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pIEINFORMATION PRESENTED INSNSIS.
RAINING SESSION-DOES NOT T{‘EPRESENT
S IHE OFEICTAL POSITION OF THE
- NCDMHDDSA, THE VETERAN'S
PADMINSTRATION, OR ANY OTHER
= GOVERNMENTAL ENTITY.

EIS presentation is to increase awareness
J’E“and knowledge concerning the behavioral

o

—

~ Rhealthcare needs of OEF/OIF veterans and
their families experiencing substance-related
problems in North Carolina.




| FlJY DEES Stress Impact/Influencerthes
USE of Alcohel and Other Drugs?

Y ol fa

nd addiction medicine specialists
st that stress Is the number one cause of

a aptlve relapse to substance abuse.

| oth people and animals, stress leads to an increase

| _; the brain levels of a peptlde known as corticotropin
== 1 eleasmg factor (CRF).
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=5 The increased CRF levels in turn triggers a cascade of
- biological responses. Animal and human research has
implicated this cascade in the pathophysiology of both

substance use disorders and Posttraumatic Stress
Disorder (PTSD) (Jacobson, 2001)
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- BWEDOES Stress Impact/Influence thegs

8lUse of Alcoholfand Other Drugs?
S ESERChN eI SONIaSISHOWRNGIE e IStER G CRE 63

siical tiat: mimics the action off CRE inianimals
,Jroc ces IACrEases In stress-related behaviors.

o o_ble supjected’ to chronic stress or those who show

= Im_csymptoms of P1TISD often have hormonal responses that
~—  are not properly regulated and do not return to normal

—

when the stress is over. This may make these individuals
more prone to stress-related illnesses and may prompt
patients to relapse to drug use. (kreek, 1998)




{e0ribat Stressors: Where Trauma Begjns

—

REEEIVING Incoming| Artillery, Rocket, or Mortar Fire
REGEIVII ﬂﬁ@_ﬂﬂm&:ﬂiﬁ_-______ p— -
BTG SOmMEoNe wounded' or Killed
HrJv];r_} a member: of your unit wounded or killed
See‘f: @ead or'seriously: wounded Americans
' dlmg OF Uuncovering human remains
== ng directly responsible for the death of an enemy combatant

::;t*S“eemg wounded or dead women and/or children

= o [ED/Booby Trap exploded near you

NOTE: The undefined “battlefield” of Irag and Afghanistan present constant
opportunities for exposure to the above for direct & indirect combatants.

(*Data from the Mental Health Advisory Team Report)
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Pestlbeployment Changes: Signs & S_lmptoms

Disire siingrMemories, Disturbing Dreams or N|ghtmares
FEshacks, Upset When Reminded of War Zone Events
EOEEPELONT WItA INEWS ABUE the war
WondyAABUL Eriends still Deployed Overseas
1')<Citement of Combat, Urges/Desire to return
eoniised About Direction and Meaning in Life
_ _,ni?lng Self*for Actions in War Zone
= 055 of “Innocence” and Belief in Former Values
i'f Féelmg Unsafe, On Guard, Hypervigilant
= Irritability and Outbursts of Anger
Anxious, Apprehensive, Panicky, Stressed Out
fFeeling Alienated From Others (I don't fit in anymore!”)
Loss of Interest/Enjoyment in Life

Increased use of Alcohol and other Drugs




S
astance Abuse, PTSD & Returning..

~ NC OEF/OIF Veterans”

It e aSraEsIgREdNONRCEase knoWledgerand awareness
giRtEpotential forr OEE/OLE vets and/or their families contacting
sOmIlNIty=lvasedi substance abuse programs for services.

2 G]-_\'. the standing behavioral health resources on military bases,

- _—r Sitraining fiocusi identified returning NC National Guard and

== Resefvists as an “at-risk” population.
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8- [he pilot training occurred in December 2006 in Fayetteville, the

content was continually changed as participant feedback helped to
shape the training to the essentials needed for community-based
providers interested in services to substance abusing veterans.

e 600+ participants have attended this training to date.
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The Primary. GoaI
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ESPO) d to the presenting problem determine if' dangerousness to

ElifeIReLIErS Involved, iff SO, follow same procedures as withi any

iEISRCENTaCE: (KNGW CHISIS SERVICES avallablerthrotugh DoD/VA)
F Ak, nen=emergent, think in terms of care management into

z n mg iesources readily available for NC Veterans. (e.g., VA, Vet
€15, CBOC's)

.=_*'-’.Tlf__e_..'-‘_{i-:l_ﬁ_e VA/DoD has adopted a “no wrong door” approach and indicated
= — awillingness to provide ready follow-up on contacts from LMEs &
Previders across NC. (VA "GWOT"” Response Team Coordinator)

e The Prmary Goal, is to care manage them into veteran-specific

services that match the severity of their presenting problem.
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RESPONCING to, Emengingsissues™

2 J\ SNationallGlard requested assistance fiom the; Alcohol

SDRIENEOURCINOIFNESFIRTOMation & Referral" Center™
'f gistibstance Abuse Assessments on Guard members
bESHINEPOSItIVE on random drug analysis.
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o r ADCNC and the Behavioral Healthcare Resource
4egram worked with staff of the DMHDDSAS and the
;_%_“"-NCNG terdevelop a cadre of Licensed Clinical Addiction
= Specialists who would be available to the NCNG to

conduct the Substance Abuse Clinical Evaluations.

e 44| CAS’s completed the required training to date, a
wider geographic coverage is still needed.




Trained/Licensed SA Professionals
for Veterans Addiction Assessments
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Ieiningifor Licensed| Clinicall AddiCtion s
Specialists Cadre

SnEressenewIedceieimilitanactirerandirecommended strategies
for @r geeement. (6rcontact nours)

frqu- proﬁuency with Addiction Severity Index (multimedia
ver~ on)lasidesignated! diagnostic tool. (4 contact hours)

e rowde links to and knowledge of full range of SA/MH interventions
,_;T'*‘-?vmthm the DoD/VA systems of care.

—

~ o Clarify the policies & procedures required by the NCNG for providing
these assessments, to include clinical documentation.

o ADCNC currently operates this system, recruitment and training of
additionall cadre is ongoing.




2l pproach with, returning @EFE/O1F

merknowledgeable of military culture,

_erstand the Deployment Cycle Process (pincus, 2001),

ork from the “presenting problem” forward
aiter building rapport & trust,
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~4) Screen within the context of understanding
what the Service Member and/or their family
want to talk about. (avoid a premature focus)




SliyiealiChallenges: Engagement, Rapportysifitist

SVEIErans Wary of non-Veterans; if you havenit seen
Wigislive seen you canit know low. I feel, what I think™.

he empatny andl a demonstrated willingness to

ge Without over-reaction to what he/she needs to
bout IS essential.

“Expression of understanding of dealing with persons

experiencing trauma without psychological jargon. Avoid
labeling and premature “diagnosis talk”.

® Most SM’s express concern about how this assessment
will affect their relationship with their command.




[ pIications for All Returning Veterans
e ——

7)¢] data stggests that 15-25% are “at-risk” for PTSD and
ojare “at-risk™ for ether behavior health problems.

> Sy "SM s show! stress symptoms of combat without developing
PTSD andimost Service Members cope well following combat.

—

= _"T’ "fS'erwce Members may experience a delay in onset of problems
——  Wwithin the first year after their combat experience.

e Services for SM’s and families include deployment cycle support
programs, pre & post deployment screenings, post deployment
health reassessments ("PDHR’s), and “forward” deployed behavioral
health assets.
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“rle I:édge, Skills and Attitudes off Professional
Practicerwitih,OEF/OIF Veterans

251 atER O SRV IHERNIRSUENSHOWAGERUIRENAtEESE:

o Lear}" keyiaspects of military culture, rank & insignia.

J __mber that any assignment could expose them to trauma in
S iiese particular conflicts.
=== _Bécome aware of the many DoD/VA resources and how to access
them such that you can explain in basic terms.

e [ollow-up contact from you to them indicates genuine concern and
a willingness to help beyond presenting crisis.
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Hoyto Prépare to Assist In this Statewide.
- Effort

SV EkeronEsIbel contact wWithnelevant reseukces avallable in
yOUIREEOEIcpic arEaN i aaVanceEroany  ClIENt CONtaCLS.
SUIVEY WEDSIte resources.

SNl criyArelerral process, hours of operation, key contacts,

NEquired iorms/paperwork.
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=% Seek additional training/education on working with
military and family members.
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® Djscuss the possibilities with your LME Provider Relations
contacts to discuss, plan, work through

anticipated issues.




| [essons Learned:
— —

Stigstance; Use, Abuse, andiDependency: will CONtNUET be & highly
Stigmatized issue for returning OEE/OIE veterans and their families.

IMENMBSE hIghIy recognized! Use and abuse continues to be alcohol and
';ription drugs.

el ilies are more! likely to contact providers with concerns about a
_turning veteran, asking for guidance and info on resources, than the
= veteran.

Payor systems need to be coordinated and clarified such that “seamless
- Systems off care” are a reality.

Providers want to be part of the solution but funding systems have not
been responsive to “panel memberships” for LCAS Credential.




Lessons Learned: ——
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rr«f ges between psychosocial treatments and pharmacotherapies are
essfiul oUtCOMES, ieguiling close working ielationships

ICIaST ARG EIN/SICIEN

PROVibErs need additional training and clarification on the Federal Law on
nﬁdentlallty of Alcohol and' Drug Abuse Patient Records™ as it relates
Ssenving members of the military and their families. (aka 42CFR-Part2)
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: J_:Aé with past history of serving Substance Abusing patients, most of the
= _contacts are crisis driven, that is to say that an incident (e.g., DWI,
‘Demestic Violence, Urlne Testing, Child Abuse, etc.) prompts the |n|t|al
= contact.
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There is a high level of interest and concern for OEF/OIF veterans and
their families regarding substance abuse by community-based providers
and clinicians in the Addiction Field in our state.




MRESOUIICES Used In ThiS, Presentation: S

cob: en LK, SouthW|ck SM Kosten TR: Substance Use Disorders in
AL order: A Review of the
ure. AmJ Psychlatry 2001; 158(8) 1184-1190.

fieek, MJ, Koob G: Drug Dependence: Stress and dysregulation of
reward pathways. Drug Alcohol Depend 1998; 51:23-47.
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-«T‘ﬁ?{ncus S. et. al., (2001) US Army Medical Dept Journal .
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® Presenter’s personal conversations with OEF/OIF veterans and
Cadre providing SA assessments to OEF/OIF veterans.




