policies pertinent
to a suicide prevention program

3. How to perform a clinical assessment in
a psychiatric emergency

6 Enabling Objectives

# List two demographic characteristics
that place an individual at higher risk of
suicide

¢ State the most important consideration
when assessing a patient witha
psychiatric emergency

# Provide three factors from a patient's
history that places them at increased
risk for suicide

I SUICIDAL BEHAVIOR IS
A LIFE-THREATENING
MEDICAL EMERGENCY

P

Epidemiology of
Suicidal Behavior

. {—
‘ IN THE MILITARY

< Third leading cause of death - 10% of all
AD deaths

¢ Rate same as civilian: 10-12/100,000
annually

< An increase in the 15-24 age group (1/3 of
AD Navy in this age group)-tripled in the
past three decades
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GENERAL POPULATION

< 9/1,000 people attempt suicide

+ 1/10 endorse suicidal thoughts

+ actual suicide rate has remained stable
(increase in the younger group offset by a
decrease in the middle-aged group)

+ 30,000 deaths annually in the US (attempts
about 10x)

+ One suicide every 20 minutes

L

p SUICIDES BY STATE

# Lowest rate for both sexes: NJ
+ Highest for men: Nevada and New Mexico
+ Highest for women: Nevada and Wyoming

+ Women in Nevada killed themselves at a
higher rate thanmeninNJ. . . ..

+ The #1 suicide site in the world:

More Rates

¢ Men commit suicide 3x more than women

¢ Women attempt suicide 4x more than men

& Men use more violent methods

o Except for the 15-24 age group suicide
increases with age: Men peak after 45;

women after 55. For men >65: incidence of
40/100,000

# Elderly account for 25 % of suicides and
only 10% of population

4

"“Rates Related to Race

+ 3rd leading COD for 15-24 year old males
(after accidents and homicide)

¢ Whites 2x higher rate than nonwhites - this
is misleading in that the rates for the ghetto
youth and young Native American and
Alaskan Indians far exceed the national
average.

%

b Rates (cont.)

+ Religion: suicide rates among Catholic
populations are lower than the rates among
Protestants and Jews (orthodoxy probably
more important than religion)

+ Marital Status: marriage with children
greatly less '

+ single, never-married have double the rate for
married
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o/

s Rates (cont.)

¢ Marital status (cont.)
# Previously married much higher than single:
*24/100,000 among widowed
#40/100,000 among divorced
+69/100,000 among divorced males; 18 for women
¢ Occupation
+ higher the social status, higher the risk
+ a fall from social status increases the risk
+ work protects

"

) Rates (cont.)

& Physical health: strong relationship with
suicide: postmortem studies show 25-75%
of all suicide victims have some physical
illness. Health is contributing factor in 11-
51% '

¢ Mental health:

+ almost 95% of all patients who commit or

attempt suicide have a diagnosed mental
disorder.

35-80% of all suicidal
behavior is alcohol-
related
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) Rates (cont.)

< Occupation (cont.)

+ Female physicians have highest rate:
41/100,000

¢ Male physicians no increase

¢ Psychiatrists>ophthalmologists>anesthe-
siologists

o Other: dentists, musicians, law enforcement
officers, lawyers, and insurance agents

7
s
L

b Rates (cont)

¢ Mental Health (cont.)

+ 80%depression, 10% psychotic disorders,
dementia 5%

# Risk in mood disorders:15%
# Risk in alcoholism: 15% (270/100,000)

+ also significant in panic disorder and OC
disorder

45-70% of suicides
have mood disorder

19-24% of suicides have a
prior suicide attempt




, NAVY RATES

CY 1993-1997
stay at 4-5 per year

Navy Suicide
Prevention
Policy Overview

6 History

& 1775 - 1980°s
+ Patchwork
+ No centralized tracking
+ Medical/Legal/Moral debate
¢ 1980’s
¢ Quality Of Life (QOL) programs
+ CO’s/OIC’s responsibility
+ Navy specific programs

W/
s Current Navy Policy
Directly Addresses Suicide

¢ OPNAVINST 6100.2 25 Feb 92

+ Health Promotions Program
+ MILPERSMAN 4210100

¢ Casualty Reporting
¢ NAVMEDCOMINST 6520.1A 31 Mar 86

¢ Evaluation and Disposition of
Risk

o/
s Current Navy Policy
Directly Addresses Suicide
¢ SECNAVINST 6320.24 14 Dec 94

¢ Mental Health Evaluations Of
Members of the Armed Forces

¢ SECNAVNOTE 1700 28 Jul 94
¢ Reinvestigation Requests

W/
6 Current Navy Policy
Address Significant Risk Factors

+ MILPERSMAN 3430150
¢ Command response to UA

¢ US. Navy Regulations Art.1159
+ Personally owned weapons

¢ OPNAVINST 5354.4B 13 Sep 90
+ Alcohol Abuse Prevention
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/

y Current Navy Policy
Address Significant Risk Factors
¢ SECNAVINST 1754.1 12 Jun 84
¢ DoN FSC Program
¢ OPNAVINST 6100.2 25 Feb 92
¢ Health Promotions Program

o/

-

) CO’s / OIC’s Responsibilities
OPNAVINST 6100.2

¢ Develop command program

+Ensure awareness of local suicide
prevention programs

< Ensure availability of QOL
programs

/_FEnsure awareness of local
suicide prevention
programs

¢ Minimum requirement:
+ Orientation programs

¢ GMT/GNT
< All other training is considered “proactive”
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Current USMC Policy
Directly Address Suicide

¢ Marine Corps Health Promotions Program -
Semper Fit 2000 MCO 6200.4 8 May 92

¢ Marine Corps Casualty Procedures Manual
P-3040.4C

Semper

2000

"“Develop command
program

¢Includes:

¢ Suicide response SOP

¢Command-specific training

A

~

—“Ensure availability
of QOL programs

Equal Morale Welfare

Opportunity & Recreation

Chaplain Health &

Programs Physical

(eg. Credo) Readiness
Programs

FSC Programs Others

(eg. FMP, TAP) |(eg. PREVENT)




*_Suicide Activity Definitions

Y
\ Suicide Gesture

MILPERSMAN 4210100
MILPERSMAN 4210100
o Part of Casualty Reporting < An intentional act, suggesting a cry
o Three types: for help, causing self-harm or
 Suicide intent to cause physical self harm
. that would not cause death.
# Suicide attempt
+ Suicide gesture
Suicide Attempt ) Suicide

MILPERSMAN 4210100

+An intentional act, causing
physical self-harm, where death
would have occurred without
direct intervention.

MILPERSMAN 4210100 (CD ROM 1770)

eIntentional, self induced
death.

A

y Suicide Activity Definitions
MILPERSMAN 4210100

oFor reporting purposes, the
type of suicide activity is
defined solely on the level of
lethality.

. {_
\ Suicide Activity Reporting
MILPERSMAN 4210100

« All gestures, attempts and suicides must be
reported.
+ Report initiated by:
¢ Parent command or
o ISICor
¢ Local Naval Activity or
+ Medical Treatment Facility (MTF)
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Suicide Activity Reporting
MILPERSMAN 4210100

« Only method of monitoring all types of
injuries.

# Not a personnel action but a casualty/injury
action.

"lental Health Eval Protections
SECNAVINST 6320.24 '

# Prohibits use of mental health
evaluation as reprisal

¢ Commands may still refer
“emergencies” immediately

o/
)y Command Response To UA
MILPERSMAN 3430150

< Inspect quarters

¢ Question cohorts

# Check hospitals, local law enforcement

¢ Check counseling (FSC, MTF, Chaplains)
o This list is NOT all inclusive
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‘_Guidelines for

Eval/Disposition

NAVMEDCOMINST 6520.14

¢ ALL suicidal risk referrals must be
done by mental health professionals

# Any suicidal act results in a period of
observation

< Outpatient treatment
(TPU/MEDHOLD) is appropriate

/
1/

) Reinvestigation Requests
SECNAVNOTE 1700

¢ Family may request reinvestigation via
SECNAV.

# Reinvestigation by DoD.

< Important reason to always do a
JAGMAN for suicides.

Y
y Possession of Weapons
U.S. Navy Regulations Art. 1159

« Personal weapons prohibited:

... on board any ship, aircraft, or any
vehicle of the naval service or within
any base or other place under naval
Jjurisdiction.” :

¢ Exceptions set by “proper authority”




v
s Alcohol Abuse Prevention
OPNAVINST 5350.4B
< Education of alcohol use risk
# Deglamorization

+ Alternatives to use

¢ DAPA knows who has ever received
treatment

+ Right Spirit
+ ALNAV 11/96 (Mar 96)
+ NAVOP 8/96 (Mar 96)

i )
i

o/
‘— DoN Family Services Center Programs
SECNAVINST 1754.14
« Prevention of some problems
¢ Family education programs
+ Early intervention
¢ Family advocacy
< Any program that improves individual

coping skills can be part of suicide
prevention

-/
\ Health Promotions Instruction
OPNAVINST 6100.2

< Health contributes to better
decisions

#Regular exercise, healthy diet
contribute to stress management

#Responsible alcohol use reduces

risk taking, promotes better
decision making

Suicidal Behavior
VAssessment and
Management

‘Every suicide act is
made with a degree
of ambivalence and
IS a communication

6Ear'/y Identification and
Prevention

+Causes of Suicide

+Risk Factors

+Warning Signs

+ Assessment of Risk

¢ Management
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$Causes of Suicide

# Loss of Close Relationship

# Loss of Career and/or Employment
# Loss of Financial Security

¢ Loss of Social Acceptance

# Loss of Health

¢ Loss of Self-Control

# Loss of Freedom (Disciplinary)

6 Risk Factors

¢ Relationship Problems
¢ Experience with Firearms
+ Alcohol Abuse

¢ Unexplained Mood Changes or
Depressed Mood

eMale

‘— Warning Signs

+ Suicidal Talk
“I Wish I Were Dead”
“If ... Happens, I’ll Kill Myself”
“No One Cares About Me”
“I Just Want All Of This To End”
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F eelings Associated with Loss
(Bereavement)

¢ “Psychache” (Intolerable Life Pain)

+ Hopelessness****(high corroboration with
risk)

+ Helplessness

¢ Depression

+ Worthlessness (Self-critical)

+ Shame (Self-hate)

& Agitation/Anxiety/Panic

Q’- Risk Factors (cont.)
Previous suicidal behavior

+ h/o psychiatric d/o
« Personality disorder
¢ Unexpected physical disability
¢ FH:
+ unstable childhood/adolescence
« abuse, neglect, rejection by parent

# close relationship to someone who committed
suicide

6 Warning Signs

# Suicide Preparation
+ Notes

< Giving Away Personal
Possessions

# Final Arrangements




‘ Warning Signs

¢ Preoccupation with Death

# Prior Suicide Gestures or Attempts
¢ Social Withdrawal

¢ Mood Changes

‘ Technique of Assessment

¢ Non judgmental, objective, and
empathetic

# Preserve the dignity and avoid
humiliating the patient

& Encourage the patient to express
concerns and plan

o If made attempt - first stabilize

/-
‘Assessment (cont.)

& Assess aforementioned risk factors
¢ If they have a plan:

@ P - what is the proximity to help?
@A - what is the availability of means?
®L - what is the lethality of means?
@S - what is the specificity éf the plan?

‘_ Risk Assessment

Follow enclosure (5) in SECNAVINST
6320.2A (Boxer Instruction)

GUIDELINES FOR MENTAL HEALTH
EVALUATION FOR IMINENT
DANGEROUSNESS

L
‘Assessment (cont.)

& Assess information provided by others:
+ available support
+ job stressors
+ impulsive behavior
+ safety of where pt will spend next 48 hours
+ attitudes of family, friends, and command
+ availability of chaplain, FSC, etc..

_ Management

f suicidal risk is found - must admit to the
nearest facility. No one who has made a
suicide attempt should be sent home form a
treatment facility without a psychiatric
evaluation, and in most cases, inpatient
evaluation (24-48h).

« If judged NOT a suicidal risk may be
returned to the command with written
documentation outlining the assessment, dx,
and f/u recommendations - notify command by
phone or through the escort.
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. {-.
‘Management

¢ If they are preconfinement and verbalize

SIs and there is no AXIS I: may go to Brig
& “Close Observation”

& THE SAFEST PLACE IS THE BRIG:
(however, cannot send someone to the brig
merely for safety purposes - must be under
confinement or preconfinement orders. . . )

A

y Do’s and Don’ts

& Don’t leave the pt alone

& Include family and friends if available

& Inform the pt of your plans

¢ Be available during the acute crisis even
if hospitalized - visit - don’t abandon

¢ Therapeutic Alliance can’t be
underestimated (trust, empathy)

A
Q Do’s and Don’ts
*YContracts

# a verbal or written "contract” is NOT the
bottom line - this can cause a false sense of
security (allays the physician's anxiety
without having any effect on the patient’s
suicidal intent) and several recent litigation
cases have proven them invalid

+ much better to document that the pt
understands the resources available to
him/her and document specific risk elements
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6 Do’s and Don’ts

# Clarify limitations but explore options
and solutions

& Avoid judgmental remarks and
observe your body language

® Refrain from making unrealistic
reassurances, simple advice, or
clichés

_Help the CO/0OIC
understand why a severely
personality disordered

member should be ADSEPd
- CUT THEIR LOSSES

THE MEMBER
WILL “UP THE
ANTE!!!”

. Other Psychiatric
Emergencies

\




¢

Anyone at significant risk
to harm themselves or

someone else can be considered

a psychiatric emergency

I.e. - are they suicidal,
homicidal, or psychotic?

Keep it simple - first
determine the above and then
sort out the cause

6 Clinical Presentations

+subdued behavior
sagitated behavior
ebizarre behavior
eperfectly normal behavior

" How to handle a suicidal,
homicidal, or psychotic patient

+ FIRST AND FOREMOST ENSURE
SAFETY (of patient andyou)

& Follow do’s/don't already discussed

# Always err on the conservative side (at
minimum contact a psychiatrist or
psychologist to discuss case before
releasing)

# Listen to your primary process: if you are
uncomfortable being alone with a patient,
DONT BE ALONE WITH THEM

' {-_
‘ Preventive Measures

+ Review your clinic restraint plan - if it
doesn't exist get some help and
develop one - it may be as simple as
call MPs

+ Understand the principles of verbal,
chemical, and physical restraint and
logistics involved

+ Know policy/legal requirements:
suicide evals, Tarasoff, Boxer

“_Tarasoff - duty to warn/protect

+ Based on 1974 and 1976 CA rulings -
MHPs have a duty to protect third
parties from the dangerous acts of
their clients

# Requirements vary state-state

+ DoD providers now held to standard as
set forth in SECNAVINST 6320.24A
(Boxer Law): see handout
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SECNAVINST 6320.24A
| BFEB 1993

GUIDELI OR _MENT ALTH UATIO
FOR IMMINENT DANGEROUSNESS

Clinical evaluations should include:

I,

II.

Record Review
A. Medical Record

1. History of pertinent medical problems and treatment

2. History of substance abuse evaluations and/or
treatment

3. History of mental health evaluations and/or
treatment

B. Family Advocacy Program (if applicable)
C. Service Personnel Record (if available)

D. Review documentation for disciplinary problems and
counseling

History

A. History as obtained from the Service member and
agssessment of reliability

1. History of past violence towards others: ("Have
you ever hurt anyone physically? Who? What did
you do? How badly was the person hurt? How did
you feel about it afterward? How do you feel
about it now?")

2. Alcohol and illicit substance abuse/dependence

3. Personal/marital problems
4. Recent losses (job/family)

5. Legal/financial problems

6. History of childhood emotional, sexual and/or
physical abuse or witnessing abuse

7. Past psychiatric history

Enclosure (5)
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SECNAVINST 6320.24A
1 6FED 1393

8. Past medical history and current/recent medications
B. Information from command representative on Service

member’s behavior, work performance and general
functioning

C. Pertinent information from family or friends

ITI. Mental Status Examination (emphasis on abnormal
presentation)

A. Appearance (ability to relate to the examiner, eye
contact, hygiene, grooming)

B. Behavior (psychomotor agitation or retardation)
C. Speech (rate, rhythm)

D. Mood (service member’s stated predominant mood)
E. Affect

F. Is examiner's observations of member’s affect
consistent with stated mood?

G. If inconsistent, in what way?

H. Thought Processes: Is there evidence of psychotic
symptoms, paranoid thoughts or feelings?

I. Thought Content: What does the service member talk
about spontaneously when allowed the opportunity? How
does the service member respond to specific questions
about the facts or issues which led to his/her
psychological evaluation? 1Is there evidence of an
irrational degree of anger, rage, jealousy?

J. Cognition: 1Is the service member oriented to person,
place, time, date, and reason for the evaluation? Can
he/she answer simple informational questions and do
‘simple calculations?

Enclosure (5) 92



SECNAVINST 6320.24A
I B FEB 1998

K. Agsgegament of Suicide Potential:

1. Ideation: Do you have or have you had any thoughts
about dying or hurting yourself?

2. 1Intent: Do you wish to die?

3. Plan: Will you hurt yourself or allow yourself to
be hurt “accidentally or on purpose?” Do you have
access to weapons at work or at home?

.4. Behaviors: Have you taken any actions towards
hurting yourself; for example, obtaining a weapon
with which you could hurt yourself?

5. Attempts: Have you made prior suicide attempts?
When? What did you do? How serious was the injury?
Did you tell anyone? Did you want to die?

L. Assessment of Current Potential for Future Dangerous
Behavior

1. Ideation: Do you have or have you recently had
any thoughts to harm or kill anyone?

2. Intent: Do you wish anyone were injured or dead?
3. Plan: Will you hurt or try to kill anyone?

4. Behaviors: Have you verbally threatened to hurt
or kill anyone? Have you obtained any weapons?

5. Attemﬁta: Have you physically hurt anyone
recently? (Describe.) .

IV. Psychological Testing Results (if applicable)

V. Physical Examination and Laboratory Test Results (if
applicable) ’

VI. Assessment Shall Include:

A. BAxis I through III diagnoses, as indicated, and Axis
IV and V assessments

Tt
e

, Enclosure (5)
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SECNAVINST 6320.24A7

{6 FEB 1308

VII.

VIII.

B.

A statement of clinical assessment of risk for
dangerous behavior, supported by history obtained from
the Service member and others, the mental status
examination, pertinent actuarial factors and if
pertinent, the physical examination and laboratory
studies results.

Recommendation/Plans Shall Address:

A. Further clinical evaluation and treatment, as
indicated.

B. Precautions taken by the provider and recommendations
to the gervice member‘s commanding officer.

C. Recommendations to the service member‘s commanding
officer for administrative management.

Documentation

A. Documentation of the history, mental status
examination, physical findings, assessment, and
recommendations shall be recorded in the inpatient and
outpatient record.

]
B. In thogse cases of individuals clinically judged to be

imminently or potentially dangerous, a letter
documenting the summary of clinical findings,
precautions taken by the provider, verbal
recommendations made to the service member’s
commanding officer, and current recommendations shall
be forwarded by the mental health care provider via
the medical treatment facility commanding officer to
the Service member's commanding officer within 1
business day after the evaluation is completed. See
enclosure (4).

Enclosure (5)
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SECNAVINST 6320.243

1 6 FEB 1498 /

period (usually leﬁi, an 24 hours), ;;- service member may 158
admitted to a psy¢hratric unit (or mgdical unit, if a psygh

Y7 le) for an inp-éﬁgnt evaluation.

unit is not é;}
e decision to adps¥t a service member
s solely with

4

#iental health ezﬂgﬁ?;ion or treatment res

a mengyr health care pr who has approved hospital admitting

In casesAé&/féployed units, or isolated geographic
//: health care providefs are availabley a

physician, if avai }y'e, or the senior prix

provider present;;; all take actions ang

to the servicia¢y4zer’s CO to protec Y safety

and that oférs, until such an eys £

Z

‘care providg;z;: forms a
#etfmines a service

. = A
document in the meédical record 4

the assessmeng'gf'risk for inpdi

f. Health Care Providers Duty to Take Precautions Against
Threatened Injury

(1) In any case in which a service member has
communicated to a health care provider with clinical practice
privileges an explicit threat to kill or seriously injure a
clearly identified or reasonably identifiable person, or to
destroy property under circumstances likely to lead to serious
bodily injury or death, and the service member has thé apparent
intent and ability to carry out the threat, the provider shall
take precautions against such threatened injury. Such
precautions may include any of the following:

(a) Notification of the service member’s CO that
the service member is imminently or potentially dangerous.
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SECNAVINST 6320.24A
16 FEB 1333
(b) Notification of the military and/or civilian law
enforcement authority where the threatened injury may occur.

(c) Notification of any identified potential
victim(s) of the threats made.

(d) Recommendation to the service member’s CO that
appropriate precautions be taken.

(e} Admitting the service member to an inpatient
psychiatric or medical ward for evaluation and/or treatment of a
mental disorder.

(£) Referral of the service member’s case to the
Service’s physical evaluation board per reference (a),
subparagraph Déc(1l).

(g} Recommendation to the CO the service member be
administratively separated for personality disorder per reference

(a), subparagraph D6c(2) or other applicable separation
authority.

(2) Prior to discharge of an imminently or potentially
dangerous service member from inpatient status, a health care
provider shall notify the service member’s CO, and any
identifiable individuals who may be at risk of serious injury
from the service member, about the service member’s pending
discharge.

{3) The health care provider shall document in the
medical record the date, time and name of each person and agency
contacted when taking precautions against threatened injury.

{4) The health care provider shall inform the service
member these precautions have been taken.

*

g. Recommendations to COs

completion of a mental health examination of

an imminently or po ially dangerous service member, the mental
health care provider shall™i diately provide to the service
member’'s CO a letter that shall a s at a minimum the
diagnosis, prognosis, treatment plan, an commendations
regarding fitness and suitability for continue ‘sexxigs\?nd shall



CHAPTER

TEN

Motivation to Fly and
Aviator Characteristics

CDR Mark Mittauer

Introduction

+ To understand how aviators function - it is
useful to consider what motivates them to
fly

+ When evaluating a “failing” aviator - the
flight surgeon should consider:

1) if his personality matches that of
successful aviator,
2) if he has a healthy motivation t

Past Behavior Predicts Success in
Aviation

+ Good impulse control (e.g., absence of
MV Ag, traffic violations, delinquent
behavior, starting fights)

+ “Track record” of accomplishments

+ Healthy stress coping skills (successfully
handled significant life events and -
milestones)

+ Group participation (relationship ski s)’
+ Leadership skills

Healthy Motivation to Fly

+ Typically began in childhood

+ Involves a counterphobic urge - as one must
learn to enjoy an innately terrifying activity

+ Ability to recognize the real dangers of
flying and the realistic demands of ﬂlght
training

+ Ability to transform the aggressive ( ¢
sexual?) drives into calculated risk-takj )

Historical Clues to Healthy
Motivation to Fly

+ Long-standing desire to fly

+ Participation in aviation-related
activities (airshows, airplane models,
flying lessons)

+ Aviator role model (relative or fner;d

m) rlsky hobbies (sky diving, ro ki \“ﬂ>

Healthy Motivation to Fly
(cont.)

+ Never contemplated a non-aviation
career

+ Accepts implications of combat flying
(e.g., being killed, killing enemy and
civilians)

+ Supportive family (spouse or
“significant other” and parents)

e,
VALY
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Clues to Unhealthy Motivation to
Fly
+ Impulsive decision to escape family,
relationship, or other problems

+ Selecting aviation in response to parental
pressure (ex. father is retired combat pilot)

+ Need to compete with and “one up” a
domineering parent T

+ Selecting aviation to prove “I’m ma & )&? A
and overcome low self-esteem/inferi tyv "é‘}b 3

+ Immature wish be an aviator (“Topgu

| ll:alﬂ“alﬁis”) I"steaj a£ﬂ![ En!ﬁthlng

Motivation to Fly Evolves with
Aging
+ Young/student aviator:
- total preoccupation with thrill of ﬂymg
- denial about the dangers of flying (daring)
+ Older aviator:
- more diverse interests (ex., family) N
- recognizes danger (witnessed or ” ; \
experienced mishaps. ejection, dea alfwﬁ
aviator friends)

Adaptive Defenses in the Healthy
Aviator

+ Affiliation
+ Humor (may border on “sick” humor)

+ Sublimation (channel aggressive drive
into socially acceptable outlet, like
sports)

+ Compartmentalization (e.g., suppt:
anger about marital strife while

+ Suppression (of fear of flying)
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Reinhart’s Stages in the Aviator’s
Life

+ Glamorous years 22-24 yrs.

+ Years of increasing caution ~ 24-28 yrs.
+ Controlled fear of flying 30-38 yrs.
+ Safe years 38+ yrs.

Motivation Evolves (cont.)

+ Seasoned aviator:

- proud of his/her flying skill and
experience

- more cautious
- competing interests (military car
family, preparation for civilian
career) \

Defenses
(cont.)

+ Denial (“I never think about crashing™)

+ Rationalization (“Flying is less
dangerous than driving. There are
NATOPS procedures, checkrides,
emergency procedures, ejection seats,
parachutes,...”)

+ Magical thinking (“I will never @j)

accident.”) _

/




Evolution of Aviator Personality
Traits

+ W.W.I/W.W.II aviators:

+ Few selection criteria

+ Stereotypical macho, aggressive, impulsive
thrill-seekers (“Topgun” image)

+ Courageous or foolhardy? - aerial combat,
bombing, and strafing done within eyesigh

of the enemy (5, )&?
b
+ Spawned colorful legends V™

%

Successful Modern Aviator -
Characteristics

+ Above-average intelligence (USN - 116;
USAF - 123)
+ Supportive parents
+ Calculated risk-taker (accident free) ... yet..
+ Compulsive (obeys NATOPS, checklists)
+ Thinks quickly in emergency and novel, -
b

situations R ¥
+ Strong need for control
+ Independent (but a team player)

Successful Aviator
Characteristics (cont.)

+ Big ego (“healthy narcissism™); confident
+ Absence of Axis I or Axis II diagnoses

+ Achievement-driven/action-oriented

+ Avoids introspection (so may “act out”

when stressed; externalizes personal probs.)
+ Emotionally reserved (isolates affect@'ai&:f

S\
friends easily but likes interpersonal '\,\sz’
distance; uses rational problem-solvi )
+ Able to selectively attend to certain inffagss

Classic Aviator Personality
Studies
+ CAPT Richard Reinhart (1979) -
“Outstanding Jet Aviator”

+ Study of 105 fighter pilots - in the top 10%
of their peer group (all males)

+ 67% first born (but so are many successful
people)

+ Strong parental influence:
- intense, strong identification with f
- stable, supportive mother

USAT “Right Stuff” Study

+ Retzlaff and Gibertini (1989)
+ Group I - “Right Stuff”:

dominant aggressive
impulsive playful

+ Group II - “OK Stuff”:
less driven stable
compulsive less joy in fly

+ Group III-“Wrong Stuff”:
passive cautious .
conforming less joy in flying

NEO-PI-R (Personality
Inventory)

+ Normed for civilian airline pilots and Naval
and Marine Corps aviators

+ Five major scales:
- Neuroticism (low) - generalized anxiety
- Extroversion (high)
- Openness (to new experience) - flexij
- Agreeableness
- Conscientiousness (high) - does it ri
- Impulsiveness (low)
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Personality Test Results

+ Personality testing of successful
aviators -reveals similar profiles for
men and women

Finis
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CHAPTER ELEVEN

Aviator Adaptation/
Career Challenges

» Discuss how aviators are sele

» Discuss the student aviator training
path

CDR Mark Mittauer * Discuss stress coping skills used by
successful aviation students
* Discuss signs of poor adaptation to
aviation
How are Naval Aviator Officers

« Discuss interventions for aviation™*
adaptation problems

« Discuss unique challenges advanced
aviation training and operational flying

- measures personality style, motivation for
military and aviation, and cognition
- minimum score required
« Flight Physical - no formal questions to
assess suitability for aviation (“AA” __)

+ Selection Boards for ROTC, USNA, OCS
applicants

How are Enlisted Aircrew/Air
Traffic Controllers Selected?

* Armed Services Vocational Aptitiide
Battery (ASVAB) - minimum score
needed to enlist in the Navy/Marine
Corps

* You are selected for the aviation rate if
there is as position available (quota
system)

Student Naval Aviator (SNA)
Flight Trainine

* OCS, USNA, ROTC s
« Aviation Preflight Indoctrination (API)
* Ground School

« Primary Flight Training (16% attrition)
« Intermediate Flight Training

Advanced Flight Training

+ WINGS!

* Replacement Air Group (RAG)
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Student Naval Flight Officer
(SNFO) Flight Traigin

* OCS, USNA, ROTC
« Aviation Preflight Indoctrination (API)
* Basic NFO Training

« Intermediate NFO Training

¢ Advanced NFO Training

* WINGING!

Successful Aviator

2

* Ability
* Motivation
+ Stability:
- PQ - no Axis I diagnosis
- AA- no Axis II diagnosis (personality
disorder or maladaptive personality traits
that adversely impact aircrew coordination,
mission execution, or flight safety)

Stress Coping Defenses for
Student Aviators

+ Flight (withdrawal coping mechani
- “drop on request” (DOR),
- somatization
- conversion reaction
» Fight (aggressive coping mechanism):
- denial (I didn’t make a mistake”)
- projection (“It was the instructor’s fault”)

Stress Coping Mechanisms

» Compromise (healthy coping mec :
- suppression (of fear of death or of making
a mistake)

- denial (“I won’t get a down”)
- rationalization (“If I get a down, it was the
instructor’s fault. I will still get jets!™)
- magical thinking (“I won’t get a down”)
» Compartmentalization - total of above

Student Aviator Adap

* Most adapt to flying within 5
flights, or less

* Goal is to achieve comfort in (and
ability to excel in) a
multidimensional environment

Signs of Poor Adap

it

« Discomfort flying (fear, severe anxi

« Anticipatory anxiety (before the flight)

* “Thrill is gone” (does not enjoy flying;
prays for rain)

 “Behind the aircraft” ( slow responses, lack
of anticipation, “brain lock™)

 Impulsive (but incorrect) control inputs
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Poor Adaptation

« Chronic fatigue (often occurs when't
student eschews exercise , socializing,
proper nutrition - and despite adequate
sleep)

* Airsickness:
- initially physiologic (vestibular response)
- performance anxiety component
- conditioned response (e.g., fuel smell)

Interventions for Poor

Adapigii

» Stress Management Training (e.
Psychiatry Department)

* Self-Paced Airsickness Desensitization
(SPAD) - at NOMI Internal Medicine - 80%
success rate (after unsuccessful trial of
phenergan, ephedrine)

 Performance Enhancement Program - uses
stress management training, relaxation, etc.

* NEO-PI-R (personality inventory}é
all Student NFOs (and some winged NFOs
for comparison)

» Certain response profile will result in
assessment by the Flight Surgeon - and
possible referral to NOMI Psychiatry for
stress management and evaluation

* MAY reduce DORs and attrites

* NOT a “select out” tool

Challenges in Advanced Student

-

« Resuming junior student status - may be*
difficult for narcissists

« Solo flights - cause anxiety in dependant
students who need excessive reassurance

* More complex aircraft (e.g., prop to jet)

< More complex mission (e.g., carrier ops,
night and adverse weather, more
challenging mission)

Challenges in Advanced Training

» Increased responsibility (e.g3s
aircraft commander, section leader,
flight leader, mission commander)

Challenges in Operational Flying

» “Nugget” - the junior aviator in hi
fleet assignment
Collateral duties

« More frequent deploymeﬁts - but fewer
flight hours

- Supervisory and leadership challenges

« “Dissociated tour” - nonflying tour (“fly a
desk™)
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Challenges in Operational Flying

« Military flying vs. civilian airlines (*drive
bus™)
< Military career vs. family
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Challenges for the Flight
I;

Constant “caretaker” responsibility
Personal problems (e.g., marital strife,
career disappointments)

Nostalgia for the Fleet

Narcissistic students - argue about
undesired grades

Dependant students - need excessive
nurturing




CHAPTER TWELVE

FEARTIEIFLYING

D.J. Wear-Finkle, MD, MPA
CAPT, MC, USN
NOMI - 1999

Enabling Objectives

* Explain the concept of "fear of flying"

* Discuss several predisposing factors

+ State the two common stages in an
aviator's career

* List three related Axis I conditions

+ Discuss the steps you will take if “fear
of flying” is raised as a concern

Terminal Objectives

At the completion of this lecture the
student will understand:

1. The concept of FEAR OF FLYING
2. The importance of early
identification of underlying
and related conditions

Fear of Flying isa CONCEPT

- not a diagnosis

Once you determine this may
be a problem you can then
sort out any AXIS I and Il
issues

Because the aviator does not
present with “fear of flying”
you need to be savvy and
aware of this concept so you
can intervene appropriately
and help the aviator (and keep
him/her safe!)
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BACKGROUND

»Flying is a sense of power; it makes the pilot
feel in control

» Always a balance between risks vs. rewards

»Those who are unwilling or unable to admit to
a rational fear use defense mechanisms to
reduce the fear ’

»Frequently a “latent” fear of flying occurs when
unhealthy outweigh healthy defense
mechanisms




Predisposing Factors

>»recurrent training problem

>unhealthy motivation

> career or life goals conflict

»physical or psychological
problem

Precipitants

»Professional: job stress, fatigue
>Personal. family, marital problems
»Psychological

=initially healthy defenses may become

aoverwhelmed or distorted if a significant
AXIS | Disorder

» Mission Type:
=Low level, night, carrier landings, bombing

> A healthy person can admit to the risks
and make a conscious well-reasoned
decision to continue flying or to quit

» An unhealthy person may recognize the
fear but attempts to disguise it through
unhealthy defenses

> This is where the flight surgeon can
help the aviator sort out the above

DEFENSES (conscious)

» Avoidance
»choice of aircraft, canceling hops, etc.
> Suppression

»conscious control of fear and anxiety:
“forced cool”

»Compensation by compulsivity

»can become maladaptive if inflexible
»Humor (OK to a point)
»(Malingering)

DEFENSES (unconscious)

» Denial (healthy in moderation)
> Identification (OK)

»Gain strength from the group
» Counterphobia

>Getting on schedule first volunteering for
dangerous missions, etc.

>» Rationalization/Intellectualization
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DEFENSES (unconscious) - cont.

» Projection
»extemalizing one’s fears by blaming or
criticizing others

» Compulsive Traits
»can be adaptive or maladaptive -




FEAR and defenses at
different ages

>»EARLY: NAFOD (no apparent
fear of death)

>MID/LATE: MAWLS (Middie
Age WIill to Live Syndrome)

EXAMPLES - no clear cause

* Multiple causes

- family, career, aging, physical problem,
introspection,etc .

 Unresolved single traumatic event
* PTSD or other psychiatric disorder

 Appropriate diagnostic and treatment
interventions
- redlistic dispositional options (?NPQ), help
member deal effectively with appropriate
emotions (anger, guilt, loss, etc)

EXAMPLES - a clear cause

« POST MISHAP-to deal with acute anxiety
following an aircraft mishap

v'incident debriefing (CISD if loss of life)
v'rapid return to flight operation -
discourage long period out of the aircraft

v'allow member to vent and shore up
defenses

RELATED AXIS | DISORDERS
Specific Phobia

» Marked and persistent fear that is
excessive or unreasonable, cued by the
presence or anticipation of a specific
object or situation

» Exposure to the stimulus almost
invariably provokes an immediate
anxiety response

» The person recognizes that the fear is
excessive or unreasonable

Specific Phobia (cont.)

+ The phobic situation is avoided or else _
endured with intense anxiety or distress

» The avoidance, anticipation, or distress
in the feared situation interferes
significantly with functioning

« Specify type:
— Animal, Natural Environment, Blood-

Injection-Injury, Situational, other
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CASE

>33y o MCM Major with 11y CAD/USMC
>»1100 hours as instructor in AV8B
»currently waivered to SGI for “presyncope”
»developed anticipatory anxiety

»currently undergoing separation
»?custody of kids

»initial denial = conscious working through

»requesting waiver to SGIiI (+multiseat
aircraft)




RELATED AXIS | DISORDERS
Psychological Factors Affecting
Medical Conditions

« A general medical condition (GMC) is present
(listed on Axis lil)

+ Psychological factors adversely affect the GMC in
one of the following ways

— the factors have influenced the course of the
GMC as shown by a close temporal association
between the psychological factors and the
development or exacerbation of, or delayed
recovery from, the GMC

Psychological Factors Affecting
Medical Conditions (cont.)

— The factors interfere with the treatment of
the GMC

—the factors constitute additional health risks
for the individual

— stress-related physiological responses

precipitate or exacerbate symptoms of the
GMC

Psychological Factors Affecting
Medical Conditions (cont.)

« Coded as (Specified Psychological
Factor) Affecting (Indicate the GMC)

+ Choose name based on nature of the

psychological factors

~ Mental Disorder Affecting . . ., Psychological
Symptoms Affecting. . ., Personality Traits or
Coping Style Affecting. . ., Maladaptive Health
Behaviors Affecting. . ., Stress-Related
Physiological Response Affecting. . ., Other
Psychological Factors Affecting. . . .

Some Clues

« h/o longstanding ambivalence about
flying with poorly defended anxiety
h/o AUTONOMIC HYPERACTIVITY:
—tension headaches, ulcers, Gl sx, etc.
h/o flying with symptoms and self-
medicating

* waiver - possible in mild cases

.

RELATED AXIS | DISORDERS
Conversion Disorder

« One or more symptoms or deficits
affecting voluntary motor or sensory
function that suggests a neurological or
other general medical condition

 Psychological factors are judged to be
associated with the symptoms or deficit
because the initiation or exacerbation of
the symptom or deficit is preceded by
conflicts or other stressors

Conversion Disorder (cont.)

» The sx or deficit is not intentionally produced

* The sx or deficit cannot, after appropriate
investigation, be fully explained by a GMC,
or by the direct effects of a substance, or as
a culturally sanctioned experience

- causes clinically significant distress or
impairment

« types (motor, sensory, seizures, or mixed)
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Conversion Disorder

* Displacement of anxiety

» evidence of unconscious secondary gain
« overuse of denial
“La belle indifference”

symptoms disqualify the aviator despite
their protests

* poor prognosis

OTHER RELATED FACTORS

* Family or marital conflicts
- spouse begins to grow apart or family becomes
distant (e.g. no one wants anymore moves, etc.)
- aviator may have to decide to either sacrifice
career or lose family
« Flight surgeon can assist in this process by being a

supportive yet uninvolved third party and help arrange
family counseling if needed

FEAR OF FLYING - Summary

 Poorly defended fears present as vague
and multiple somatic symptoms,
inconsistent or unprofessional behavior, or
dysfunctional personal relationships

 Diagnosis and attempting to sort out
underlying dynamics are essential

» Tx is supportive - may continue to fly if
symptoms are minor

« CALL us!!!
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OTHER RELATED FACTORS

 Always consider Adjustment Disorder dx
until sorted out - NPQ while symptoms but
no waiver required if clean resolution

* Activity-passivity conflicts - can occur in an
aviator/NFO with dependent traits
—does fine in two-seater but chokes when

assigned to a single-seater
~ onset usually noted in a post-training command
- consider if NAA

OTHER RELATED FACTORS

« The “Brink of Success” Pattern
—does well until a few steps from achieving goal

—look at relationship with dad (both fear of
success or fear of failure) (that psychobabble
castration fear thing)

« Accident-Proneness
—when so perfectionistic that minor failures result
in increased loss of confidence, inability to
express anger appropriately







[HEILINGEVIATOR

D.J. Wear-Finkle, MD, MPA
CAPT, MC, USN
NOMI - 1999/2000

Enabling Objectives

+ Explain the concept of “the failing
aviator”

- Discuss the characteristic defenses
used by the healthy aviator

* State the role of the Human Factors
Council in early identification of "the
failing aviator”

- List two characteristic differences
between how the male and female
“failing aviator” presents

Background (cont.)

 The aviator population today is much more
heterogeneous regarding gender and
ethnicity

« Failing aviators today may present with
more subtle signs and symptoms of poor
stress
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Terminal Objectives

At the completion of this lecture the

student will understand:

1. The concept of the "Failing Aviator"

2. The importance of early
identification of underlying and
related conditions

3. The differences between how the
typical male vice female “failing”
aviators present

Background

« Like “fear of flying,” the “failing” aviator is
NOT a diagnosis, but a concept to keep in
mind.

* Also like f-o-f, when considering the failing
aviator, flying is almost never the real
stressor

« Historically seen in the older or middle-
aged aviator with multiple stressors

The Failing Aviator

« References:
- Handout
- COMNAVAIRPACINST 5420.2B/
COMNAVAIRLANTINST 5420.5C/
COMNAVAIRESFORINST 5420.2
(SOP on Human Factors Council and
Human Factors Board) - encl. (5)




Personality Traits of Healthy

. Coping Styles of Health
Aviators PIng ty. Y
Aviators
» Healthy aviators of both sexes score about .
the same on certain standard psychological * DEFENSE MECHANISMS:
tests denial rationalization
* NEO-PI-R: emotionally stable suppression  intellectualization
°°"S°'e"2:“5 « COMPARTMENTALIZATION:
extrovert - .
L - ability to ignore (exclude from
* Healthy trats:  self-reliant consciousness) distractions that do not
achievement-oriented contribute to flying
adventurous
) Why is it difficult to recognize
Healthy Female Aviators Y

+ Compared to females in the general

the failing aviator?

 The failing aviator is reluctant to

population, female aviators are: acknowledge problems:
less modest - denial is a normal defense
less agreeable - stigma of psychiatric iliness
more emotionally stable - fear of extrusion from the group
more conscientious - belief that psychiatric treatment
equates with the end of flying
Difficulties in Recognizing the Underlying Stressors for the
Failing Aviator Failing Male Aviator

* The “organization” (peers, supervisors,
flight surgeon) is reluctant to express
concerns about its members

* Reasons:

- fear of “contamination” (if it
happened to “Viper’, it could
happen to me)

- reluctance to admit that “one of
us” failed

* Relationship/family problem
* Work problem:

— personality conflict with the chain-of-command
—middle management problem

- poor fitness report

—feeling that work not appreciated

» $$$-career-family/risks-rewards
« Environment (machine)/Mission

- deployments, moves, pulling G's, etc.
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Behavior of the Failing Male
Aviator (Dully, 1983)

Most Common Diagnoses

* “Acting out” * risk-taking behavior: * Adjustment Disorders

« displays of bravado - sexual promiscuity « Marital Problem

» macho posturing - dangerous sports « Phase of Life Problem

" abandon ::‘;:tg::;g - Maladaptive Personality Traits (O/C,

_fying “outside the Narcissistic, P/A)
envelope”
How will the failing female . .
. & Literature is sparse!
aviator behave?

« Berg and Moore (1997). “Behavioral
and Emotional Manifestations of the
Failing Female Aviator”

» Conclusion: The failing female aviator
may present in less dramatic fashion
and thus may not be recognized by
the flight surgeon

Why might female and minority

aviators deny feeling stressed?

* Same reasons as the “guys”

* Need for acceptance by the
established group of male aviators

+ Desire to avoid being labeled as a
“‘weak” female
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Study by Berg and Moore (96)

 Case review of 12 failing female
aviators (referred for psychiatric
evaluation due to performance
difficulties)

« Student and designated Naval pilots

and flight officers




Symptoms of Failing Female
Aviators
* anxiety = guilt
¢ insomnia * hopelessness
« tearfulness * lowered self-esteem
* depression * loneliness
* irritability

* |n general, emotional distress was
internalized

Behaviors of Failing Female
Aviators

+ aviation performance problems
» social withdrawal
* NO impulsive risk-taking!

Underlying Concerns for these
Women

Psychiatric Diagnosis

« 75% relationship problem  Adjustment Disorder was most
¢« 25%  death of a close friend in an common
aviation mishap - Same diagnoses as the male failing
« 25%  perceived sexual harassment/ aviators
hostile work environment
e endations for the
ROLE OF THE FLIGHT Recomm

SURGEON

« Cannot be overstated!!!

* Your effectiveness in the squadron
hinges on your ability to detect
problems early, intervene effectively
(decisively and fairly balancing the
needs of the Navy and the individual),
and get the aviator flying SAFELY

» Ensure active participation in the HFC/B

Flight Surgeon

« Be aware of the differences among stressed
aviators regarding:
- different precipitating stresses
- different symptoms (internalized
distress)
- different behaviors (less “acting out”)
« Some stressed aviators may present with
more subtle symptoms and behaviors
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Don’t have the first indication of
the failing aviator be a mishap -

Particularly if your own defenses got

in the way (i.e. the proverbial ostrich with

their head in the sand = denial). Sometimes
it takes courage to make the right decision

PEARL

Do not rely on the aviator to
determine if he/she can or cannot

&

compartmentalize!

Any aviator using typical
defenses will say they
are doing “fine.”
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CHAPTER THIRTEEN

Group Dynamics in Aviation/
Integration of the F.S. into the
Squadron

CDR Mark Mittauer

Group Dynamics in Aviation

Introduction

® Group dynamics influence the behavior
of individual members

note: group may mean a squadron,
aircrew in one aircraft, etc.
o Individual aviators assume a variety of

roles (professional and personal) in a
group - that change over time

Introduction
(cont.)

e These roles:
a) affect how the aviator is perceived
b) enable the aviator to influence the
group

o The flight surgeon is more effective if
he/she understands these dynamics

Roles an Aviator may Assume in
a Squadron

e operational assignment (ex. pilot-in-
command, section lead, mission cmdr.)

e administrative assignment (collateral
duty)

e mentor

o friend

e romantic partner

@ social position (ex. “party animal”)

Individual Characteristics
Influence Others’ Behavior

¢ flying experience (could be negative
influence if one ignores checklists, SOP)

o integrity/trustworthiness
e personality style:

- avoidant - unassertive in emergency
- narcissistic - demands attention; “pouts

@ appearance - attractive people are
perceived as > intelligent and capable;
I I Wﬂmm i '
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e gender/race:

- women and minority males may not be
accepted as readily - leading to lower
morale and self-esteem

- women may experience male instruc-
tors as either more, or less, demanding

- women may encounter hostility and
unwelcome sexual advances

Cockpit Configuration Influences
Behavior

o Side-by-side seating:
® EABB, P-3, S-3, helos (CH-46, CH-53)
@ Crewmember in left seat is “dominant”,

but there is more equality than in
tandem (front-and-back) seating

e advantage - more effective
communication as both auditory and
visual exchanges occur

@ problem - creates (and reduces) anxiety -

Mission (Role) Influences

Behavio

e The pilot’s “stick” and the NFO’s radar
“scope” are symbols of authority - and
may create a power struggle

o In two seat fighters - the RIO “runs the
show” (navigates and communicates)
prior to the “merge” (dogfight), then the
pilot assumes control

e In the P-3, the TACCO (RIO) isin
charge of the mission
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(Cont.)

o The individual has more influence on the
group if he/she shares common
characteristics with the group

o The flight surgeon will have more
credibility as a physician if he flies and
lives with the squadron members and
studies about flying (ex. takes NATOPS
exams)

e Tandem (front-and-back) seating:

e Cobra, F-18, F-14, T34C “Radial
Interceptor”

o potentially less communication (auditory
only)

® may create isolation or paranoia
(ex. one crewmember is less talkative)

o Radar operators (enlisted or junior
officers) control aircraft from the ground,
the aircraft carrier, or airborne (ex. E2)

e This may create passive-aggressive or
defiant behavior (by the “controlled”
aircraft) - that may compromise safety




Crew Composition Influences

Behavi

o Rank may not match experience/skill in
the same aircraft (or group of planes)

ex. the “hot stick” (most skilled pilot)
may be junior and less experienced

note: senior officers may fly less often

e Squadron position may not match flight
mission responsibility

ex. LT (pilot) flying with Skipper (RIO)

(Cont.)

I

e In a multi-crew plane - an “identified
leader” may wrest control from the
“appointed leader” (pilot-in-command)

T ——

Group Behavior Influences
Individual Behavior

o Risk-taking behavior increases:

e The group empowers the individual member -
to overcome feelings of inadequacy

why? - risk-taking is a desirable social
value
- the media highlights national
heroes and film/TV action figures
who are risk-takers

e A group collectively assumes more risk
than an individual

why? - diffusion of blame for a bad
outcome
- feelings of anonymity in a group
o Conformity increases:

why? - the group rewards conforming
behavior in new members

e Loss of inhibition increases:

e The group overrides an individual's
maintenance of socially acceptable
behavior

o A crewmember is more likely to make
the same bad or incorrect decision as
his peers

Group Culture

o Each squadron has a distinct
“personality style” that evolves over time

e Squadron achievements and lore are
passed down through the “corporate
memory” with (perhaps) embellishment

o The squadron reputation bonds and
motivates the members and boosts
morale (ex. jet vs. helo “slow movers”;
fighter “jocks” vs. attack “pukes”)
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Group Rituals

I

e Each squadron has rituals (formal and
informal) that reinforce the group identity
e Call signs (nick names) remind the
aviator of his place in the “pecking
order”
note: new FS called “Quack”

e The squadron may have initiation rituals
(good-natured ridicule)

T ————

Unique Aviation Group Behavior

e |

o The “jackal” phenomenon:

® A squadron member may be “extruded”
when he oversteps acceptable behavior
standards (formal and informal)

o The flight surgeon may be asked to
medically “dispose” of the member

Recommendations for the Flight
Surgeon with “Jackals™:

e Maintain your professional integrity

e Insist on extensive documentation

e Consult (senior or group flight surgeon;
NOMI Psychiatry)

e Handle administratively if appropriate
(ex. FNAEB, FFPB, HFB)

e Psychiatric referral only if appropriate
(use SECNAVINST 6320.24A - Boxer

Law)
Squadron Death
(cont.)

e The flight surgeon should watch for
unhealthy behavior: projection of blame,
“splitting”, survivor guilt, excessive
denial, “acting out” (alcoholic binges)

e Consider requesting a Critical Incident
Stress Debrief (CISD)

e CISD available via chaplains, Family
Service Center, local Mental Health

Department, SPRINT Teams
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Squadron Reaction to Death

e Normal grief stages: shock, denial,
bargaining, sadness, acceptance

o Healthy defenses: rationalization,
suppression, compartmentalization,
“gallows humor”

® “Wake for a day”: allows rapid
integration of the mishap and return to
“business as usual” (flying)

Integration of the Flight Surgeon
into the Squadron




Desired Qualities of the Flight
Surgeon

s

e Be confident and comfortable with
making independent medical decisions

o Know and obey the boundaries of your
authority and expertise (know when to
consult and refer)

e Maintain your professional medical
integrity (“do the right thing” when there
are conflicts of interest; document in the
medical record)

The Ideal Flight Surgeon
(cont.)

e e B e eeeeeeeeeee |

e Become a trusted member of the
squadron:

- dress the part (USMC uniform/groom-
ing)

- attend all squadron social functions

- study NATOPS

- visit the non-aviators and ieam about
their jobs (“safety” inspections)

The Ideal Flight Surgeon
(cont.)

mm————1

m s

e Be humble. Accept (with grace) ridicule,
criticism, and initial avoidance by your
aviators

o Be flexible in balancing divided loyalties
to several squadrons - and between the
squadron and clinic

o Be a model Naval officer. Practice
“leadership by example.”

The Ideal Flight Surgeon
(cont.)

o Be comfortable with aviator behavior
that may violate your moral code

(adultery, sexual promiscuity, alcohol
use, coarse language)

- maintain confidentiality

- do not be judgmental

- maintain your integrity

- take action when behavior is unsafe

Challenges for the Flight Surgeon

® “Special” patients:
ex. CO, XO, Admiral, Wing Staff
- try to treat all patients equally (documentt)
- complete a thorough medical eval
- consult Senior FS and peers

o Multiple responsibilities - to squadron, clinic,
hospital, other squadron(s):
- set limits; be assertive and lobby hard for

adequate squadron time

Challenges for the Flight Surgeon
(cont.)

e Divided loyalty - to the patient and the
Navy/Marine Corps:
- inform your patient that the CO must
be aware of serious medical/
psychiatric conditions that may
compromise flight safety, aircrew
coordination, or individual safety

(ex. alcohol abuse, suicidal ideation)
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Challenges for the Flight Surgeon
(cont.)

| e S —

o Medical care for family members:

- find out if it is feasible to care for
your aviators’ family members
before you agree

- avoid undue familiarity (ADULTERY)

- strictly maintain your aviators’ con-
fidences! (“what happens on the road,
stays on the road”)
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Challenges

(cont.)

e Squadron social “cliques”:
- be available, and a friend, to all
squadron officers
- maintain confidentiality about
medical conditions and personal
issues of individual aviators
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CHAPTER FOURTEEN

AEROMEDICAL DISPOSITION

I. OVERVIEW

During these training sessions, the Student Flight Surgeon
class will be divided into small groups of 5-7 students.
Each group will be given a sample case vignette to evaluate.
These case studies will illustrate common psychiatric
presentations which the Flight Surgeon must be able to handle
effectively. The Aviation Psychiatry Final Exam will follow
this format although students will be required to work
individually.

Be aware that these cases may illustrate any, or all, of the
following:

Axis I disorders

Axis II disorders

V codes

Administrative or disciplinary problems

D WN -
. . . .

After reading each case vignette, students will address the
following:

1. What is the differential diagnosis? The most likely
diagnosis? (Remember, there may be diagnoses on multiple
axes, or more than one diagnosis on the same axis.)

2. What further work-up, if any, should be done? (Remember to
think about possible organicity.)

3. What treatment would you recommend? (Hospitalization,
outpatient treatment, psychotherapy, psychotropic
medication, behavioral therapy, AA, etc.)

4. What is the aeromedical disposition? What is the General
Duty disposition? (Do they need a Medical Board?)

5. Can this condition be waived? If so, when? Upon what
conditions is a waiver contingent? What supporting
documents should be included in the waiver package?

The groups will select a member to present their findings to

the class, and discussion will be led by the instructor
regarding appropriate assessment and disposition.

PSYCHIATRIC CRITERIA TO EVALUATE SUITABILITY FOR AVIATION
DUTIES

This chapter provides information about various psychiatric

disorders and the associated aeromedical concerns for each
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disorder. As well it discusses waiver criteria and follow-up
requirements where applicable. These guidelines are necessary to
preserve the functional capability of our operational forces.

A. CONDITION: ALCOHOL ABUSE OR DEPENDENCE

1.

AEROMEDICAL CONCERNS: Ethyl alcohol has a depressant
effect on brain mechanisms. Subtle performance effects
such as procedural errors, increased reaction time and
inattentiveness can occur after low doses. More
importantly, it can cause and potentiate disorientation
including production of positional alcohol nystagmus and
vertigo, and impaired ability to suppress inappropriate
vestibular nystagmus. This susceptibility exists long into
the "hangover" period. Ingestion of alcohol causes
reduced G; tolerance by 0.1-0.4 G. Alcohol is associated
with a higher accident rate in both ground and flight
operations. Chronic ingestion with CNS, GI, and CV effects
can produce performance degradation in flight and ground
jobs.

DISCUSSION: In terms of acute intoxication, alcohol is
implicated in about 16% of general aviation fatal
accidents. The risk of liver damage in a man drinking
80gm ethanol (equivalent to one 6-pack of beer, 3-4 mixed
drinks or 4-6 glasses of wine; the corresponding figure
for females is about 50gm) a day for some years has been
reported as 15%. Acute alcohol intoxication can produce
arrhythmias which usually disappear quickly but can leave
moderate conduction delays for up to one week (the
"holiday heart" syndrome).

PREVIOUS ALCOHOL ABUSE/DEPENDENCE TREATMENT: To ensure
that all aviation personnel with a history of alcohol
abuse or dependence are properly identified and followed,
all aviation physical exams shall include the following
question on the appropriate questionnaire (SF-93 or
6120/2): "Have you ever been diagnosed or had any level
of treatment for alcohol abuse or dependence?" Positive
responses should be correlated with a current valid
waiver. If none exists, waiver should be requested via
the member's chain of command per the following guidelines
and the diagnosis should be noted on the member's problems
summary sheet in the health record.

TREATMENT: Level II (Alcohol Abuse) or Level III
inpatient program (Alcohol Dependence). In 1996, a Level
II/III outpatient program, Intensive Outpatient Program
(IOP), will be opened at certain Navy Alcohol
Rehabilitation Centers. Waiver packages should
specifically note if member attended IOP instead of Level
IT or III, and a treatment summary must be included.
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5.

WAIVER:

a. ALCOHOL ABUSE AND DEPENDENCE: NPQ for aviation. Waiver
is possible 90 days* after the patient has:

1) Maintained positive attitude and unqualified
acknowledgment of his/her alcohol disorder;

2) Successfully completed the appropriate treatment
program (Level II or III; IOP);

3) Remained abstinent without need for medication;

4) Maintained satisfactory participation with
documentation in an organized alcohol recovery
program (AA, Rational Recovery).

* Return to flight status should occur no sooner than
30 days after satisfactory completion of a
treatment program. The 30 day option should be used
in those cases with minimal risk factors, minimal
social stressors, and unqualified participation in
treatment/recovery.

NONCOMPLIANCE: Continued denial of an alcohol problem
and/or refusal to abstain from alcohol following treatment
is CD for continued aviation status and requires
submission of SF 88/93 to MED-236. Any relapse requires
re-evaluation by FS/DAPA/ARD to determine potential for
retreatment vs. permanent disqualification.

INFORMATION REQUIRED FOR WAIVER RECOMMENDATION: See
BUMEDINST 5300.8. 1) A grounding PE should be submitted
upon diagnosis of Alcohol Dependence or Abuse. A complete
flight physical should be submitted with the initial
waiver request. Thereafter, physicals for BUMED
endorsement are required only on an annual basis for
waiver continuance; 2) FS narrative assessment of member's
recovery including Mental Status Exam; 3) Copy of Level II
or III or IOP treatment summary (first time only); 4) FS
and DAPA's statement to document aftercare including AA
attendance; 5) Psychiatric evaluation by a credentialed
psychiatrist or clinical psychologist at initial waiver
request, then annually while in aftercare. SECNAVINST
6320.24 (Boxer Law) does not apply in these cases because
the psychiatric evaluation is required by instruction; 6)
Internal Medicine evaluation at initial request if
indicated.

FOLLOW-UP REQUIREMENTS: See BUMEDINST 5300.8. The member
must visit the following professionals at the intervals
specified:

a. Flight Surgeon. Monthly for the first 12 months, then
every three months for the remaining two years.
b. DAPA. Monthly for the entire 3 years with
. documentation of AA attendance.
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c. Credentialed Psychiatrist/Clinical Psychologist.
Annually while in aftercare. If deployed at the time
of annual physical, the psychological evaluation may
be performed by the flight surgeon (as taught in the
Student Flight Surgeon curriculum) and submitted with
the request for continuance of waiver.

B. CONDITION: ATTEMPTED SUICIDE

1.

AEROMEDICAL CONCERNS: There is a risk that a person may
make an attempt which will involve the safety of others
(pilots sometimes use their aircraft as the instrument of
suicide) .

DISCUSSION: Of those who make a suicidal gesture, 66% are
involved in acute personal crisis and many will have
ingested alcohol within 6 hours of the attempt. Within
one year, 20 will repeat the attempt and 2% will be
successful. There is an underlying personality disorder
in 20-25% of cases.

TREATMENT : Treatment is based on the individual's
psychiatric diagnosis. However, suicide attempts
associated with most Axis I and Axis II diagnoses other
than Adjustment Disorder or V codes are incompatible with
aviation duty.

FOLLOW-UP REQUIREMENTS: Follow-up psychiatric care is at
the discretion of the treating mental health provider, and
the frequency should be clearly stated in the psychiatric
evaluation or hospital discharge summary.

WAIVER: "Suicide attempt" itself is a behavior, not a
DSM-1V psychiatric diagnosis. Waivers are based on the
psychiatric diagnosis of which the suicide attempt is a
manifestation. If the suicide attempt is the manifestation
of a Personality Disorder, the patient is NAA. If the
suicide attempt is a manifestation of an Adjustment
Disorder, the pt would be PQ after the Adjustment Disorder
resolves.

INFORMATION REQUIRED FOR WAIVER RECOMMENDATION: All
suicidal ideation and attempts by Navy personnel require a
psychiatric evaluation, and psychiatric hospitalization if
warranted.

C. CONDITION: ANXIETY DISORDERS

1.

AEROMEDICAL CONCERNS: The symptoms may produce
distraction in flight with autonomic symptoms as well.
Panic attacks can produce sudden incapacitation.

DISCUSSION: Patients with PTSD, Panic Disorder, and GAD
may complain of palpitations, dizziness, headaches,
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shortness of breath, tremulousness, and impaired
concentration and memory. OCD patients complain of
obsessional thoughts and/or compulsive rituals which
interfere with functioning. Long term prognosis is
controversial; however, over 50% may recover within a year
with appropriate treatment. Panic disorder has a high rate
of recurrence, and is associated with increased mortality
from cardiovascular disease and suicide.

TREATMENT: Medication is incompatible with flying status.
Behavioral therapy, including relaxation, biofeedback,
and anxiety management is permitted in a flying status if
the symptomatology is so mild that it does not meet the
criteria for Panic Disorder, PTSD, Generalized Anxiety
Disorder, or Obsessive Compulsive Disorder. Medication
and behavioral therapy may certainly be used while the

patient is on a Limited Duty Board and grounded.

FOLLOW-UP REQUIREMENTS: Psychiatric follow-up for the
anxiety disorders is at the discretion of the treating
mental health provider. Patients on Limited Duty Status
are generally seen at least monthly in follow-up. After
one year off medications, asymptomatic and out of active
treatment, the patient should receive a psychiatric
evaluation to verify that there has been no recurrence for
inclusion with the waiver request.

WAIVER:

a. PANIC DISORDER/PTSD/GENERALIZED ANXIETY DISORDER/
OBSESSIVE COMPULSIVE DISORDER: NPQ for aviation.
Treatment should occur under the auspices of a Limited
Duty Medical Board. Waiver may be requested when
asymptomatic, off medications, and out of active
treatment for one year.

b. SPECIFIC PHOBIAS: NPQ only if they impact on
performance or flight safety.

c. SOCIAL PHOBIAS: NPQ if the behavior impacts on flight
performance. Refer via medical board for Departmental
Review.

d. ACUTE STRESS DISORDER: NPQ for aviation. Waiver may
be requested when patient has been asymptomatic, off
medications, and out of active treatment for at least
six months.

INFORMATION REQUIRED FOR WAIVER RECOMMENDATION:
Psychiatric evaluation and treatment summary, and Medical
Board reports if indicated.
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D. CONDITION: MOOD DISORDERS AND ADJUSTMENT DISORDERS

1. AEROMEDICAIL CONCERNS: Mood disorders and Adjustment
Disorders are associated with decreased concentration,
inattention, indecisiveness, fatigue, insomnia, agitation,
and psychosis, all of which are incompatible with aviation
duties. Risk of suicide is 15%, highest of all mental
disorders. There is a strong association with substance
abuse.

2. DISCUSSION: 15% of depressed patients eventually commit
suicide. 50-75% of affected patients have a recurrent
episode. Acute major depression is treatable in 80% of
patients. 20-30% of Dysthymic patients develop subsequent
depression or mania.

3. TREATMENT: Psychotropic medications and psychotherapy for

depressive/manic symptoms are not compatible with aviation
duties.

4. FOLLOW-UP REQUIREMENTS: Psychiatric follow-up is at the
discretion of the mental health provider. Adjustment
Disorders diagnosed by mental health personnel are not
considered resolved until a mental health provider makes
that statement in the patient's health record. Mood
Disorders are generally seen at least monthly while on
limited duty. After the one year period off medications
and asymptomatic out of active treatment, a psychiatric
evaluation is required to verify that there has been no
recurrence of symptoms for inclusion with the waiver
request.

5. WAIVER:

a. ADJUSTMENT DISORDERS: NPQ during the active phase.
When resolved, patient is PQ, no waiver required.

b. MAJOR DEPRESSIVE DISORDER/ DYSTHYMIA/ DEPRESSIVE
DISORDER, NOS: NPQ for aviation. Treatment should
occur under auspices of Limited Duty Medical Board.
Waiver may be requested when asymptomatic, off
medications, and out of active treatment for one year.

c. RECURRENT MAJOR DEPRESSIVE DISORDER/MAJOR DEPRESSIVE
DISORDER WITH PSYCHOTIC FEATURES: NPQ, No Waiver.

d. BIPOLAR DISORDER: NPQ for aviation, no waiver. Should
be referred to central Physical Evaluation Board for
fitness for general duty/retention.

6. INFORMATION REQUIRED FOR WAIVER RECOMMENDATION:

Psychiatric evaluation and treatment summary, and Medical
Board reports if applicable.
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E.

CONDITION: PERSONALITY DISORDERS

1.

AEROMEDICAL CONCERNS. Maladaptive personality traits may
lead to flight safety problems. Aeronautical adaptability
involves a person's coping mechanisms, personality style
and defense mechanisms that may impact on the ability to
undergo training, safety in aviation environments, and the
ability to interact in a harmonious way with other crew
members. Certain personality traits may produce thrill
seeking behavior, conflicts with authority, emotional
lability, questionable judgment and poor impulse control,
or inflexibility incompatible with the rigors of aviation
duty.

DISCUSSION: Psychometric testing such as the MMPI may be

" abnormal in Class 2 personnel, but is frequently normal in

SG I/ SG II personnel. The stress of military life
frequently exacerbates maladaptive behavior and the
diagnosis becomes apparent in the operational environment.

TREATMENT: Treatment of Personality Disorders requires
long term intensive psychotherapy which is incompatible
with aviation duty and usually not practical in the
military.

WAIVER: Personality Disorders are NAA. Maladaptive traits
which negatively impact safety of flight, crew
coordination, or mission execution are also NAA. Once an
individual is found NAA, it is unlikely that (s)he will be
found AA at a later date. Thus, no waivers can be
considered for aeronautical adaptability. If, however, the
patient demonstrates over a period of 2-3 years
substantial personality maturation in terms of his/her
ability to (a) sustain the stressors of the aviation
environment, (b) work in harmony with other members, and
(c) stabilize his/her personal life and turmoil, (s)he may
be considered for reevaluation by a Psychiatrist or
Psychologist, preferably at NAMI Psychiatry provided both
the patient and his/her command have a strong desire to
return to flight status. Questions of aeronautical
adaptability of designated aviation personnel should be
referred to NAMI Psychiatry by telephone consultation or
referral for further evaluation.

INFORMATION REQUIRED FOR NAMI EVALUATION: The diagnosis
is largely based on documentation and evidence of prior
counseling of the history of pervasive behaviors or traits
that are characteristic of the person's recent and long
term functioning (since early adulthood) which cause
social or occupational impairment or subjective distress.
Psychiatric evaluation is required to clarify suitability
for general and special duty.
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CONDITION: PSYCHOTIC DISORDERS

1.

AEROMEDICAL CONCERNS: Symptoms of aeromedical concern
include eccentric behavior, illogical thinking,
hallucinations, social withdrawal and a risk of suicide.

Recurrence is abrupt, unpredictable and incapacitating in
aviation.

DISCUSSION: Increased vulnerability to stress is
considered lifelong in these disorders. In schizophrenia,
1/3 will lead somewhat normal lives; 1/3 will continue to
have significant symptoms; 1/3 require frequent
hospitalization and chronic care. 50% of schizophrenics
make a suicide attempt, and 10% will succeed.

TREATMENT: Antipsychotic medications and close psychiatric
follow-up care are incompatible with aviation duty.

FOLLOW-UP REQUIREMENTS: Psychiatric follow-up is at the
discretion of the treating psychiatrist. The majority of
these disorders require Physical Evaluation Boards due to
their incompatibility with general duty.

WAIVER:

a. SCHIZOPHRENIA/SCHIZOPHRENIFORM DISORDER/
SCHIZOAFFECTIVE DISORDER/DELUSIONAL DISORDER/BRIEF
PSYCHOTIC DISORDER WITHOUT MARKED STRESSORS/AND
PSYCHOTIC DISORDER NOS: NPQ for aviation, no waiver.
Should be referred to Central Physical Evaluation
Board for fitness for general duty/retention.

b. BRIEF PSYCHOTIC DISORDER WITH MARKED STRESSORS (BRIEF
REACTIVE PSYCHOSIS): NPQ for aviation. Treatment
should occur under the auspices of a Limited Duty
Board. Waiver may be requested when asymptomatic, off
medications, and out of active treatment for one year
in a Full Duty status. These cases are handled on a
case-by-case basis depending on the prognostic factors
of the case.

c. SUBSTANCE-INDUCED PSYCHOTIC DISORDER: Substance-
induced Psychotic Disorder with clear evidence from
the history, physical examination, or laboratory
findings that the disturbance is etiologically related
to medication use is PQ when resolved, as long as the
"substance" inducing the psychosis was not alcohol or
illicit drugs.

d. PSYCHOTIC DISORDER DUE TO GENERAL MEDICAL CONDITION:
PQ when resolved if the precipitating organic factors
are identified and considered not likely to recur.
Physical illness or other disorders causing persistent
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G.

H.

6.

delirium are permanently disqualifying and should be
referred to a medical board.

INFORMATION REQUIRED FOR WAIVER RECOMMENDATION:
Psychiatric evaluation, treatment summary and copy of
Medical Board if applicable.

CONDITION: SEXUAL DISORDERS

1.

1.

AEROMEDICAL CONCERNS: Sexual Disorders include both:
Sexual Dysfunctions (sexual arousal, desire, orgasm
disorders) and Paraphilias. Generally, sexual
dysfunctions do not impact on a person's aviation
performance. The paraphilias, however, such as
exhibitionism, voyeurism and tranvestic fetishism may
impact on aviation performance. Such patients exhibit
compulsive behavior, impaired judgement and poor impulse
control, and certain legal ramifications may cause the
person to be inattentive to detail and a safety risk.

DISCUSSION: Paraphilic activity often has a
compulsive/impulsive quality. Patients may repeatedly
engage in deviant behavior, and this behavior increases
when the patient feels stressed, anxious, or depressed.

The legal consequences generally preclude treatment within
the military.

TREATMENT: The treatment of sexual desire/aversion/arousal/
pain/orgasm disorders generally involves behavioral
techniques which should not preclude aviation duty. Use of
medication is incompatible with aviation duty. Treatment of

paraphilias is less successful, and generally requires long-
term treatment.

FOLLOW-UP REQUIREMENTS: Psychiatric follow-up 1is at the
discretion of the mental health provider in those cases in
which treatment is deemed necessary.

WAIVER: Paraphilias are generally NPQ. Waiver requests are
handled on a case-by-case basis by NAMI Psychiatry after the
patient has completed treatment and been asymptomatic for an

adequate time period. However, many cases are handled by
administrative disposition due to legal implications and
impact on good order and discipline. ' Sexual dysfunctions

may be PQ if they do not impact aviation performance.

INFORMATION REQUIRED FOR WAIVER RECOMMENDATION: Psychiatric
evaluation and treatment summary with a statement from the
FS regarding the individual's performance.

CONDITION: IMPULSE CONTROL DISORDERS

AEROMEDICAL CONCERNS: Stereotyped or impulsive behavior may
lead to aviation safety problems. These disorders involve an
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inability to resist acting on an impulse that is dangerous
to oneself or others, and that is characterized by a sense
of pleasure when gratified.

DISCUSSION: Differential diagnosis should include substance
abuse, temporal lobe epilepsy, head trauma, bipolar disorder
(manic), and antisocial personality disorder. The diagnosis
is usually not made if the behavior occurs only in the
context of another Axis I or Axis II disorder such as
schizophrenia, bipolar disorder, or adjustment disorder.

TREATMENT: Psychotropic medications used with Intermittent
Explosive Disorder and Trichotillomania are incompatible
with aviation duty. Pathological gambling and kleptomania
are generally treated with behavior therapy.

FOLLOW-UP REQUIREMENTS: Follow-up psychiatric care is at
the discretion of the mental health provider in those
cases in which it is deemed necessary.

WAIVER: Impulse Control Disorders (Intermittent Explosive
Disorder, Kleptomania, Pathological Gambling, Pyromania,
Trichotillomania) are NPQ for aviation, no waiver. These
cases are handled on a case-by-case basis, and questions
should be referred to NAMI Psychiatry via telephone
consultation or referral for formal evaluation.

INFORMATION REQUIRED FOR NAMI EVALUATION: Previous
psychiatric evaluation and flight surgeon's documentation
outlining any social, occupational, administrative, or
legal problems of the patient.

CONDITION: SOMATOFORM DISORDERS AND FACTITIOUS DISORDERS

1.

2.

AEROMEDICAL CONCERNS. These disorders have a chronic
course and patients make repeated visits to physicians due
to multiple physical or somatic complaints. Patients with
factitious disorders may seriously injure themselves
(injecting feces, swallowing ground glass, injecting
insulin) and are at extreme risk in the aviation
environment.

DISCUSSION: 15-30% of patients with hypochondriacal
disorders have physical problems. 30% of conversion
disorders have associated physical illness. Factitious
disorders have a high risk of substance abuse over time.

TREATMENT: Treatment offers little hope of return to
flight status in Factitious Disorders. These patients are
rarely motivated for psychotherapy, and generally change
physicians when confronted. The psychotropic medications
used in Somatoform Disorders are incompatible with
aviation status.
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J.

4.

FOLLOW-UP REQUIREMENTS: Follow-up psychiatric care is at
the discretion of the treating mental health provider.

Patients are generally seen at least monthly while on
Limited Duty.

WAIVER: These disorders are NPQ. They should be referred
to a Medical Board for treatment. Waivers may be
considered for those rare cases which are successfully
treated on a Limited Duty Board and remain asymptomatic
and off medications for one year in a Full Duty status.

INFORMATION REQUIRED FOR WAIVER RECOMMENDATION:
Psychiatric evaluation, copy of Medical Board if
applicable, and flight surgeon's narrative outlining any
social, occupational, administrative, or legal problems of
the patient.

CONDITION: EATING DISORDERS

1.

AEROMEDICAL CONCERNS. Eating disorders can cause
potentially life-threatening metabolic alkalosis,
hypochloremia, and hypokalemia which can have drastic
implications for aviation safety. Anxiety and depressive
symptoms are common, and suicide is a risk.

DISCUSSION: Relapse rate is high. In long term follow-up
of anorexia, 40% recover, 30% improve, and 30% are
chronic. Anorexia is potentially fatal in 5-12% of cases.
Bulimia is often associated with alcohol abuse.

TREATMENT: Treatment is very difficult and involves
intensive long term therapy, group therapy, and possibly
pharmacotherapy, all of which is incompatible with
aviation duty.

FOLLOW-UP REQUIREMENTS: Follow-up psychiatric care for
those patients retained is at the discretion of the
treating mental health provider, but should involve at
least monthly follow-up.

WAIVER: Eating Disorders (Anorexia, Bulimia, and Eating
Disorders NOS) are NPQ for aviation. These cases should be
treated under the auspices of a Limited Duty Medical Board
if the member is retained; however, many of them will be
administratively separated. Waiver may be considered on a
case-by-case basis if the patient is off medication,
asymptomatic, and out of active treatment for one year.
These patients must meet the minimum aviation weight
standards.

INFORMATION REQUIRED FOR WAIVER RECOMMENDATION:
Psychiatric evaluation, copy of Medical Board if
applicable, and flight surgeon's narrative outlining any
social, occupational, administrative, or legal problems of
the patient.
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CHAPTER FIFTEEN

Combat Psychiatry

CDR Mark Mittauer

Outline - Discuss:

+ Symptoms of Combat Stress Reactions
(CSR)

+ Risk Factors for CSR

+ Management of CSR (NOT TREATMENT)
+ Prevention of CSR
4+ Combat Stress Control Unit

How Does One Overcome the
Fear of Combat?

+ “Delusion” of Omnipotence
+ Strong faith in leaders

+ Conviction that an individual’s peers will
protect him/her

Combat Stress Reaction (CSR)

# Also called Combat Fatigue

+ A normal condition that occurs in normal
combatants under abnormal circumstances

+ A person’s psychological defenses are
overwhelmed and the person is temporarily
unable to fight or function

+ Combat Stress Reaction is (intentio:
NOT a psychiatric diagnosis

Combat Psychiatry’s Goal

+ To prepare as many personnel as possible
for combat (and thus to prevent Combat
Stress Reactions)

+ To restore personnel with Combat Stress
Reactions to full duty

+ To recognize and treat CSR - to prevent—
development of psychiatric illness sﬁ” J
disability 4

+ Some dispute that less morbidity with RTD
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Normal Physiological Reactions
to Combat

+ muscle tension/tremor/cramping/shaking
+ diaphoresis (sweating)

+ tachycardia (increased pulse rate)

+ increased blood pressure

+ tachypnea (increased breathing
rate)/hyperventilation

+ diarrhea and increased urinary frequén




Normal Psychological Reactions
to Combat

+ fear/panic attacks helplessness

+ apathy frustration

+ depression poor concentration
+ crying

+ irritability/anger

+ insomnia

+ fatigue/exhaustion

Severe Symptoms of CSR

+ overwhelming fear/inconsolable/hysterical
+ fleeing combat/refusal to fight/fear of flying
+ self mutilation/suicide attempt

+ incoherent speech

+ severe cognitive defecits (e.g., thought
blocking, memory defecits, disorientation)~>\
+ psychosis Rt )

L \Q/

Classification of CSR

+ Often classified as mild, moderate, or
severe

+ Formal DSM-IV diagnoses avoided, unless
the member will be transferred “to the rear”
for lengthy and definitive psychiatric care
(e.g., Brief Psychotic Disorder or Major —:
Depressive Disorder) <§° o ;‘;»

+ This avoids giving the patient the &y V¥, |
. . . ' [NY/
impression that he has amedical or
psychiatric illness
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Behavioral Symptoms of Chronic
Combat Exposure

+ hypervigilance
+ exaggerated startle response (hyperarousal)
+ alcohol or drug abuse

+ “sick” humor

+ excessive griping

+ withdrawal from the group
+ psychomotor retardation

Severe Symptoms of CSR
(cont.)

+ catatonia (immobility; excessive motor
activity)
+ mania

+ somatoform or conversion symptoms (loss
of motor or sensory function WITHOUT a
neurological or medical cause)

‘/'f"\_‘
+ inappropriate alcohol or drug use - rﬁ/
+ dissociation (amnesia, depersonalizatioh,

feeling “dazed™)

g

How to Differentiate CSR from
Normal Combat Anxiety

+ symptoms interfere with functioning
+ symptoms exceed those of peers

+ symptoms persist long after exposure to the
trauma ends




Organic Causes of Combat Stress
Symptoms

+ Be alert for these potentially fatal
conditions!

+ head injury (intracranial bleed)

+ spinal cord injury
+ infectious disease (including biological war)

+ dehydration 1;1 -
g
+ severe sleep deprivation < Py
M

Other Organic Causes ...

+ illicit drug toxicity or withdrawal (e.g.,
stimulants, benzodiazepines, hallucinogens)

+ prescribed drug toxicity or withdrawal (e.g.,
stimulants)

+ alcohol intoxication/withdrawal
+ chemical or nuclear warfare agents

+ chem. warfare antidotes (ex. atroping=
anticholinergic psychosis)

Risk Factors for Combat Stress

+ Environmental/Situational
+ Operational/Organizational
+ Individual

_+ Phase of Deployment

(Cont.)

+ inadequate food

+ poor sleep; fatigue; inadequate leisure time
+ poor field living conditions and sanitation
+ infectious disease (presence and threat)

+ well equipped and trained enemy with high
morale and motivation <Q SRR

+ lack of knowledge about mission
effectiveness
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Environmental/Situational Risk
Factors

+ adverse weather, terrain, noise
+ greater combat intensity and duration

+ viewing wounded (esp. violent, grotesque)
+ suffering a wound

+ participating in atrocities

+ wearing MOPP gear

General Rule:

+ Increased risk for combat stress with:
- greater number of risk factors
- increased severity of risk factors
- longer exposure to risk factors




Operational/Organizational Risk
Factors

+ poor leadership
+ poor unit cohesion/morale (small unit)
+ uncertainty about mission or role
+ lack of home support for mission
+ lack of/inaccurate information -
+ poor training (for combat and field h@g’)&f

AVav

1 N5

.

(Cont.)

+ deploying units with recently assigned personnel
that have not trained together (reservists)

+ support troops (non-combat front line):
- often less well trained to cope with combat
- helpless feeling at fixed base
- exposure to carnage and suffering (of .
combatants and civilians) e.g. body handéjﬁs T

- harassed by locals (and cannot retaliate) \[\,\x
- surprise attack (missile; aircraft)

(Cont.)

+ Poor physical fitness (gauge: combat
exercise endurance; NOT PRT score)

+ medical iliness

+ preexisting psychiatric disorders (and risk
for illness):

- Axis I (e.g. PTSD from prior combat)~ =2
- Axis II personality disorder or mal tﬂp%e'
personality traits
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(Cont.)

+ outdated equipment (lack of confidence in
the equipment capability) e.g. aircraft

+ unpredictable deployment schedule (due to
“rightsizing” and dynamic, unstable
international situation)

Individual Risk Factors

+ age (very young or older)
+ single/divorced

+ minority or female facing discrimination
+ lower rank (USNS Comfort study)
+ lack of training and experience

+ lack of commitment to the cause
+ recently assigned to the unit

+ worry about family at home (reservist

+ financial stress (e.g. reservists lose job)

Phase of Deployrhent Affects
Stress

+ Predeployment phase:
- boredom, anticipatory anxiety, substance
abuse
« Initial phase:
- high operations tempo, new environmeEL,

exhaustion, marked anxiety
+ Middle phase:
- family concerns




(Cont.)

+ Final phase:
- stressful if delay in leaving

+ Homecoming:
- grief for loss of unit camaraderie
- family readjustment

Risk Factors for Aviators
(literature sparse)

+ threat of injury from antiaircraft fire
+ injury or death of friends
+ participation in destructive mission

+ sustained operations (SUSOPS) - delays
treatment of CSR

+ wearing Aircrew Chemical Defense
Ensemble

CSR Symptoms in Aircrew

+ careless flying

+ cognitive impairment

+ ingrained physical skills preserved, despite
severe fatigue .

Note: aviators less prone to CSR than
non-aviators '

Medical Units at Risk for
Combat Stress

+ may not train together as a unit (if
mobilized for the specific conflict)

+ sometimes uncertain about their role

+ lack of support from the combat unit that
the medical unit supports (as do not train
together; perceived as draining supplie
from the combat unit)

+ less risk for CSR if previously handl
corpses, or cared for dying patients

Special Challenges for
Mental Health Units

+ not perceived as important by the line and
medical units - as deal with intangible,
nonphysical injury - and return stressed
combatants to duty!

+ may not receive adequate support from the
medical unit to which the mental health uni

is attached <ﬁ”’ A

How Common are Combat Stress
Reactions?
+ estimate 1 combat stress casualty for every
2 to 5 wounded

+ more combat stress casualties (relative to
wounded) in NBC environment

+ Desert Storm: anticipating longer war, the
Army predicted that there would be 1400
combat stress cases per week (with 149

returned to duty) ’
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When do Combat Stress
Casualties Occur?

+ incidence high in the first week of combat
(40% in one article)

+ incidence declines to a stable rate over the
next 3 weeks

+ anticipate an increase again after one month
(prolonged combat)

BICEPS Treatment
(cont.)
+ Centrality:

- treat CSR victims in one area (not part of
medical unit) to avoid labeling as “ill”
- may occur near combat unit, battalion aid
station, or field hospital (safety is key)
+ Expectancy: instill message that per //i§$\
having acceptable and temporary re%laq.gﬁ N
<«

stress - and will soon return to duty

Simplicity (cont.)

4 Critical Incident Stress Debrief (CISD)
+ group session(s) - to discuss member’s role,
behavior, thoughts and feelings in combat

+ teaches normality and universality of

combat stress behavior, coping skills, an
stress management —
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Treatment of Combat Stress
Reactions
+ BICEPS mnemonic

+ Brevity: brief treatment with goal of return
to duty within 3 days (or medevac to rear)
+ Immediacy:
- treat as soon as condition recognized
- begin with aid by buddies, chaplain, /,—2)
corpsman, etc. -W§/

A

BICEPS Treatment
(cont.)

+ Proximity: treat near member’s unit (bond
+ Simplicity: - avoid psychotherapy
- avoid drugs (Ambien/benzo. ok for sleep)
- food, sleep, shower, clean uniform
- routine - exercise, work detail (in rate/
MOS), occupational therapy, games o
- military milieu ensures discipline

CISD (cont.)

+ Some dispute that CISD effective,
especially if performed before the traumatic
event has ended

+ CISD may increase morbidity
+ Participants generally deem it useful




Prognosis for Treated Combat
Stress Reactions

+ One article predicts that 30 % of the
casualties will return to duty within 24
hours - and 90 % return to duty within 72
hours

+ Another article noted a recurrence rate of
7 % for treated members - and noted that-—
5 % will require medevac out of the tgé ;h

. AT

+ A few members will need to be assigried 0y

support duties, instead of combat dutieig..

What DSM-1V Diagnoses Apply
to CSR Patients?

+ Combatants who suffer CSR - and
ultimately return to duty may have:

+ V- Codes
+ Adjustment Disorders (+/- suicidal ideation)

+ Somatoform Disorders (e.g. Conversion
Disorder)

+ Malingering

Who Needs to be Medevaced?

+ Major Depressive Disorder

+ Bipolar Disorder

+ Psychotic Disorders

+ Anxiety Disorders (Panic Disorder, PTSD)
+ Patients with persistent suicidal ideation
+ Unresolved/recurrent Conversion Disgrdér
+ Dissociative Disorders (amnesia) \

+ Commanders with any CSR presentatign.

Techniques to Prevent Combat
Stress
+ Do not deploy members with psychiatric
diagnoses
+ physical fitness
+ the best possible food, shelter, sanitation

+ adequate sleep (minimum 4 hours; 30
minute naps) - and leisure time

note: aviators need 8 hours of sleep P
“no fly” days

Prevention (cont.)

+ cycle units in and out of combat (rest days)

+ realistic, frequent training (field living,
combat, NBC)

+ teach small unit leadership
+ maintain “busy” training schedule

Prevention (cont.)

+ provide modern equipment

+ ensure families are cared for

+ rotate units into and out of the theater as a
unit (maintain unit integrity)

+ leaders live with and visit »troops often

+ disseminate accurate information oftex -
+ maintain discipline |
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Prevention (cont.)

+ promote morale and unit cohesion (awards
ceremonies, distinctive insignia)

+ team building (routine, sports, combat
exercise)

+ “buddy system” (assign veterans to care for
new troops)

+ teach about CSR - symptoms, preve ?
“buddy aid”

(Cont.)

+ teach stress management (ex., sleep
hygiene)

+ teach about NBC and disease threat - and
prevention

+ memorial services and mourning rituals

Prevention (cont.)

+ Critical Incident Stress Debrief (longer
process/small groups/interactive) vs.
Defusing (brief session/larger
group/noninteractive) - after:

- training mishap (injury or death)

- enemy or friendly fire casualties ' o X
- accidental injury (detonation of m;éi

- exposure to dead, wounded, civili A

)
Vo,

suffering

Combat Stress Control (CSC)

+ In future conflicts (combat, peacekeeping
missions), military mental health assets will
perform a variety of functions

+ Combat Stress Control (CSC) Units - will
be created to train with and deploy with
operational units (ship and ground)

Combat Stress Control
(cont.)

+ The basic CSC element will likely be a
highly mobile 3 person team that will travel
with, (and circuit-ride among), forward “tip-
of-the-spear” combat units

+ The future Marine may have a personal
computer that can monitor sleep quantity
stress levels, etc.

Combat Stress Control Functions

+ Consultation to unit leaders about mental
health concerns (assess unit stress, morale)

+ Teaching (before deployment/combat):
- stress management )
- Combat Stress Reaction prevention
- Critical Incident Stress Debrief/Defysin
- recognition of CSR

- “buddy aid” for CSR victims S

&




CSC Functions (cont.)

+ Triage of psychiatric patients

+ Brief stress debriefs/CISD - for wounded,
medical personnel, litter bearers, morgue
personnel, combatants, etc. (may prevent
Acute Stress Disorder, PTSD, Depression)

+ Restoration - Combat Stress Reaction
“treatment” to restore members to ful c”iuty v
within 72 hours (and return to own ;5)\[\’
ex. - at battalion aid station .

CSC Functions (cont.)

+ Reconditioning - more intensive treatment
in rear field hospital(1 to 2 weeks) to avoid
medevac out of theater

+ Demobilization and pre-homecoming briefs:
- ease the cease-fire “letdown”
- help prevent careless behavior PN\
(ex. handling unexploded ordnance
- prepare for home/reunite with loved\ghes

Special Challenges for Combat
Stress Control Units

+ Locate fast moving, mechanized combat
units that need CISD

+ Return combatants (recovered from CSR) to
individual units (up to 72 hours later!)

+ Current USMC doctrine: does not include
return to unit after medevac to amphibs —

TR
2

rd

“Peacekeeping”/Humanitarian
Missions
+ Significant incidence of Combat Stress
Reactions, PTSD, and other psych. illness
+ Factors:
- changing rules of engagement
- unclear goals/success hard to measure
- hostile civilians
- exposure to refugee poverty, atroci R
- miserable living conditions for milita,
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Rapid Trauma Intervention

By Mark Lessard, PhD
850-452-8674

Introduction

¢ The goal of this class is to familiarize
people with the effects of trauma and
interventions to minimize its long-term
consequences.

Traumatic Stress

¢ Exposure to a crisis
¢ Turning Point

¢ Sudden

¢ Unexpected

¢ Dangerous

¢ Immediacy

¢ Unusual
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Crises/personal

¢ Rape

@ Assault

¢ Auto Accident
o Burglary

Crises/group

¢ Natural Disasters

o Plane Crashes

o Terrorism

« Operational Deaths

Victims

¢ Primary
¢ Secondary
¢ Tertiary
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Crises/Professional

¢ Firefighters
+ Police

¢ Paramedics
¢ Physicians

¢ Witnesses

Stress Response

+ Environmental Stimulus

¢ Cognitive Interpretation

o Affective Integration

+ Psychobiological Response

Effects of Stress/Cognitive

e Confusion

¢ Poor Concentration

o Impaired ability to make decisions
¢ Memory
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Effects/Physical

¢ Diaphoresis

@ Dizziness

e Increased Heart Rate

¢ Elevated Blood Pressure
¢ Headaches

¢ Gastrointestinal Upset

Effects /Emotional

o Shock/Numbing
¢ Anger

¢ Grief/Sadness
¢ Helplessness

Effects/Behavioral

¢ CHANGE
@ Appetite
& Sleep

¢ Hygiene
@ Social
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Acute Stress Disorder

« Exposure to Trauma

¢ Dissociation

+ Re-experiencing

¢ Avoidance

¢ Hyperarousal

¢ Two days-- four weeks

Posttraumatic Stress Disorder

e Exposure

¢ Re-experiencing

e Avoidance

¢ Hyperarousal

+ Greater than one month

Who Will Be Most Affected?

o Personal Factors: ¢ Traumatic Factors:

o Neurologic ¢ Duration
Predisposition © Intensity

« Background

¢ Internal Locus of
Control
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Intervention/Prevention

¢ Education/ Stress Management
¢ Trauma Immunization
¢ Standard Processing With Peers

Intervention/On Scene/SAFE-R

o Stimulation Reduction

¢ Acknowledgment of Crisis

¢ Facilitation of Understanding

¢ Encourage Effective Coping

¢ Restoration of Independent Functioning

Intervention/Debriefing

¢ Introduction
e Fact

¢ Thought

¢ Reactions
¢ Symptom

¢ Teaching

¢ Re-entry
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Intervention/Defusing

¢ Abbreviated version of the debriefing
¢ Introduction
¢ Exploration
+ Information

Intervention/Demobilization

< For Massive, ongoing, operations

¢ Information regarding effects of stress
and referral possibilities

< Hot-line

Mechanism of Action

¢ “Trauma Membrane”
« Structuring the event
< Group Support

o Stress Education
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A Case Example

¢ Cerritos ¢ San Diego

o Total Killed 82 « Total Killed 125
o Survivors 0 o Survivors 0
¢ Homes 16 ¢ Homes 16
e Civilians 15 « Civilians 15
¢ Res Pers 300 ¢ Res Pers 300
« Body Parts 10000 « body parts 10000

A Case Lxample

+ Cerritos ¢ San Diego

+ 12 Debriefings + Sporadic on-scene

o Many intervention
Demobilizations

o Hot-line

< Follow-up

A Case Example

o Cerritos ¢ San Diego
¢ One Loss ¢ Loss of Police 5
¢ Increase in MH01% & Lossof Fire 7
¢ Loss of Paras 17
¢ Increase in MH 31%
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SPRINT

¢ Special Psychiatric Rapid Intervention
CE

¢ Official Sites: San Diego, Portsmouth,
Bethesda, Oakland

¢ West Coast 619-532-8551
¢ East Coast 757-853-5281
¢ BUMED CODE-311

What to do

¢ Acknowledge the Problem

¢ Assess Magnitude, personal, group
¢ Assess Lccal Assets/ Chaplains etc...
¢ Sell to command

¢ QUICKLY, organize CISD with local
assets or Activate Sprint

¢ Follow-up
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CRITICAL INCIDENT STRESS INFORMATION SHEETS

You have experienced a traumatic event or a critical incident (any incident that
causes emergency service personnel to experience unusually strong emotional reactions
which have the potential to interfere with their ability to function either at the scene or
later). Even though the event maybe over, you may now be expenencmg or may experience
later, some strong emotional or physical reactions. It is very common, in fact quite normal,
for people to experience emotional aftershocks when they have passed through a horrible
event.

Sometimes the emotional aftershocks (or stress reacti<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>