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Meeting the Behavioral Health Needs of Veterans
of Operation Enduring Freedom and Operation
Iragi Freedom

We have all heard the alarms about the mental health chal-
lenges facing veterans of our most recent wars. Headlines
have been awash in warnings about suicide, substance
abuse, military sexual trauma, depression, PTSD, anxi-
ety, and other mental health conditions. Simply put, the
idea that veterans have significant mental health needs has
reached the point where the response is often, “Well, of

course — they've been to war.”

The good news is that these veterans are incredibly resilient
and there are effective, proven, and cost saving treatments

to help them.

To fulfill our national obligation, we need a mandate and
the funding to deliver proper outreach and assessment
techniques and evidence-based treatments for our veter-
ans. This effort must occur where veterans receive care

— the behavioral health care systems of the Department of
Defense (DoD), Department of Veterans Affairs (VA), and
community-based care including the nation’s system of
Community Behavioral Health Centers. Accomplishing

this will save lives and money.

The following brief draws on a wealth of research to exam-
ine the mental health needs of Americans who served in the
Iraq and Afghanistan wars in Operation Enduring Freedom
and/or Operation Iraqi Freedom (OEF/OIF). We then
examine the cost savings available if veterans get the right
care at the right time in the right setting.
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How Big is the Challenge?

Since 2001, 2.4 million active duty and reserve military personnel were deployed to the wars in Iraq
and Afghanistan. Of this group, 30% nearly 730,000 men and women will have a mental health con-
dition requiring treatment. Studies have shown that 18.5% of all OEF/OIF veterans have post-trau-
matic stress disorder, Major Depression, or both PTSD and Major Depression. Other Mental Health
Disorders are estimated to affect 11.6% of those without PTSD or Major Depression. (Table 1)

Table 1
Mental Health Need of Iraq and Afghanistan Veterans (2014 Projections)
Prevalence Veterans
PTSD only 4.7% 113,978
Major Depression Disorder (MDD) 4.7% 113,978
Co-morbid PTSD and MDD 9.1% 220,680
Subtotal 18.5% 448,636
Other Mental Health Disorders 11.6% 281,307
Total 30.1% 729,943

In Texas alone, nearly 70,000 veterans of these wars will confront a mental health condition; in

California, 63,000; in Florida, 50,000. This challenging legacy of the service given by these men and
women is present in virtually every community across the country. (Appendix 2) These numbers are
much greater than what was initially expected in 2003 and will reverberate through the military, vet-

erans, and civilian mental health care systems for years to come.

Addressing Mental Health Needs through Evidence-Based Care

Numerous studies have examined what types of care work best for veterans with PTSD and Major
Depression. Those treatments that have shown documented benefits are classified as “Evidence-Based”

including several forms of cognitive behavioral therapy. (Appendix 1)

Unfortunately, less than half of veterans needing mental
health services receive any care and veterans being treated
for PTSD and Major Depression are receiving Evidence-
Based Care only 30% of the time." Instead, the majority
are getting what is called “Usual Care,” the provision of
a broad set of services, only a portion of which is Evi-

dence-Based. Not surprisingly, research has proven that

Evidence-Based care is more effective than Usual Care,
but Usual Care is better than No Care. (Table 2)
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Table 2
Effectiveness of Evidence-Based Care, Usual Care, No Care
Remission Probabilities Following Three Months of Iliness

Evidence Usual No
Based Care Care

PTSD or Co-morbid PTSD and MDD 39% 30% 5%
Major Depression Alone 48% 40% 12%

Thus, the two part challenge becomes: 1) increasing the number of veterans in need who receive care
and 2) ensuring that care is promptly available and delivered using appropriate evidence-based screen-

ing and treatment.

Closing the Gap on the Unmet Need

Recent efforts have focused on expanding capacity inside the VA system. In August 2012, President
Obama issued an Executive Order aimed at Improving Access to Mental Health Services for Veterans,
Service Members, and Military Families. The Executive Order called for the VA to hire 800 peer to
peer counselors and 1,600 mental health professionals, and to establish a small number of pilot proj-
ects with community based providers.> While this marks progress in meeting the mental health needs
of veterans, it also illustrates how under equipped we have been. More alarming is that these efforts
appear to have been prompted not by careful review of the actual mental health needs of veterans, but
rather by the overwhelming number of calls being placed to VA crisis phone lines.

Of equal importance is assessing where care should be provided. Of the 2.4 million OEF/OIF
veterans, 40% are still on active duty and 60% have been discharged. Of veterans who have been
discharged, just more than half are using Veterans Administration care while the rest are using private
healthcare. As time passes, a shift is occurring from DOD-provided services to VA-provided services

to community-based services, with community-based services increasing to 40% of the total.?

(Table 3)

Table 3

Number of Iraq and Afghanistan Veterans (2014 Projections)
Veterans Ratios

Active Service Members 946,687 39%

Discharged, Using VA Healthcare 821,318 34%

Discharged, Using Community-Based Care 657,052 27%

Current Total 2,425,057 100%

Using Community-Based Care (after shift) 970,023 40%
Increase # (due to shift) 312,971
Increase % (due to shift) 48%
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Of necessity, federal departments will have to partner with their civilian counterparts, including
Community Behavioral Health Centers, to adequately meet veteran’s needs. This is especially im-
portant in rural America where a significant number of OEF/OIF veterans needing mental health

care will include National Guardsmen and reservists who do not have ready access to VA facilities or

TRICARE mental health providers.

The Role of Community Behavioral Health

The imperative to expand community-based care contrasts with the public policy dialogue to-date,
which has framed the mental health care capacity shortfall as the sole responsibility of the VA and
DoD. Indeed, there has been a pervasive failure to acknowledge the role of civilian agencies and
service providers. In particular, given the fiscal challenges that currently confront the nation, there is a
need to acknowledge — up front — the mental health needs of this patient population and the associ-
ated service capacity requirements of civilian agencies. It is quite likely that veterans’ increasing use

of non-DoD/VA behavioral health services will result in huge costs down the road for public mental

health agencies as well as Medicaid and Medicare.

The 2012 Executive Order to establish a small number of pilot projects with community based
providers is an important start in building capacity in the private sector. As the remaining Iraq and
Afghanistan veterans return home and greater numbers are served outside the DoD and VA systems,

it is critical to quickly ramp up capacity in order to fully address the unmet need.

One important source of support is the nation’s network of Community Behavioral Health Centers.
Currently, more than 50 Centers have contracts with the Department of Veterans Affairs to provide
behavioral health services to returning veterans and an additional 400 Centers have expressed interest
in pursuing VA contracts. As the nation’s specialists in treating mental health and addiction disorders,
all centers have a strong commitment to outreach to returning veterans and use of Evidence-Based

Care.

The Economic Argument for Addressing Veteran’s Mental Health Needs

Is the call to provide evidence-based screening and treatment to all veterans needing mental health
care justified simply because it’s the right thing to do or is there also an economic argument for this

approach?

In their landmark 2008 study, Invisible Wounds of War, RAND computed the costs over two years
for veterans who had PTSD and/or Major Depression. They computed health care costs and lost
wages costs as well as costs associated with suicide. From the RAND study, we have learned that if
we provide Evidence-Based Care to veterans who were untreated, we could save substantial money

$3,000 to $12,000, per person, depending on the condition. (Table 4)
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Table 4
2-Year Total Cost Impact (2014 Dollars) of PTSD and Major Depression and
Benefits of Evidence-Based Care (Based on 2008 RAND Study: Invisible Wounds of War)
Two Year Two Year
Costs without  Savings with
Treatment EB Treatment

PTSD only $13,369 $2,994
Major Depression Disorder (MDD) $33,438 $11,995
Co-morbid PTSD and MDD $21,919 $3,891
Total, per Veteran $22,673 $5,722

If all 210,000 untreated veterans with PTSD and/or Major Depression were to receive Evidence-
Based Care, the $481 million investment would result in over $1.2 billion in cost savings, a return on
investment of 2.5 to 1. (Table 5)

Table 5
2-Year Total Cost Impact of PTSD and Major Depression and Benefits of Evidence-Based Care
Based on 2008 RAND Cost Benefit Analysis (2014 Dollars)

Unserved Veterans with PTSD and/or Major Depression 210,859
Average Treatment Cost per Case $2,282
Evidence-Based Treatment Costs of Treating Unserved $481,222,076
Total Cost per Case without Treatment $22,673
Total Costs if no Treatment Provided $4,780,842,785
Savings per Case $5,722
2 Year Total Cost Savings $1,206,503,135
Return on Investment 2.5:1

In other words, every $1 invested in evidence-based care
to Iraq and Afghanistan veterans with untreated mental
health disorders results in $2.50 of savings over a two
year period, even after the cost of that care is factored
into the equation. As seen with previous generations of
veterans, including those who served in Vietnam, the
economic consequences of not providing effective mental

health treatment goes far beyond a two-year window of
time.
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Return on Investment in Community Behavioral Health

Combined with the increase in VA staff, additional support for meeting veteran’s behavioral health
needs in the nation’s Community Behavioral Health Centers will save both money and lives. Assum-
ing that the community-based investment is made over a two-year period, an annual expenditure of
$145 million would result in an annual cost savings of $192 million. (Table 6 and Appendix 2)

Table 6
Veterans Treated in the Community-Based System of Care - 2-Year Total Cost
Impact of PTSD and Major Depression and Benefits of Evidence-Based Care

Based on 2008 RAND Cost Benefit Analysis

2014 Dollars

Unserved Veterans with PTSD and Major Depression 210,859
Percent to Treat in the Community-Based System 40%
Number to Treat in the Community-Based System 84,343
Average Treatment Cost per Case $3,443
Evidence-Based Treatment Costs of Treating Unserved $290,406,831
Cost per Year (assuming 2-year Treatment Window) $145,203,416
Per Year Cost Savings of Evidence-Based Treatment $192,341,627

Conclusion

Our veterans deserve the mental health services they need to support their incredible resilience and
move toward recovery. The alternative is stark. Veterans comprise one in five homeless Americans, one
in three homeless men are vets, and 58.9 percent of homeless vets are minorities (vs. 20.7% of all
vets).* Veterans of Iraq and Afghanistan have an unemployment rate approximately 40% greater than
the general population. There are effective, proven treatments that can save lives and costs. We must

ensure that our veterans get the services we owe them.


http://www.ptsd.va.gov/public/understanding_ptsd/booklet.pdf
http://www.ptsd.va.gov/public/understanding_ptsd/booklet.pdf
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Appendix 1: A Brief Primer on PTSD and Major Depression

PTSD can occur after experiencing, seeing, or hearing about a traumatic event, such as combat, sexual or
physical abuse/assaul, terrorist attack, serious accidents, or natural disasters. Over the course of 2003, 87%
of the Marines serving in Iraq saw dead bodies, were shot at, were attacked/ ambushed, received rocket or
mortar fire, and/or knew someone who was killed/ seriously injured. With experiences like these, the fact that
only 15% of veterans appear to experience PTSD offers profound testimony to the resilience of these men and

women.

PTSD symptoms are outlined in the screening tool in the side bar. These symptoms usually start soon after
the traumatic event, but may not appear until months or years later. They also may come and go over many
years. If symptoms last longer than 4 weeks, cause great distress, or interfere with work or home life, a PTSD

diagnosis may be appropriate.

Major Depression is indicated by one or more Major Depres-
sive episodes. These episodes are characterized by at least two
weeks of depressed mood or loss of interest/pleasure accompa-
nied by at least four more symptoms of depression (including
changes in appetite, weight, difficulty in thinking and concen-

trating, and recurrent thoughts of death or suicide).’

Of the Evidence-Based treatments for PTSD, cognitive
behavioral therapy (CBT) has been shown to be the most ef-
fective, with several variants also proving successful. Cognitive
Processing Therapy (CPT) works to help people learn skills to
understand how trauma changed their thoughts and feelings.
Prolonged Exposure (PE) therapy involves talking about the
trauma repeatedly until memories are no longer upsetting,

as well as going to places that are safe, but had been avoided
because of their relationship to the trauma. Another, similar
treatment is eye movement desensitization and reprocessing
(EMDR), which involves focusing on sounds or hand move-
ments while talking about the trauma. While medication can
be helpful in treating some people with PTSD, the evidence
is less conclusive than for the cognitive behavioral therapies.
Selective serotonin reuptake inhibitors (SSRI), and Prazosin
have been found to be helpful, but what has been proven is
that benzodiazepines and atypical antipsychotics should gener-
ally be avoided for PTSD treatment.® For Major Depression,
a combination of medication and psychotherapy has proven

most helpful to people.
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3 Table 6.B.4. Invisible wounds of war: psychological and cognitive injuries, their consequences,
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