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1. OVERVIEW

1.1 Introduction

The fifth Mental Health Advisory Team (MHAT) V was established by the Cffice of the U.S.
Army Surgeon General. Historically, teams have been formed to support requests from the
Commanding General, Multi-National Force-lrag (MNF-1); however, for MHAT V the request
from MNFI-l1 was augmented by a request from the Service Chief, Army Central Cormmand
{(ARCENT) to examine Soldiers in Afghanistan and Kuwait. Therefore, unlike previous years,
the current MHAT repott contains two separate reports — one for Operation Iraqi Freedom (OIF)
which includes a section on Soldiers in Kuwait, and one for Operation Enduring Freedom (OEF).

The OIF and OEF reports are independent and designed to be stand-alone documents. At the
same time, there was close coordination between the OIF and OEF teams. Both teams were
staffed primarily with personnel from the Walter Reed Army Institute of Research (WRAIR) and
its subordinate unit, the US Army Medical Research Unit — Europe (USAMRU-E). Both teams
used virtually identical assessment tools; similar analytic strategies, and collaborated in the
writing. For these reasons, there is also a great deal of similarity in the two reports.

One key outcome of the coordination between teams was that the OEF report uses OIF data to
help interpret and draw inferences from the data collected in Afghanistan. This was done
because OEF had only one previous MHAT data collection (in 2005), and many of the
responses on the surveys need to be interpreted in a broader context — comparing OEF to OIF
provided this context. Readers of both reports may occasionally hote small discrepancies in the
values reported for OIF 2007 between the OIF and OEF reports. These differences reflect the
fact that it was often necessary to adjust values for demographic and other sample differences
in order to clearly delineate findings. For example, Soldiers in the OEF sample had deployed an
average of 7.7 months while Soldiers in the OIF sample had deployed an average of 9.4
months. To help compare combat experiences in the two theaters, it was therefore necessary
to normalize time and provide adjusted values as though both groups had comparable
deployment lengths (2 months).

To illustrate how the adjustments may have changed values, note that in the OIF report the raw
value for receiving small arms fire was 57.7% (Appendix C: OIF Report) while the adjusted rate
in the QIF report was 59.3% (Table 5. OIF Report). In contrast, the adjusted rate in the OEF
report for OIF Soldiers receiving small arms fire was 59.7% (Table 8: OEF Report). The
differences in adjusted OIF rates in the two reports (59.3% versus 59.7%) reflect that the
adjustments were based on different samples — the OIF report adjusted OIF 2007 relative to the
2006 QIF data, and the OEF report adjusted OIF 2007 relative to the OEF 2007 data. As
authors, we felt that the potential confusion of reporting values with minor differences (e.g.,
59.3% versus 59.7%) was offset by being able to adjust for demographic differences in the
samples that could otherwise obscure substantive differences. Readers should note that great
care was taken to provide accurate numbers. Specifically, all reported values in both reports
were run in the statistical language R (R Core Development Team, 2007), and replicated by a
second member of the research team using the Statistical Package for the Social Sciences
(SPSS).



1.2 Combined Findings and Recommendations

Both of the reports have executive summaries providing key findings and recommendations
specific to OIF and OEF. Many of the theater-specific recommendations were immediately
implemented based on in-theater outbriefs to the medical and operational leaders. For
instance, in OEF the distribution of Behavioral Health assets was completely changed based on
recommendations from the OEF team. The following summary provides key background,
findings and non-theater specific recommendations from the larger reports.

1.2.1 Background

During October and November of 2007, MHAT personnel deployed to Iraq and Afghanistan to
assess the mental health status of Soldiers. Recommendations are based on:
» 2,295 Soldier well-being surveys from Operation Iraqi Freedom (QIF)
» 699 Soldier well-being surveys from Operation Enduring Freedom (CEF)
* Focus group interviews with Soldiers
* Surveys and interviews with behavioral health, primary care and unit ministry team
personnel.

1.2.2 Central Findings from OIF

a. Mental Health and Morale. The percent of Soldiers screening positive for mental
health problems is similar to previous years (17.9% for a combined measure of acute stress,
depression or anxiety). Reports of unit morale showed a significant increase from 2006.

b. Combat Exposure. Reported levels of combat exposure varied significantly among
units; however, there was an overall decline in reports of combat. The decline was most
pronounced among Soldiers deployed 6 months or less.

c. Behavioral Health Care Delivery. Compared to 2006, Soldiers reported more
difficulty accessing behavioral health services, but lower stigma associated with seeking care.
Behavioral health personnel reported a shortage of behavioral health assets and higher burnout.

d. Role of Behavioral Health Officers. Behavioral health personnel reported significant
increases in advising commanders about Soldier mental health issues.

e. Deployment Length. Reports of work-related problems due to stress, mental health
problems and marital separations generally increased with each subsequent month of the
deployment. Reports of mental health problems declined in the last third of the deployment
likely due to redeployment optimism.

f. Multiple Deployers. Soldiers on their third or fourth deployment were at significantly
higher risk than Soldiers on their first or second deployment for mental health problems and
work-related problems.

g. Concussions. Inall, 11.2% of Soldiers met the screening criteria for mild traurmatic
brain injuries. Less than half of these (45.9%) reported being evaluated for a concussion.

h. Battlemind Training. Scldiers who received pre-deployment Battlemind training
reported fewer mental health problems.













































































































































































































































































































































































































































































































































































































































meeting of the International Society of Traumatic Stress Studies, October 1993, San
Antonio, TX.

The US Public Health Service (1999). Risk factors and Protective Factors for Suicide. As cited
in Centers for Disease Control and Prevention (CDC). Web-Based Injury Statistics
Query and Reporting System (WISQARS) [online]. (2003). National Center for Injury
Prevention and Control, CDC (producer). Available from URL:
www.ded.gov/ncipc/wisqars/default.htm.

211









41. APPENDIX B: SLEEP MANAGEMENT
Sleep Deprivation

This sleep guidance is provided by the Walter Reed Army Institute of Research, and
supported by extensive research. This guidance is based on current research as of
September, 2007. Unit sleep plans should be based on this guidance.

OVERVIEW

A-1. Sleep 1s a biological need, critical for sustaining the mental abilities needed for success on the battlefield.
Soldiers require 7 to 8 hours of good quality sleep every 24-hour period to sustain operational readiness.
Soldiers who lose sleep will accumulate a sleep debt over time that will seriously impair their performance. The
only way to pay off this debt is by obtaining the needed sleep. The demanding nature of military operations
often create situations where obtaining sleep may be difficult or even impossible for more than short periods.
While essential for many aspects of operational success, sheer determination or willpower cannot offset the
mounting effects of inadequate sleep.

A-2. Therefore, sleep should be viewed as being as critical as any logistical item of resupply, like water, food,
fuel, and ammunition. Commanders need to plan proactively for the allocation of adequate sleep for themselves
and their subordinates.

A-3. Individual and unit military effectiveness is dependent upon initiative, motivation, physical strength,
endurance, and the ability to think clearly, accurately, and quickly. The longer a Soldier goes without sleep, the
more his thinking slows and becomes confused, and the more mistakes he will make. Lapses in attention occur
and speed is sacrificed in an effort to maintain accuracy. Degradation in the performance of continuous work is
more rapid than that of intermittent work.

A-4. Tasks such as requesting fire, integrating range cards, establishing positions, and coordinating squad
tactics are more susceptible to sleep loss than well-practiced, routine physical tasks such as loading magazines
and marching. Without sleep, Soldiers can perform the simpler and/or clearer tasks (lifting, digging, and
marching) longer than more complicated tasks requiring problem-solving, decision-making, or sustained
vigilance. For example, Soldiers may be able to accurately aim their weapon, but not select the correct target.
Leaders should look for erratic or unreliable task performance and declining planning ability and preventive
maintenance not only in subordinates, but also in themselves as indicators of lack of sleep

A-5 In addition to declining military performance, leaders can expect changes in mood, motivation, and
initiative as a result of inadequate sleep. Therefore, while there may be no outward signs of sleep deprivation,
Soldiers may still not be functioning optimally.

SLEEPING IN THE OPERATIONAL ENVIRONMENT

A-6. For optimal performance and effectiveness, 7 to 8 hours of good quality sleep per 24 hours 1s needed. As
daily total sleep time decreases below this optimum, the extent and rate of performance decline increase.

A-7. Basic sleep scheduling information for planning sleep routines during all activities (predeployment,
deployment, precombat, combat, and postcombat) is provided in Table A-1. Basic sleep environment
information and other related factors are provided in Table A-2.
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Table A-1. Basic sleep scheduling factors

FACTOR EFFECT

Timing of Sleep Period + Because of the body’'s natural rhythms (called
“circadian” rhythms), the best quality and longest duration
sleep is obtained during nighttime hours (2300-0700).

+ These rhythms also make daytime sleep more difficult
and less restorative, even in sleep-deprived Soldiers.

» Advancing sleep times (such as earlier in the evening)
impairs the ability to fall and stay asleep.

» This is why eastward travel across time zones initially
produces greater deficits in alertness and performance
than westward travel.

Duration of Sleep Period + |DEAL sleep period equals 7 to 8 hours of continuous
and uninterrupted nighttime sleep each and every night.

o MINIMUM sleep period—There is no minimum sleep
period. Anything less than 7 to 8 hours per 24 hours will
result in some level of performance degradation.

Napping + Although it is preferable to get all sleep over one
sustained 7 to 8 hour period, sleep can be divided into two
or more shorter periods to help the Soldier obtain 7to 8
hours per 24 hours. Example: 0100-0700 hours plus nap
1300-1500 hours.

+ Good nap zones (when sleep onset and maintenance
is easiest) occur in early morning, early afternoon, and
nighttime hours.

+ Poor nap zones (when sleep initiation and
maintenance is difficult) occur in late morning and early
evening hours when the body’s rhythms most strongly
promote alertness.

+ Sleep and rest are not the same. While resting may
briefly improve the way the Soldier feels, it does not restore
performance the way sleep does.

+» There is no such thing as too much sleep—mental
performance and alertness always benefit from sleep.

« Napping and sleeping when off duty are not signs of
laziness or weakness. They are indicative of foresight,
planning, and effective human resource management.

Prioritize Sleep Need by Task + TOP PRIORITY is leaders making decisions critical to
mission success and unit survival. Adequate sleep
enhances both the speed and accuracy of decision-
making.

+ SECOND PRIORITY is Soldiers who have guard duty,
who are required to perform tedious tasks such as
monitoring equipment for extended periods, and those who
judge and evaluate information.

» THIRD PRIORITY is Soldiers performing duties
involving only physical work.

Individual Differences ¢ Most Soldiers need 7 to 8 hours of sleep every 24
hours to maintain optimal performance.

+ Most leaders and Soldiers underestimate their own
total daily sleep need and fail to recognize the effects that
chronic sleep loss has on their own performance.
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Table A-2. Basic sleep environment and related factors

Ambient Noise

¢ Aquiet area away from intermittent noises/disruptions
is IDEAL.

+ Soldiers can use earplugs to block intermittent noises.

» Continuous, monotonic noise (such as a fan or white
noise) also can be helpful to mask other environmental
noises.

Ambient Light

+ Acompletely darkened room is IDEAL.

+ For Soldiers trying to sleep during daytime hours,
darken the sleep area to the extent possible.

+» Sleep mask/eye patches should be used if sleep area
cannot be darkened.

Ambient Temperature

+ Even small deviations above or below comfort zone will
disrupt sleep.

+ Extra clothing/lankets should be used in cold
environments.

* Fansin hot environments (fan can double as source of
white noise to mask ambient noise) should be used.

Stimulants (Caffeine, Nicotine)

+ Caffeine or nicotine use within 4 to 6 hours of a sleep
period will disrupt sleep and effectively reduce sleep
duration.

+ Soldier may not be aware of these disruptive effects.

Prescription Sleep-Inducing Agents (such as: Ambien®,
Lunesta®, and Restoril®)

+ Sleep inducers severely impair Soldiers’ ability to
detect and respond to threats.

¢ Sleep inducers should not be taken in harsh (for
example, excessively cold) and/or unprotected
environments.

+« Soldiers should have nonwork time of at least 8 hours
after taking a prescribed sleep inducer.

Things That do not Improve or Increase Sleep

» Foods/diet—no particular type of diet or food improves
sleep, but hunger and thirst may disrupt sleep.

+ Alcohol induces drowsiness but actually makes sleep
worse and reduces the duration of sleep.

+  Sominex®, Nytol®, melatonin, and other over-the-
counter sleep aids induce drowsiness but typically have
little effect on sleep duration and are, therefore, of limited
usefulness.

+ Relaxation tapes, music, and so forth may help induce
drowsiness but they do not improve sleep.

MAINTAINING PERFORMANCE DURING SUSTAINED
OPERATIONS/CONTINUOUS OPERATIONS

A-8. Cold air, noise, and physical exercise may momentarily improve a Soldier’s feeling of alertness, but they

do not improve performance.

A-9  The only countermeasures that effectively improve performance during sleep loss are stimulants (cafteine
and prescription stimulants including Dexedrine® and Provigil®). However, these countermeasures are only
effective in restoring performance for short periods (2 to 3 days), and they do not restore all aspects of

performance to normal levels. Caffeine is just as effective as the prescription stimulants.

CAFFEINE COUNTERMEASURE

A-10. Pharmacological countermeasures such as caffeine are for short-term use only (2 to 3 days) and do not

replace sleep.

A-11. Caffeine occurs 1n varying content in a number of drinks, gums, and nonprescription stimulants:
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¢ 12 ounces (0z) caffeinated soda: 40to 55 mg.
¢ No-Doz®: 1 tablet: 100 mg.

e  Vivanin®: 1 tablet/caplet: 200 mg.

e Caffeine gum (StayAlert®): 1 piece: 100 mg.
¢ Jolt® cola: 71 mg.

¢ Red Bull® Energy Drink (8.3 0z): 80 mg.

Note: liquids will increase urine output, which may result in interrupted sleep. To avoid this, caffeine
should be ingested in pill, tablet, or other nonliquid forms.

A-12. Sleep loss effects are most severe in the early morning hours (0600—0800). Countermeasures against
sleep loss, such as caffeine, are often required and are very effective during this early morning lull.

A-13 Table A-3 below summarizes advice on using caffeine to maintain performance when there is no
opportunity for sleep. Clock times provided are approximate and can be adapted to individual circumstances.

Table A-3. Using caffeine under various conditions of sleep deprivation

Condition Under Which Caffeine Is Used Guidefines for Use

Sustained Operations (No Sleep)

e 200 milligrams (mg) starting at approximately midnight.

e 200 mg again at 0400 hours and 0800 hours, if
needed.

» Use during davytime hours only if needed.
+ Repeat forupto 72 hours.

Night Shifts with Daytime Sleep s 200 mg starting at start of nighttime shitft.

e 200 mg again 4 hours later.

+ Last caffeine dose: No sconer than 6 hours before
sleep (for example, last dose at 0400 hours if daytime
sleep is anticipated to commence at 1000 hours).

Restricted Sleep

+ 200 mg upon awakening.
e 200 mg again 4 hours later.

+ Last caffeine dose: No sooner than 6 hours before
sleep.

SLEEP RECOVERY

A-14. Ultimately, the Soldier must be allowed recovery sleep. Following a single, acute (2 to 3 days) total sleep
loss, most Soldiers will usually recover completely if allowed a 12-hour recovery sleep period, preferably
during the night.

A-15. Following chronic, restricted sleep during continuous operations, Soldiers may need several days of 7 to 8
hours nightly sleep to fully recover.

WORK SCHEDULES

A-16. Usual work schedules are 8 hours on/16 hours off. Sixteen hours off allows enough time to attend to
maintenance duties, meals, personal hygiene, and so forth, while still obtaining 7 to 8 hours of sleep.

A-17. To the extent possible, commanders should attempt to consolidate their own and Soldiers’ off-duty time
into a single, long block to allow maximum sleep time. If the usual 8 hours on/16 hours off schedule are not
possible, the next best schedule 1s 12 hours on/12 hours off. In general, 12 hours on/12 hours off is superior to
6 hours on/6 hours off, and 8 hours on/16 hours off 1s superior to 4 hours on/8 hours off. This is true because
time off is consolidated into a single, longer block.

A-18. On/off shifits should total 24 hours. Shifts that result in shorter or longer days (such as 6 hours on/12
hours off—an 18-hour day) will impair Soldier alertness and performance.
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NIGHT SHIFT WORK
A-19. In general, Soldiers will not adapt completely to night shift work, even if they are on a fixed night shift.

A-20. To protect Soldiers’ daytime sleep, the commander should not attempt to schedule briefings, meals, and
Soldiers” routine maintenance duties during the Soldiers” sleep time.

A-21. Caffeine can be used during the night shift to improve performance.

A-22 Moming daylight exposure in mght shift workers coming off shift should be avoided by wearing
sunglasses from sunrise until the Soldier commences daytime sleep.

TIME ZONE TRAVEL

A-23. Trying to preadapt sleep and performance to a new time zone by changing sleep/wake schedules ahead of
time to fit the new time zone is of little benefit.

A-24 During travel, Soldiers should not be awakened for meals (for example, while in flight to a new location).
This sleep time should be protected.

A-25. After deploying to a new time zone, sleep and performance will not adapt for several days. During this
time, Soldiers might also experience gastrointestinal disturbances and find it difficult to fall asleep and stay
asleep at night.

A-26. When reaching the new time zone, Soldiers should—

¢ Immediately conform to the new time zone schedule (for example, for those on day work, sleep
only at night).

® Avoid daytime naps. Sleeping during the day will make 1t more difficult to sleep that night and to
adapt to the new time zone.

® Use caffeine during the day (morning and only through early afternoon) to help maintain
performance and alertness.

® Stay on a fixed wake-up and lights-out schedule, to the extent possible.

SPECIFIC SLEEP LOSS EFFECTS

A-27 Sleep loss makes the Soldier more susceptible to falling asleep 1n an environment with little stimulation
(such as guard duty, driving, or monitoring of equipment). This is especially important when considering
tasking sleep deprived Soldiers for guard duty during eveming and early morning shifts. Leaders should be
aware that putting Soldiers on guard duty who are sleep deprived or in a sleep deficit places those Soldiers at
high risk of falling asleep while conducting this mission-critical duty. Commanders should consider the level of
their Soldiers” sleep deprivation when establishing guard duty rosters. When significant sleep loss exits, leaders
should consider altering the length of duty or manning guard posts with feams of two or more to maximize
security efforts.

A-28. Even in high tempo environments, sleep loss directly impairs complex mental operations such as (but not
limited to)—

® Orientation with friendly and enemy forces (knowledge of the squad’s location).
® Maintaining camouflage, cover, and concealment

® Coordination and information processing (coordinating firing with other vehicles and dismounted
elements).

o Combat activity (firing from bounding vehicle, observing the terrain for enemy presence).
¢ Force preservation and regrouping (covering disengaging squads and conducting reconnaissance).

¢ Command and control activity (directing location repositioning, directing mounted defense, or
assigning fire zones and targets).

A-29 Soldiers suffering from sleep loss can perform routine physical tasks (for example, loading magazines
and marching) longer than more complex tasks (for example, requesting fire and establishing positions), but,
regardless of the Soldier’s motivation, the performance of even the simplest and most routine task will
eventually be impaired.
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A-30. With long-term (weeks, months) chronic sleep restriction, mood, motivation, and initiative decline. The
Soldier may neglect personal hygiene, fall behind on maintaining equipment, be less willing to work or less
interested in work, and show increased irritability or negativity.

A-31. Sleep-deprived commanders and Soldiers are poor judges of their own abilities.

A-32 Sleep loss impairs the ability to guickly make decisions. This is especially true of decisions requiring
ethical judgment. If given encugh time to think about their actions, Soldiers will tend to make the same decision
when sleep deprived that they would make when fully rested. However, when placed in a situation in which a
snap judgment needs to be made, such as deciding to fire on a rapidly approaching vehicle, sleep deprivation
may negatively impact decision making.

DETERMINING SLEEP L.OSS IN THE OPERATIONAL ENVIRONMENT

A-33. Sleep can be measured by having Soldiers keep a sleep log, but complhiance 1s likely to be very low and
reliability 1s poor.

A-34 The best way to evaluate a Soldier’s sleep status is to observe his behavior. Indications of sleep loss
include, but are not limited to increased errors, irritability, bloodshot eyes, difficulty understanding information,
attention lapses, decreased initiative/motivation, and decreased attention to personal hygiene.

A-35. Sleep loss can be confirmed by asking the obvious question: “When did you sleep last and how long did
you sleep?” or “How much sleep have you gotten over the last 24 hours?” The commander or leader should
direct this question not only to his Soldiers, but to himself as well.

A-36. Sleep-deprived Soldiers may be impaired despite exhibiting few or no outward signs of performance
problems, especially in high tempo situations. The best way to ensure that soldiers are getting enough sleep 1s
for leaders to establish schedules that provide at least 7 to 8 hours of sleep in 24 hours.

CoMMON MISCONCEPTIONS ABOUT SLEEP AND SLEEP L.OSS

A-37 Tt 1s commonly thought that adequate levels of performance can be maintained with only 4 hours of sleep
per 24 hours. In fact, after obtaiming 4 hours of sleep per night for 5 to 6 consecutive nights a Soldier will be as
impaired as 1f he had stayed awake continuously for 24 hours.

A-38. Another misconception is that Soldiers who fall asleep at inappropriate times (for example, while on
duty) do so out of negligence, laziness, or lack of willpower. In fact, this may mean that the soldier has not
been afforded enough sleep time by his unit leaders.

A-39 Tt is common for individuals to think that they are less vulnerable to the effects of sleep loss than their
peers either because they just need less sleep or because they are better able to fough it out. In part, this is
because the Soldier who is sleep deprived loses the self-awareness of how his performance 1s impaired.
Objective measures of performance during sleep loss in such persons typically reveal substantial impairment.

A-40. Some individuals think that they can sleep anywhere and that they are such good sleepers that external
noise and light do not bother them. However, it has been shown that sleep is invariably lighter and more
fragmented (and thus less restorative) in noisy, well-lit environments (like the tactical operations center). Sleep
that is obtained in dark, quiet environments is more efficient (more restorative per minute of sleep).

A-41. Although 1t 1s true that many people habitually obtain 6 hours of sleep or less per might, it is not true that
most of these people only meed that amount of sleep. Evidence suggests that those who habitually sleep longer
at night tend to generally perform better and tend to withstand the effects of subsequent sleep deprivation better
than those who habitually obtain less sleep.
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68X
B8W
82nd
173
AARs
AD
ADHD
AFIP
AFME
AIT
AHLTA-T

AMEDD
ANCOC
AO

AOC
ASER
AS|
ASIST
ASMC
BCT
BDE

BH

BHO

BN
BNCOC
BTTs
BUMED
BUPERS
C-1

CAV
CDC
CDR

CG

CID
CJTF-82
CME
CNN
COL
CONUS
COP
COSC
COSC MTT
COSR
COSC-WARS
CSC
CSH

42. APPENDIX C: JOINT ACRONYMS

Behavioral Health Technician

Medic

82" Airborne Division

173" Airborne Brigade Combat Team
After Action Reviews

Armored Division

Attention Deficit Hyperactivity Disorder
Armed Forced Institute of Pathology
Armed Forces Medical Examiner
Advanced Individual Training

Armed Forces Health Longitudinal Technology
Application-Theater

Army Medical Department

Advanced Non-Commissioned Officers Course
Area of Operations

Area of Concentration

Army Suicide Event Report

Additional Skill Indicator

Applied Suicide Intervention Skills Training
Area Support Medical Company

Brigade Combat Team

Brigade

Behavioral Health

Behavioral Health Officer

Battalion

Basic Non-Commissioned Officers Course
Border Transition Teams

Bureau of Medicine & Surgery

Bureau of Personnel

Corps Personnel

Calvary

Center for Disease Control

Commander

Commanding General

Criminal Investigations Division

Combined Joint Task Force-82" Airborne Division
Continued medical education

Cable News Network

Colonel

Continental United States

Coalition Outpost

Combat and Operational Stress Course

Combat Operational Stress Control Mobile Training Teams

Combat and Operational Stress Reaction

Combat and Operational Stress Workload Activity Reporting System

Combat Stress Control
Combat Support Hospital
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CSM
CSTC-A
DA

DIV
DOD
DOD
DODSER
DONSIR
E1-E4
EKG
EMR
EPICON
FOB
FORSCOM
FRAGO
FRG

G-1
GLMMs
HQDA
HQMC
IBA

ID

[ED

IN

ITO

J1

J3

JAG
MAJ
MC4
MED
MEDCOM
MH
MHAT
MiTTs
MNC-|
MND
MND-B
MND-C
MND-SE
MND-W
MNF-|
MOS
MP
MRMC
MTF
MTBI
MTOE
MTTs
MVVR
NCO

Command Sergeant Major

Combined Security Transition Command-Afghanistan
Department of Army

Division

Department of Defense

Department of Defense

Department of Defense Suicide Evaluation Report
Department of the Navy Suicide Investigation Report
Junior Enlisted Soldiers

Electro Cardio Gram

Electronic medical record
Epidemiological Consultation

Forward Operating Base

Force Command

Fragmentary Order

Family Readiness Group

Army Personnel

Generalized Linear Mixed Effects Models
Headquarters, Department of the Army
Headquarters, Marine Corps
Inter-ballistic Armor

Infantry Division

Improvised Explosive Device

Infantry

Iragi Theater of Operations

Joint Staff, Personnel

Joint Staff, Operations

Judge Advocate General

Major

Medical communications for combat casualty care
Medical

Medical command

Mental Health

Mental Health Advisory Team

Military Transition Teams

Multi National Corps Iraq

Multi National Division

Multi National Division- Baghdad

Multi National Division- Center

Multi National Division- Southeast
Multinational Division-West

Multi National Force Iraq

Military Occupational Specialty

Military Police

Medical research and Material Command
Military Treatment Facility

Mild Traumatic Brain Injury

Mission Table of Organization and Equipment
Military Transition Teams

Morale, Welfare, and Recreation
Non-Commissioned officers
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NCOIC
NIMH
NMRC
NPTT
OBC
OEF

OIF
OPNAV
OPTEMPO
OP

oT
OTSG

PC

PCL
PDHA
PDHRA
PHQ-D
PROFIS
PT

PTSD
R&R
RIP-TOA
ROE
SCR
SESS
SGM
SGT

SIG

SM

SME
SOP
SPO
SPSS
SRMSO
SSG

TBI
TECOM
TF
TRADOC
UBHNAS
ucmJ
UMT
UNA
USACHPPM
USAF
USAMRU-E
USN
USAREUR
VBIED
WLC
WISQARS

Non Commissioned Officer in Charge
National Institute of Mental Health

Naval Medical Research Center

National Police Training Team

Officer Basic Course

Operation Enduring Freedom

Operation Iraqi Freedom

Office of the Chief of Naval Operations
Operating/Operations Tempo

Out-Patient

Occupational Therapy

Office of the Surgeon General

Primary Care

Post-Traumatic Stress Disorder Checklist
Post-Deployment Health Assessment
Post-Deployment Health Re-assessment
Patient health questionnaire depression
Professional Officer Filler Information System
Physical Training

Post Traumatic Stress Disorder

Rest & rehabilitation

Relief in Place/Transfer of Authority

Rules of Engagement

Stryker Calvary Regiment

Air Force Suicide Events Surveillance System
Sergeant Major

Sergeant

Signal

Soldier Member

Subject Matter Expert

Standing Operating Procedure

Suicide Prevention Officer

Statistical Package for the Social Sciences
Suicide Risk Management & Surveillance Office
Staff Sergeant

Traumatic Brain Injury

Training and Education Command

Task Force

Training and Doctrine Command

Unit Behavioral Health Needs Assessment
Uniformed Code of Military Justice

Unit Ministry Team

Unit Needs Assessment

United States Army Center for Health Promotion and Preventive Medicine
US Air Force

US Army Medical Research Unit-Europe
US Navy

U.S. Army, Europe

Vehicle Borne Improvised Explosive Device
Warrior Leader Course

Web-based Inquiry Statistics Query and Reporting System
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WO Warrant Officer
WRAIR Walter Reed Army Institute of Research
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