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I.  MEET THE TEAM AND OUR SERVICES


a.  Mental Health Flight Staff: There are three types of professionals in most “Mental Health” flights or elements with each one bringing special expertise in training and experience to offer the widest range of care to our customers - you and your troops.  Here at Team Offutt we have worked hard to emphasize that we offer counseling and guidance, skill oriented training from research results in the behavioral sciences, thus our name change.  Most people associate “Mental Health” with mental illness, and over 90% of the customers we serve are not mentally ill, but can benefit from a trained professional that can give them the most up-to-date information on tackling their life challenges.  It should be noted that the following descriptions are only a general guide to help you understand our skills.




(1)  Social Workers  have either Master's Degrees or Ph.D.s in various counseling areas, including marriage and family.  They frequently oversee the programs which deal with spouse abuse, child abuse and neglect (Family Advocacy), family members with special academic needs or physical challenges (Exceptional Family Member Program, EFMP), inpatient alcoholism services (Alcohol Rehabilitation Centers), and also offer direct counseling services.  Martial therapy is also among their qualifications.




(2)  Psychologists compose the second group and have a Ph.D (four years of college and 6-7 years of graduate school).  Their focus is typically on exploring, in depth, the motivation of individuals and helping them find more personally effective ways of thinking, feeling, and behaving.  Psychologists are also trained to use standardized assessment instruments to measure various moods, behavior, "personality styles," and intellectual levels.  This background brings essential skills to help Commanders with the many difficult personnel issues they face and for which they seek consultation through Commander-Directed evaluation requests.




(3)  Psychiatrists are physicians who have several additional years of specialized training in the biochemical and neurological bases of emotional disorders.  Psychiatrists, since they are physicians, are the only Mental Health providers who can prescribe medication to treat certain complaints.   Psychiatrists are also key players in specialized evaluations of personnel including sanity boards and medical evaluation boards.




(4)  In addition, our mental health technicians provide indispensable support through their initial screening of members reporting with crisis situations, evaluation of substance abuse incidents, community briefings,  crisis or grief support services to organizations, and a variety of administrative duties.



b.  Programs and Services:  In contrast to the popular view that only people who have "lost it" or are "burned out" can benefit by talking to a mental health professionals.  We offer a variety of services from prevention/skill training through intensive psychotherapy.  Our preference is to help people resolve problems before they become so severe or disruptive that there is a negative impact on an individual's health, family, career, or organization's mission.

1) Individualized Counseling:  Anyone in Active Duty status can come in "just to talk things over." There’s no need for a specific referral from anyone besides the individual.  The flight element that provides counseling is called, “Life Skills Support Center (LSSC)” and can assist with common concerns ranging from stress symptoms of poor sleep, nervousness or tension headaches, up through anxiety disorders like phobias and panic attacks.  Other frequent concerns are depression related to the death of family members, infidelity, divorce, sudden career changes, or long-term conflict with parents stemming from past abuse or neglect.  When outpatient counseling is not enough, we arrange for inpatient hospitalization.  This provides maximum protection of the individual, thorough and comprehensive assessment and treatment, and rapid return to normal functioning.  This element is also the wing OPR for annual suicide and violence awareness training, IAW AFI 44-154.

2) Marital Counseling:  Mental Health providers also provide an objective view to a variety of relationship issues including newlyweds ironing out their adjustment to each other (going from Me to We), spousal infidelity, alcohol abuse, spouse abuse, remarriage or stepfamily transitions, and basic communication disconnects.


3) Group Approaches: To maximize learning and help individuals realize they are not alone, regardless of the concern at hand, groups are often formed.  These include therapist led counseling groups focused on deeply emotional issues like incest, rape, divorce, depression, and being raised by someone with alcoholism or mental illness.  Other groups are more like seminars or classes which focus on stress management, smoking cessation, weight management, learning to live with chronic pain, and other healthy living issues.  A new program, based on AFI 44-153, Critical Incident Stress Management, outlines several group oriented prevention services. Prevention and coping skills are taught to high risk occupational groups (paramedics, mortuary affairs, security forces) and to personnel deploying .  Services are also geared to emergency or helping personnel after exposure to intense trauma in the course of their duties (See Atch 1).

4) Commander-Directed Mental Health Evaluations:  When you would like a second opinion or just want "the expert to take a look" at one of your troops, you can refer him/her for an evaluation.  This is not your suggestion that they "go and talk to someone."  This is your formal, written request for us to assess why your troop is doing what he/she is doing; can he/she continue to function in their present position; will he/she be able to resolve the issue with our help; or will he/she need to be crosstrained or administratively separated.  The trigger for this request comes down to a fitness for duty evaluation. This formal process is called a Commander-Directed Evaluation (CDE) and its steps are outlined in AFI 44-109, Mental Health and Military Law.  When it is formal and written, you allow us to answer your request in writing without violating patient confidentiality.  While Chaplains are the recognized source for confessions and absolute confidentiality, they do not have the training or background in abnormal behavior often required to untangle your troop's illogical or bizarre behavior.  However, we strive to have good relationships with the Chaplains and we often work together to provide assistance to troubled personnel and their families.  The Air Force allows only psychologists, psychiatrists or doctoral level social workers to do Commander-Directed Evaluations.  Please see the information following to assist you in knowing the complete process.  In an attachment following this handbook is some forms for you use to ensure all steps are followed appropriately.

The evaluation request process is as follows:

1.  Contact the flight psychologist to inquire if a CDE is appropriate and if so secure a date and time for the evaluation.  The member must have 48 hours to assert his/her legal rights and options between your notification and the actual evaluation.  Remember, this time frame is void if the member is a danger to self or others and they should immediately be escorted to LSSC.


2.  If deemed appropriate, fill out Atch 2 (see below) and give this to the member, with a copy coming to Life Skills Support for our records.


3.  Fill out Atch 3 (details below) and send it to LSSC before the date of the evaluation so we can review your concerns and the history of the member’s behavior in question.  We will route the request to the 55 MDG/CC.  If the member is recommended for administrative discharge IAW AFI 36-3208 or 36-3206 the recommendation is countersigned by the 55 MDG/CC.

4.  
Have relevant supervisor observations or comments documented and forwarded with the information in requested in attachment 3.

5.  
Make sure the member shows up for their appointment.


6.  It may take two or three sessions with the evaluator before a final report is written and forwarded to the squadron commander.

Attachment 2 has guidance for Commanders when they are considering a Commander Directed Evaluation for their personnel, and is an example notification letter to the member.  This is the form you give to the member AFTER you have consulted with our flight psychologist on the appropriateness of the evaluation.  This form helps you fulfill your responsibilities under AFI 44-109, ensuring evaluation requests are not reprisals against the individual and clearly outlines why the member is being referred, and what his/her rights are in this process.  This AFI requires clear communication between you, our flight, and the member.  Although the attachment covers you in regards to your responsibilities, you need to be aware of several issues.  The Commander must provide the member with a written notice of the referral which includes the date and time of the evaluation, the name of the Mental Health professional with whom the Commander has consulted and who has concurred with the reasons for the evaluation.  The names and telephone numbers of the authorities (ADC/IG) on base who can assist members who feel that the evaluation is without adequate or proper rationale must also be provided.  The member must be notified at least 48 hours in advance of the evaluation and must sign the notification.  In addition, the member must be notified that he/she has the right to also be evaluated by a Mental Health professional of his/her choosing at their own expense.  If the Commander has not been able to consult with a our flight psychologist prior to the referral, if the Commander feels the evaluation is required emergently, or if the member refuses to sign the attestation, the Commander must so annotate on the notification (Atch 2 and 3); however, the referral and evaluation still occur.

Attachment 3 is an example of information Mental Health professionals need to adequately assess the member.  It is filled out by you, or your designate, and normally hand delivered to the Life Skills Support Center.

While outpatient evaluations in the Life Skills Support Center are usual business practices, inpatient psychiatric hospitalization may be necessary when a member is found to be a danger to self or others.  In addition, the member may be involuntarily hospitalized if the provider judges the member to lack the necessary capacity to function safely in a military environment.  Examples include loss of contact with reality due to mental illness, substance abuse, or the consequences of a brain injury.  In these situations an inpatient Command Directed Evaluation will be conducted.  However, the guidance listed above under AFI 44-109 should still be followed.


AFI 44-109 also includes the Limited Privilege Suicide Prevention Program (LPSP).  This modification allows for limited confidentiality for individuals who are experiencing stress from undergoing disciplinary action.  Any individual officially involved in the process who suspects the member to be at risk for suicide should communicate the concern to the member’s Commander.  After consultation with a Mental Health provider, if it is determined the member is at risk, then the member is enrolled in the LPSP and treatment is initiated.  Information generated by the clinical relationship can not be used in existing or future UCMJ action.  The member is disenrolled when the threat of suicide no longer exists.


Maltreatment issues: Family Advocacy assesses and treats spouse and child maltreatment.  A combination of active duty, GS civilians, and contract staff provide individual, couples, and family counseling.  Cases referred for maltreatment are reviewed by a Family Advocacy Maltreatment Case Management Team (FMCMT) meeting where determinations are made and treatment recommendations formulated.  Referral for suspected maltreatment is accomplished directly to the officer in charge at the Family Advocacy office.  Family Advocacy has outreach and nursing components offering prevention programs in the form of parenting classes, new parent support services, and various other services.  The Exceptional Family Member Program (EFMP) also comes under the auspices of Family Advocacy.  The EFMP Officer enrolls sponsors with family members with exceptional needs into the program and assists with coordination actions with the MPF, AFPC and gaining medical treatment facilities to ensure sponsors are located where services for their family members are available.

II.  COMMON PERSONNEL PROBLEMS AND HOW WE CAN HELP
By the time most individuals get in positions of command or supervision, they have likely experienced many stressful life events themselves and helped numerous others solve theirs.  No doubt that this is true for you as well.  No one in Mental Health wants to take your place or imply you need any special help in resolving the problems of your troops.  We simply want to offer our training, time, and willingness to be part of your “quality team” to help your people here at Team Offutt.  



a. Marital Problems: Many other problems flow from this one.  While it seems to be a tradition among some Supervisors/Commanders not to interfere in someone’s personal life or what they do off duty, experience suggests one’s personal life can quickly interfere with their duty performance.  Teenagers picked up for shoplifting, spouses constantly calling the 1st Shirt to complain, spouses who find out their spouse is cheating so they get drunk and attempt suicide, messy-angry divorces that take a lot of the active duty member's time with lawyers or conflicts with the spouse including physical assault.  This list of examples could go on and on.  There is a strong bias by some Supervisors, that "people should be able to handle their own problems."  While we would like to believe this is true, the facts are that 50 percent of first marriages end in divorce and 60 plus percent of second marriages end in divorce.  It is also true that what some people have been doing to take care of their problems is part of or the primary reason they have problems in the first place.  Likewise, while the passage of time can help many people, some problems, like resentment and depression can deepen with time.  An encouragement by you to get help can shorten the amount of time it takes to resolve an issue.  This helps the individual, couple, or family work smarter--not just harder (doing the same old thing).  This also allows a faster return to peak duty performance.



b. Depression: You are not required to make a diagnosis on this issue, just encourage your people to look for the clues on the job; decreased attentiveness or concentration, increasing "forgetfulness" and simple errors, appearing more fatigued (bags under eyes), declining personal appearance, increasing social isolation, loss of sense of humor, increasing defensiveness, and "a shorter fuse." are all symptoms associated with depression.  With depression, time can be an enemy; a person's "emotional battery" simply wears out.  It is important not to gamble with a person's life if you see them wearing out.  This gambling comes in as you or others wait to see if they will "snap out of it."  The longer someone feels "down in the dumps," loses sleep, and lets pride get in the way of at least talking it over with someone -- anyone -- the greater the chance they will start to think more irrationally or emotionally.  Then they may do something unpredictable or out of character.  This includes suicide attempts, alcohol abuse, and assault -- not to mention general moodiness around the shop, isolation or withdrawal from others, and increasingly poor relationships with co-workers.  Hospitalization may be necessary to prevent the likelihood of a suicide attempt or to provide a more thorough and intensive form of treatment.  Hospitalization can be very brief, one to three days to "weather" an emotional crisis, or it may require several weeks of assessment and treatment.  This type of hospitalization is currently done via a hospital in downtown Omaha.  This is always the case for hospitalizing of non-active duty.  The mental health provider will inform you of the facility where your troop has been placed, and provide status updates as they are available.  Most often the First Sergeant and mental health provider work hand-in-hand during this process.



c. Alcohol Abuse: AFI 44-121 is the governing guidance for this program and is described in Atch 4, Talking Paper on ADAPT.  A substance abuse counselor is responsible for providing the initial assessment.  A Mental Health officer is involved in the next step, which is to review the Substance Abuse assessment and then perform a second independent evaluation.  The Mental Health officer then decides if there is evidence for a diagnosis and recommends the appropriate treatment.

Diagnosis:  The Mental Health Officer or Substance Abuse Control Program Manager decides if there is a problem and if so how to describe it (diagnosis).  The result can be 1) no diagnosis; 2) alcohol abuse; 3) alcohol dependence.  No diagnosis means the individual was involved in an "isolated incident," with no history of prior alcohol related problems and a minimal likelihood of further problems.  However, we also see so called “problem drinkers” with minor problems in the past and the likelihood of future problems if intervention does not occur.  Both groups of individuals will enter the “Education” phase of ADAPT.  Individuals with either Alcohol Abuse or Alcohol Dependence diagnoses are “alcoholics” and need specialized treatment programs to help their prevent progressive deterioration in their health, relationships and work performance.  Although a legitimate medical diagnosis, members with either Alcohol Abuse or Alcohol Dependence are NOT eligible for medical board action.  They will also be restricted from deployment status for a period or six months.

Treatment Team meeting: The specifics of each individual's case and the action/treatment recommended are discussed in the Treatment Team Meeting.  At this meeting the member, Substance Abuse counselor, ADAPT Program Manager, immediate Supervisor, Commander and First Sergeant discuss the concerns which brought about the alcohol evaluation, the diagnosis, and any treatment recommendations.  The meeting is chaired by the ADAPT Program Manager.  Treatment plans and final disposition are medical decisions made by the ADAPT Program Manager.

If hospitalization is required the individual is transferred, sometimes by Aero Evacuation, to the nearest military Substance Abuse Rehabilitation Center (SARC).  Offutt members are most often sent to the Wright-Patterson AFB, OH.  Most programs are 2-3 weeks in length.  Some Air Force programs are conforming to the civilian medical community and offering shorter programs called “intensive day treatment” where the member attends classes and programs throughout the day and sleeps in at home at night.  Both the traditional and day treatment approach combines intensive education about the physical dangers of alcohol abuse, the addiction process, group therapy to confront defensiveness and minimization of their problem, and various classes on self-esteem, assertiveness, anger management, communication skills, and the effects of alcohol abuse on others.  They are also introduced to Alcoholics Anonymous (AA), required to attend meetings, and read AA literature.  Research, testimonials and treatment workers all cite regular AA attendance of meetings as one of the primary tools to continued success after formal treatment has ended.  Many programs also devote one of the 4 weeks to family issues, when family members are encouraged to attend.



d.  Drug Abuse.  Another of the members of the Mental Health Flight is the element called Drug Demand Reduction.  Most AF installations have a civilian employee as the DDRP Manager, assisted by one or two personnel.  This team is responsible for educating the base and surrounding community about the dangers of drug use, and to oversee and administer the drug urinalysis program for both active duty and selected civilian employees.  More information is provided in Atch 5, Air Force Drug Testing Program.

III.  CONFUSION, MYTHS, AND FEARS ABOUT CONFIDENTIALITY


If “mental health” is considered as a resource to help someone, two obstacles are immediately faced.  First is the notion that "it will be in your record."  We will use the generic term “mental health” since the following information is true at all Air Force Clinics.



a.  Personnel Records: Mental Health documentation is not put in the Personnel Record of your unit, since Mental Health providers do not report visits unless the individual is seen through a Commander-Directed evaluation, is a danger to self or others, admits to a crime, or is a danger to the unit.  Even then reports to the Commander include only those issues which immediately impact on the individual's ability to perform their job.  Examples include: Can they carry a weapon?  Can they have access to classified information?  Do they need to be crosstrained?  What is their rehabilitation potential versus the need to separate the member from the service?  Can they deploy?  Decisions about flying status are made by the Flight Surgeon’s Office with recommendations by our flight.  Any active duty wanting services who is eligible for medical care in the military system can simply walk in or call for an appointment; no referral is required.  All information is protected by the privacy act.



b.  Medical Records: We are required to make some notation of a visit in the individual's outpatient medical record.  This allows all medical providers to be aware of issues that might affect the medical care of that patient.  It also allows for consistency of care across providers or bases for a condition that is chronic or reoccurs.  The benefit to these medical record entries can immediately be seen when one of your personnel is seeking PRP, need Security Clearance upgrades, are applying for special duty, or preparing for TDY.  When any potentially disqualifying information (PDI) is found, including Mental Health, Family Advocacy or  Substance Abuse entries, those records are forwarded to Mental Health for an opinion.  The reviewing Mental Health provider can then state whether the prior issues are still a concern and whether they negatively affect the issue before the Commander.  It is not true that simply having a Mental Health entry automatically removes these credentials.  Additionally, there are multiple checks and balances in the system to ensure members do not lose credentials without sufficient justification.  After Mental Health makes a recommendation the record is sent to the Aeromedical Squadron where a flight surgeon makes a recommendation.  It is still the member’s Squadron Commander who makes the final decision regarding who performs what type of duties in their organization.



c.  Mental Health Records:  Most Mental Health Clinics (our LSSC) keep their own records so a provider can keep track of who is working on what issue from week to week.  This helps ensure quality care and individualized treatment, given that most Mental Health staff see a number of individuals, couples, or families a day.  This also allows continuity of care if a specific provider goes TDY or PCS and another provider temporarily follows that member or family.  Continuity of care is also maintained should the patient PCS and need care at the gaining facility.  The Mental Health record is NOT forwarded to the gaining unit, should the sponsor PCS.  Substance Abuse (ADAPT), Family Advocacy (FAP), and the Exceptional Family Member Program (EFMP) also have their own records.  Only the FAP and EFMP records are forwarded to the sponsor's next base at PCS time but ONLY if the case is in "Open" status or the family is still in need of special services at the gaining base.

The second obstacle to an individual getting help from Mental Health is the widespread belief that "going to Mental Health will wreck your career."  It is always best for individuals to seek help on their own and not be forced to come by their commander.  Since the vast majority of people seek help for routine life issues, specialty certifications (PRP, TSC, mobility status, or flight status) are not an issue.  To assume someone can’t do their job just because they come for counseling is ludicrous, and reflects the old mindset that only when you are completely overwhelmed should you “have to get help.”  The Air Force Medical Service and our flight have been working hard for several years to advocate getting help early, or gaining the tools necessary to prevent people or relationships from “completely breaking down.”  If commanders truly want to help prevent suicides and declining retention rates then they must see their people as human beings not perfectly designed robots. It is also important to emphasize to your people, that what can end their career is the individual’s own behavior, meaning misconduct, not seeking information or counseling.  Whether it is a DUI, theft from the Base Exchange, gambling, misuse of the government credit card, an inability to get along with others or accept authority, it is the behavior of the individual that may end a person's career.  Going to Mental Health is often the primary way to stop the escalation of these behaviors, before disciplinary action is necessary, and the hopes of a spotless record are lost forever.  Many individuals sabotage their careers because of poor choices they make and the behaviors in which they engage.  To blame Mental Health, the commander, or the Air Force when an individual has compromised their integrity, reliability, or trustworthiness, is like the speeder blaming the highway patrolman for “ruining their driving record” when citing them for speeding.

Similarly, an individual with depression or some other medical/psychiatric disorder could be unfairly disciplined for a declining duty performance that is related to their disorder.  If the problem is properly diagnosed and treated, valuable people can be restored to full functioning.  This saves you valuable time and money, which would otherwise be spent training someone new -- if you could find the AFSC and talent you need.

Mental Health Clinics do the best they can to protect the privacy of the individual, while balancing the knowledge that you -- as a representative of the Air Force -- are also, at times our customer.  We encourage Commanders to change their "paradigm" of Mental Health from the "damage we do to careers" to the “help we provide troops to function at their best.”  Furthermore, when individuals seek help early the best outcome is more likely to be obtained.

IV:  PSYCHOBABBLE UNRAVELED:  MEDICAL JARGON CLARIFIED


a.  The Dictionary: Mental Health providers have their own special terms, abbreviations, and communication shorthand, just like any other group -- including the Air Force as a whole.  One of the differences for us is that some of our technical terms have become confused with public slang or "pop psychology."  People are no longer "shrunk by shrinks," because they are "having nervous breakdowns," now they are "put in touch with their inner child, helped to reach their potential, or to self actualize" because they "grew up in dysfunctional families."  Let’s briefly describe some of the common terms we use. To encourage clear communication amongst ourselves, Mental Health providers rely on the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, (DSM IV), published by the American Psychiatric Association.  In fact much Air Force guidance, including AFI 36-2902 (Medical Diagnosis Warranting Medical Board Action and Possible Disability Compensation) and AFI 36-3208, 5.11.1 (Mental Disorders), and AFI 36-3206, go hand-in-hand with the DSM IV.  The DSM IV focuses on "diagnosis" or how to summarize certain behaviors under verbal umbrellas, which help us determine the appropriate treatment.  Treatment can include counseling, medication, hospitalization, or administrative action/discharge recommendations.  Let’s describe some of the diagnoses which guide our actions in unofficial cases (someone came in for help on their own) or official cases (Commander-Directed Evaluations).  Mental Health providers are required to describe their thinking about people in separate categories called "Axis" in almost all of our documentation.  This includes medical records and written evaluations to you.  Under "diagnosis" the first two (of five possible) are most IMPORTANT for our discussion.




(1).  Axis I - Within this first axis there are three ways to describe what is going on with someone and their likelihood of getting over it (prognosis):





(a)  “Problems in Living” - like divorce, career indecision, grief, and parent-child problems.  The focus is on events most people experience if they live long enough and the normal upheavals, confusion, or questions these events bring to those confronting them.  Generally, an individual will have difficulty until the situation is resolved.  Divorces, as an example, are often chaotic and painful.  These feelings do not "go away" until major issues like property, visitation of children, finally getting a court date, and sometimes geographically separating from the ex-spouse occur.  These problems in living are categorized as V codes.  Marital or Relationship Problems for example would be Axis I: V61.10 (Partner Relational Problems).





(b)  “Emotional (mood) Disorders” - like major depression, various phobias, panic attacks, schizophrenia and manic depressive illness (now called bipolar disorder).  The focus here is less on what is happening in an individual's life and more on how that individual is reacting to it.  One source of confusion here is that while emotional disorders suggest "weak links" in an individual's physical functioning, including brain chemistry, the individuals with these diagnoses are not necessarily "weak people."  There are often hereditary or genetic factors at work and, for some, the proof of the medical basis for these problems lies in how effectively they can be treated with medications.  Improvement can be quickly made (within the first month) on sleep, appetite, concentration, reduction of guilt, danger of suicide, and the frequent "fear of going crazy" because they don't understand what is happening to them.  If medication is used, the common, initial course of treatment is six months.  (Many individuals respond equally well to counseling only and do not require medication.) The medication is then reassessed to increase, decrease, or discontinue it.  Support for a majority of emotional disorders being quickly helped by mental health professionals comes from a recent study at Northwestern University.  Researchers there studied over 2,400 people over 30 years and found that 50 percent were helped after only 8 visits, and 75 percent improved if they stayed for 26 visits (six months).





(c)  “Adjustment Disorders” - This diagnosis describes several ways of dealing with or reacting to a situational event, like divorce or getting a poor evaluation, when the reaction is "in excess of a normal and expectable reaction to a stressor."  While this implies some clear subjectivity as to what is a normal way of handling a life event and what isn't normal, we do have some guidance on sorting this out.  First, we don't confuse feelings with behavior.  I may want to punch my Supervisor in the nose when I disagree with his/her evaluation of me; but if I do it, I have crossed an important line.  Second, the reaction must be within three months of some important event, important for that specific individual, and not last more than six months.  Third, the reaction is not just one instance of a "pattern of over-reacting to things."  This category does not fall within AFI 36-2902 (and 36-3206), but in AFI 36-3208, as a “Mental Disorder” possibly warranting administrative discharge.  However the mental health professional will inform you of any specific negative impact on the individual’s ability to perform their job.  Although these conditions often resolve quickly they may indicate an underlying personality disorder, in Axis II.



(2)  Axis II  In this category the focus is on personality traits (or features) and personality disorders.




(a)  “Personality”  The term “personality” consists of certain ways of thinking and behaving, often evident in childhood, which persist relatively unchanged into adulthood.  Except for the occasional comment that “---- has no personality,” most of us do.  When you see the statements, “Axis II:  No diagnosis," you can assume the responsible mental health provider did not feel that an individual's personality contributed in any significant way to the event that brought them to the Life Skills Support Center.  Remember, we are typically concerned with problematic aspects of personality when considering diagnoses.  When you see a statement that describes personality traits/features or a disorder it is very significant since we know this may make the member eligible for administrative discharge.





(b)  “Traits/Features”  The DSM IV defines personality traits as "enduring patterns of perceiving, relating to, and thinking about the environment and oneself, exhibited in a wide range of important social and personal contexts."  In sorting out why someone is the way they are (or typically why they do what they do) this definition guides us in several ways.  We are looking for "patterns" in how someone thinks, feels, responds to various stresses, and interacts with others -- not just a particular situation, but across time and across situations.





(c)  “Disorders”  When traits seem inflexible and self defeating, causing either significant impairment in social (e.g. repeated spouse abuse) or subjective distress, these issues may stem from/reflect a personality disorder.  Regardless of the term/diagnosis used, each personality disorder describes a problem in how someone thinks, feels, or relates to others.  Research conducted at Wright-Patterson AFB, Ohio, examined the Commander-Directed and self-referred cases to their clinic (300 people) over a year's time. They found that when an individual's behavior was of enough concern that they were directed for an evaluation, 57 percent had mild or moderate personality disturbance and 19 percent were severe enough to warrant a personality disorder diagnosis.  Of the total group directed for evaluations, 33 percent were returned to duty with either limitations in their duty performance specified or further therapy required.

Unfortunately, many individuals with personality difficulties do not accept responsibility for their negative emotions, occupational or relationship problems.  They frequently see others as disrupting their lives and resist making changes in themselves.  For this reason and others, any "therapy" is often ineffective and administrative action, including discharge, is more often the appropriate course of action.  Additionally, the Northwestern University study on the benefits of therapy, cited above, found that even when a personality disordered individual was in therapy, it often took a year or more for any improvement to be observed.  When a personality disorder is diagnosed, AFI 36-3208 and 36-3206 asks that a determination be made as to whether or not the disorder is "so severe as to impair the members ability to function in the military environment."  When you see this statement in the affirmative we are telling you that it is likely the individual will continue to have problems and be a problem, and that it is in the individual's best interest, yours, and the Air Force's to consider separating them from the service.  It is in the member’s best interest since AFI 44-109 provides an Honorable Discharge for members separation due to adjustment or personality disorders.  If they are retained they will very probably be a continued behavioral problem for you and your unit and the Air Force.


You and the referred individual have a right to know what specific behaviors within the adjustment or personality disorder are related to their duty performance being impaired, and the report from the Mental Health professional should include this specific information.  Remember, if a psychologist or psychiatrist is recommending discharge and you want to keep the member in your organization you must justify your decision to the base discharge authority.  This is a major change following the tragic homicide of two Mental Health providers at Fairchild AFB WA after they recommended an airman be discharged and the member’s chain of command ignored the Mental Health recommendations.  This requirement also reflects the fact that individuals with adjustment and personality disorders often go on to create further problems.  Just as the airman mentioned above did for the Commanders and units at all three of his previous assignments. 

V.  THE COSTS OF KEEPING MENTAL HEALTH OUT OF THE LOOP

Once Upon A Time...




(1)  There was a nurse, who cared about a co-worker very much.  This co-worker had made several obvious statements about his unhappiness and the hopelessness he felt each day.  The nurse felt she was trained to take care of people and she felt "nobody else knows him like I do." She continued caring and helping and hoping that one day he would "snap out of it" or "ride out the storm" of his unhappiness and relationship problems.  Then one day, he shot himself in the head.




(2)  There was a senior NCO who was from the school of thought, "don't go to Mental Health, it will go in your record (confusing PIF and medical record) and ruin your career.”  One of the young men he supervised liked to drink.  The senior NCO also liked to drink.  In fact, the senior NCO was known in his section to invite his flock out to drink and voiced his philosophy, "a good stiff drink is good for you now and then."  Unfortunately, the young man did not have the experience to know when "now and then" was and drank more now.  Then, he eventually damaged an airplane because he was so hung over.




(3)  There was an active duty member who was an excellent troop, except she couldn't get along with others.  Her rudeness to "customers" of her shop, her frequent noncompliance with Supervisor requests, and the decreasing morale of her work section (because of her) were overlooked because she was "such a hard worker."  Her supervisors attributed her poor attitude to relationship problems (which never seemed to end), rumors of a troubled childhood (though she had been out of the house for 6-7 years), and questioned themselves on what they might be doing "to cause her moodiness."




(4)  There was a dependent wife who took an overdose of medication.  The frantic and angry spouse called his supervisor for advice.  When the supervisor came over, he stuck his fingers down the wife's throat, and made her vomit.  The husband was also given the sage advice, "don't tell anyone about this, you don't want it to ruin your career, do you?"  “You should be able to handle these problems.”  Since the husband had heard the rumor in Technical School, "never to go to Mental Health," felt the supervisor had "taken care of the problem," and believed his wife was "just trying to get his attention".  He didn’t do anything or get her any professional help.   Since the husband was more afraid of what other people thought than about his wife’s health, he was very willing to take his supervisor's advice.


The purpose of sharing these stories is to point out the questionable logic, judgment, and life and career threatening actions many people take because they are convinced that Mental Health is an enemy and not a resource.  These people, and others, were not willing to consult with Mental Health -- either to gain another perspective (as they continued to “manage” the situation) or to "turn the ball over," recognizing their own limits.

The morale of the story is…..




(1) The suicide in the first story could have been prevented had someone sought professional advice and treatment for him -- instead of relying on friendship and caring -- no matter how heartfelt.



    (
2)  The second story about the young men who drink excessively, and the senior NCOs who let them, can end in a number of ways.  Some eventually get DUIs, and if they don't kill themselves or others by their drunken driving, they lose their driving privileges (making reliable transportation to and from work more difficult, and lowering your overall dependability on them).  They miss time from work as they attend Substance Abuse classes, and they have administrative action taken against them, frequently Article 15s (which definitely affects their career).  Others, who continue to drink, go into "accidental" comas because of their gross intoxication or they have blackouts (alcohol induced amnesia episodes) during which they can do any number of things:  theft, destruction of Government property, and have poor memories for this.  They are also much more likely to act on impulse, with their judgment and restraint numbed by alcohol, and make suicide gestures and assaults on others.  These incidents can also truly "ruin their career."  It is much easier to refer them to the our clinics for evaluation and either education or treatment.  Alcohol misuse and alcoholism can be very effectively treated and good careers maintained.




(3)  The third story, as Rush Limbaugh would say is, "a classic case of liberalistic humanism gone wrong."  Wanting to believe in the basic goodness of others, despite consistent evidence to the contrary, hoping niceness and understanding will work when confrontation and limit setting are required, and placing responsibility for an individual's behavior on everything (excuse) and everyone (others) except the individual.  This is also a classic example of how putting off a formal Commander Directed Evaluation led to the unit creating a monster, or more and more acting out by the individual.  An individual could be privately counseled by you from the start, that no matter what the difficulty or even despite the fact that the individual doesn't think there is a problem, they need to change their behavior and the Life Skills Support Center is one option they should consider.  This puts the responsibility for a change squarely on the individual's shoulders and makes them responsible for any administrative action that follows continued problems.  Unfortunately, many supervisors wait too long to administratively counsel members or to encourage the person to change. The problematic behavior continues to mount, the administrative action (hopefully) continues to follow to the point that the individual's career is in jeopardy.  Then the individual rightly accuses you of “building a discharge package.”  If the member is afraid or unwilling to come to us, there are many counselors off-base that can help, but the member has to pay for it out of their own pocket if not approved by Tricare.




(4)  The fourth and last story is an example of how misinformation, trusting wrong people, and concern about personal embarrassment, instead of someone's life, can prevent someone from getting the help they need.  The individuals’ spouse will likely try it again.  The husband can only "be on his best behavior" for so long, and the wife can only hide her unhappiness for so long.  This scenario is also very common between supervisors and their troops.

VI.  THE BOTTOM LINE
This document outlines the people and programs of a typical Mental Health Flight.  The emphasis throughout is on how we can be a resource to you as you sort out the various "people problems" you face each day.  We are working to change the misunderstanding and paranoia that surrounds getting help for personal problems.  We realize that confidentiality is a vital issue.  It is safeguarded everyday throughout the 1,000 plus customers we assist every year.  We do need your help in eliminating unnecessary "phobias" and misunderstandings about what "records" means.  It is up to the Commander to enter something into the Personnel Information File (PIF), not us.  If you as the Commander or First Sergeant encourage your troops to get the help they need, then they will do likewise.  From Gen Fogelman to Gen Ryan, we are trying to change the fear and misunderstanding that keeps people from getting help, makes their problems worse and unnecessarily ends in divorce or suicide for many people.  It is also the behavior/actions of the individuals which bring negative attention from others and result in disciplinary or administrative action, not seeing a counselor.  Mental Health professionals are there to help individuals return to maximum performance and keep their careers.  We are trained in the subtleties of human and organizational behavior and can often help resolve the difficulties people get into.  This training provides you with a different perspective upon which to make your decisions; crosstraining, support versus disciplinary action, and retention versus separation.


LET US HELP YOU HELP YOUR PEOPLE

TALKING PAPER

ON
CRITICAL INCIDENT STRESS MANAGEMENT

· Many types of events have the potential to produce individual and traumatic stress. 

- AFI 44-153 implements a collection of crisis response services, “Critical Incident Stress Management.”
- The goal of these services is to assist those affected by traumatic events to cope with the normal stress reaction in an effective manner.  These actions are intended to minimize the impact of exposure to these events and prevent or mitigate permanent disability (depression, post-traumatic stress disorder, job burnout) if possible.

- Services under this AFI are primarily directed at emergency service workers (security forces, fire personnel, hospital workers, chaplains), or others who may be exposed to traumatic events as a part of their normal duties.  

- Services are established for pre-incident (Pre-Exposure Preparation training), during the incident, and post incident (Defusings, or Critical Incident Stress Debriefings), and both individual and group follow-up.

- All services are provided by a group called the “Critical Incident Stress Team” (CIST), composed of medical/flight surgeons, mental health, chaplains, and administrative personnel, or an “ombudsman.”

- Situations (which might necessitate the CIST being activated) are called critical incidents.  These include, but are not limited to, death or severe injury of a coworker, emergency service/duty related responses where there is the death of a child, prolonged (more than three days) emergency operations - search and rescue from a collapsed building.  AFI 44-153 requires that CISM services be provided in response to all Class-A mishaps. 

-- Example: After a hostage negotiation event, the negotiation team may benefit from a critical incident stress debriefing.  What could make this a “critical incident” vs. a normal response operation would be a first time negotiation for the primary negotiator, death of hostages after prolonged negotiations where things were going well, or a protracted negotiation (three or more days).  Additionally, the hostages themselves would benefit from a CIST debriefing. 

· Activation of the CIST can occur in several ways.  The Command Post notifies the CIST Chief when there is a Class A mishap.  During a disaster response/mass-casualty event, anyone within the Crisis Action Team could activate the CIST.  In many situations (suicide of a coworker) the squadron commander can activate the CIST.  Call the Mental Health Flight.
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- The CIST also offers CISM services to “victims” including, grief/bereavement counseling after a coworker’s suicide or accidental death, and opportunities to discuss and work through other significant or prolonged stresses like accident or aircraft mishap investigations.  CIST members are also part of the death notifications teams.

- Bottom Line: The Critical Incident Stress Team exists to provide Critical Incident Stress Management services to normal people who have been exposed to significant or traumatic events as a normal course of their duties to facilitate the healing process thus maximizing readiness to continue military operations. 

-- There is no assumption of illness or impairment, the CIST is proactive focused on performance enhancement.

-- There is no “counseling” only focused and structured discussion with opportunity to strengthen coping skills.

-- There is no focus on mission debriefing, but on debriefing the personnel of the real emotional impact of the critical incident.

--There are no “lessons learned” about what should have been done, instead the focus is on what can be done now to take care of the people who take care of the mission.  
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Attachment 2

DEPARTMENT OF THE AIR FORCE

55 Medical Group/SGOH

Offutt Air Force Base, Nebraska 68113

MEMORANDUM FOR ________________________________       ____________________











DATE

FROM:  

SUBJECT:  Notice of Commander Directed Evaluation

1.  This letter is to notify you that I am referring you to the Life Skills Support Center, located Building 4000 base hospital, Offutt AFB, NE for a mental health evaluation.  You are to report to the clinic at  ________________  hours on  ______________________.

2.  I have discussed this referral with __________________________ who is a mental health professional at the Life Skills Support Center,  telephone 2947411.  This referral is being made because of your behaviors listed below:                                                                                            a)___________________________________________________________________________ b)____________________________________________________________________________

3.  This evaluation is in no way intended as a reprisal against you.  If you believe this evaluation is without adequate or proper rationale, you may contact the Base Legal Office, 294-3732; the Wing Inspector General 294-7167, or the Area Defense Counsel, 294-3939.

4.  Following this evaluation, a written report will be provided to myself by the Life Skills Support Center.  I will consider the recommendations of the mental health professionals in determining what actions to take regarding your behavior (s).  At this time, the actions I am considering are the following:

a)____________________________________________________________________________

b)____________________________________________________________________________

5.  In addition to this evaluation, you also have the right to obtain another mental health evaluation by a mental health professional of your own choosing at your own expense.

6.  Acknowledge receipt by endorsement below.   Your signature does not constitute agreement with this referral for evaluation.  Your signature signifies receipt of notification only.
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7.  The following special circumstances apply:  

        __________________    Unable to consult with mental health professional prior to referral.

        __________________    Unable to notify member 48 hours in advance of evaluation due to                                                  emergent nature  of circumstances.

         __________________   Member refused to acknowledge receipt of notification

                                                accomplished at ___________  Hours on _________.

 RECEIPT ACKNOWLEDGED AT:  _________  ON:  ____________ 

BY:_______________________________
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Attachment 3

COMMANDER DIRECTED EVALUATION REQUEST


DATE OF REQUEST::  _____________   

PRINTED NAME OF COMMANDER : _____________________DUTY PHONE __________
SQUADRON:  __________________

INFORMATION ABOUT EVALUEE:

FULL NAME:  ___________________________  GRADE:  ______  SSN: _______________

AFSC:  _____________   DUTY TITLE:  ____________________________________

DATE OF 


DATE OF 


TOTAL SERVICE

ENLISTMENT:  ________   SEPARATION:  _________   TIME:  ___________________________

AQE/ACB SCORES:  ADMIN ______, MECH _____, ELEC ______, GENERAL _____

SUPERVISOR NAME:  _______________________________   RANK:  ___________   PHONE:  ___________

MARITAL STATUS:  ______________  

WHERE DOES EVALUEE LIVE?  _____________________________

MEMBERS STRENGTHS:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEMBER’S WEAKNESSES:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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REASONS FOR REQUEST:  (DETAILED DESCRIPTION OF PROBLEMS,), BEHAVIOR, EMOTIONS, APPEARANCE…)  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

HISTORICAL DATA WHICH MIGHT EXPLAIN PROBLEMS:  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SPECIFIC ATTEMPTS WITHIN UNIT TO HELP THIS MEMBER (WHEN, HOW):  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PERFORMANCE DATA:

PAST MILITARY PERFORMANCE (CIRCLE ONE) 

EXCELLENT

GOOD

MARGINAL

POOR

LAST THREE EPR’s (PROVIDE COPIES) ____, ____, _____.

LIST ANY AWARDS, OUTSTANDING ACHIEVEMENTS:  ____________________________________________________________________________________________________________________________________________________________

PAST ADMINISTRATIVE ACTIONS:  GIVE DATES, EXPLAIN (ALSO MUST PROVIDE COPIES)  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Atch 3. Page 2 of 4

DETAILS OF ANY PENDING CHARGES OR INVESTIGATIONS:  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

LIKELIHOOD OF COMPLETING CURRENT ENLISTMENT:  (CIRCLE ONE)

VERY PROBABLE

PROBABLE

UNLIKELY
VERY UNLIKELY

MEMBERS CONTINUED ASSIGNMENT WITH THIS ORGANIZATION IS: (CIRCLE ONE)

DESIRED
DESIRED WITH MINOR CHANGES
DESIRED WITH MAJOR CHANGES

NOT DESIRED

ACTIONS BEING CONSIDERED:  

YES
NO
REMOVAL FROM PRP (SUSPEND/TEMP/PER/DECERT)

YES
NO
REMOVAL OF SECURITY CLEARANCE

YES
NO
REMOVAL OF WEAPONS-BEARING

YES
NO
CROSS-TRAIN OR RETURN TO PREVIOUS AFSC/DUTIES

YES
NO
ADMINISTRATIVE SEPARATION OR DISCHARGE (ELABORATE) _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

WHAT FEEDBACK WOULD BE MOST HELPFUL TO YOU IN REGARDS TO THIS EVALUATION?  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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THE ABOVE INFORMATION IS ACCURATE TO THE BEST OF MY KNOWLEDGE:  

__________________________________     _______________________________________

PRINTED NAME OF CC/CCF                            SIGNATURE                                      DATE:

ADDITIONAL COMMENTS BY THE COMMANDER OR FIRST SERGEANT:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I HAVE TOLD THE EVALUEE (CHECK ALL THAT APPLY):

      (1)   EXACTLY WHY HE/SHE IS BEING REFERRED

      (2)   THIS IS A FORMAL EVALUATIVE PROCESS WHICH MAY RESULT IN ANY NUMBER OF POSSIBLE RECOMMENDATIONS FROM THE PSYCHOLOGIST INCLUDING SEPARATION, WHICH IS MY DECISION DISCRETION.

      (3) MEMBER HAS RECEIVED A COPY OF THE LETTER DIRECTING THEM FOR THE EVALUATION.

_________________________________________________                                                                                     COMMANDER’S SIGNATURE
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TALKING PAPER

ON

ADAPT: Alcohol and Drug Abuse Prevention and Treatment

AFI 44-121, 28 September 2001

Program Objectives:  To promote readiness and health and wellness through the prevention and treatment of substance abuse; minimize the negative consequences of abuse to the individual, family, and organization; provide comprehensive education and treatment to individuals who experience problems attributed to substance abuse; and return identified substance abusers to unrestricted duty status or assist them in their transition to civilian life, as appropriate.

Availability of Services:

a. Active Duty are provided both preventative/educational material and treatment services.

b. Retirees and dependents receive services off base, as authorized by TRICARE.

c. DOD Civilian employees receive initial assessment and referral services without cost.

Program Changes: ADAPT replaces the “Substance Abuse Reorientation and Treatment” or SART.  Consequently there are no longer Tracks of service delivery, ex. Tracks I – V.

Self Identification is reserved for members who are not currently under investigation or pending action as a result of an alcohol-related incident.  Information gained during an assessment of an individual who is a self-ID cannot be used against the member in a court martial or to characterize service at the time of discharge.  Similarly, members who voluntarily disclose evidence of personal drug use or posession will be given limited protection by their commanders if this information is revealed with the intention of entering treatment.  A member can not “disenroll” from the ADAPT just because they self-identified as having a problem.

Individuals referred as a result of DUI/DWI will receive a minimum of six hours of education before reinstatement of base driving privileges IAW DoD 1010.7.

Individuals meeting established medical criteria for alcoholism, and diagnosed Alcohol Abuse or Alcohol Dependence shall receive either extensive outpatient follow-up, or be initially directed to a Substance Abuse Treatment Program.  We currently use W-PAFB, OH.

IAW section, 3.8.10. “Application of administrative restrictions should be based on the establishment of a UIF or control roster resulting from the member’s unacceptable behavior and not solely based on their involvement in the ADAPT program.”

There is no longer a required length of time for program participation, regardless of the diagnosis (Alcohol Abuse or Alcohol Dependence), see below.
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Commander’s Responsibilities:

a. Take every opportunity to ensure squadron supervisory personnel are trained to understand the negative impact of substance abuse on the mission, how to identify the warning signs of abuse, and how to refer individuals for assessment and/or treatment.  Provide incentive to encourage members to seek help for problems with alcohol without fear of negative consequences.

b. IAW section 3.8.1 “A unit commander shall refer all service members or DoD Federal civilian employees for assessment when substance abuse is suspected to be a contributing factor in any incident, e.g., DUI, public intoxication, drunk and disorderly, or spouse/child abuse and maltreatment.”

c. Coordinate with JAG and direct drug testing within 24 hours of alcohol related incidents of misconduct, aberrant or bizarre behavior, or when there is suspicion of multiple drug use.

d. Blood Alcohol Tests, BATs are to be taken, whenever possible, as soon after the incident as possible.  Results of BATs and drug testing are reported to ADAPT staff before the assessment appointment.

e. ADAPT staff is to be notified within 7 days of the incident to initiate assessment.  For DUI/DWI “the commander will refer the member as soon as possible.

f. Individuals under investigation for drug abuse are referred for assessment after the commander signs DD Form 458, Charge Sheet.  Commanders who elect not to prefer charges but suspect the individual of drug abuse must refer members for an assessment as soon as possible.

g. The individual’s supervisor is directed to contact the ADAPT staff before the assessment to provide relevant information regarding on and off duty behavior.

h. Prior to referral, the commander informs the member of the reason for the referral, that 

the referral is nonpunitive, and that the member must report in uniform for the assessment.  Assessment and/or treatment will not be delayed by ordinary leave or TDYs.

Treatment Team Meetings, (TTM): The primary objective of the Treatment Team is to guide the clinical course of the treatment of the patient after examining all the facts.

a. Membership:  Commander and/or First Sergeant, member’s supervisor, ADAPT Program Manager (ADAPTPM), substance abuse counselor, and a flight surgeon when members are on flying status, and the member unless deemed clinically inappropriate.

b. Responsibilities:  ADAPTPM chairs the meeting and determines the clinical course of treatment.  The commander shall provide command authority to implement the treatment plan when the member does not voluntarily comply with the TTM’s decisions.  In cases of DUI/DWI, the ADAPT credentialed provider will provide the commander assessment results before adjudication.  The ADAPTPM will ensure members identified for illicit or illegal drug abuse or those diagnosed with Alcohol Abuse or Alcohol Dependence will be referred for human immunodeficiency virus (HIV) testing.  The ADAPTPM, in consultation with the other team members, makes the treatment decision within 15 duty days of the referral.  Member’s diagnosed as Alcohol Abuse or Alcohol Dependence will be placed on profile (S4T) for a period of 6 months, and will not be qualified for worldwide duty.  The Director of the inpatient treatment facility will provide both the ADAPTPM and the commander a treatment summary, to include aftercare recommendations.  Follow-up:  Patients returning from inpatient treatment will have a TTM within 10 duty days of their return. 

c. Program Completion:  Members diagnosed Alcohol Abuse or Alcohol Dependence are considered to be eligible for program completion when they are felt by the TTM to no longer require services, and the ADAPTPM or credentialed medical provider believes the individual meets diagnostic criteria for early, full remission of their illness.

d. Program Failure:  IAW section, 3.16.2, “The TTM determines a patient to have failed the program based on a demonstrated pattern of unacceptable behavior, inability or unwillingness to comply with their treatment plan, or involvement in alcohol and/or drug related incidents after receiving initial treatment.  Program failure is based on the patient’s repeated failure to meet and maintain Air Force standards (behavior) rather than solely on the use of alcohol.”  Commanders separate the member IAW AFI 36-3207, or AFI 36-3208. 

AIR FORCE DRUG TESTING PROGRAM

     The illegal use of drugs is a national problem that seriously affects every Air Force active duty member and civilian employee.  Drug abuse not only affects individual users and their families, but it also presents new dangers for the workplace.  As individuals, it is imperative that we each take a leadership role in the effort to reduce the illegal use of drugs.

     Drug Demand Reduction is a sub-category of the counter-drug program.  The Demand Reduction Program (DRP) funds the military drug testing laboratory, civilian drug testing, demand reduction education and training programs, and the community outreach programs.  Its focus is on preventing illicit drug use among active duty personnel and their family members, and DoD civilians.  Underage drinking, alcohol abuse, tobacco use, and the abuse of legal drugs are not a part of this program. 

     The DDRP is staffed by a DDRP Manager (DRPM), a Drug Testing Program Administrative Manager (DTPAM), and an assistant to the DTPAM.  The duties of the DDRP staff include:

-- Managing all aspects of the Drug Testing Program IAW DoD Directives 1010.1 and 1010.16, and AFI 44-120.


-- Coordinate and approve local written procedures.

-- Conduct illicit drug threat assessment to determine impact on mission readiness

-- Establish contact with community dealing with the prevention of illicit drug use


-- Organize and present periodic lectures and presentations


-- Responsible for all drug testing reports

-- Use Air Force approved software program to randomly select personnel for testing

-- Perform the collection, packaging, shipping and chain of custody of urinalysis testing

-- Conduct anti-drug educational classes, to include but not limited to:  local and DoD Dependent Schools where family members attend; commander’s calls; Family Support Centers; parent groups; youth and teen centers; and other base sponsored community organizations.
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TYPES OF MILITARY DRUG TESTING

INSPECTION TESTING

- Daily random base wide testing of all military members assigned

- Can include unit sweep

  -- Requested by unit commander

  -- Coordinated by DRPM

- Positive test results may be used for UCMJ action, characterization of  discharge, and 

  administrative action

PROBABLE CAUSE TESTING

- Used when commander has probable cause to suspect member has ingested drugs, is drug 

   intoxicated, or has been  involved in a drug related offense

- Direct coordination with Staff Judge Advocate’s office required by commander

- Results may be used for UCMJ action, characterization of discharge, and administrative action

COMMANDER DIRECTED TESTING

- Used when commander suspects drug use

- Often confused with probable cause testing

- Direct coordination with Staff Judge Advocate’s Office required by commander

- Results may be used for administrative action only

- Results may not be used for UCMJ action or characterization of discharge

VOLUNTARY CONSENT TESTING

- Commander requests member to give sample

- Preferred method to Commander Directed

- Direct coordination with Staff Judge Advocate’s office required by commander

- Results may be used for UCMJ action, characterization of discharge, and administrative action
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