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OPENING STATEMENT OF SENATOR CARL LEVIN, CHAIRMAN

Chairman LEVIN. Good morning, everybody.

The committee meets today to receive testimony on the status of
our efforts to prevent military suicides and the challenges in detec-
tion, treatment, and management of the so-called “invisible wounds
of war,” which we consider to include traumatic brain injury, and
concussive events, post-traumatic stress, and other combat-related
psychological health concerns.
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A hearing on military suicides was requested by Senator Inhofe
several weeks ago, and we all appreciate that request. Due to our
committee markup schedule, we were unable to schedule a hearing
until this week. Originally, this hearing was meant to focus on sui-
cide—excuse me—on service suicide prevention policies and pro-
grams. But, given the recent disconcerting reports alleging poor di-
agnosis and treatment of servicemembers suffering from traumatic
brain injury and post-traumatic stress, I felt it important to broad-
en the scope of our discussion today to include those topics as well,
especially given the fact that they can often occur concurrently,
making diagnosis of any or all of these illnesses difficult.

The increase in suicides by military personnel in the last few
years is alarming. In 2007, 115 Army soldiers committed suicide.
In 2008, the number increased to 140, and to 162 in 2009. Simi-
larly, 33 marines committed suicide in 2007, 42 in 2008, and 52 in
2009. I understand there are a number of additional cases where
the Armed Forces medical examiner has not yet concluded whether
Ehehdeaths are by suicide. So, the 2009 numbers will likely be even

igher.

These increases indicate that, despite the Services’ efforts, there
is still much work to be done. We must improve our suicide preven-
tion efforts to reverse the number of servicemembers taking their
own lives.

I am greatly concerned about the increasing number of troops re-
turning from combat with post-traumatic stress and traumatic
brain injuries, and the number of those troops who may have expe-
rienced concussive injuries that were never diagnosed.

Studies indicate that mild traumatic brain injury, or concussion,
is associated with PTSD, depression, and anxiety. These conditions,
in turn, may contribute to the increase in the number of suicides.

One key to suicide prevention is to make greater efforts to end
the stigma that too many perceive attaches when they receive men-
tal health care. Another key, of course, is the proper and timely di-
agnosis and treatment of traumatic brain injury and post-traumatic
stress, and increasing awareness of, and access to, mental
healthcare resources, as well as leadership support for those seek-
ing such care.

We hope to hear from our witnesses today the approach that
each service and the Department of Veterans Affairs is taking to
help detect, treat, and manage psychological health problems, to in-
clude post-traumatic stress and traumatic brain injury.

The numbers of suicides have increased in every service, but sig-
nificantly more so in the Army and Marine Corps, the two services
most heavily engaged in ground combat in Iraq and Afghanistan.
Congress has recognized the strain on these ground forces, and
has, over the past several years, authorized significant increases in
the active Duty end strengths for the Army and Marine Corps. It
is our intent that these increases will help to relieve the stress on
those forces, but we also have to make sure that we provide all the
assistance that our troops need to cope with the stress that they
are experiencing.

The professionals tell us that common issues leading to suicide
include relationship problems, financial problems, and legal prob-
lems, as well as mental health issues. And I know that each of the
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services, as well as the VA, have programs to address those as part
of the suicide prevention efforts. Undoubtedly, deployments and
lack of dwell time have contributed to these underlying problems
that are linked with suicides.

The Army is working with the National Institute of Mental
Health on a 5-year longitudinal study to help identify and develop
intervention and mitigation strategies to help decrease the number
of suicides in the Army. While this is an important effort, we can-
not wait for the full 5 years to occur for these results. We must
identify actions, and take them now, to reduce suicides.

General Chiarelli, we look forward to hearing about interim find-
ings from the study, and how the Army might use those findings
now to better target suicide prevention efforts. We must learn more
about traumatic brain injury and concussive events, and their rela-
tionship to post-traumatic stress and suicide. Unfortunately, these
brain injuries remain relatively unknown territory in both the mili-
tary and civilian medical environments.

We look forward to learning more about the policies and pro-
grams each service has in place to handle incidences of traumatic
brain injury and concussive events, both in theater and at home.
We also look forward to learning what policies, programs, and ini-
tiatives each of the services and the VA has implemented and iden-
tified to ensure that our servicemembers, in both the active Duty
and Reserve components, military veterans, and their families, re-
ceive all of the support that we can provide, and that our All-Vol-
unteer Force can continue to perform its mission with the health
and other services that they need and deserve.

I'm pleased to welcome our witnesses. We have with us General
Peter Chiarelli, Vice Chief of Staff for the U.S. Army; Admiral
Greenert, the Vice Chief of Naval Operations of the U.S. Navy;
General Amos—General James Amos, Assistant Commandant of
the U.S. Marine Corps; General Carrol Chandler, Vice Chief of
Staff of the U.S. Air Force; and Dr. Robert Jesse, the acting Prin-
cipal Deputy Under Secretary for Health, for the Veterans Health
Administration of the Department of Veterans Affairs.

General Amos, since Secretary Gates has just announced his rec-
ommendation to the President to nominate you to be the next Com-
mandant of the Marine Corps, I know we all offer our congratula-
tions and great hopes for you in the future.

Senator McCain.

STATEMENT OF SENATOR JOHN McCAIN

Senator MCCAIN. Thank you, Mr. Chairman.

And let me thank our witnesses for joining us today.

I'd like to also acknowledge Senator Inhofe, who initiated a re-
quest in April for a full committee hearing on the tragic and impor-
tant issue of suicide in our military. And I'm very pleased—and
thank you for your initiative, Senator Inhofe—I'm pleased that
we've got—having this hearing.

It’s our privilege to serve the distinguished men and women of
our Armed Forces, who, even after more than 9 years of war, love
their country and risk everything to defend her. We have greatest
admiration and appreciation for them and for their families. And
we’ll always honor their courage and sacrifice.
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The burdens of our missions in Iraq and Afghanistan are tremen-
dous, and so are the consequences for those who serve. Many of our
servicemembers have answered their country’s call, with multiple
ﬁeployments to combat and little time for rest and recovery at

ome.

The enemy’s signature weapon, the improvised explosive device,
causes multiple injuries to parts of the body and brain. And, as is
the case with every war, many of the deepest wounds are those
that wrack the minds and souls of our citizen soldiers, wounds that
continue to plague them long after they’ve returned home from the
field of battle.

The Department of Defense has documented nearly 2,000 sac-
rifice—suicides from 2001 to 2009. And today the Services report
more than 140 during 2010.

Although the Air Force and Navy have previously experienced
rates of suicide higher than those reported today, rates for the
Army and Marine Corps are at historic high levels. These are cas-
ualties that our Nation cannot accept and that our armed services
must work to prevent, both among troops who have deployed and
those who have not. We must erase cultural barriers and attitudes
from peers and leaders that may cause soldiers who need care to
turn away from it. And we must conquer any bureaucracy that
stands in the way of compassionate care for a man or woman who
seeks it.

Since the attacks of September 11th, we have devoted billions of
dollars to improving care, for wounded and ill servicemembers and
their families, provided not just by the Defense Department and
Veterans Administration alone, but by many agencies of govern-
ment and the private sector.

One important example is the National Suicide Prevention Life-
line. Crisis counselors respond to hundreds of calls from current
and former serving members of the military every day. As a Na-
tion, we can be proud of these efforts, but not yet content with
their results. Teaching our servicemembers and their families to
navigate complex pathways to care is necessary, but leading them
there is essential. For, as in all military campaigns, the quality of
leadership will determine our success or failure.

Several of our witnesses report that military servicemembers
continue to distrust informing their chain of command that they
have a brain injury or that they’re experiencing stress or consid-
ering harm to themselves and others, for fear of bringing a sense
of shame to themselves and their unit. This is unacceptable.
There’s no shame in admitting that you are struggling with the
hidden wounds of war, for those wounds are every bit as real as
those that are visible on the surface.

The services must increase focus on transforming the culture of
leadership, and must train more leaders to understand that emo-
tional and physical health are critical factors in military readiness,
and hold them accountable if they fail.

Americans expect that high quality health and mental health
care, matched by compassionate involvement of military leaders,
can and will make a difference that is capable of saving lives that
would be lost to suicide. To meet this rightfully high expectation,
leaders at every level must exercise their sacred obligation to take
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responsibility for their subordinates, know about their lives and
families, have conversations with them, and listen to their con-
cerns. These powerful human interactions, which are the essential
character of the core military values of trust and cohesion, can save
1ive?. Our servicemen and -women and their families deserve noth-
ing less.

I thank you, and I look forward to hearing the testimony of our
witnesses.

[The prepared statement of Senator McCain follows:]

[COMMITTEE INSERT]

Chairman LEVIN. Thank you very much, Senator McCain.

And we'll start with General Chiarelli, and we’ll just go right
down the table line.

General Chiarelli.

STATEMENT OF GEN PETER W. CHIARELLI, USA, VICE CHIEF
OF STAFF, U.S. ARMY

General CHIARELLI. Chairman Levin, Senator McCain, distin-
guished members of the committee, I thank you for the opportunity
to appear before you today to provide a status of the Army’s ongo-
ing efforts to reduce the number of suicides across our force, and
also detect and care for soldiers suffering from post-traumatic
stress, traumatic brain injury, and other behavioral health issues.

I've submitted a statement for the record, and I look forward to
answering your questions at the conclusion of our opening remarks.

As you are all aware, it remains a very busy time for our Na-
tion’s military. We’re in the ninth year of the war, being fought in
two separate theaters. The pace of operations is exceedingly high,
and will likely remain so for the foreseeable future.

I'm proud to report that the men and women serving in our
Army today are doing an absolutely outstanding job. They are well
trained, highly motivated, and deeply patriotic. Our Nation has
asked a great deal of them and of their families, and they've ex-
ceeded expectations by a long shot.

However, the prolonged demand continues to put a significant
strain on our force. One of the symptoms of this, albeit the most
severe, is the historically high number of suicides we’ve experi-
enced in recent years. Fortunately, we've seen a fairly significant
reduction in suicides among Active Duty soldiers this year, as com-
pared to last year. However, we’ve seen an unexpected increase in
suicides among our Reserve-component soldiers not on Active
Duty—in particular, the Army National Guard.

Needless to say, the loss of any soldier, Army civilian, or family
member to suicide is tragic and unacceptable. Each of these sui-
cides represents an individual and a family that has suffered an ir-
reparable loss. Over the past 12 months, we've learned a great deal
about suicides. For example, we know—now know that soldiers
with one or no deployments represent 79 percent of all suicides.
First-termers represent 60 percent of all suicides.

I've worked closely with my colleagues in the—from the Navy
and Air Force, and particularly with my good friend Jim Amos. Our
Army and Marine Corps ground forces share a similar mission, and
we’re working together on many of the same issues.
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You have my word that we will continue to work diligently to
learn even more, in an effort to further reduce suicides in our force.

In the meantime, we’ve learned a tremendous amount about the
broader challenge of behavioral health issues affecting many of our
soldiers, Army civilians, and family members. After 8-plus years of
war and multiple deployments, many are suffering from depres-
sion, anxiety, traumatic brain injury, and post-traumatic stress,
often referred to as the “invisible wounds of war.” These and other
highly complex injuries and conditions involving the brain pose
unique challenges, especially as compared to easily detectable
wounds, such as an amputation or a burn. In particular, the comor-
bidity of symptoms can make diagnosis especially difficult, in many
cases, a fact not well understood or appreciated by many.

The reality is, the study of the brain is an emerging science, and
there is still much to be learned. But, we’re making progress. Over
the past 12 months, the Army’s commitment to help promotion,
risk reduction, and suicide prevention has changed Army policy,
structure, and processes. We have realigned garrison programs, in-
creased care provider services, refocused deployment and redeploy-
ment integration, and enhanced treatment of PTS and TBI, and
promoted tele-behavioral medicine.

Our success notwithstanding, we still have much more to do. We
face an Army-wide problem that can only solved by the coordinated
efforts of our commanders, leaders, soldiers, program managers,
and health providers.

This is a holistic problem, with holistic solutions, and that is how
we're approaching it. We remain focused on investigating ways to
promote resiliency, reduce stressors caused by a variety of factors,
improve leaders’ and soldiers’ ability and willingness to identify
when they or their buddies need help, and be able and willing to
tike advantage of the resources and support that are available to
them.

I can assure the esteemed members of the committee there is no
greater priority for me and the other senior leaders of the United
States Army than the safety and well-being of our soldiers. The
men and women who wear the uniform of our Nation are the best
in the world. And we owe them and their families a tremendous
debt of gratitude for their service and many sacrifices.

Mr. Chairman, Senator McCain, members of the committee, I
thank you for your continued and generous support and dem-
onstrated commitment to the outstanding men and women of the
United States Army and their families. I look forward to your ques-
tions.

[The prepared statement of General Chiarelli follows:]

Chairman LEVIN. Thank you very much, General.

Admiral Greenert.

STATEMENT OF ADM JONATHAN W. GREENERT, USN, VICE
CHIEF OF NAVAL OPERATIONS, U.S. NAVY

Admiral GREENERT. Thank you, sir.

Chairman Levin, Senator McCain, and distinguished members of
this committee, thank you for the opportunity to testify about the
ongoing efforts to prevent suicides in our Navy and to discuss what
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have been referred to as the “invisible wounds of war”—namely,
post-traumatic stress and traumatic brain injury.

Each suicide is a tragic loss that can destroy families, devastate
a community, and impact unit cohesiveness and morale. While the
contributing factors of suicide are unique to each person, a common
thread is a personal perceived inability to cope with stress.

Our focus of effort is to better understand the stressors that sail-
ors and their families face, and equip them with positive methods
to cope with stress. We want to foster resilience in our sailors and
their families, increase unit- and family-level vigilance, and encour-
age early intervention and care.

Our acronym, or our brand, in this, is ACT, A—-C-T—to “Ask”
about a shipmate, to “Care” for the shipmate, and to help that
shipmate get “Treatment.” A first step in this is awareness and
training of the providers, the sailors, and the families. To that end,
in fiscal year 20-—2010, training workshops for leaders, for first re-
sponders, and for suicide prevention coordinators has been con-
ducted at 20 locations in five countries, with five more being
planned for the end of the fiscal year.

A new training video, called “Suicide Prevention: A Message from
Survivors,” was distributed, just this April. Interactive training
programs, such as front-line supervisor training and peer-to-peer
training, have been distributed, aimed at strengthening a culture
of support. We have trained about 120,000 people, so far, in oper-
ational stress control.

A key in all of this is taking control of stressors. Stress is a fact
of life. We want to reframe the issue, in terms of operational stress
control, a comprehensive approach to address the psychological
health of sailors and their families amidst a period of high oper-
ational tempo, a dynamic work environment, and increased deploy-
ments. It’s a program designed to be implemented by leadership at
all levels, providing them with practical decisionmaking tools for
sailors, for leaders, and for families to build resilience and improve
their awareness of stress response, and to take every action to miti-
gate the effects of stress as part of a healthy lifestyle.

Our sailors deployed to Iraq and Afghanistan face a dynamic en-
vironment with unique experiences and a preponderance of events
that could manifest post-traumatic stress. Accordingly, we are fo-
cused on preventing PTS, building resilience, and eliminating bar-
riers or stigma associated with the treatment after deployment.

Prevention efforts include incorporating operational stress con-
trol continuum and stress first-aid principles for all our sailors,
from basic training to flag officer development, Web-based informa-
tion resources, and Navy career courses. Our project FOCUS—that
is, Families Overcoming Under Stress—is an example of a selected
intervention for families responding to the challenges of deploy-
ment and related stresses. It has reaped tangible results, and it is
being instituted DOD-wide.

The combat and operational stress first-aid training is designed
to guide our sailors, our leaders, and caregivers to provide support
in a manner designed to overcome the stigma of requesting help.

Now, while there are several injury patterns in theater, an im-
portant area for all of us remains traumatic brain injury. The diag-
nosis and treatment of TBI is a top priority. There is still much we
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do not know about the injuries and their long-term impacts on the
lives of our servicemembers. But, through a collaborative effort
with other services, Defense Centers of Excellence, Defense and
Veterans Brain Injury Centers, and the Department of Veterans
Affairs, and academia, we are committed to a full assessment of
blast injuries, immediate attention to injuries, and ensuring at
every sailor affected subsequently receives the best medical treat-
ment available.

Surveillance for injuries across the deployment continuum is es-
sential to the early identification of TBI. Predeployment screening,
which will establish a baseline, monitoring and treating, in situ,
sailors involved in a blast event, and instituting tracking mecha-
nisms for followup care are key elements.

I want to thank you for your attention and commitment to the
critical issue of suicide prevention, and your interest in the best
possible care for the silent injuries of war: PTS and TBI. By teach-
ing sailors to navigate stress, our Navy will make our force more
resilient. By assisting in treating those with TBI and PTS, we
could eliminate a potential cause of depression and suicidal behav-
ior.

Our Navy is committed to a culture that fosters individual, fam-
ily, and command resilience and well-being. We honor the sacrifice
and the service of our members and their families, and we will do
everything possible to support our sailors so that they recognize
that their lives are truly valued and truly worth living.

And, on behalf of the men and women of the United States Navy
and their families, thank you for your attention and commitment
to the issues. And I look forward to your questions.

[The prepared statement of Admiral Greenert follows:]

Chairman LEVIN. Thank you so much, Admiral.

General Amos.

STATEMENT OF GEN. JAMES F. AMOS, USMC, ASSISTANT
COMMANDANT, U.S. MARINE CORPS

General AMOS. Thank you, Chairman Levin and distinguished
members of the committee, for inviting me here today to discuss
the issues of suicide, traumatic brain injury, and post-traumatic
stress.

On behalf of the more than 240,000 Active and Reserve Marines
and their families, I'd like to extend my appreciation for the sus-
tained support Congress has faithfully provided its Corps.

As we begin this hearing, I would like to highlight a few points
from my written statement:

You have rightfully focused on three of the most difficult chal-
lenges facing our Corps today. Let me assure you that the leader-
ship of the Marine Corps recognizes the seriousness of the chal-
lenges we face with TBI, PTS, and suicide, and we are doing all
that we can to prepare and to protect our young men and women.

We have learned much in the last several years about the effects
of concussive events and combat stress on our marines that we just
simply did not know several years earlier in this long war. With
the knowledge we have gained, we have made progress in training
to develop resiliency in diagnosing and treating TBI and PTS, and
at educating our marines to prevent suicides.
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We also realize that we have much more to do. And, with the
benefit of research coordinated by organizations such as the De-
fense Center of Excellence for Psychological Health and TBI, we
will continue to improve our diagnostic tools and treatment for
these injuries.

The tragic loss of a single marine to suicide is deeply felt by all
of us who remain behind. We have experienced about the same
number or suicides this year as we had last year at this same time.
And we recognize that our considerable efforts to present—prevent
suicides must continue if we are to turn the trend of the last few
years around.

We are building on the NCO training program that we launched,
late last year, to reach the rest of our Marine Corps. And we con-
tinue to examine each suicide carefully and forensically, and dis-
seminate the lessons learned from that across all Marine Corps
leadership.

I have personally been involved, along with General Chiarelli in
the Army, in the development of theater guidelines for the detec-
tion and treatment of mild traumatic brain injury. The newly es-
tablished concussive protocol and regulations we have in place for
marines deployed in Afghanistan are squarely aimed at the leaders
and medical personnel, all in an attempt to further care for our
wounded marines and sailors. It will ensure that those exposed to
concussive events will be properly diagnosed and receive immediate
attention, and that this information will have been properly re-
corded for future reference. The long-term objective of this protocol
is to reduce the chances that a marine or sailor will suffer the ef-
fects of a blast injury at some later date, perhaps even years later.

As you know, post-traumatic stress is a real injury that is often
difficult to diagnose. Many marines are reluctant to recognize the
fact that they are injured, and even more reluctant to come for-
ward. Our efforts to reduce this injury begin early on in our train-
ing regimen by training marines to be more resilient to the stresses
of combat. We have embedded mental health professionals in our
combat units to reduce the stigma and the barriers to seeking help.
We are exploring new ways to ensure that marines have access to
care, including the establishment of a new crisis hotline aimed at
marines, for marines and their families.

Partnering with the medical community, we are commitment, as
a Corps, to making sure every marine struggling with stress gets
the support and, if needed, the treatment they need. While there
is no single answer that will solve the challenges of rising suicides,
traumatic brain injury, and post-traumatic stress, we are com-
mitted to exploring every potential solution and using every re-
source we have available. We will not rest until we have turned
this around.

Thank you again for your concern on these very important
issues. I thank each of you for your faithfulness to our Nation and
your confidence in the leadership and commitment of your Corps.

I request that my written testimony be accepted for the record.
And I look forward to your questions.

[The prepared statement of General Amos follows:]

Chairman LEVIN. Thank you, General.
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The testimony of all of our witnesses will be made part of the
record, and we thank you for that.
General Chandler.

STATEMENT OF GEN. CARROL H. CHANDLER, USAF, VICE
CHIEF OF STAFF, U.S. AIR FORCE

General CHANDLER. Thank you, Mr. Chairman, distinguished
members of the committee. Thank you for the opportunity to ad-
dress suicides in the Air Force, as well as the detection and care
of our airmen suffering from post-traumatic stress disorder and
traumatic brain injury.

The Air Force is strongly committed to the physical, emotional,
and mental health of our airmen. And we appreciate the linkage
between health of the force and mission readiness. The number of
airmen taking their own lives has been rising, despite our commit-
ment to prevention. Similarly, PTSD in an—is an area increasing
concern. And finally, our ability to detect and treat TBI continues
to be challenging.

The mental state of individuals contemplating suicide, and the
actual condition suffering PTSD and TBI, are similar, in that they
often do not manifest themselves in visible ways. The Air Force
suicide rate recently reached slightly more than 14 suicides per
100,000 total-force airmen. Nearly two-thirds were not receiving as-
sistance from mental health professional, despite concerted effort to
reverse a long-held bias against seeking mental health assistance.

While no segment of the Air Force is immune to suicide, there
are known high-risk populations and known common risk factors,
like relationship problems, legal issues, financial troubles, and the
history of mental health diagnosis. The Air Force recognizes suicide
as a public health concern that requires active and persistent in-
volvement from commanders, supervisors, and peers, often referred
to as “wingmen,” at all levels of the organization. Their increased
involvement is made easier and more effective through more avail-
able professional counseling service and focused training. All part
of our improved resiliency program.

Total Force—in the Air Force—initiated the Total Force Resil-
iency Program, in February of this year, to holistically address the
root causes of suicide. The Air Force program reflects a broad-
based approach to supporting airmen and their families, recog-
nizing that physical, mental, and emotional health are critical to
the quality of life and readiness of the force.

Airmen Resiliency and the Air Force Suicide Prevention Program
are complementary efforts that rely on leadership and engagement.
Immediate family involvement and wingmen support is key compo-
nents. In May, the Air Force Chief of Staff directed a servicewide
Wingman Day to reinforce the significance and role of every air-
man as mutually-supportive critical components in suicide preven-
tion and resilience. There is no substitute for airmen knowing their
subordinates, knowing their coworkers, and well enough to recog-
nize challenges in—changes in attitude, behavior, and personality,
and then intervene when something is not right.

Part and parcel of these programs is an effort to expand avail-
ability of professional counseling. The Community Action Informa-
tion Board, which provides a forum for court—cross-organizational
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review and resolution of individual, family, installation, and com-
munity issues, is now chaired by me, the Air Force Vice Chief of
Staff, to provide adequate oversight, in light of our increasing sui-
cide rates. Also, professional counseling is available, now more
than ever, through primary care clinics, the Airmen Family Readi-
ness Center, and through DOD’s Military One Source Referrals for
confidential no-cost counseling. Complementing this increased ca-
pacity are training programs to better prepare our individual air-
men.

Resiliency training is delivered in a tiered fashion, based on risk
factors. Those most at risk receive the greatest and most struc-
tured exposure to resiliency and suicide prevention training, while
basic education and training is made available to low-risk audi-
ences, via unit briefings, chaplain services, financial classes, and
computer-based training. Additionally, the Air Force is identifying
strategies to ensure all accessions are exposed to Total Force Resil-
ience and Suicide Preventions early on. Additionally, airmen will
get additional training and assistance as they deploy from combat.

A Deployment Transition Center, at Ramstein Airbase in Ger-
many, will open next month to provide 2 days of training to assist
in the transition from deployment to home station for airmen regu-
larly exposed to significant risks of combat-related death, like con-
voy operators, explosive ordinance disposal personnel, and security
forces, and OSI. The goals of the Center include providing recon-
stitution, wingman support, and fostering individual resiliency
skills for our most vulnerable airmen, those exposed to traumatic
situations, situations that may lead, in fact, to PTSD and TBI.

In 2003, more than 600 United States Air Force personnel were
diagnosed with PTSD. And in 2008, that number had increased to
over 1500, with over 78 percent of the diagnosis stemming from de-
ployment-related events.

Efforts to prevent, identify, and treat PTSD begin and end at
home, with screening and education, the use of forums, like the
Community Action Information Board, and the use of traumatic
stress response teams at each installation. All aim to foster resil-
iency through focused education and psychological first-aid.

While deployed, combat operation stress control teams seek to
prevent or minimize adverse effects of combat on our airmen. Of
note, even nondeployed airmen, like those piloting remotely piloted
aircraft and some of our intelligence personnel, must be monitored
for post-traumatic stress symptoms, as well. They, too, are actively
engaged in combat operations.

Where it may not be possible to pinpoint the instant PTSD has
onset in an individual, this is rarely the case with traumatic brain
injury. TBI is recognized in the Air Force as a physical condition
that can cause lifelong symptoms.

From 2001 to 2009, 1,008 airmen were diagnosed with TBI, ac-
counting for 4 percent of all Department of Defense TBI cases.
Baseline testing of deployers and education of commanders and
medical personnel is increasing as we work to apply the best joint
practices to prevent, identify, and treat TBI. Our goal is simply to
provide the best possible treatment, minimize the impact on long-
term health, and maximize rehabilitation, recovery, and reintegra-
tion.
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In conclusion, airmen are our Air Force’s greatest asset, the key
component of our ability to partner with the joint and coalition
team to win today’s fight. There is a commonality among suicide,
PTSD, and TBI, beyond their obvious impact on individuals and
the mission. They all require heightened awareness and under-
standing if we'’re to identify, prevent, and treat them effectively.

Again, thank you for your continuing support for our airmen, and
thank you for the opportunity to discuss these important issues
today. I look forward to your questions.

[The prepared statement of General Chandler follows:]

Chairman LEVIN. Thank you so much, General Chandler.

Dr. Jesse.

STATEMENT OF ROBERT L. JESSE, ACTING PRINCIPAL DEP-
UTY UNDER SECRETARY FOR HEALTH, VETERANS HEALTH
ADMINISTRATION, DEPARTMENT OF VETERANS AFFAIRS

Dr. JESSE. Good morning, Chairman Levin, Ranking Member
McCain, and members of the committee. Thank you for inviting me
here to discuss the Department of Veteran Affairs efforts to re-
spond to, treat, and minimize the impacts of traumatic brain in-
jury, post-traumatic stress disorder, and veteran suicide.

My written testimony provides greater detail about our programs
and about our cooperation with our partners at DOD and the serv-
ices, but, in the few minutes I do have now, I'd like to highlight
a few key factors for the committee.

Before doing so, I would like to express our gratitude to the com-
mittee for their insight into the importance of these issues, and for
their ongoing support of all of the initiatives that are intended to
mitigate this.

The VA has developed and implemented a range of innovative
programs to ensure that it provides world-class rehabilitation care
for veterans and servicemembers with traumatic brain injury. We
offer services, at 108 facilities across the country, through an inte-
grated network that brings together some of the best minds in
medicine. We deliver comprehensive clinical rehabilitative services
through interdisciplinary teams of specialists, while providing pa-
tient and family education and training, psychosocial support, and
advanced rehabilitation and prosthetic technologies.

VA has placed nurse liaisons in military treatment facilities to
support coordinated care, patient transfers, and shared patients. In
terms of the population we treated between March 2003 and March
2010, VA has seen, at our state-of-the-art Polytrauma Rehabilita-
tion Centers, almost 1800 patients, more than half of whom are Ac-
tive Duty servicemembers.

Second, the Federal Recovery Coordination Program is a success-
ful joint VA/DOD initiative that provides severely injured veterans
and servicemembers with access to the benefits and care that they
need to recover. Our 20 Federal Recovery Coordinators work with
military liaisons, member of the service’s Wounded Warrior pro-
grams, Service Recovery Care coordinators, TRICARE coordinators,
arg:l various VA staff members, to bridge the transition from VA to
DOD.

Each enrolled client has a specially tailored Federal individual
recovery plan based on the goals and needs of the veteran or
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servicemember, and based upon input from the client and his or
her family. This plan serves as the basis for returning our wounded
Wa}.lI‘I'iOI‘S to the highest level of functionality independence they can
achieve.

Third, VA has implemented robust screening protocols for post-
traumatic stress disorder, TBI, and suicidality. We screen every
veteran from Afghanistan and Iraq for brain injuries, and we
screen every veteran we see, for PTSD, depression, and problem
drinking. If the PTSD or depression screen is positive, we require
an evaluation for suicidality. VA repeats the screening at con-
sistent intervals, since problems can arise at any time. Any positive
screen leads to further evaluation in the primary care setting, fol-
lowed by specialty care services as needed.

VA has established access standards for mental health that re-
quire prompt contact of new patients, within 24 hours of referral,
by a clinician, to evaluate the urgency of the veteran’s needs. If the
veteran has an urgent care need, we require our staff to make ap-
propriate arrangements, including an immediate admission to one
of our facilities. If the need is not urgent, the patient must be seen
for a full mental health and diagnostic evaluation and development
initiation of an appropriate treatment plan within 14 days. Across
the system, the VA is meeting the standard over 95 percent of the
time.

And finally, VA’s suicide prevention efforts are having a mean-
ingful and positive impact on those veterans who come to us for
care. A suicide by a servicemember or veteran is a tragedy for the
individual, his or her friends and family, and to the Nation.

We have initiated several programs to put VA in the forefront of
suicide prevention. Chief among these is establishing a national
suicide prevention hotline, placing suicide prevention coordinators
at VA Medical Centers, significantly expanding mental health serv-
ices, and integrating primary and mental health care to alleviate
the stigma of seeking mental health assistance.

The return on investment of—on—for these efforts is significant.
Our suicide prevention hotline has saved the lives of more than
9,000 veterans and servicemembers since its inception. Other data
demonstrate that younger veterans who come the VA for
healthcare services were 30 percent less likely to die from suicide
than those who don’t come to us for care. And, more broadly, the
rate of suicide among veterans receiving healthcare from VA has
declined steadily since 2001. From a public health perspective, this
decline is significant, corresponding to about 250 fewer lives lost as
a result of suicide.

These are considerable accomplishments that both VA and the
Congress can proud of. But, it is imperative that we reach more of
our veterans and servicemembers, and deliver them the care that
they need.

In conclusion, VA and DOD maintain a longstanding relationship
that shares best practices, identifies joint solutions, operates cen-
ters of excellence, and works to support the brave men and women
who wear the uniform.

Thank you again for the opportunity to discuss these important
issues with you today. And I'm prepared to answer your questions.

[The prepared statement of Dr. Jesse follows:]
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Chairman LEVIN. Thank you very much, Dr. Jesse.

Thanks, to the VA also, for the important work that they do in
the area, and the joint work that is being done between the VA and
the Department of Defense.

We are lucky that the chairman of Veterans Affairs Committee
in the Senate—Senator Akaka—is also on the Armed Services
Committee, which has allowed us to do a lot better coordination on
these matters. And it’s a real break for us, and, more importantly,
for our troops and our veterans, that Senator Akaka is a member
of this committee.

Let’s try a 7-minute first round, here.

General, let me start with you. A couple of weeks ago, National
Public Radio reported that the military is failing to diagnose brain
injuries in troops who served in Iraq and Afghanistan, that the in-
juries were not documented on the battlefield, that soldiers with
TBI don’t always get the best medical treatment. And interviews
of soldiers at Fort Bliss revealed that some soldiers with TBI, who
were crying out for help, still had to wait more than a month to
see a neurologist. Also, they reported that many military doctors
have failed to accurately diagnose TBI. Can you give us your re-
sponse to those reports?

General CHIARELLI. Mr. Chairman, I provided a complete re-
sponse to National Public Radio in which I detailed my problems
with the report. I've got three basic problems with the report:

Number one, it criticized the leadership for not caring or not
doing anything about it. I think that’s far from the truth.

I took great exception with the report stating that our doctors
don’t seem to care, and are not properly diagnosing these injuries,
without explaining the real issue here. And you cannot isolate trau-
matic brain injury without talking about PTS.

As I mentioned in my opening statement, the comorbidity of
symptoms between these two make it very, very difficult for doctors
to make that diagnosis. Of my Army wounded warrior population—
the most severely wounded population I have, with a single dis-
qualifying injury of 30 percent or greater—60 percent have either
TBI or PTS—43 percent PTS, 17 percent TBI. And I really believe
that when you fail talk about both PTS and TBI in this issue of
comorbidity, you're doing a great disservice, because, to state it
flatly, our science for the—on the brain is just not as great as it
is in other parts of our body. And researchers are struggling today
to find the linkages and to learn everything they can about the
brain, and because of this we’re going to see some misdiagnosis.

I can tell you, of the folks that the National Public Radio talked
about, they had over 200 appointments apiece. And there’s no
doubt, you could go to any one of our posts and find soldiers who
are struggling because of our inability to nail down and to diagnose
exactly what treatment they need for these behavioral health
issues. But, I promise you, it is not for a lack of trying or real care
on the part of our doctors. And our leadership is totally committed
to working these issues.

Chairman LEVIN. In terms of the wait that the—one of the sol-
diers, I guess, claimed, of a month or more to see a neurologist?

General CHIARELLI. I will tell you that a neurologist is not the
answer, necessarily, to these soldiers’ issues. I have a total of 52
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neurologists in the United States Army; 40 of them are currently
practicing. Forty. And that’s when I include my child neurologists.
The team that will work with somebody on any behavioral health
issue is a team of a neurologist, a—possibly a psychiatrist, nurse
case manager, who will look at the entire file or medical record of
care given to that soldier, and work to provide them the best that
they can.

But, the—one of the problems we have here—and this—I get this
from talking to doctors—is, even the medications for PTS and TBI
are totally different. So, if we misdiagnose, at the beginning, and
provide a diagnosis of PTS, when in reality it’s TBI, the medica-
tions we’re going to put that soldier on are going to be different
than what the real problem is, and may be different from another
behavioral health issue that that soldier may have, because it’s not
all TBI and PST. There’s anxiety issues, depression issues, other
issues that are the product of this—these wars—that are causing
us so much difficulty in this area.

I've got 79 percent of the psychiatrists currently assigned to the
United States Army, based on my authorization prior to 2001. And
I know that that authorization is lacking, but I only have 79 per-
cent. And, it’s not just an Army problem. This, I think you will all
agrlee, is a national problem, a shortage of behavioral health spe-
cialists.

Chairman LEVIN. So, there are some areas of professional need
where we are short. And is there—is this a matter of funding? Is
this a matter of finding people? Or, what is it?

General CHIARELLI. No it—I don’t believe it’s a matter of fund-
ing, at all. I think it’s a matter of finding folks, of getting them to
move to some of the places where the Army is stationed. When you
have shortages, it’s much—you know, I think a psychiatrist might
prefer to be in Nashville than in Clarksville, Tennessee. So, we
have to rely on the TRICARE network, many times, to provide
some of the behavioral health specialists that we need.

Chairman LEVIN. And, in terms of this—the delay issue, is the
delay the result of a lack of resources, in the cases that were talked
about on NPR, or is that a matter of the complexity which you just
described?

General CHIARELLI. I would argue it’s the case of the complexity,
I really would. And I'm not saying that, in every instance, that
we're getting soldiers in exactly when we want them to be, but
when soldiers are assigned to our WTU, they have a primary care
manager, at the rate of 1 per 200, a primary care manager, where
you or I would have a primary care manager at a ratio of 1 to 1200
to 1500. They have a nurse case manager at a ratio 1 to 20, and
they have a squad leader at a ratio to 1 to 10 or less.

So, we’ve done everything we can to focus our resources, our lim-
ited resources, in this area. But, I will tell you, we are short behav-
ioral health specialists.

Chairman LEVIN. But, again, that’s not a funding issue.

General CHIARELLI. It is not a funding issue.

Chairman LEVIN. All right.

Now, Dr. Jesse, [—the VA, as you, I think, testified, screens all
of our Iraq and Afghan veterans who receive care from the VA for
TBI. Does that screening for TBI indicate that there is a routine
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failure in the military to properly diagnose TBI before you see that
veteran, when they’re still on Active Duty?

Dr. JESSE. No, sir. I don’t think we can say that. The problem
with TBI is that there’s no hard, fast diagnostic test. There’s not
a lab test that you can send off and get a solid answer back. And
the other one is that of temporal issues that—often it takes time
for it to manifest some of the effects that would have—that show

up.

So, I don’t think that it’s a failure, on the Department of Defense
side, to find these people. I think, it’s—it may just be—the com-
plexity of disease, as you've heard, takes time to manifest in ways
that we can then identify it.

Chairman LEVIN. Thank you.

My time’s up.

Senator Inhofe.

Senator INHOFE. Thank you, Mr. Chairman.

First of all, let me

Chairman LEVIN. And, again, thank you, Senator, for your initia-
tive in this area.

Senator INHOFE. Yes, sir.

It was called to my attention—it’s—oddly enough, of all of the
subcommittees of the Armed Services Committee, the one I've
never served on is Personnel. I don’t know a lot about these issues.
But, when it was called to my attention, the propensity of these
suicides, and we started looking into it, I made the request, Mr.
Chairman—and, also the request, which I think you may be doing
in another hearing, actually bringing in some of the medical ex-
perts and soldiers, with their experiences.

General Chiarelli, I know that you have really made a study of
this thing. And you said something to the effect—that I didn’t see—
it wasn’t told me; it was in your written testimony—that on Active
Duty, you've actually had a reduction, but an increase in the Re-
serve component. Is this correct?

General CHIARELLI. That’s correct, Senator.

Senator INHOFE. Well, you know, what it just seems to me—and
I can remember back during the 1990s, when we were downgrading
the size of military and all of this stuff, then, of course, when Sep-
tember 11 happened, we have all these deployments—we hear—ev-
erybody up on this side of the table hears from our people back
home, our Guard and Reserve, the OPTEMPO is just not livable.
And that goes all the way across services. And I would think that,
since you made that statement, that perhaps the OPTEMPO might
be some leading cause of these, in that the OPTEMPO for the Re-
serve and the Guard’s is much higher. Do you see that relation-
ship?

General CHIARELLI. I see that as one of the factors, Senator.
We’ve had an increase—and, it’s really interesting—we’ve had a de-
crease of 15 Active-component suicides this year, compared to last
year. And I will tell you, when I talk Active, I'm talking about the
547,400 we've got in the active-component force, plus about 200,000
that are mobilized at any one time out of the Reserve and National
Guard. So, it’s about a 700,000-person force.

So, once the—a Reserve soldier is made an Active Duty soldier,
he is counted in my Active component numbers. And we are down
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15. We are down 2 with our Reserve component soldiers not on Ac-
tive Duty. We up 21 in our National Guard soldiers who are not
on Active Duty. And that concerns me greatly. I think

Senator INHOFE. So, that——

General CHIARELLI.—it’s three things. I think its multiple de-
ployments for them. I don’t think we’re getting enough time with
them at the DEMOB station to give them the kind of checkouts
they need—Dbehavioral health checkouts that they need. And, third,
I think—Senator McCain said it in his opening statement—this
lack of human interaction, at least with other soldiers, that they
have when they leave the service within 5 to 7 days after a 12-
month deployment, I think, is a real issue here.

Senator INHOFE. Well, it gets—that is OPTEMPO, that’s what
we're talking about. And that—there is an article—and perhaps
you had implied that—on the public radio thing, that that was not
totally accurate. And I agree with you.

There’s another article, just—on the 14th of June, in USA Today,
that talked about—and it was pretty critical, because it talked
about the law that was passed in 2008, and one of the main per-
sons was this Representative Bill Pascrell, of New Jersey—which
said, there have to be both “post” and—"pre” and “post”—and ap-
parently we’re short on the “post” end of it. Can you elaborate on
that a little bit?

General CHIARELLI. Senator, we followed the law when it was
passed. And the law stated that we were to use the ANAM as a
screening tool in pre- and post-deployment. We still use the ANAM
in predeployment to get a baseline on cognitive skills of our sol-
diers. But, what we found when we used the ANAM in post, was
that we were getting a number of false positives, a high number
of false positives, way too high. And we were tying up our limited
behavioral health specialists in working their way through these
false positives from the ANAM.

Now, we still use the ANAM in post if a soldier demonstrates
any of the symptoms of TBI or any cognitive issues. So, we are still
using it. We're not—we’re just not making it mandatory for every
soldier, so we don’t take our short behavioral health specialists and
wade through a whole bunch of false positives, which the test tend-
ed to produce.

We have other things that we’re using. Virtual behavioral health
is something I'm very excited about, where we can give every sol-
dier a 30- to 40-minute triage session with a behavioral health spe-
cialist, using the Internet, using virtual-—putting together a virtual
net of providers who can take an entire brigade and put everybody,
from brigade commander to the youngest private in that unit,
through a 30- to 40-minute screen. I mean, this is the kind of thing
I would like to be able to provide to Reserve component soldiers
when they get back, but I don’t necessarily have the time necessary
to do that.

Senator INHOFE. Yeah. Well, I really appreciate the attention
you’ve given to this issue.

Do any of the rest of you want to comment on that, in terms of
how it relates to the law that was passed in 2008, in our authoriza-
tion bill?
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General CHANDLER. Senator, if I could, I would say that we still
use the ANAM, pre and post. We're fortunate, in a way, based on
the numbers that we’re dealing with, that we can do that, even
with the false positives. Like the Army, we also have other tools
that we use. A fair amount of success with a Post-Deployment
Health Assessment, which takes place in theater, face to face, or
shortly after return. One of the things that I think is very impor-
tant is, 6 months later, there’s a post-deployment reassessment.
That assessment has yielded 16 percent of those airmen that we'’re
treating for post-depression—or post-deployment stress syndrome.
So, we think that 6-month follow up is extremely important, as
well.

Senator INHOFE. All right.

General AMOS. Senator, we're in agreement with the Army and
the other services here. We test, using the ANAM test, 100 percent
of our marines, prior to deployment. We are not doing that when
they come back. It is used occasionally by our mental health profes-
sionals, if they don’t have anything better. But, the issue of false
positives, and the lack of reliability in the ANAM on the post-TBI
incident, especially when you come home, leads our Navy doctors,
our mental health professionals, to seek other ways to take a look
at our marines. And so—and, we'’re doing that.

And, much like General Chandler talked about, we screen both
those marines—100 percent of the marines as theyre coming out
of theater, and then, within 90 to 180 days later, we do it again.
And, just to give you some numbers, we—for PTS, 15 percent of
those that are screened coming out theater answer some questions
positively, which would lead you to further screening. And of that
further screening, 7 percent see mental health professionals. And
then, by the time you dwindle this thing down, it’s about 2 percent
of the marines actually need mental health care when they come
out.

Senator INHOFE. Right.

General AMOS. So, it’s just not that reliable on the back side, sir.

Senator INHOFE. That’s very helpful. I appreciate that.

My time is expired, but I wanted to ask you a question, just
could be answered for the record, if that’s all right, Mr. Chairman.

Chairman LEVIN. Yes.

Senator INHOFE. And that is, the article—another article—and
this is January 14th, “When Soldiers Deploy, Family Deploys.” It’s
talking about the—tying in the OPTEMPO with the families, with
the deployments. And they—apparently, there was—the New Eng-
land Journal of Medicine did a study, that I've—I read this article,
and then did a little bit more research on it—that some of the find-
ings that they’re having, in terms of the families—the wives, the
kids—and nothing was really said during the opening statements
about that.

So, I'd like to—for the record, to have the four of you address
how—what we might be doing, in terms of the wives, the children,
that might be having the same problem in same ratio that the
troops themselves, or the actives and the Reserve components, are
having, if we could do that.

Thank you, Mr. Chairman.

[The information referred to follows:]
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Chairman LEVIN. Thank you, Senator Inhofe.

Now, Senator Inhofe, made reference to a bill that was—been in-
troduced by Congressman Bill Pascrell, who was the cofounder and
cochair of the Congressional Brain Injury Task Force. We have re-
ceived a statement from him, which we will make part of the
record.

[The information referred to follows:]

Chairman LEVIN. Senator Akaka.

Senator AKAKA. Thank you. Thank you very much, Mr. Chair-
man, for scheduling this hearing on these vitally important topics.

And I want to thank my brother and friend Senator Inhofe for
bringing—helping to bring this about.

And I want to welcome our distinguished group of witnesses, and
thank each of you for your dedicated service to our country. And
I also want to thank the men and women that you lead, and thank
them for their outstanding service.

Like you, the topics at hand today are ones that I care deeply
about. And continuing to work with you and my colleagues, we can
refine efforts to prevent military suicides and to look for better
ways to treat, detect—to detect and treat and care for those suf-
fering from invisible wounds of war.

General Chiarelli and General Amos, suicide prevention is dif-
ficult and challenging. And, for all of you in our panel, this has
come about, of course, because of what we call “combat stress.”
And, as was mentioned, this includes PTSD, TBI, and behavioral
health issues that we are facing here.

As was previously stated, the services have experienced a rise in
the number of suicides since the wars in Afghanistan and Iraq
started. And there is a need to understand suicide, look at the
causes, and get a point where we can prevent it.

Generals Chiarelli and Amos, and also Dr. Jesse, how can the
DOD and VA better collaborate in the area of suicide research and
prevention? This has been mentioned, by General Chiarelli, as a
great need here. And I'd like to have the three of you give your per-
spectives on this.

General CHIARELLI. Well, I will

Senator AKAKA. General Chiarelli?

General CHIARELLI.—argue, the cooperation between the VA and
the services, I believe, has never been better. I think the disability
evaluation pilot that we’re running at different installations is
proving to be a great success for the United States Army. And the
wonderful thing about this is, is that when a soldier goes through
the DES, we ensure, that, if they are leaving the service, that
they’re in the VA system. And this is something that has never
happened before, as far as I know it. The—it is a wonderful benefit
of this, that when a soldier makes the decision to leave the service,
he is in that VA system. Before, we would, in fact, have soldiers
separate, and it would be their responsibility to work their way
through the process to get in to receive both their medical benefits
and other benefits through the VA system.

I think that you’ve hit upon a key piece, here. And that is,
stressors. But, it’s not only combat stress, it’s individual soldier
stress and family stress. And when we look at those across a con-
tinuum, what we’re seeing in the Army, with the high OPTEMPO
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that we’re on today, that a soldier, in the first 6 years he or she
spends in the United States Army, has the cumulative stressors of
an average American throughout their entire life. And that’s when
you combine high OPTEMPO, individual soldier stressors, and fam-
ily stressors.

So, this is an area we’re looking at very, very hard. And when
you realize that 79 percent of our suicides last year were soldiers
in—60 percent in their first term, 79 percent one deployment or no
deployments, I think, it points to doing everything we possibly can
to mitigate those stressors, whenever possible, and as the—as we'’re
working so hard to do in the Army, work to increase the resiliency
of our soldiers, particularly in their younger years.

Senator AKAKA. Thank you.

General Amos?

General AMOS. Senator, I'll be happy to talk about, not only the
relationship, but the handoff between the military and, in my back-
yard, the Marine Corps and the Veterans Association. Like General
Chiarelli, I have never seen it better. It's—the entire organization
is well led, from the top down, from VA. They are compassionate.
They are passionate about the care of our young men and women
that enter their system. I've never seen it better. I'm fortunate to
get to travel around and visit a lot of our VA hospitals and our
wounded, and I come away just completely wowed by what I see.

There is a systematic handoff. In the Marine Corps, this is done
through what we call our Recovery Care Coordinators. We take
some marines—we have them around the Nation, and they are not
part of the Federal Recovery, but they are linked to it—but, they
are U.S. Marines whose job and life is to know everything they can
about the VA system. And so, when a marine transitions—espe-
cially one of our wounded marines—transitions out into the—in—
heading into VA-land after a disability board, and he’s moving on
to the next half of his life, that Recovery Care Coordinator contacts
a recovery—a Federal Recovery Care Coordinator, the District In-
jured Support Marine we have out there, our network of Marine for
Life, to put our arms around this guy.

But, I've seen it firsthand, where the actual handoff for a needy
marine, in some cases 2 years after the injury—after the initial in-
jury—I just saw this last—about last month, down in Corpus
Christi, Texas. A young marine, TBI, 2 years ago, his life is unrav-
eled right now. And through the Federal Recovery Coordinator and
the VA in San Antonio, and our Care Coordinator we were able to
plug this marine, get him back into a hospital right now for further
care.

So, I’'ve never seen it better, Senator.

Senator AKAKA. Yes.

Let me ask, Admiral Greenert, for your comments, as well as
General Chandler, after you.

Admiral GREENERT. Thank you, Senator. I think General
Chiarelli and Amos hit the nail on the head. The cooperation is
very good. In fact, we meet monthly with the leadership of the VA
and leadership of Department of Defense to streamline the de-
fense—the disability—excuse me—evaluation system.

I would say that what we are finding in our study of suicides,
the transitional period seems to be a spike in stressors. And this
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is an area we need to watch very closely, this transition period, and
be sure that our sailors have the social support network that
they’ve had as they’ve moved through their career in the Navy, as
long as it is. So, it’s also a focus area, to watch out for those
stressors.

Thank you.

Senator AKAKA. General Chandler?

General CHANDLER. Senator, we have approximately 700 airmen
in our Wounded Warrior Program. These are young men and
women whose lives have been changed forever, and that we are
dedicated to taking care of, from the time they've been wounded
until they no longer need our services in the Air Force, and we
make the transition to the Federal system, if, in fact, that’s re-
quired and we're not able to bring them back to the Air Force.

We use much the same system that General Amos described,
with Care Recovery Coordinators that allow us to do that around
the Nation, to service the young men and women that require that
kind of treatment and that kind of handling. We're very com-
fortable with our relationship with the VA and the way that’s
working.

Senator AKAKA. Well, I'm glad that we’ve been working on what
we call “seamless transition.” And it appears that we are moving
along in that.

Dr. Jesse?

Dr. JEsSE. Thank you, sir. So, as not to reiterate things that
have already been said, I'd just like to point out a couple areas
where this level of integration has really become manifest. The
first is in the post-deployment and health reassessment exercises.
The VA generally has a presence at those exercises, not to admin-
ister the exams, but to be present to make sure that those
servicemembers are aware of all of their benefits that the VA can
provide. But, also, if there are immediate health, and particularly
mental health, issues that arise, that they are there and can lit-
erally make an appointment on the spot. They can get them en-
rolled in VA, make an appointment. And if we need to take them
intohour care at that point, we can do that, so that we participate
in that.

And the second is the Polytrauma Networks, which really are—
while the VA has four, and going on five now, Polytrauma Centers
of Care, those are very tightly integrated into the Wounded War-
rior Programs at Walter Reed, in Bethesda. In fact, I had the real
honor to accompany Deputy Secretary Gould and Dr. Stanley on a
tour of Walter Reed, and then come directly down to Richmond and
look at the seamless way that the—both patients and their infor-
mation move back and forth through those networks, including the
fact that there are VA representatives stationed in the DOD facili-
ties, and DOD clinicians in the VA Polytrauma Centers, so that we
ensure that any movement of patient is a warm handoff and not
just being sent to another place.

And then, finally, in the mental health area, I think there’s just
been an extraordinary collaboration going on for some time now.
There was a joint conference, in the fall of ’09, that led to an inte-
grated VA/DOD strategic plan. And the real goal was to make sure
that when, for instance the—there are evidence-based therapies for
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post-traumatic—treatment of post-traumatic stress, that the VA
and the services agree on how we treat those patients so that as
treatment begins in the services, and then transitions in the VA,
we're not abruptly stopping one form of therapy and entering into
another. And I think this is a hugely important point of collabora-
tion, that we’ve gotten that far.

Senator AKAKA. Thank you for your responses.

Thank you, Mr. Chairman.

Chairman LEVIN. Thank you, Senator Akaka.

And the testimony of our witnesses, saying that the integration
of planning and diagnosis and treatment of our troops that are vet-
erans is going along at a good pace, is important news to both of
our committees. It’s something we put a great focus on, both Vet-
erans Affairs and Armed Services. And our wounded warrior legis-
lation was aimed at accomplishing that. So, this is important testi-
mony, and good to hear.

Senator Collins.

Senator COLLINS. Thank you, Mr. Chairman.

We've all got this strange echo today.

General Chiarelli, I want to follow up on a question that Senator
Inhofe asked you.

And, Senator Inhofe, I want to thank you for suggesting this
hearing, as well as the Chairman, for holding this important hear-
ing.
In the past year, I have met with a retired general in my State,
with returning members of the National Guard, and with a whole
variety of healthcare professionals, to discuss the mental health
needs of our troops and the troubling rise in suicides. To a person,
each of them has told me that it’s insufficient dwell time between
deployments that they believe is the biggest factor, that there’s not
sufficient recovery time before deployments occur again. How im-
portant do you think that factor is to the increase in problems with
mental health and the suicide rates?

General CHIARELLI. I think, for the National Guard soldiers, it
may be higher than were seeing with the active-component sol-
diers. As I indicated, 79 percent of our suicides last year were sol-
diers who had never deployed or only deployed one time. So, that
would argue that, in that group of 700,000, there’s a bit of resil-
ience that grows with repeated deployments. I—I'm not—I'm just
giving you the numbers we're seeing out of NIMH, and as we start
to pull the early results.

I really believe, though, that what—the real issue here for our
National Guard soldiers is that, when they come back off of mul-
tiple deployments, that second or third deployment, that we have
sufficient time at the DEMOB station to do the kind of medical
tests, such as a virtual behavioral health counseling or other
things, to ensure that, number one, we get a good read on how
they're doing; and, number two, that they fully understand the
medical benefits that theyre going to have when they return to
their State.

One of the hardest things for any of us is that the benefits for
a National Guard soldier differ from State to State. We’ve made
great progress with TRICARE Reserve Plus. And you add that to
TAMP, which gives you 6 months of care when you come back
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home. If we can get the soldier to enroll in TRICARE Reserve Plus,
we can provide them continuous medical care to the next deploy-
ment. And I think this is critical.

So, I think we have to look at this population a little bit dif-
ferent, and realize—and, again, as Senator McCain said, I am able
to wrap leaders around returning Active-component soldiers for the
entire time that they’re back. We take a Reserve-component soldier
today and, within 5 to 7 days, he’s back in his community, on his
own.

Senator COLLINS. A related problem, at least in a rural State like
mine, is an absence of mental health professionals in those rural
communities. Even though the VA will provide the assistance, or
the National Guard will provide the assistance, it’s often many
hours away. And that’s a problem that’s in our society as a whole.
And you’ve mentioned the shortages that you’re facing, and that
it’s difficult to match the mental health professionals with where
bases may be located. But, that’s an even worse problem when
you’re talking about National Guard members or reservists who
are going back to their home communities, their regular jobs in
small communities that may not have any mental health profes-
sionals at all.

General CHIARELLL If I could just quickly comment.

Senator COLLINS. Yes.

General CHIARELLI. We started a program, last August, which
gives counseling, 24-7, without a TRICARE referral, to anyone
who’s authorized for TRICARE. And it is done online. It falls short
of psychotherapy or prescription pain management, so we can’t do
that online. But, where I really see us making up for this shortage
is to really explore what we can do with tele-behavioral health.

Senator COLLINS. I agree.

General CHIARELLI. Because this gets at stigma issues, it gets at
the kind of shortages you're talking about in rural areas, Senator.
And I really think that this is something that will fix us now, rath-
er than wait til we grow the necessary providers that we need over
time. I really think we should be exploring this as hard as we pos-
sibly can.

Senator COLLINS. I completely agree. There’s great potential, par-
ticularly since so many of these young troops have access to com-
puters in their own homes, because the stigma still is there. De-
spite all of our efforts, it’s still there. So, I'm delighted to hear you
put an emphasis on that.

General Amos, even though we’ve given a lot of attention to the
Army’s rising suicide problem, I was struck to see, in 2009, that
the branch with the highest rate of suicides among Active Duty
personnel was actually the Marine Corps. What is the Marine
Corps doing—the Army’s clearly done a great deal—is the Marine
Corps matching that effort, in stepping up your programs and try-
ing to tailor them to the culture of the Marines?

General AMOS. Senator, that’s a great question. And the short
answer is: absolutely, yes. We are joined at the hip with our pro-
grams that we mutually share across—cross-boundary. We are
aware of all that each of the other services do. We collaborate. We
share best practices. We steal good ideas from one another. So, the
answer is yes.
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We are—in 2009, we led the Department of the Defense in sui-
cides, percentage-wise. We had 52. That’s double what we had in
2005, when we had 25. So, you ask yourself, you know, “What is
it that’s caused this?” We don’t have all the answers on this thing,
and you wouldn’t expect me to, but you would expect me to be try-
ing to find out and do something about it.

Interestingly, the Marine Corps is the youngest service, age-wise,
of all the other services; for instance, 67 percent of all of our
202,000 marines, between the ages of 17 and 25. If you compare
that to the other services, we are woefully more—when I say “im-
mature,” I'm just talking about years—as a whole-cloth force. So,
that, in and of itself, causes some issues. Our population, where
our marines are killing themselves, are between 17 and about 23/
24; it’s male; it’s about half married, half single; white. And the de-
ployment—for instance, this year alone, we’ve had nine young ma-
rines take their lives that had never seen their deployment. We
have had marines come right out of boot camp, and, after having
spent 12 weeks in what is arguably a “legendary boot camp,” which
calls out an awful lot of folks who just can’t handle the stress, they
kill themselves. They go home on leave, and every now and then
they’ll take their life. And they’ve never seen deployment one. And
they’ve just completed the most rigorous, probably, physical and
mental examination they—that they’ve ever had in their life. So,
what causes that?

We had a young lance corporal just check into his unit, who were
deployed in Afghanistan 2 weeks ago, his very first day, he goes
on duty, walks outside the perimeter, and shoots himself. And he
did this—as you, kind of, do the forensics on this thing—his
girlfriend left him just before he left. He has issues with his family
at home, his mother and father. And so, these are the kind of
things that we’re seeing.

So, what are we doing about it? First of all, and foremost, in our
organization we’re focusing on the leadership of the Marine Corps.
I know that sounds trite, but we’re an organization that’s based on
leadership, everything we do. So, we start with the very top. The
Commandant of the Marine Corps, the sergeant major of the Ma-
rine Corps, are adamant about this, and it’s flowed all the way
down through our senior leadership, that we have to absolutely pay
attention to this. This is not something to be taken lightly, and it
is an issue. So, that’s the first thing, the senior leaders’ focus.

We developed, last—it took us about 6 months to develop—we pi-
oneered it last—about July, a noncommissioned officers suicide pre-
vention half-day course. And it was—it’s video, it’s film, it’s in the
vernacular of the NCOs, because looking at that population of our
young marines that are taking their lives, it’s that 17-to-22/23.
That’s where the noncommissioned officers—they own those ma-
rines. They know them better than anybody. So, we focused this ef-
fort on them. High reviews, just great reviews from the noncommis-
sioned officers. One-hundred percent of our noncommissioned offi-
cers have gone through this thing, and they're taking that training
down to the young marines below them.

Interesting, we’ve seen a drop in suicides this year, even though
right now we are on the same plateau as we are last year. If you
consider—and that’s probably not very encouraging—but if you
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consider this vector we’ve been on since 2005, which has been very
steeply vertical, the fact that we are even where we were last year
is an encouraging sign.

The further piece of news that’s encouraging is, this NCO course,
we think—too soon to tell—but, last year, 92 percent of our sui-
cides were in this age group that I just described, about 23 to 17,
and a lot of them were noncommissioned officers. We've seen a
drop this year down to 84 percent, as of today. So, we've taken
that—we’ve said, “Okay. Let’s take a look at those real young ma-
rines, the privates through lance corporals; let’s take a look at the
staff NCOs; and let’s take a look at our young officers, lieutenants
to captains, and let’s build a very similar program.” We're in the
throes of that right now. It should be published within the next 2
to 3 months. And we’re going to do that whole thing for the entire
Marine Corps.

So, we think it’s going to work. We think it has worked. Too soon
to tell. But, ma’am, we’re doing that. We've got—we're—we have
increased our resiliency training by—immersion training for our
young marines, all that predeployment stuff, trying to make our
marines more resilient.

I have a list of things down here that I could go through. But,
I just want you to know this has our attention. This is job one with
the Marine Corps.

Senator COLLINS. Thank you.

Chairman LEVIN. Thank you, Senator Collins.

Senator Udall is next.

Senator UDALL. Thank you, Mr. Chairman.

Good morning, to the panel.

And, General Chiarelli, I want to, in particular, note the atten-
tion you've paid to these important issues. I had an opportunity to
travel with you to Fort Carson earlier this year. I know you've im-
mersed yourself in these difficult discussions. And I know we don’t
have all the answers yet, and that’s why we’re holding the hearing,
in ﬁart. And I trust my questions will be received in that spirit, as
well.

And I want to—I wasn’t here earlier, during the questioning
about the ANAM test. I think you said that, while the Army uses
it, predeployment, for a baseline, you don’t use it post-deployment,
not usually, because of the false positives that often result, or re-
sult, to some extent of the time. Here’s my question. By definition,
a baseline is supposed to give us something to look back at, in the
aftermath, a way to compare. So, if we’re not using, what is it,
close to 600,000 pre-deployment assessments to compare to the
post-deployment assessments, what are we doing with them? Why
use A)NAM at all if it’s not being used in that post-deployment situ-
ation?

General CHIARELLI. Sir—Senator, I will tell you, we are using
the ANAM on post-deployment, but only if the soldier demonstrates
some kind of a symptom of having cognitive issues. And that may
be cognitive issues that could be caused by TBI or some other be-
havioral health issue.

So, the baseline is very, very important, because it gives the doc-
tor an additional tool that, when symptoms are demonstrated, or
in a post-deployment screening we have reason to believe we
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should have that soldier go through the ANAM, we go ahead and
use it. What we’re just not doing is doing a post-deployment ANAM
for every soldier irregardless—or regardless of—my English teacher
would have just been—thank you very much.

Senator UDALL. Mine too, General. [Laughter.]

General CHIARELLI. Yeah—regardless of whether they show
those symptoms, because we were getting so many false positives.
And we just don’t have the folks, the behavioral health specialist
folks, to work through all those false positives and give the care we
need to, to the rest of those who need care.

Senator UnALL. That’s helpful, and we’ll continue that conversa-
tion. My next question will follow on that. I want to talk about the
Post-Deployment Health Assessment, the PDHA. And it’s supposed
to catch things that weren’t caught in theater, as I understand it.
And a soon-to-be-published study has shown that the standard
screen on the PDHA fails to catch 40 percent of those who sus-
tained a TBI in theater. And this comes from research at Fort Car-
son, in my home State of Colorado.

I've been there, as I've mentioned, on a number of occasions, to
get briefings on how they’re handling TBI patients. I think they’re
doing it right. They’re—by using a more thorough exam, with clin-
ical interviews to augment the PDHA. And there’s a concern, as I
understand it, that those—that individualized approach would take
too much time, and require scarce personnel to administer, and
that such an approach can’t be replicated across the force. But, I'm
told that at Fort Carson it only takes about 15 to 20 minutes to—
in addition to—to do this. Could you speak to Fort Carson’s ap-
proach and whether the Army’s looking at maybe applying this
elsewhere?

General CHIARELLI. I'll tell you, I disagree with Fort Carson. I
want them to institute the virtual behavioral health screening, so
that we can ensure that we get everyone. I don’t want to use any
form. I don’t want to use any series of questions that automatically
says that a soldier does not have those issues. And I think that
what we really need to do is to get to a standard that says we're
going to give everyone a post-deployment screen; follow that up, 90
days later and 180 days later.

Here’s my problem with the Fort Carson approach. The Fort Car-
son approach focuses on soldiers with doctors that they have as-
signed when they come back. And they may get through a 15- to
20-minute screening of a select population who’s demonstrated,
based on a questionnaire, that they may have issues, they may be
medium to high risk. But, when you do that, you take away the
doctors that are providing care to those folks that we have already
found, because you’re focusing on this group. That’s why this vir-
tual network is so important, that you can do an actual triage and
get the number down to those that you can treat with those people
you have on base. I've had discussions with Fort Carson about this.

And, I've got to tell you, until I get doctors to use the virtual
method, they—many of them push back, and they push back be-
cause they have never done this before. I—but, what we’re finding
is that those who go through it, the doctors—those doctors are the
biggest supporters of it, because we find that this generation, in
many times, opens up much greater using either Skype technology
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or some kind of high-definition VTC, even more so than sitting
across a room, like you and I are right here. And they really feel
they’re able to get at some of these issues and do a good evaluation.

Senator UpALL. Well, I respect the passion in your response.
Let’s continue the conversation. And, again, it points out how—
General, how involved you are, and how much you’ve paid atten-
tion to details and individuals—soldiers.

Let me turn to another—perhaps a bit of a difficult conversation
that’s tied to the NPR story. They report a term that’s used by re-
searchers, “the miserable minority,” to refer to those who suffer
from mild traumatic brain injury, who have long-term repercus-
sions. And it’s true, from what I learned, that most soldiers recover
from mild TBI, but some who seem to have symptoms persist for
months or even years, and if you get a repeat of a TBI incident,
you can aggravate that mild TBI.

The NPR story intercepted an email from one of General
Schoomaker’s advisors, Dr. Hogue, who questioned the importance
of even identifying mild TBI accurately, asking, quote, “What’s the
harm in missing the diagnosis of mild TBI?” Can you help me un-
derstand whether finding ways to diagnose and treat mild TBI is
important to the Army?

General CHIARELLI. It is extremely important to the Army. And
Dr. Hogue represents a population of psychiatrists and psycholo-
gists, quite frankly, who—you can find one who will support just
about any different way of attacking this. It is not this well-devel-
oped science that we have in other areas, such as heart surgery.
I think the dialogue is good. I didn’t necessarily agree with Dr.
Hogue when he wrote in the New England Journal of Medicine.
But, he did do a study—peer-reviewed study, where he talked
about this.

I think, the great disservice that NPR did to everyone was to try
to isolate TBI from PTS. And that is just not possible. As I indi-
cated before, the comorbidity of these two is what’s giving us the
difficulty today. And I also think that they did a disservice when
they indicated that PTS is a psychological problem. It is not just
a psychological problem. It is a physical injury that occurs. And, if
anything, I think could be best described as a chemical injury, be-
cause that frontal cortex doesn’t turn on and stop the flow of those
things that keep this—a person at this altered state for 4 to 6
hours. So, I think we have to look at these two together and realize
the real difficulty that doctors are having trying to separate and
understand the symptoms 100 percent in every single case.

Senator UDALL. General, thanks. Let’s continue this spirit of dis-
cussion.

I want to thank all the members of the panel, as well. And I
thank you for your service.

Thank you.

Chairman LEVIN. Thank you, Senator Udall.

Senator McCaskill.

Senator MCCASKILL. Thank you, Mr. Chairman.

I thank all of you for being here.

There are basically three areas I'd like to try to cover, quickly,
that I think are important. An overarching concern is that of con-
fidentiality. So many of the issues surrounding mental health,
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whether it is brought on by a brain injury or whether it’s brought
on by substance abuse, alcohol abuse, or prescription drug abuse,
so much of the problem we have in the military is the stigma asso-
ciated with getting help, particularly for Active military, Reserves,
and National Guard.

And I’'m sure you all are aware of the pilot program that is ongo-
ing—I know General Chiarelli and I have talked about it—for the
confidentiality of alcohol and substance abuse treatment at three
different facilities, where these soldiers are not being referred to
their chain of command after they have sought treatment.

I would like—General Chiarelli, could you address how that pro-
gram is going, and whether you think this pilot program shows real
potential for allowing folks to get help without the negative impact
to their careers that so many of them fear right now?

General CHIARELLI. Tremendous potential. We’ve done it at three
installations. We start in Fort Carson in August. We're expanding
it to two others. The only thing that’s not—and the secretary of the
Army approved this, a month ago—the only problem that we’re
having is trying to recruit the number of drug and alcohol coun-
selors that we need in order to ensure that, when someone self-re-
fers themselves for this problem, that, in fact, they can be seen im-
mediately and not be told, “Well, come back 6 weeks from now and
we’ll take care of you.” But, we're seeing great results from the
three installations that we have started the pilot at.

Senator MCCASKILL. Well, and I—that leads to one of the other
areas that I wanted to cover today, and that is the availability of
counselors. As you know, in 2009 I was successful at getting a pro-
vision that required the Institute of Medicine to do a study whether
licensed mental health counselors should be allowed to practice
without supervision within the military for purposes of this kind of
counseling. That study was released in January, and supported the
conclusion that they should be able to practice without that extra
layer of supervisory personnel. And I'm curious now, with that, Do
you see the ability for us to staff up at more appropriate levels to
get at this problem that we see, in terms of availability of mental
health professionals for our men and women who need help?

General CHIARELLI. Yes. This is a wonderful provision. And we’ve
come to about 92 percent of our pre-2001 authorization. But, I—
we’ve done an exhaustive study. And just as we reach, or are get-
ting close to reaching our goal, because of the increased amount of
drug and alcohol issues that we've got in the Army—and I'm not
going to paper that over—we need about 225 more. So, we have got
authorization to hire an additional 225, and this is going to be a
great help to us.

Senator MCCASKILL. I think it’s so important that we look at this
as just as important as so many of the other tools we give to our
fighting men and women. Our heroes need, not just the protective
armor of the battlefield, they need the availability of help when
they need it. And, I know that you’ve made this a huge priority,
I know all of you on this panel have.

I want to make sure that if there’s anything that we can do, as
members of this committee, to continue to reinforce this at the
highest levels of leadership in our armed services, that you let us
know. Because, I think—the idea that we would stand between
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more help for our men and women who are struggling, that we
need to get more people on board, is very frustrating. And I want
to make sure that you know that there are many of us that want
to—we want to go to battle over this, if necessary.

And that brings me to the final thing. Unfortunately, Missouri
has had one of the highest rates of suicide in our National Guard.
And that is this notion of embedding, particularly for our National
Guard and our Reserves—embedding mental health counselors
within units. As you probably know, this has been done in Cali-
fornia, at a surprisingly low pricetag, because the availability of
the embed is for the weekends and for the 2-week training, as op-
posed to, you know, 365 days, around the clock. And that help, dur-
ing those weekends and during those weeks of training, I think,
could be a huge assistance to our National Guard members. And
would want your reaction to that.

I know that we don’t have a member of the Reserves on the
panel, or National Guard, but if-

General CHIARELLI. No, I look for any way that I can get behav-
ioral health specialists down to National Guard units, and I think
embedding is an outstanding idea. I will work with the surgeon—
they have not brought that program to me. We’ve been trying to
expand at the telehealth capabilities to our National Guard armor-
ies. But, I promise you, Senator, I'll look into that and talk to the
National Guard surgeon general about just that.

Senator MCCASKILL. This is really important, because in Cali-
fornia, which has the largest Guard component in the country, it
has 40 different units—Guard units, in California—the cost for 1
year of mental health embeds was 820,000. That’s a bargain, par-
ticularly when we see this kind of increase.

We've lost 5 members of the National Guard in Missouri, already
this year, to suicide. That is something that is unacceptable, and
something we clearly—and I know the general of the Missouri Na-
tional Guard, General Danner, is very concerned, and wants to
move toward some kind of embed program. And I would love—I
think the support of the people at this panel this morning would
be crucial for that to move forward. And I think we could also, ob-
viously, do it for the Reserve units.

General CHIARELLI. We need to look across the National Guard,
because, as I indicated before, we’ve had an increase of 21 suicides
across the National Guard, at the same time we’re down in all
other categories. So, this has really got my attention and, I know,
the attention of Ray Carpenter.

Senator MCCASKILL. Okay. I'll continue to follow up on that.

Thank you, Mr. Chairman.

Chairman LEVIN. Thank you, Senator McCaskill.

Senator Begich.

Senator BEGICH. Thank you very much, Mr. Chairman.

I want to follow up, if I can, on just a few of the comments and
responses to some of the questions that were given earlier.

First, General Chiarelli, I want to, one, thank you for the work
you’re doing. You are definitely passionate about trying to resolve
this issue, or at least move forward in a positive way, and I really
appreciate that.
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So, let me ask, if I can—because I appreciated your comments on
telemedicine. And I know, Dr. Jesse, you've been subjected to my
conversation before on this issue, through the VA, for the Veterans
Committee. And I do believe this is a huge opportunity that both
the DOD and the VA can really exploit in a positive way. With the
new generation of young people who—you know, you think, 10
years back, where we were with PDAs and telephones and cell
phones and computers, to where we are today, is unbelievable. And
so, I'm curious, because I hear what you said—your comment about
the doctors, some doctors push back on this new technology. How
are you getting them to see the value?

And I say this in a—in as polite way as I can. You’re the mili-
tary. One thing I've learned about the military is, when you want
to do something, you just do it and get moving. I understand that
doctors have to grow into some of these things. But, time is of the
essence. So, how—what are you using to get these doctors to get
up—get on step with telemedicine? Because that is the future,
when it comes to mental health services, especially in a State like
mine, where, you know, these folks come back from serving, and
they're sent out—back home, to a village—and I'll use the Guard
as an example—Dback to a village of 200 people. No medical services
that they can tap into, from a veteran’s perspective. But, what are
you doing to get those doctors to get on step and get on with the
program, here?

General CHIARELLI. We're doing exactly what you would expect
us to do now. We published an overall comprehensive behavioral
health plan. We’re standardizing how we're going to treat soldiers
when they come back. Part of this time, I believe we've seen a
thousand flowers blooming, and I think it’s time——[Laughter.]

—to move away from that, ensuring that we look for innovation
and new kinds of treatments, but, at the same time, we have
standard program for returning soldiers, that not only takes them
from the day they return home, but at the 90-, 180-daymark, when
so many of us, I think, would agree, we start to see many of these
programs—problems pop up.

Senator BEGICH. Right.

General CHIARELLI. So, we're doing it exactly in the military way
that you allude to, Senator.

Senator BEGICH. Okay.

General CHIARELLI. And we’re going to make sure that it’s stand-
ardized across our force.

Senator BEGICH. I think that’s great. And I want to—if—Dr.
Jesse, I know we’ve talked, but I'd love you to put on here—I actu-
ally just saw some technology development, done by an Alaska na-
tive corporation, on utilization of BlackBerrys, PDAs, and others,
on alcohol screening and alcohol abuse—kind of, follow-up for those
that decide to move forward. And I—you know, I saw that tech-
nology, and I—it was impressive to me, because what it shows is,
it’s reaching into how to get to these young men and women in
their world of technology, versus what we think is right way, bring-
ing them into the office, sit them down. We'’re touching them in a
different way. So, that technology is very unique. And, I know the
VA is starting to look at some of that.
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Can you just put on the record a little bit of what you’re doing
around electronic telemedicine?

Dr. JESSE. Well, sure. As you know, we've got quite a long his-
tory in telehealth, the—actually, dating back even to the ’80s, with
home monitoring of pacemakers, as, you know, one of the—using
TTM technology. We've invested heavily in home telehealth by put-
ting, if you will, “boxes” in patients’ home. I think we’ve got 43,000
of them deployed. But, as you mention, the new technology is using
smart phones, where you don’t even have to invest in something
that ties somebody to their home. Anybody who’s got a kid in their
20s now knows you don’t even bother to call them, you just text
them.

Senator BEGICH. That’s right.

Dr. JESSE. They don’t answer their phone, but they’ll text you
back.

Senator BEGICH. Right.

Dr. JESSE. And, interestingly, as an example, you're all aware of
the VA’s suicide hotline, which people can call in to, but, about a
year ago, they started a chat line for—you know, the younger folks
are much more used to chat lines on the Web than they are to hav-
ing phone conversations. And that’s been, I think, an important,
you know, emerging way to contact, for the younger people. So, as
we deploy that mental health technology, along with all of other
medical capabilities, using new technologies that the people who
geed it understand and prefer to use, I think, is going to be vital.

0

General CHIARELLI. Could I mention——

Senator BEGICH. Yes.

General CHIARELLI.—one other——

Senator BEGICH. Please.

General CHIARELLL.—thing? We just signed an MOU with the VA
on credentialing and privileging, which is a key and critical piece,
here. And we can do that with the VA so their doctors can be part
of our virtual behavioral health——

Senator BEGICH. Excellent. Yes.

General CHIARELLI. But, that is a real issue when you're trying
to provide the same kind of care across State lines, and even within
State lines. And in the area of behavioral health, I think we really
need to look at some of those rules, and think about, Do we—do
they need to be the same for this branch of medicine as they do,
say, for a heart surgeon or someone else?

Senator BEGICH. You just got to my next question, so I'm going
to start with you and then come down the row here. I'll leave my
friend, Howie Chandler to last.

But, let me—if I—you just hit on—and that is—my next question
was, What do we need to do—I mean, it’s kind of the question that
hasn’t been asked; I think Senator McCaskill kind of started to get
to it—What do we need to do, here in Congress, to help make it
easier for you to deliver the services that you know, instinctively
and as well as data has shown you, to the young men and women?
And what you just made a comment about, making sure—deliv-
ering these services over State lines, or—I want to—maybe you
could elaborate, but I—what are those one or two things, each one
of you, if you could just expand—because part of what we should
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be doing here, honestly, is—what do we need to do to support you?
It’s great to have a hearing, but what’s the next step?

General CHIARELLI. I would mention credentialing and privi-
leging. Give you just a quick example. I can go ahead and provide
a TRICARE referral for a soldier at Fort Campbell, Kentucky, to
drive 100 miles to Nashville to see a psychiatrist. I cannot hook
him up over the Internet if he is not at military installation, and
privileged and credentialed from that location. So, I can’t hook into
his office in Nashville, yet I can put a soldier in a car and send
him 100 miles to go see that doctor, as a TRICARE referral.

Senator BEGICH. Good example. I mean—my time is up, but I
wanted to give—if each one of you can just give a quick one, and
then I'll close out.

Thank you, Mr. Chairman.

Go ahead.

Admiral GREENERT. Senator, for the Navy, if we could look at the
age of healthcare professional appointments and mandatory retire-
ments, there are a lot of people want to help, out there, that may
be over the age of 42. And that, I think, if I understand it right,
is the limit for a lot of our healthcare providers, particularly men-
tal. That could be helpful.

Senator BEGICH. Very good.

General Amos. Sir, for us the—your continued support for our
deployment cycles and the—in sustainment of our Marine Corps
while we are in between those deployment cycles, with programs
like the Yellow Ribbon Program, our Returning Warrior Programs,
those kinds of things that help our families—it’s—that is a modest
investment that has paid rich dividends. So, your continued sup-
port on that would be great.

Senator BEGICH. General Chandler?

General CHANDLER. Senator, I would echo what my counterparts
have said, and also add to that, thanks for your support for the bo-
nuses and special pays. That has allowed us to recruit, frankly, al-
most the numbers we need, in most areas. We’re suffering, as the
Nation is, in a shortage of mental health nurses. But, that’s really
the only shortage that’s dramatic at this point. And we appreciate
your support for that.

We’ve had some promising research at Lackland Air Force Base,
in San Antonio, with TBI and hyperbaric treatment. Any support
that we could receive in that area would also be very helpful.

Thank you.

Senator BEGICH. Very good. Thank you very much.

And, Dr. Jesse, we've already had our conversation. I'll leave
that, if I can, because my time is expired. And I'll be tapping you,
don’t worry. [Laughter.]

Mr. Chairman.

Chairman LEVIN. Thank you, Senator Begich.

What kind of support do you need for that hyperbaric treatment?

General CHANDLER. Sir, we're actually in our infancy, quite hon-
estly. If I can take that for the record and get back——

Chairman LEVIN. Is it a

General CHANDLER.—in terms of costing.

[The information referred to follows:]
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General CHANDLER. But, as most things go, it becomes a per-
sonnel and dollar issue. But, we’ve had some fairly promising re-
sults with hyperbaric chamber treatment.

Chairman LEVIN. If you can just give us any example—and this
goes for all of you—where there is a funding shortfall on the appro-
priations side, we would more than welcome it. We're determined
we're going to get you whatever funding you need to address this
issue.

Senator Lieberman.

Senator LIEBERMAN. Thanks, Mr. Chairman.

Thanks, to all of you. I apologize that I was drawn out to another
meeting in between.

I appreciate, very much, the work that all the services are doing
on these problems, particularly, obviously, suicide prevention pro-
grams. And I know, for each of you, this is a deeply personal issue,
and I thank you for the time that you’re putting into it.

In my own work on this, I have become familiar with some sta-
tistics that surprised me. And I want to offer them, not to diminish
the problem that you and we are facing among servicemembers, be-
cause every suicide is a tragedy, and we want to prevent them all.
But, what’s interesting to me is that—and obviously the most sig-
nificant factor for all of us is the extent to which the suicide rate
among Active Duty U.S. military personnel has increased, over the
last decade, from 9.1 per 100,000, in 2001, to 15.6 per 100, in 2009.
The increase is in comparison to a rate among the civilian popu-
lation of 11.11 percent per—11.11, per 100,000 population. But,
what’s really striking to me, and shows, really, a broader societal
problem—if you take out the young male population in the coun-
try—and the military is still disproportionally composed of young
males, as compared to the overall population—the rate of suicide
among 18- to 24-year-old males is 17.8 percent.

So, this—I mean, this is—this suggests a broader societal prob-
lem, which was a total surprise to me as I went over the numbers.
And it doesn’t diminish the—in any way, the importance of the ef-
forts you are making, and we're trying to support you in making.
But, what it says is that rate of suicide among young males in mili-
tary was actually significantly lower than the general civilian pop-
ulation. Certainly, a decade ago, now has come up, but still is
lower. And obviously, we’d like it to be zero.

But, I want to suggest, in these statements, no attempt to mini-
mize the problem, but to say that this cries out for some larger so-
cietal response that deals with young males in our society.

I don’t know whether any of you want a response to that—or
want to respond to it.

General CHIARELLI. If I could, real quick. The—you know——

Senator LIEBERMAN. Yes

General CHIARELLI. We've——

Senator LIEBERMAN.—General Chiarelli.

General CHIARELLI. Sir, we've run across something that’s very,
very interesting. As I indicated—I threw out some numbers—but,
when we look at the number of soldiers who are first-termers

Senator LIEBERMAN. Right.

General CHIARELLL.—who join the Army between the ages of 28
and 29, they account for three times their expected rate of suicide.
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In other words, they're only 5 percent of the first-term populations,
but they account for 15 percent of the first-term suicides, which
would indicate that not only is it youth, but it is also this combina-
tion of additional stressors.

Senator LIEBERMAN. Interesting. Well, those are compelling num-
bers.

Let me go on to a question. And, I apologize, I gather, from staff,
this hasn’t been dealt with in depth, so I'll run the risk of asking
it again. And this is the question of how the services diminish the
understandable human fear, that anxiety in a member of the serv-
ice, that going for help will be detrimental to that serviceperson’s
career and advancement. I know that the Air Force actually quan-
tified that in their study. But, my own sense, from conversations
with members of other services, is that this is a pervasive problem.
And I—so, the question—you all, obviously, are deeply concerned
about this and focused on how to make it better. And, in some
sense, my question is, How do you transfer that concern down the
chain of command so that individual members of your services feel
that, you know, you go for help for a mental problem, just like you
go for help if your leg is bothering you?

General CHANDLER. Senator, I wouldn’t minimize that problem
for the Air Force, quite frankly. I think it still exists, and I think
there is a stigma attached to that. I think the basic answer to your
question is, it becomes a leadership issue, directly down to the sen-
ior NCOs and officers that look the young men and women in the
eye every day, that can recognize whether or not they have an
issue, and then act accordingly.

We have the same demographic issues that you described earlier,
in terms of young male airmen that are taking their lives. We di-
verge a little bit from the other services, in that our biggest issue,
in terms suicide, are relationships; about 70 percent of Air Force
suicides involve relationship issues of some kind.

Senator LIEBERMAN. You mean within the military——

General CHANDLER. Yes, sir. These

Senator LIEBERMAN.—or"

General CHANDLER.—are typically personal relationships.

Senator LIEBERMAN. Personal. Yeah.

General CHANDLER. Second would be legal issues that a member
might have. And then, thirdly, financial. Only 20 percent of our
suicide victims had been deployed in the last year. So, we deviate,
again, a little bit from the Army and the Marine Corps, as we do
that. But, if you look at the elements of the Air Force where that
occurs—those specific career fields—those, in fact, are young male
members, primarily in terms of security forces, EOD—explosive or-
dinance disposal—and those kinds of duties. But, at the same time,
those career fields are also under a fair amount of OPTEMPO, as
you know. Security forces are at 1-to-1, in terms of dwell time.

So, I wouldn’t minimize the way we get at this in the Air Force,
but we have moved our mental health care providers into our pri-
mary care clinics, to try to keep people from having to necessarily
go someplace else, behind a curtain, to see a mental health pro-
vider. Our airman family and readiness centers also provide mili-
tary health counselors, where you can actually go get help with
your family members or for yourself. And, of course, the military
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One Source provides, at no cost—I believe the number is six visits
that you can arrange for yourself to do that. Again, all of these are
confidential kinds of ways to do this.

So, there are ways to get at it, including our Chaplain Corps,
which are all trained in suicide intervention, as well. So, we can
approach this from a number of different directions. But, I think
the stigma issue is one that’s going to be very, very difficult to
overcome.

Senator LIEBERMAN. Thanks.

You know, my time’s up, but I wonder if any of the others of you
want to briefly comment on that. What—essentially, what you're
doing to try to remove this—the—what General Chandler called—
I think, appropriately called, a stigma.

General AMOS. Senator, you're absolutely right. And I think this
is evolutionary. Just 5 years ago, you—we wouldn’t have even been
talking about this in a battalion or a squadron or some type of de-
ployed unit. We would be sloughing this off. So, now, my sense, in
the Marine Corps, is, we have the senior leadership of the Marine
Corps, both the enlisted and the officer side, that are believers.
They understand that this stigma is real and that we have to set
the conditions to get around it. I'm not convinced that our middle-
grade staff NCOs and our young officers have the same sense of ap-
preciation. I think it’s probably because theyre younger, there’s
less

Senator LIEBERMAN. Right.

General AMOS.—they’ve been exposed to it less. But, this is a
leadership issue that we’re working on. To get around this and to
try to mitigate this, we’ve put mental health—we call them OSCAR
teams—we put them in the deploying battalions that are forward-
deployed. We have gone through—and that’s got mental health pro-
viders, corpsmen; we brought our chaplains involved in these
things. So, now we have embedded these units with every single
forward-deployed unit in Afghanistan right now. So, we’re trying to
get away from that.

And the final thing—I mean, there’s just a host of things we're
trying to do to deviate around this, or sneak around behind the
backdoor of this stigma thing—but, the last thing is, is that, on the
suggestion of our young marines, we are establishing, right now,
with TRICARE West, everything west of the Mississippi, a Marine
Distress Hotline. It’s manned by marines, plugged into the
TRICARE West, 21,000 healthcare—mental health care providers.
And the whole idea behind that, it’s completely nonattribution.
Family members can use it 24 hours a day. You can call and say,
“I'm having serious issues with post-traumatic stress,” “I'm having
issues with whatever.” And it can be a—and it’s all anonymous. So,
were——

Senator LIEBERMAN. Right.

General AMos.—working around it, Senator.

Senator LIEBERMAN. Mr. Chairman, I know my time’s up. I leave
it to you. I don’t want to intrude on Senator Hagan’s

Chairman LEVIN. Admiral, that’s fine. You can go ahead. I'm
sure

Admiral GREENERT. Real quick, Senator, if I may. We have a,
kind of, statistically different situation. The—our demographics for
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those that committed suicide is sort of spread across the age spec-
trum, and location and rating and seniority. The last three sui-
cides—we had a 40-year-old senior enlisted individual, right before
deployment; a 50-year-old captain about—entering retirement; and
an 18-year-old sailor, just out of boot camp.

So, what—looking across that, our focus has been, no one’s im-
mune to the stressors, and, if you can’t deal with the stressors, to
a bad choice.

Senator LIEBERMAN. Right.

Admiral GREENERT. So, it’s a—to us, a leadership issue. We focus
on operational stress control and management. And for those that
still have a stigma—and it does exist—we have what we call De-
ployment Health Centers—there are 17 of them, theyre spread
around where our fleet concentration area is—where folks can go
and see a clinician or a counselor, with really no—it—the stigma’s
not attached. It’s not attached to the hospital, it’s not attached to
the fleet family support center; it’s located away, where our sailors
feel more comfortable. We find that, once they go there, then they’ll
see there’s nothing wrong seeking treatment, and they tend to mi-
grate to the clinic.

Thank you.

Senator LIEBERMAN. Good. Thank you.

Chairman LEVIN. Before I call on Senator Hagan, let me mention
this. I'm going to have to leave. There’s a question, that I'm going
to ask you to answer for the record, about the status of our Centers
of Excellence for Traumatic Brain Injury.

[The information referred to follows:]

Chairman LEVIN. And, if Senator Lieberman is not able to stay,
then I would ask Senator Hagan to adjourn the committee after
she is done.

Thank you.

Senator Hagan.

Senator HAGAN. So, that means we might be here a while. No.
[Laughter.]

I think this is a very important hearing. And I think anytime we
have one suicide, that’s one too many. And certainly, the numbers
that we’ve been seeing is certainly unacceptable. So, I really appre-
ciate the time that the services is putting into helping address this
issue.

General Chiarelli and General Amos, you have underscored the
importance of mental resiliency programs, proper and timely diag-
nosis, transferring the culture of leadership with regards to the in-
visible wounds, the strain of our forces, limited dwell time; and
personal problems, such as financial and relationships, are cer-
tainly among the many challenges that we have to overcome. How-
ever, we do have a responsibility to effectively institute mental re-
siliency programs to prepare our servicemembers for the combat
stresses that they will ultimately face. What are the services doing
to institutionalize resiliency training at the predeployment and the
post-deployment stage?

General CHIARELLI. Our program is comprehensive soldier fit-
ness. And, as you know, Senator, we’ve been working with the Uni-
versity of Pennsylvania. We have trained over 1200 master resil-
ience trainers, through a very intensive course. Our goal is to get
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them down to every battalion in the United States Army. We are
focusing those trainers, right now, at the basic entry levels of our
soldiers, because we know we have to build their resiliency early
on in their career. It is absolutely critical.

In addition to that, we have the Global Assessment Tool that is
a requirement for every soldier to fill out, to understand where
they stand when it comes to resiliency. And we’ve had, now, over
780,000 folks fill out the GAT. Plus, online instruction, based on
the results you get on the GAT, that is available for a soldier to
take, to work resiliency.

So, this is something that finally starts to get us to the left, and
not waiting until we see soldiers with problems, but try to attack
resiliency as far to the left as we possibly can.

Senator HAGAN. Thank you.

General Amos.

General AMOS. Senator, we, in the Marine Corps, believe it’s two-
part. Resiliency is both physical and mental. The beginning stages
of a marines recruit training at Parris Island or San Diego builds—
begins to build that physical strength. And we attribute a lot of our
ability to be able to do the things the Marine Corps does for this
1\}Tlati0n as a result of its physical strength training. So, it begins
there.

Values-based training was instituted about a year ago in the Ma-
rine Corp, at boot camp and at schools of infantry—at North Caro-
lina, at Camp Geiger, and out in San Diego, at Camp Pendleton—
which teaches some of these things, along with suicide prevention,
sexual assault prevention, those behavioral health issues. So, that’s
where it begins.

When the marine enters his first unit and is preparing to deploy,
we believe the best thing we can do for them is to not only get
them physically fit, conditioning-wise, which we have a combat fit-
ness regimen we put them through, but the second piece is what
we call immersion training. In other words, it’'s—we want the ma-
rine to experience, back home, before he or she leaves, most of
what—the fear, the anxiety, the confusion, the fog of war. So, we
have built—we started on the West Coast, we’re now migrating to
Camp Lejeune, going out to Hawaii, and and we’ll do the same
thing in Okinawa. But, a—but, an immersion trainer, inside a
building—it’s a huge building—and we’ve got—we transition from
an Iraqi village to an Afghan village. We've got role players, we got
amputees in there, we've got RPGs that fire, we’ve got music, we've
got—well, we've got everything in there. You couple that, and you
rerun the scenario over and over again, so the young marines be-
come accustomed to fear, and they become accustomed to the un-
certainty of warfare. You take that, you put them in an IED lane
that’s as—2 and half miles long, walking through villages, IEDs
are going off, RPGs, more role players. And so, you get the idea
that our last attempt to build this resiliency is to immerse them,
as much as we can, and help them know that their training is ade-
quate and they will be okay.

We find that, if we do that, that when they are—when they hit
their first firefight, their chances of them surviving are greatly en-
hanced. And we believe, intuitively, that they’ll probably have less
cases of PTS, down the road.
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So, that’s what we’re doing to build that resiliency. And we follow
along when they come home.

Senator HAGAN. Thank you.

Admiral Greenert, you mentioned, in response to Senator
Begich’s question, the last question that he asked, something about
the age of 42. And I didn’t quite get that. Could you elaborate on
that?

Admiral GREENERT. Yes, ma’am. Healthcare providers who desire
to enter service, there’s a limit—maximum age of 42. That allows
them 20-year—for a 20-year career, age-of-62 mandatory retire-
ment. That was the point. If we could raise that age—because
there are a lot of folks older than 42 that

Senator HAGAN. Okay.

Admiral GREENERT.—want to help.

Senator HAGAN. That’s what I thought. Thank you.

Many of the burdens associated with the wars in Iraq and Af-
ghanistan have been shouldered by the Reserve and the National
Guard members. And when these citizen soldiers redeploy, they are
almost immediately demobilized and returned to their civilian
lives. Unfortunately, for many, the lives and the jobs that they left
are not what they return to, which is compounded by the isolation
of not having a support structure that’s comparable to what is
available to those on Active Duty.

I've got—one of the questions is, What efforts are being made to
ensure that our members of the Guard and Reserve have a soft
landing when they return home?

General CHANDLER. Senator, if I could. I would——

Senator HAGAN. Great.

General CHANDLER.—I would tell you that, in your reintegration
and redeployment process, you need to go all the way back to the
beginning, obviously, before you start your deployments, to make
it successful. Our Guard and Reserve total force, if you will, in the
Air Force, and that includes Air Force civilians, all have access to
the same things that our Active Duty people do, as well.

Your point is well taken, in terms of how we reintegrate those
people once they come home. I would tell you that the Yellow Rib-
bon Reintegration Program, that’s been a very good part of our
Guard and Reserve, has been very successful at, not only preparing
members and families for deployment, but caring for families dur-
ing deployment, and then giving us the opportunity to reintegrate
those Guard and Reserve members when they return.

In my discussions with the commander of the Reserve and the
director of the Guard, they seemed to be very happy. We’re happy,
at this point, with the results that we’re getting. And we'’re getting
the resources to do that. And for that, we appreciate your support.

General AMOS. Senator, for the Marine Corps, we will deploy al-
most two types of—we don’t have Guard, as you know—and two
types of Reserves. We'll deploy what we call a Selective Marine
Corps Reserve Unit, which is a whole-cloth unit, a squadron, a bat-
talion. You know, it’s some type of unit. They actually activate 4
months or so before they deploy. They go through the entire train-
ing program, the resiliency training, the immersion, all that stuff.
So—and when they come back, they do a unit reintegration. So,
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it—they have access to the exact same capabilities and helps that
a regular unit does.

Where we struggle, and where we have been working hard the
last year and a half, are what we call “individual augments.” In
other words, that’s that young marine, out of the middle of North
Carolina or Oklahoma or someplace, that is pulled out of what we
call Individual Ready Reserve. He or she has volunteered, perhaps,
and come forward and said, “I'll go to Afghanistan. I'll join the staff
of General McChrystal.” And that individual then comes on Active
Duty individually, doesn’t have access to all these great programs.
We do our best, we have a training program for them to get them
set; but, when they come home is where we—where I worry the
most about. And that’s where, just as General Chandler talked
about, the whole idea of the Returning Warrior, or the Yellow Rib-
bon Program, has been such a huge hit, because we reach out, har-
vest them in, and then plug them into that program, along with
their spouse, and it gets rave reviews. So, that’s how we are trying
to accommodate those onesy-twosies.

Senator HAGAN. All right.

Thank you. My time is up.

Senator Lieberman.

Senator LIEBERMAN [presiding]. Thank you. Sorry.

I have no further questions. And I thank all the witnesses for
what you’re doing, and also for your responses to our questions.

I know, from Chairman Levin and Senator McCain, this will be—
and for all of us—this will be a continuing focus of concern for
members of the committee. We are so grateful to our military per-
sonnel. They serve with such honor and capability and sacrifice.
It’s a part of why, of all the great institutions in our country, I
think the military today remains one that still enjoys broad public
respect and trust. But, it takes its toll, that service and sacrifice,
and I think we're getting much more in touch with the toll it takes
on the minds and spirits of people who serve. And therefore, we
want to do everything we can to make sure that we, one, prevent
the most serious problems, such as suicide; and, two, we treat prob-
lems much before we get to that point.

So, I hope you will understand that we—that you should feel free
to advocate to us what you think you need from Congress to fulfill
the goals that you have in this regard, which are the goals that we
have as well.

I thank you very much. And the hearing is adjourned.

[Whereupon, at 11:40 a.m., the committee adjourned.]



