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Catherine Liao

WELCOME AND INTRODUCTIONS
Michael Watson, Assistant Secretary, NC Division of Mental Health, Devel opmental Disabilities and
Substance Abuse Services, Co-chair

Assistant Secretary Watson welcomed members dfdbk Force, acknowledged the meaningful work
conducted at the inaugural meeting of the groug,aaked participants to introduce themselves.

SUBSTANCE ABUSE SERVICES: A VIEW FROM PROVIDER FRONT LINES
L. Worth Bolton, MSW, LCAS, CCS, Clinical Instructor, Behavioral Healthcare Resource Program,
UNC-Chapel Hill School of Social Work

Many clinicians and addiction medicine specialgtggest that stress is the number one cause of
maladaptive relapse to substance abuse. Stressttead increase in the brain levels of a peptra®ia

as corticotropin releasing factor (CRF) which,umt triggers a cascade of biological responsesnain
and human research has implicated this cascatie ipathophysiology of both substance use disorders
and Posttraumatic Stress Disorder (PTSD). (Jacpl2@®1) People subjected to chronic stress oethos
who show symptoms of PTSD often have hormonal resg®that are not properly regulated and do not
return to normal when the stress is over. This maige these individuals more prone to stress-related
illnesses and may prompt patients to relapse tg dse. (Kreek, 1998) The annual Mental Health
Advisory Team Report notes trauma begins in a nurobplaces and there are many signs and
symptoms of post-deployment changes.

Mr. Bolton and a group of behavioral health prof@sals provide training on substance abuse, post
traumatic stress disorder (PTSD), and returningragis to private behavioral health providers and
students. The initial training was designed toéase knowledge and awareness of the potential for
OEF/OIF veterans and/or their families contactiojmunity-based substance abuse programs for
services and identified returning NC National Guand Reservists as an “at-risk” population. Thetpil
training occurred in December 2006 in Fayettevillee content was continually changed as participant
feedback helped to shape the training to the dat®enteded for community-based providers intedeste
in services to substance abusing veterans. More@b@ participants have attended this trainingete d
The primary goal is to care manage individuals ireteran-specific services that match the sevefity
their presenting problem.

The NC National Guard (NCNG) requested assistamre the Alcohol & Drug Council of NC's
(ADCNC) Information & Referral Center for Substantiguse Assessments on Guard members testing



positive on random drug analysis. The ADCNC anduhiC Behavioral Healthcare Resource Program
worked with staff of the Division of Mental HealtBevelopmental Disabilities and Substance Abuse
Services (DMHDDSAS) and the NCNG to develop a cadliacensed Clinical Addiction Specialists
(LCAS) who would be available to the NCNG to condihe Substance Abuse Clinical Evaluations. To
date 44 LCAS have completed the required trairtigwider geographic coverage is still needed.

Training for LCAS includes increasing knowledgengfitary culture and recommended strategies for
engagement (6 contact hours); ensuring proficievitty Addiction Severity Index (multimedia version)
as designated diagnostic tool (4 contact hoursyiging links to and knowledge of full range of
substance abuse and mental health interventiohgwvtite DoD/VA systems of care; and clarifying the
policies and procedures required by the NCNG fowigling these assessments, to include clinical
documentation. The ADCNC currently operates thigesy, and recruitment and training of additional
cadre is ongoing.

Several clinical challenges exist when engaging) wéitterans. It is critical to express genuine eimpat
and a demonstrated willingness to engage withoatreacting to what an individual needs to disclrss.
addition, it is important to express an understagaif dealing with persons experiencing travsntout
the use of psychological jargon, labeling and prtemea‘diagnosis talk.” Most service members express
concern about how this assessment will affect tied@tionship with their command. All service
members have experienced deployment/combat stsegsdrall experience changes as result of these
experiences. Screening data suggests that 15-25%i-aisk for PTSD and 20-30% are at-risk for other
behavior health problems. Some show stress symppbommbat without developing PTSD and most
cope well following combat. Others may experiencekay in onset of problems within the first year
after their combat experience. Available serviaessérvice members and their families include
deployment cycle support programs, pre- and pgsisgienent screenings, post deployment health
reassessments (PDHRSs), and forward deployed behbkigalth assets.

Professionals serving OEF/OIF veterans should baxain knowledge, skills and attitudes. Generatk a
become familiar with the acronyms of “military sgéand do not hesitate to ask when unsure, show
genuine interest. Learn key aspects of militaryurel rank and insignia. Remember that any assighme
could expose them to trauma in these particulaflicts Become aware of the many DoD/VA resources
and how to access them such that you can expldiadit terms. Follow-up contact from you to them
indicates genuine concern and a willingness to heljnd presenting crisis. To preparing for this
statewide effort make on-site contact with relevasburces available in your geographic area iaacky
of any client contacts; clarify the referral progdsours of operation, key contacts, and requiveth$

and paperwork; seek additional training/educationvorking with military and family members; and
discuss the possibilities with an LME Provider Relas contacts to discuss, plan, and work through
anticipated issues.

Throughout the training development and implemémtaseveral lessons have been learned. Substance
use, abuse, and dependency will continue to bgldyhstigmatized issue for returning OEF/OIF vetsra
and their families. The most highly recognized asd abuse continues to be alcohol and prescription
drugs. Families are more likely to contact provederith concerns about a returning veteran, aslong f
guidance and info on resources, than the veteamriBystems need to be coordinated and claritied s
that “seamless systems of care” are a reality.iBeos want to be part of the solution, but funding
systems have not been responsive to “panel mempsidbr LCAS credentialing. Linkages between
psychosocial treatments and pharmacotherapiesw@iicfor successful outcomes, requiring close
working relationships between clinicians and phigsis. Providers need additional training and
clarification on federal mandates on “Confidentiabif Alcohol and Drug Abuse Patient Records” as it
relates to serving members of the military andrtfanilies (i.e., 42CFR-Part2). As with past higtof
serving substance abusing patients, most of thi&actnare crisis driven. In other words, an inciderg.,



driving while impaired, domestic violence, urinstiag, child abuse) prompts the initial contactefkhis
a high level of interest and concern for OEF/OlEev@ns and their families regarding substance albyse
community-based providers and clinicians in theietdxh field in our state.

Discussion focused on training components, the teattlude information about female veterans,
military sexual trauma, incorporating the trainintp behavioral health provider curricula, stigraagd
the need for data on service members who haveasut teployed.

WINDOWSTO THE BRAIN: THE NEUROPSYCHIATRY OF WAR-RELATED TBI
Robin Hurley, MD, FANPA, Associate Chief of Staff, Research and Education, Salisbury Veterans
Administration Medical Center, Associate Director, Education, VISN 6 Mental 11Iness Research,
Education and Clinical Center (MIRECC)

Dr. Hurley was asked to speak about war-relateih fimguries in relationship to mental illness. g
the course of this lecture, she reviewed MRI imazfebe brain as she explained the neuroanatomy.
Everything a person thinks, feels, and all physialements are based in the brain. These actiens ar
processed through a series of circuits. Theseitsrate very complex. The review in the lectureufex
on the key brain anatomical areas that are theecenf the circuits essential for emotion and ctigmi

For emotion and cognitive processing there ar@cits. First, the dorsolateral prefrontal cortexyart of
the circuit for thinking and processing memory artere intelligence is used. Research now
demonstrates that the pons and cerebellum ard afghis circuit. The cerebellum is often mentidrie
patients with alcoholism and disorders of motob#itg. It is also a stabilizer of cognitive funoti. Other
structures in this circuit include the basal gaagind thalamus. The orbitofrontal cortex controted)
judgment and insight. As we understand it to ddie pons and cerebellum do not play as big a rede.h
The third area to discuss is the cingulate. Thgudate cortex is the most medial and most well-gutad
circuit discussed thus far. This is the circuitfiootivation. It is also important in the managetramd
suppression in the long-term pain pathways. Thpddampus is a key structure for making new
memories. Information for memory comes into th@rwia the senses. It is eventually transmittetthéo
hippocampal circuitry for processing. The amygdatjacent to the hippocampus, adds emotion to
memory. The amygdala is key to understanding tblgical effects of PTSD.

The brain functions on a series of neurotransmsitiigat are in a sense “fuel” for the circuits. Sahe
these neurotransmitters are excitatory and othermhibitory. It is a system of checks and balance
Many of the nuclei that produce these neurotrartersifare located deep in the brain stem and theis, w
protected from traumatic injury. There are manyagsh projects in the US looking at how trauma may
affect both the more vulnerable circuits locatedl@surface of the brain and the better proteateds
that are located deeper in the brain.

As Dr. Arciniegas of the University of Colorado ¢bas us: in the US, brain injury is more commomtha
stroke, breast cancer, HIV/AIDS, spinal cord inggrand multiple sclerosis combined. Between 1.52and
million people experience documented brain injuinethe US each year. There are also many unreporte
injuries that occur.

The post brain injury patient can be very compMultiple factors affect the patient’s presentation,
creating the post-injury problems. Factors prebefare the injury play a role, including geneticsla
pre-existing conditions such as substance abusenanthl illness. Other factors affecting the pogtiy
clinical presentation include the physics of tharpmechanisms and the post injury environment in
which the patient lives. There are 3 classificatidevels) of brain injury. These are mild, moderand
severe. Most injuries are mild and patients usuaktpver completely from these. Common mental healt



symptoms of brain injuries from which the patieditsnot recover and come for medical help include
depression, decreased concentration and memoryedravioral changes. Psychosis is least common.

The brain consists of both gray matter, contaitivegneuron cell bodies, and white matter, comagini
the neuron axons or fiber tracts that connect ooepof cells to another. The gray matter of theeois
less dense than the groupings of axons. Thisrdiffee in consistency leads to different injury fhessu
which a rapid deceleration from speed occurs verien there is a blunt force assault or massive
pressure wave. The brain sits within an enclosimg(skull) under pressure. The inner surface & bax
(the skull) has sharp sphenoid bones that canrgls@ the brain during rapid deceleration. Thdarban
also be rotated within the skull in several diree$, depending on the force placed upon it. Thetmo
commonly remembered injury type by most cliniciamghe “coup-contra-coup” injury in which bruising
of the opposite side occurs when the brain is ktouncone side. The cortex can turn on the centeahb
stem. The entire brain can rotate entirely if arggrblast of pressure is applied. All of these ades can
happen together or independent of each other.

Subdural hemorrhages, the third most common tygaoh injury, occur when there is a bleed in the
linings surrounding the brain. Vessels on the detsif the brain are most prone to this type injury.
Contusions or bruises are the second most comnpendfyinjury. The cortical area that controls
cognition is a frequent location for subdural bleethe areas that control mood and judgment aré mos
likely to be injured with bruises/contusions. Ematand memory circuits, therefore, are highly
vulnerable areas for injury.

Diffuse Axonal Injury (DAI), the most common typéfarain injury, is occurs when the fiber tracksttha
are inside the brain get stretched and eventuadigbdown. This can happen throughout the braimbut
necessarily in one big spot- much more likely talbgisely in small amounts throughout the braihisT
is very difficult to visualize on clinical brain iaging. This is the injury mechanism to watch ovwer next
decade — as there are many research projects wmgerhbetter understand DAI as a brain injury
mechanism.

After a physical injury occurs to the brain, thev@ “neurotransmitter storm”. This is a releasalbthe
brain’s stored neurotransmitters at one time. &hiwt healthy for the injured brain and can lead
further secondary injury. In many universities,rehis research underway to try to find a way tovsto
stop this process from happening. Some studiel®akeng at hypothermia and others are looking for
medications as possible interventions.

When an explosion occurs, a solid or liquid is &g'to a gas. In a sense, this reaction pushes the
surrounding air away from the site of explosioneating an increase in air pressure (i.e., peak
overpressure). There is then a vacuum or undegmeesand then a follow-up second much smaller peak
of overpressure. Scientists do not yet know if dverpressure alone injures the brain.

The VA is taking care of 45% of OEF/OIF returningterans (since FY 2002). Some published studies
suggest that of the service members using medicealio Irag and Afghanistan, 88% were injured by
improvised explosive devices (IEDs). Post-traumsttiess disorder (PTSD) is re-experiencing a terrib
event from the past. Some published studies haygested that between 9-40% of those returning
service members from Iraq and Afghanistan who neded to study questionnaires have PTSD. This
range depends on how the studies were performeslrézent study reported that the worse the brain
injury the more likely that the service member waport the post-traumatic distress. Another recent
study shows that 42% of patients with positivei@hiTBI screens have chronic brain injury, mild Taid
PTSD (Lew et al). Sensorineural losses includiredehes, problems with vision, ocular motor
dysfunction, hearing loss, dizziness, balance prab| and tinnitus (ringing in the ears) have been
reported in published studies to occur post-IED'$Bmpulsivity is one of the most common reasons a



family might bring patient for care. Partial conwkeizures are challenging to recognize and can
sometimes be missed in a post-injury examinatimaging can be helpful when history and clinical
presentation do not match.

There are no FDA-approved medications to treat-kengn psychiatric symptoms after brain injury.dt i
important to rule out social factors (abuse, ndglearegiver conflict, and environmental issuedpise
prescribing medication. Most providers know to fstaw and go slow” with medication. It is also
important to discontinue conflicting agents angjitee a medication a full therapeutic trial before
discontinuation, as long as there are no contreatidins. Therapy programs are an extremely impbrtan
part of the multi-disciplinary approach to treatrmen

VHA has published evidence-based treatment for PBISD and chronic pain. These are freely available
to the public atvww.healthquality.va.gowWHA has also held a consensus panel on the ¢fi&d SD,

TBI, and chronic pain. These findings will be saeleased as guidance for providers. All VA's ie th
healthcare system screen returning OIF/OEF semi@mbers for PTSD and brain injury. If a patient
screens positive for possible exposure to a brgimyi, he/she is given a second level in-depth
examination to determine if a brain injury did oceand if there are current symptoms that need
treatment. Local NC VA's that complete this sectaal exam include Durham, Salisbury, and
Fayetteville. Asheville referrals are sent to Salry for completion.

The VISN 6 Mid-Atlantic Mental lliness Research,ugdtion, and Clinical Center (MIRECC) is a multi-
center grant that focuses on research, educatidnglaical care as the name implies. This certtaties
the mental illnesses that occur post-deploymerg.résearch component has a central registry famat
participation in research studies. The researatiediare divided into imaging, neurocognitive, basi
science, interventions, and genetics. More infoionat available atvww.mirecc.va.gov/VISNG/

In summary, Scientists know very little about bruinction both in non-injured and in injured person
There are many unanswered questions with regartiBltand its relationship to presence of post-ipjur
mental health disorders.

Some of the many remaining research questions are:
* Is combat-related injury similar to or differendfn civilian TBI?
* When are the deficits permanent?
» Is there change in judgment/skill after mild comiedated TBI? If so, for how long?
» Can we use the sports-related TBI literature aside@
* What are the best assessment strategies/toolsgamimediate and long-term evaluation?
* What are the best acute and longer term treatmetaqols?
e What is the prognosis?

Discussion included a change in the frequency egetinjuries as compared to previous wars, affect o
multiple deployments, and the complexity of imagingliagnosis and treatment.

THE INTERSECTION OF POST-TRAUMATIC STRESS DISORDER AND DEPRESSION
Harold Kudler, MD, Co-Director, Clinical Core, VISN 6 Mental 111ness Research, Education, and
Clinical Center (MIRECC), VISN 6 Mental Health Coordinator

As of the second quarter of FY 2009, possible midmalth problems have been reported among 45.6%
(193,879) of the 425,538 eligible OEF/OIF vetera® have presented to VA including PTSD,
depressive disorder, affective psychoses, neud@arders, nondependent abuse of drugs, and alcohol
dependence. The number of individuals with a madsdrder is greater than individuals reporting PTSD.



The International Classification of Diseases (I®R¥ codes for all physical and mental disorders.
Affective psychoses are defined as a severe destiedof mood (mostly compounded of depression and
anxiety but also manifested as elation and excitéhwvehich is accompanied by one or more of the
following: delusions, perplexity, disturbed attitutb self, disorder of perception and behavior.sEhare

all in keeping with the patient's prevailing moad @re hallucinations when they occur). Thereialso
strong tendency to suicide. For practical reasmilsl, disorders of mood may also be included hethef
symptoms match closely the descriptions given;dbjgies particularly to mild hypomania.

Between 40-70% of veterans with PTSD will also nesgéria at some point for major depression. When
PTSD and depression are combined, there’s a higkeeof suicide, especially if substance abuse is
present. Also, these patients have greater uibizatf specialty mental health treatments and
antidepressants medications and higher mentalhheale costs than depressed patients without PTSD.
(Chan et al, 2009). PTSD and major depression gharllowing: chronic, painful review of thoughts
images and ideas, markedly diminished interesadigypation, feeling of detachment or estrangement
from others, restricted range of affect/feelingsgative expectations about the future/profound
pessimism, sleep problems, anxiety, irritabilitpuble concentrating, guilt (survival guilt), angkrof
suicide.

PTSD and major depression are biologically distedisbrders. Patients with melancholic depressiod te
to be non-suppressors of cortisol on the DexametteaSuppression Test (DST) while patients with
PTSD are not. (Kudler et al, 1987). A series ofsegluent studies by Rachel Yehuda revealed that
patients with PTSD were, in fact, “super-suppressbdrcortisol.” This demonstrates that PTSD ishmegit
the same as depressiaor stress. In a study of the West Virginia Nationalb@l, Scott and Heady found
that 56% of rural veterans had scores suggestii®PPand/or depression. This rate was significantly
higher than the rate for urban veterans (32%).H@rtombat Exposure Scale, rural veterans have a
higher score (more combat exposure) for urban a&egerooking at decline in function, veterans with
PTSD and/or depression have much worse functiambterans without them. Rural veterans with
PTSD/depression reported lower levels of functioreach of the 5 indices than rural veterans without
PTSD/depressioar: urban veterangith or without PTSD/depression. Fifty percent of veterans in NC
are rural, which is defined as six or fewer peq@esquare mile.

There are separate VA/DoD Guidelines for PTSD aefdrBssive Disorders that refer to one another
when both conditions are present. There also rEfgignt overlap among the evidence-based therapies
available for each disorder, including cognitividnééoral therapy, psychodynamic therapy, and
antidepressant medications.

PTSD and major depression are two distinct disertteat may begin with the same stressful eventy The
also may reflect similar biological and psycholagipredispositions that combine with the stressor t
create a complex “rippling effect” of biologicalédpsychological systems. Both conditions are médica
reductions of problems in living that may sometirbesetter understood from the social, spiritual/an
moral perspective. Finally, survivor guilt may sagre about these aspects of living than it saysitabo
one’s serotonin transport genes.

Dr. Kudler recommended that we include screenindpfth PTSD and major depression in general
populations and, in particular, among veterangadt, good tools are available for both. Also, Rudler
advises we be ready for a positive screen in Pyir@are and Mental Health Settings by ensuring a&cces
to evidence-based practices. This will require gegaent with primary care clinics in DoD, VA, state
programs and the community across NC and the dewalot of seamlessly-integrated mid-level
providers specially-trained to implement evidenasdul treatment while also supporting (and training)
traditional primary care staff.



Discussion focused on inadequately managed padjqing PTSD and depression among recruits, the
need for screening for all four conditions (PTSB), Tdepression, and substance abuse) in primagy car
and the impact of age on these behavioral headtirdiers.

FAMILY NEEDSACROSSTHE DEPLOYMENT CYCLE
Kristy Sraits-Troster, PhD, ABPP, Co-Clinical Director, VISN 6 Mental IlIness Research, Education,
and Clinical Center (MIRECC)

The Mid-Atlantic or VISN 6 Mental lliness Resear@&ducation and Clinical Center (MIRECC) is
dedicated to the development, dissemination, antliation of evidence-based practices and research
focused upon improving readjustment, recovery aadtal health among returning combat veterans.
Although there are 10 MIRECCs in the VA system, W8N 6 MIRECC, based in Durham, North
Carolina, is relatively new and is the only MIRE@Cused exclusively on post deployment mental
health.

One needs to consider the cycles of deploymentwgclés of development of individuals. The emotional
cycle of deployment for service members and ttaeirifies includes anticipation of departure,
detachment and withdrawal, emotional disorganinatiecovery and stabilization, anticipation of ratu
return adjustment and renegotiation, and reintegrand stabilization. Both service members and
families have challenges during deployment inclgdirsconnect due to distance, loneliness, lossusf,t
single households, and life decisions.

Dr. Straits-Troster recently conducted a qualigstudy involving a series of focus groups to detee
veterans’ perspectives on post-deployment needsctonfident neutral setting, the veterans and sgmu
participating were very willing to give feedbaclarSe of the post-deployment problems included social
avoidance, noise sensitivity, jumpiness, angdtability, lack of patience, sleep problems, chmjaint
pain, trouble concentrating, memory lapses, drigkinsmoking too much, personality changes, digesti
and bowel problems, weight changes, and hearirgg Rast-deployment family problems include marital
problems, divorce, overprotective of family, deglimith distressed children and spouses, easilyradge
jumpy in family setting, restless sleep problem8iadilty adjusting to running household togethleeing
together again, body image problems due to weigim, @nd employment problems.

The focus groups also provided mixed reports eir #xperiences in the VA and with TRICARE.
Community providers were confused about fee basisgss. Churches, prayer, and other faith-based
connections were helpful to families. The focusugp®reported several barriers to care includindepri
stigma associated with mental health treatmengduaracy, limited options to the VA, dislike fologp
treatment, and a belief that treatments “don’t wemmgway.” The top services of interest include hejp
deal with anger and stress, marriage and familyseling, information about benefits and services, a
job and school counseling. The focus groups recamdex® more education after demobilization, more
web-based information, knowledgeable unit liais@asier VA appointment access, more caring staff,
decrease stigma, evening and weekend clinics, aadgupports.

Discussion focused on family support strategiesdwhave not been well-developed), an expert sgrvin
on the task force who might provide more informatithe need to increase awareness among providers
to offer back-home spouse support services, faassjstance centers (12-13 across the state, deditab
NC National Guard members) and families are fiaees more likely to seek help from their faith
communities that behavioral health providers.

DISCUSSION



Dr. Silberman presented to the group some of #radtshe heard discussed at the meeting. These
included the overlap but distinction between chrqudin, TBI, depression, PTSD and substance abuse;
need to understand appropriate medication manadeandrappropriate treatments for each, move to a
wrong-door approach, risk to military service WitRICARE or VA, stigma with mental health and
especially substance abuse, aim for federal reestirst then use state as a gap filler, workf@lertage
issues discussed again, creative ways to screereterdappropriate services on the mid-level side,
training for primary care providers, diagnosticlgydaith-based organizations and training needed,
support systems including schools and faith comtiesipositive experiences and resiliency in nmijita
spread screening tools, outcome prompts, treatopiuns from VA to other providers through
electronic health records; and collaboration witlstng workgroups addressing these issues.

The next meeting will be held Friday January 18,20



