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Editorial

The Mental Health of Our Deploying Generation

Richard E. Stoltz, PhD (CAPT, USN)

here’s a famous saying that “the only
victor in war is medicine” History
has provided us with ample lessons
learned from previous wars, just as military
medicine is benefiting from knowledge
gained from the last 12 years of persis-
tent warfare. These lessons have led to an
unprecedented understanding of how best
to respond, implement and deliver mental
health services — on and off the battlefield.
More than 2.6 million service mem-
bers of the active component, National
Guard and Reserve have deployed — many
repeatedly - in support of combat opera-
tions in Iraq and Afghanistan over the last
12 years. It is well recognized that exposure
to combat can increase the risk of devel-
oping mental health conditions. Although
the majority of service members who have
deployed will not develop depression,
anxiety, or post-traumatic stress disorder
(PTSD), everyone who has deployed will
change to some degree and, once home,

Warriors don't fight alone

Knowing when to get help takes strength

You take care of your body, so make sure you take care of your mind.
Mental health help is quick, effective and will benefit you and those who
matter to you. Don't wait, reach out to your resource below:

will find a new “normal” in a fairly quick
amount of time.

For some service members, though, it
doesn’t work that way. Some combat veter-
ans have witnessed gruesome events. They
might have seen their best efforts fail to
prevent their friends from being killed or
wounded by improvised explosive device
(IED) explosions or other hostile fire.
They have had to come to terms with the
fact that any person, including women and
children, could be their enemy. Even more
disturbing, they may have been involved in
the accidental deaths of innocent civilians
including children.

Sometimes the reality of what these
service members have experienced is inde-
scribable and usually unimaginable to those
who have not been to war and witnessed
its horrors. When many service members
return from deployments, they are con-
fused and fearful and they experience high
levels of depression, anxiety, or symptoms
of PTSD they do not fully understand.

Many troubled service members des-
perately want to sleep better at night but
can’t. They long to feel more inner peace
and to not repeatedly revisit memories of
past horrific experiences. They yearn to be
better spouses, better parents, and better
friends, but aren’t sure how to make that
happen. They may experience an increase
in alcohol abuse but have trouble cutting
back. All of this might be exacerbated by
physical injuries and various traumas from
previous deployments.

Some service members may try to con-
vince themselves that their problems are
not serious in order to justify their decision
to avoid seeking professional help. They
search for ways to block an awareness of
their inner malaise. This may work tempo-
rarily, but any relief is usually short lived,
thwarting their ability to heal. Others may
want professional help but fear it will harm
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their careers or they will be perceived as
weak by those closest to them. Many who
take the courageous step to receive treat-
ment are pleased with the results.

Whether that assistance involves social
support, education, group therapy, mind-
body medicine, virtual reality, hypnosis,
spiritual counseling, cognitive behavioral
therapy, mindfulness, meditation, or other
interventions, it is imperative to recognize
that the best treatment for some may not
be the best treatment for others and some-
times it takes a while to figure this out.

Its equally important to understand
that what service members’ minds needed
to do to increase their chances of survival
in combat is the opposite of what their
minds will need to do to heal. In the com-
bat setting blocking out inner turmoil and
remaining fully alert to one’s dangerous
environment is critical. In safe settings it
is important to find ways to work through
troubling thoughts and feelings that war
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often generates. In combination with ther-
apy it’s often helpful for service members to
share their combat experiences with other
veterans whove had similar experiences.
Exercise, good nutrition and healthy sleep
are also beneficial.

There is still much to learn about how
best to help service members who are expe-
riencing highly treatable conditions such
as PTSD, depression, anxiety and sub-
stance abuse. Major efforts by the military
health care system have increased treat-
ment resources and access to care. Initia-
tives undertaken to promote help-seeking
behavior for mental health concerns have
gained significant traction and enabled
many to receive help. Our knowledge and
skill in implementing multiple, evidence-
based treatment modalities continue to
improve. Ongoing research on optimum
ways to assist and treat service members
has greatly intensified over the last several
years and is already showing promising
results.

This month’s edition of the MSMR
highlights the stark reality that “war is hell”
Forceful and intense physical and mental
stress is a natural result. If “the lessons of
the last war are almost always ignored in
the next war...” as historian Eric T. Dean,
Jr. implies, then the last 12 years could very
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well result in long-term mental health dis-
abilities for thousands of heroes who have
courageously ventured into harm’s way.!
Though our military and civilian
health care system has a much broader
understanding of the common struggles
endured after a decade of unconventional
warfare, the journey is not yet complete.
The demand to continuously improve our
knowledge and methods to effectively pre-
pare, screen, diagnose and treat service
members with mental health concerns will

persist long after all of our nation’s heroes
have returned home.

Author Affiliation: Defense Centers of Excel-
lence for Psychological Health and Trau-
matic Brain Injury (DCoE) (Capt Stoltz).

REFERENCES

1. Dean ET Jr. Shook over hell: post-traumatic
stress, Vietnam, and the Civil War. Cambridge, MA:
Harvard University Press; 1997: 35.

-
"
]
L}
»
?
L
.
.
’

YOU HURT. WE HELP.

SR e | e

4

= e

~ R Lo

@ Psychological and Emotional Well-Being

Your job isn't easy. You're asked to do things most people can’t do, be in situations most people can't handle or make decisions
most people couldn‘t fathom. These challenges may place a big toll on you. Yet, to be successful in the Navy and Marine Corps,
you have to be resilient and psychologically strong. That's where the Health Promotion and Wellness Department of the Navy
and Marine Corps Public Health Center can help. We have the resources and tools to help you navigate stress and strengthen
your resilience so you can perform at your best. If you or someone you know is in crisis, please call the Military Crisis Line for

confidential support at 1-800-273-TALK (8255) and Press 1.

E. E To learn how our programs can help keep you fit for service and improve your overall health, visit us at

WWW.MED.NAVY.MIL/SITES/NMCPHC/HEALTH-PROMOTION

i

NAVY AND MARINE CORPS PUBLIC HEALTH CENTER \
PREVENTION AND PROTECTION START HERE 4

Page 3




Summary of Mental Disorder Hospitalizations, Active and Reserve Components,

U.S. Armed Forces, 2000-2012

Mental disorders are the leading cause of hospital bed days and the second
leading cause of medical encounters for active component service members
in the U.S. military. Mental disorder-related hospitalizations among military
members have increased in both number and duration since 2006; mental
disorders are the only illness/injury category for which hospitalization rates
have markedly increased during the first 11 years of the Iraq and Afghanistan
wars. Between 2000 and 2012, 159,107 active component service members
experienced 192,317 mental disorder hospitalizations. There were approx-
imately 87 percent more mental disorder-related hospitalizations in 2011
(n=21,646) than in 2000 (n=11,604); in 2012, this number declined slightly
(n=21,360). The overall increase since 2006 was largely due to sharp increases
in hospitalizations for post-traumatic stress disorder (PTSD), depression,
alcohol abuse and dependence, and adjustment disorder (% increases in hos-
pitalizations, 2006-2012: PTSD: 192%; depression: 66%; alcohol abuse and
dependence: 110%; adjustment disorder: 52%). Similar rates of increase
occurred among members of the reserve component. The percentage of men-
tal disorder hospitalization records with a second (concurrent) mental disor-
der diagnosis increased during the surveillance period; more than half of all
service members hospitalized for a mental disorder had a second mental dis-

order diagnosis documented during the same hospitalization.

ental disorders account for
more hospitalizations of U.S.
service members than any

other major diagnostic category."* Mental
disorder-related hospitalizations among
military members have increased in both
number and duration since 2006;® in addi-
tion, mental disorders are the only illness/
injury category for which hospitalization
rates have increased during the Iraq and
Afghanistan wars.*

The public health impact and occu-
pational burden associated with mental
disorder-related hospitalizations is con-
siderable; for example, attrition rates for
service members within six months of a
mental disorder-related hospitalization
are four times higher than those for hospi-
talization for other injuries or illness® and
the risk of dying from suicide is greatly
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elevated in active component service mem-
bers who have been hospitalized for a men-
tal disorder.®

This report documents the number
and length of mental disorder-related hos-
pitalizations in the active and reserve com-
ponents of the U.S. Armed Forces during
the past 13 years. The frequencies of co-
occurring mental disorder diagnoses are
also examined.

METHODS

The surveillance period was 1 January
2000 to 31 December 2012. The surveillance
population included all individuals who
served in the active and reserve (Reserve
and Guard) components of the U.S. Armed
Services at any time during the surveillance

period. Endpoints of analyses were men-
tal disorder-related hospitalizations; for
analysis purposes, these were defined by
hospitalization records with primary (first-
listed) diagnoses of a mental disorder or
a diagnosis of suicidal ideation. For sum-
mary purposes, mental disorder-related
hospitalizations were grouped into twelve
categories: adjustment disorders, alcohol
abuse and dependence, substance abuse
and dependence, anxiety, post-traumatic
stress disorder (PTSD), depression, bipolar
disorder, personality disorders, schizophre-
nia, other psychoses, other mental health
disorders and suicidal ideation (Table 1).
Hospitalizations with suicidal ideation as
the primary diagnosis are summarized
only from 2006 forward as the diagnostic
code for suicidal ideation was not added
to the International Classification of Dis-
eases (ICD-9-CM) until October 2005. An
individual could be counted in more than
one mental disorder category. All unique
hospitalization records were summarized;
an individual could be counted multiple
times if that individual had multiple men-
tal disorder-related hospitalization records
occurring on different days.

Some analyses were performed only
for the subset of the six most frequent men-
tal disorder hospitalizations (i.e., hospital-
izations for adjustment disorder, alcohol
abuse and dependence, bipolar disorder,
depression, PTSD, and substance abuse
and dependence). For these six categories
of mental disorder-related hospitalization,
the percentages of mental disorder-related
hospitalizations with another mental dis-
order diagnosis in diagnostic positions two
through eight in the same hospitalization
record were calculated.

RESULTS

During the 13-year surveillance
period, 159,107 active component service
members experienced a total of 192,317
mental disorder hospitalizations. Annual
numbers of mental disorder-related
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TABLE 1. Mental disorder categories and diagnostic codes (ICD-9-CM)

Diagnostic category

ICD-9 mental disorders

Adjustment disorders

Anxiety disorders

Post-traumatic stress disorder (PTSD)
Bipolar disorder

Depressive disorders

ICD-9 codes

309.0x-309.9x (excluding 309.81)

300.0x, 300.2x, 300.3

309.81

296.0x, 296.1x, 296.4x%, 296.5x, 296.6x, 296.7, 296.8x

296.20-296.35, 296.90, 300.4, 311.xx, 301.6, 301.7,
301.81, 301.82, 301.83, 301.84, 301.89, 301.9

301.0, 301.10,301.11, 301.12, 301.13, 301.20, 301.21,

Personality disorders

301.22, 301.3, 301.4, 301.50, 301.51, 301.59, 301.6,

301.7, 301.81, 301.82, 301.83, 301.84, 301.89, 301.9

Schizophrenia
Other psychotic disorders

Alcohol abuse/dependence disorders
Substance abuse/dependence disorders

Other mental health disorder

Suicidal ideation

hospitalizations remained fairly stable from
2000 through 2006 and then monotonically
increased through 2011 and stabilized in
2012 (Figure 1). There were approximately
87 percent more mental disorder-related

FIGURE 1. Number of mental disorder hospitalizations by
category, active component, U.S. Armed Forces, 2000-2012
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295.xx

293.81, 293.82, 297.0x-297.3x, 297.8, 297.9, 298.0.
298.1, 298.2, 298.3, 298.4, 298.8, 298.9

303.xx, 305.0x, 291.81, 291.0
304.xx, 305.2x-305.9x (excluding 305.1)

Any other code between 290-319 (excluding 305.1,
299.xx, 315.xx, 317.xx-319.xx)

V62.84

2012

hospitalizations in 2011 (n=21,646) than
in 2000 (n=11,604); in 2012, this num-
ber declined slightly (n=21,360) (Figure 1).
The overall increase since 2006 was largely
due to sharp increases in hospitalizations
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for PTSD, depression, alcohol abuse and
dependence, and adjustment disorder (%
increases in hospitalizations, 2006-2012:
PTSD: 192%; depression: 66%; alcohol
abuse and dependence: 110%; adjustment
disorder: 52%) (Figure 1).

During the same period, 22,456
reserve component service members expe-
rienced a total of 26,925 mental disorder
hospitalizations. The number of mental dis-
order-related hospitalizations almost dou-
bled from 2002 (n=961) to 2003 (n=1,868)
and then remained relatively stable though
2006. As in the active component, annual
numbers of mental disorder-related hospi-
talizations after 2006 increased each year
through 2011; between 2006 (n=1,919) and
2011 (n=3,101), mental disorder-related
hospitalizations increased by approxi-
mately 62 percent (Figure 2).

In active component service members,
during each year from 2000 to 2003, there
were more hospitalizations for adjustment
disorders than any other category of men-
tal disorders; however, during each year
from 2004 to 2012, there were more hospi-
talizations for depression than any other cat-
egory of mental disorders (Figure 1). In 2000,

FIGURE 2. Number of mental disorder hospitalizations by
category, reserve component, U.S. Armed Forces, 2000-2012
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FIGURE 3.
component, U.S. Armed Forces, 2000-2012
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hospitalization rates for adjustment disor-
ders were higher than for any other mental
disorder category (306.8 per 10,000 person-
years [p-yrs]); in 2004, hospitalization rates
for depression (247.8 per 10,000 p-yrs)
exceeded those of adjustment disorder (224.2

per 10,000 p-yrs). Hospitalization rates for
depression continued to increase through
2012 and remained higher than rates in any
other mental disorder category (Figure 3).
Among reserve component service
members, there were more hospitalizations

for depression than for adjustment disor-
ders in every year of the surveillance period
(Figure 2).

The mean and median length of men-
tal disorder-related hospitalizations varied
substantially by mental disorder category
(data not shown). Between 2000 and 2012,
hospitalizations for schizophrenia had the
longest median lengths of any mental dis-
order-related hospitalizations, although the
median length for these hospitalizations
declined over the course of the time period
(median length in 2000: 19 days versus
median length in 2012: 10 days). In contrast,
both mean and median lengths of hospital-
izations for alcohol abuse and dependence
and PTSD increased between 2009 and 2012.
The annual mean length of hospitalizations
where alcohol abuse and dependence was
the primary diagnosis increased from 9 days
in 2009 to 12 days in 2012; similar increases
in median length were also observed (2009:
4 days; 2012: 6 days). The largest increase in
length of hospitalization was observed for
PTSD-related hospitalizations; the length
of PTSD-related hospitalizations increased
from a mean of 10 days and median length
of 6 days in 2000 to a mean length of 17 days
and a median length of 9 days in 2012. Mean
and median lengths of hospitalization for
other categories of mental disorder-related
hospitalizations remained relatively stable
over the 13-year period (data not shown).

FIGURE 4. Percentage of mental disorder hospitalizations for the six most common conditions with another mental disorder diagnosis and

with an alcohol/substance abuse diagnosis, active component, U.S. Armed Forces, 2000-2012
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TABLE 2. Frequencies of diagnoses in other diagnostic positions (dx2-dx8) for mental disorder hospitalizations, active component, U.S.
Armed Forces, 2000-2012

Frequency of ICD-9-CM codes in the secondary diagnostic position (dx2)

Adjustment Alcohol abuse/dependence Substance abuse/dependence

No. Code Description No. Code Description No. Code Description
1 4,980 V6284 Suicidal ideation 1,257 3051 Nondependent tobacco use disorder 403 30401 Opioid type dependence continuous use
2 3,310 3019 Unspecified personality disorder 1,188 311  Depressive disorder NEC 328 30400 Opioid type dependence unspec use
3 2,523 30500 Nondependent alcohol abuse 1,036 V6284 Suicidal ideation 276 311 Depressive disorder NEC
4 1620 V622 gg}ggj%%‘;;%ﬁr‘ﬂ""a' circumstances/ 921 30981 PTSD 262 2920 Drug withdrawal
5 1548 V6110 ggst)‘fgrcng"unse"”g for maritalipartner 777 30391 doéggzggiggficffrﬂiﬁt’ggso'drmking 256 30500 Nondependent alcohol abuse
6 1,469 3051 Nondependent tobacco use disorder 689 29181 Alcohol withdrawal 249 30981 PTSD
7 1,328 V6229 Career choice problem 641 30390 Other/unspecified alcohol dependence 224 30390 Other/unspecified alcohol dependence
8 1,303 30183 Borderline personality disorder 549 29620 gggfg (é%?srggzive affective disorder; 186 3051 Nondependent tobacco use disorder
9 944 30390 Other/unspecified alcohol dependence 444 30000 Anxiety state unspecified 165 30000 Anxiety state unspecified
10 850 30981 PTSD 422 4019 Unspecified essential hypertension 159 V6284 Suicidal ideation

Frequency of ICD-9-CM codes in the 3rd-8th diagnostic position (dx3-dx8)

Adjustment Alcohol abuse/dependence Substance abuse/dependence

No. Code Description No. Code Description No. Code Description
1 5,444 V6229 Career choice problem 3,971 3051 Nondependent tobacco use disorder 1,303 3051 Nondependent tobacco use disorder
2 5,034 3051 Nondependenttobacco use disorder 1,777 4019 Unspecified essential hypertension 609 30981 PTSD
3 4913 V622 32‘,:&]%%‘;;’%5:}?”3' circumstances/ 1 573 309981 PTSD 462 311  Depressive disorder NEC
4 3525 V6110 ggﬁﬁgfgﬁ%ﬁ%gse"”g formarital/ 4 418 311 Depressive disorder NEC 419 30000 Anxiety state unspecified
5 2,049 3019 Unspecified personality disorder 1,383 V6229 Career choice problem 402 V6229 Career choice problem

: Unspecified counseling for marital/ f !
6 1,279 V602 Inadequate material resources 1,052 V6110 partner problems 389 33829 Other chronic pain
A Other occupational circumstances/
7 1,250 V625 Legal circumstances 986 V622 maladjustment 290 7242 Lumbago
8 1,178 V6289 Other psychological/physical stress 954 30000 Anxiety state unspecified 279 V622 Other occupational circumstances/
maladjustment

9 1,132 30500 Nondependent alcohol abuse 654 53081 Esophageal reflux 261 3019 Unspecified personality disorder
10 1,129 30183 Borderline personality disorder 615 3019 Unspecified personality disorder 242 4019 Unspecified essential hypertension

NEC=Not elsewhere classified;PTSD=post-traumatic stress disorder

Characteristics of the six most frequent mental
disorder related hospitalizations

Between 2000 and 2012, the six most
frequent primary diagnoses for mental
disorder-related hospitalizations among
active component military members
were as follows: depression (n=55,586),

July 2013 Vol. 20 No.7 M SMR

adjustment disorder (n=49,790), alcohol
abuse and dependence (n=28,645), PTSD
(n=11,033), bipolar disorder (n=9,808),
and substance abuse and dependence
(n=8,059).

In general, greater than 50 percent
of mental disorder-related hospitaliza-

tions had a co-occurring mental disorder

diagnosis in a secondary diagnostic posi-
tion in the same hospitalization record.
Overall, the percentages of co-occur-
ring mental disorder diagnoses increased
between 2000 and 2012 for every category
of mental disorder-related hospitalization
(Figure 4). PTSD hospitalizations had the
highest percentage of co-occurring mental
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TABLE 2. Continued. Frequencies of diagnoses in other diagnostic positions (dx2-dx8) for mental disorder hospitalizations,

component, U.S. Armed Forces, 2000-2012

Frequency of ICD-9-CM codes in the secondary diagnostic position (dx2)

PTSD Depression

No. Code Description No. Code Description
1 867 311 Depressive disorder NEC 6,370 V6284 Suicidal ideation
2 813 V6284 Suicidal ideation 3,781 30981 PTSD
3 521 30500 Nondependent alcohol abuse 2,472 30500 Nondependent alcohol abuse
4 519 29620 g’l'ggl’é cé%f’srgjgi"e affective disorder; 4 545 30000 Anxiety state unspecified
5 513 30390 Other/unspecified alcohol dependence 1,704 3019 Unspecified personality disorder
6 479 V705 Health examination 1,561 30390 Other/unspecified alcohol dependence
7 332 29633 Il’\gzéljuorrrgﬁtpée'ssi\ée faﬁectiveddisorder 1,192 3051 Nondependent tobacco use disorder

pisode; severe degree

8 282 29690 Unspecified episodic mood disorder 950 30183 Borderline personality disorder
9 206 30000 Anxiety state unspecified 834 3009 ynspecified nonpsychotic mental
10 203 20630 Major depressive affective disorder 738 3004 Dysthymic disorder

recurrent episode; unspecified degree

Frequency of ICD-9-CM codes in the 3rd-8th diagnostic position (dx3-dx8)

PTSD Depression
No. Code Description No. Code Description
1 1,733 3051 Nondependent tobacco use disorder 5,988 3051 Nondependent tobacco use disorder
2 801 V6229 Career choice problem 3,320 V6229 Career choice problem
3 681 V705 ?ft%?pﬁﬁ?gwgﬂon of defined 3218 V622 %ahlgtrjj%%?rl#%antional circumstances or
4 641 4019  Unspecified essential hypertension 3,026 30981 Posttraumatic stress disorder
5 623 V1552 il‘;']]e[:?;nal history of traumatic brain 2453 V6110 ggrstggfgi%%ﬁeﬁgseling for marital and
6 603 V622 %g}ggﬁggnpeeﬁ{onal circumstances or 1,999 3019 Unspecified personality disorder
7 547 30500 L':‘rﬁ’s“g:cﬁﬁgg%?fnflf%hg'eﬁg\‘,’;? 1,852 V6284 Suicidal ideation
8 543 33829 Other chronic pain 1,720 30500 ﬂﬁ:g:gﬁgg%’;fnﬂ%%hgéﬁg\‘,‘z‘:
9 542 30000 Anxiety state unspecified 1,581 4019 Unspecified essential hypertension
10 538 311 Depressive disorder not elsewhere 1,522 30183 Borderline personality disorder

classified

NEC=Not elsewhere classified;PTSD=post-traumatic stress disorder

disorder diagnoses (77.3%); this percent-
age increased every year between 2006 and
2012 (2006: 70.2%; 2012: 82.5%). Overall,
PTSD hospitalizations also had the high-
est percentage of co-occurring diagnoses
related to alcohol or substance abuse or
dependence (2000-2012: 27.8%); this pro-
portion increased every year between 2004

Page 8

(16.3%) and 2010 (30.1%), and then slightly
declined (2011: 28.5%; 2012: 29.0%) (Figure
4).

Among hospitalizations for each of
the six most frequent primary diagno-
ses of mental disorder, suicidal ideation
was listed as one of the top three most fre-
quent co-occurring diagnoses except for

active

Bipolar

No. Code Description

644 V6284 Suicidal ideation

605 30981 PTSD

389 30500 Nondependent alcohol abuse

320 3051 Nondependent tobacco use disorder
311 30390 Other/unspecified alcohol dependence
244 3019 Unspecified personality disorder
230 V622 S]t;}ga jtl)Jcsct:ll111;)eanttional circumstances/
206 30183 Borderline personality disorder

174 30000 Anxiety state unspecified

123 30590 Other mixed/unspecified drug abuse

Bipolar

No. Code Description
1,160 3051 Nondependent tobacco use disorder
691 V622 ?qg}::j j%%%rl:]%zﬁtional circumstances or
616 V6229 Career choice problem

499 30981 Posttraumatic stress disorder

356 3019 Unspecified personality disorder

303 4019 Unspecified essential hypertension
271 30500 e Ghinking behavior

268 V6110 ;Jgsﬁg::igi%%ﬁac:gr;seling for marital and
267 30183 Borderline personality disorder

257 V1541 Personal history of physical abuse

hospitalizations for substance abuse and
dependence, for which it was listed as the
tenth most frequent co-occurring diagno-
sis (Table 2).

With the exception of hospitalizations
for alcohol abuse and dependence, hospi-
talization rates for each of the six selected
mental disorders were highest in the Army;

MSMR Vol.20 No.7 July 2013



TABLE 3. Incident counts and incidence rates of mental disorder hospitalizations, active component, U.S. Armed Forces, 2000-2012

Alcohol abuse/ Substance abuse/
disorder disorder PTSD

No. Rate* RR No. Rate? RR No. Rate* RR No. Rate? RR No. Rate* RR No. Rate? RR

Adjustment Depression Bipolar

Total 49,790 268.3 28,645 154.3 8,059 434 11,033 594 55,586 299.5 9,808 52.8
Service

Army 25,147 3781 1.00 13,468 2025 100 5507 828 1.00 7,592 1141 1.00 28,427 4274 100 4,875 733 1.00
Navy 9,929 220.0 058 4,651 103.0 0.51 740 164 0.20 939 208 018 9623 2132 050 1,924 426 0.58
Air Force 8,474 1893 0.50 5934 1325 0.65 948 212 0.26 874 195 0.7 11,939 266.7 0.62 1,880 420 0.57
Marine Corps 5699 2369 0.63 3501 1456 0.72 683 284 034 1569 652 057 4,571 1900 0.44 940 39.1 0.53
Coast Guard 541 1056 0.28 1,091 2129 1.05 181 353 043 59 115 010 1,026 2002 0.47 189 369 0.50
Sex

Male 38,885 2451 1.00 25297 1594 100 7,196 454 100 9200 58.0 1.00 41,726 263.0 100 7,464 47.0 1.00
Female 10,905 404.7 1.65 3,348 1243 0.78 863 320 071 1,833 680 1.17 13,860 5144 196 2,344 87.0 1.85
Race/ethnicity

White, non-Hispanic 31,732 2725 1.00 20,444 1756 1.00 6,472 556 1.00 7,469 641 1.00 36,815 316.2 1.00 6,838 58.7 1.00

Black, non-Hispanic 8,426 264.4 0.97 3,401 106.7 0.61 593 18,6 0.33 1,319 414 0.65 8,227 258.2 0.82 1,427 448 0.76

Other 9,632 258.3 0.95 4,800 128.7 0.73 994 26.7 0.48 2,245 602 094 10,544 2828 0.89 1543 414 0.70
Males age

<20 8,963 628.2 1.00 1,270 89.0 1.00 422 29.6 1.00 220 154 1.00 4,950 3469 1.00 822 57.6 1.00
20-24 19,129 364.1 0.58 10,555 200.9 2.26 3,162 60.2 2.03 3,228 614 398 18,336 349.0 1.01 3,525 67.1 1.16
25-29 6,249 186.6 0.30 5852 1747 1.96 2,097 62.6 2.12 2,787 832 540 8,936 266.8 0.77 1,575 47.0 0.82
30-34 2,480 106.6 0.17 3,005 129.2 145 840 36.1 1.22 1,464 629 4.08 4,451 191.3 0.55 751 32.3 0.56
35-39 1,309 65.4 0.10 2,479 1238 1.39 417 20.8 0.70 895 447 290 2,990 1493 0.43 451 225 0.39
40-49 719 51.5 0.08 1,990 1426 1.60 241 17.3  0.58 591 424 275 1,928 138.2 0.40 315 226 0.39
50+ 36 32.6 0.05 146 1324 1.49 17 154  0.52 15 13.6 0.88 135 1224 0.35 25 22.7 0.39
Females age

<20 3,322 1,155.2 1.00 295 102.6 1.00 76 26.4 1.00 225 782 1.00 2,173 755.6 1.00 312 1085 1.00
20-24 5178 533.7 0.46 1,604 1653 1.61 389 40.1 152 766 789 1.01 6,004 618.8 0.82 1,043 1075 0.99
25-29 1,410 2355 0.20 666 111.3 1.08 228 38.1 144 369 616 0.79 2,769 462.6 0.61 511 854 0.79
30-34 563 158.1 0.14 312 87.6 0.85 86 241 091 193 542 0.69 1,351 379.3 0.50 224 629 0.58
35-39 287 106.9 0.09 202 75.2 0.73 49 18.3  0.69 162 60.3 0.77 884 329.3 0.44 150 55.9 0.52
40-49 135 69.8 0.06 256 1323 1.29 30 155 0.59 114 589 0.75 643 3324 0.44 99 51.2 0.47
50+ 10 50.7 0.04 13 65.9 0.64 5) 254 0.96 4 203 0.26 36 1826 0.24 5 254 0.23

Ever deployed prior to mental disorder hospitalization
No 34,477 3100 1.00 12,865 1157 1.00 3,370 303 1.00 1,660 149 1.00 28,375 2552 1.00 4,777 43.0 1.00
Yes 9,831 1321 043 9,513 1279 111 2915 392 129 6637 89.2 598 14658 197.0 0.77 2,086 28.0 0.65

No. of deployments prior to mental disorder hospitalization

No. % No. % No. % No. % No. % No. %
0 (never deployed) 35,401 78.3 13,063 57.9 3,433 54.1 1,858 21.9 29,217 66.6 4,997 705
1 6,703 148 5,868 26.0 2,039 321 3,445 40.6 9,254 21.1 1,404 19.8
2 2,189 48 2,403 10.6 623 9.8 1,088 234 3,500 8.2 468 6.6
3+ 939 21 1,242 55 253 4.0 1,204 14.2 1,814 4.1 214 3.0

2Rate per 10,000 person-years
RR=Rate ratio;PTSD=post-traumatic stress disorder
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FIGURE 5. Number of bed days for mental disorder hospitalizations by selected categories,
active component, U.S. Armed Forces, 2000-2012
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the Coast Guard’s hospitalization rate for
alcohol abuse and dependence was slightly
higher than the Army’s (RR: 1.05) (Table 3).
Females were more likely to be hospitalized
for adjustment disorders, PTSD, depres-
sion, and bipolar disorder and relatively
less likely to be hospitalized for alcohol
and substance abuse or dependence than
males. Both males and females less than 20
years of age had the highest hospitalization
rates for adjustment disorder. Hospitaliza-
tion rates for alcohol and substance abuse
and dependence were highest in males
and females between the ages of 20 and 29.
Hospitalization rates for PTSD peaked for
males in the 25-29 age group; for females,
rates were highest in those 20-24 years of
age. For males, hospitalization rates for
depression and bipolar disorder were high-
est in those 20-24 years of age, while these
hospitalization rates were highest in the
youngest females (Table 3).

Almost 80 percent of service members
hospitalized for adjustment disorder had
never deployed prior to their hospitaliza-
tions; on the other hand, only 21.9 percent
of those hospitalized with PTSD as the pri-
mary diagnosis had never deployed. Over-
all, those who had deployed at least once
prior to their mental disorder-related hos-
pitalization had lower hospitalization rates
for adjustment disorder, depression and
bipolar disorder and higher hospitalization
rates for alcohol and substance abuse and
dependence and PTSD compared to those
who had never deployed (Table 3).
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During the 13-year surveillance
period, active component members were
hospitalized for a total of 1,262,172 days
(3,458 cumulative person-years) for treat-
ment of these six mental disorders. The
annual number of hospital bed days for
treatment of mental disorders remained
fairly stable until 2006; from 2006 through
2012, the annual bed days increased for
every disorder except bipolar disorder (Fig-
ure 5). The annual number of hospital bed
days associated with a primary diagnosis
of PTSD, depression and alcohol abuse and
dependence increased the most dramati-
cally after 2006.

EDITORIAL COMMENT

This report documents continued
increases in the numbers of mental dis-
order-related hospitalizations among U.S.
military members since 2006; the increases
overall are largely due to sharp rises in
hospitalizations in recent years for PTSD,
depression, alcohol abuse and dependence,
and adjustment disorders.

The increases in mental disorder-
related hospitalizations documented in
this report are cause for concern for several
reasons; among these is the demonstrated
association between psychiatric hospital-
ization and risk of suicide. The association
between suicidal ideation and psychiat-
ric hospitalization is well documented. In
an analysis of psychiatric hospitalizations

in US. Navy enlisted personnel, Booth-
Kewley and Larson demonstrated a strong
association between suicidal ideation and
hospitalization for adjustment disorder.”
Other studies in military populations have
demonstrated similar associations between
suicide ideation and other mental disor-
ders.® This report demonstrated that sui-
cidal ideation is a frequent co-occurring
diagnosis in many mental disorder-related
hospitalizations.

While the median duration of all cause
hospitalizations has remained stable since
2003, median durations of hospitalizations
vary significantly by diagnostic category.
This report documents continued increases
in mean and median hospitalization
lengths for certain mental disorders, specif-
ically, hospitalizations for PTSD and alco-
hol abuse and dependence. Many service
members with a mental disorder-related
hospitalization had a diagnosis for another
mental disorder in the same record; among
active component members, 77 percent of
service members hospitalized for PTSD
had another mental disorder diagnosis in
the same record. Approximately 28 per-
cent of the PTSD hospitalizations had addi-
tional diagnoses of alcohol or substance
abuse and dependence. The comorbid-
ity of PTSD and alcohol misuse has been
increasingly recognized not only in Iraq
and Afghanistan veterans but in veterans of
other conflicts.*" The increasing durations
of mental disorder-related hospitalizations
may be due, in part, to the challenges of
providing care to service members present-
ing with multiple and complex mental dis-
order diagnoses.

The findings of this report reflect
increased hospitalization rates of clini-
cally significant mental disorders, such
as PTSD, among veterans of one or more
combat deployments. However, it is also
noteworthy that a significant proportion
of mental disorder-related hospitaliza-
tions occurred in service members who
had never deployed. For example, almost
8 out of 10 service members hospitalized
for adjustment disorder had not deployed
prior to their hospitalization. This finding
may be related to the observation that hos-
pitalization rates for some mental disorders

MSMR Vol.20 No.7 July 2013



are highest in the youngest (and least expe-
rienced) service members (i.e., <20 years).

The findings of this report should be
interpreted in light of several limitations.
This report included hospitalizations in
fixed military treatment facilities or those
hospitalizations paid for by the Military
Health System (MHS). It did not include
hospitalizations that occurred in the com-
bat theater, aboard ships, during field exer-
cises; however, the rate calculations did
include the person-time for the individu-
als in these locations. Therefore, hospital-
ization rates for mental disorders are likely
underestimated.

Similarly, while this report summa-
rized records of mental disorder-related
hospitalizations in reserve members, only
hospitalizations that occurred in a mili-
tary medical facility or were paid for by
the MHS were captured. Many, if not most,
reserve members have alternate means of
receiving medical care (i.e., private medi-
cal insurance); therefore, this report likely
greatly underestimates the number of men-
tal disorder-related hospitalizations in
members of the reserve component.
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Surveillance Snapshot: Anxiety Disorders, Active Component, U.S. Armed Forces,
2000-2012

FIGURE. Incidence rates of anxiety disorder by subcategories, active component, 2000-

2012
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aAnxiety disorder (not otherwise specified) is a subcategory of the anxiety states category.

Anxiety disorders are categorized into several diverse types based on their cause or the focus of the anxiety. The three
subcategories that comprise anxiety disorders as described previously (page 5) are anxiety states, phobic disorders, and
obsessive compulsive disorder. During the surveillance period (2000-2012), among active component service members
the annual incidence rates of the anxiety states category increased 425 percent (rate difference [RD]: 172.7), phobic dis-
orders increased by 32.7 percent (RD: 3.3), and obsessive compulsive disorders increased by 9.8 percent (RD: 0.4) (Figure).
Anxiety disorder (not otherwise specified [NOS]), a subset of the anxiety states category, had the highest overall inci-
dence rate (92.0 per 10,000 p-yrs), and largest percent increase (424.9%) among all 5-digit codes that make-up the anxi-
ety disorder category.

The diagnosis of anxiety disorder NOS is used when the patient’s anxiety or phobia do not meet the formal criteria for a
specific anxiety disorder, but the symptoms are significant enough to be disruptive or distressing to the individual.'* Fur-
thermore, this diagnosis may be used if the symptoms have not persisted long enough. The diagnostic criteria for a diag-
nosis of generalized anxiety disorder diagnosis specify that the symptoms must have lasted for more than six months).!
Therefore, it is not surprising that this diagnosis is the incident (first) code recorded for a majority of individuals diag-
nosed with anxiety. Further analysis to clarify the final, more specific anxiety disorder diagnosis is warranted.

1. The Mayo Clinic. Anxiety. Found at: http://ww.mayoclinic.com/health/anxiety/DS01187/DSECTION=symptoms. Accessed on: 23 July 2013.
2. Maier W, Buller R, Sonntag A, Heuser |. Subtypes of panic attacks and ICD-9 classification. Eur Arch Psychiatr Neurol Sci. 1986;235:361-366.
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Mental Disorders and Mental Health Problems Among Recruit Trainees, U.S. Armed

Forces, 2000-2012

Patrick Monahan, MD, MPH (Col, USAF); Zheng Hu, MS; Patricia Rohrbeck, DrPH, MPH, CPH (Maj, USAF)

Annual counts and rates of incident diagnoses of mental disorders or mental
health problems have increased in the U.S. military active component since
2000, but less is known about recruit trainees. From 2000 to 2012, 49,999
active component recruit trainees were diagnosed with at least one mental
disorder, and 7,917 had multiple mental disorder diagnoses. Annual inci-
dence rates of at least one mental disorder decreased by approximately 37.4
percent over the last 13 years. Approximately 80.5 percent of all incident men-
tal disorder diagnoses were attributable to adjustment disorders, depression,
and “other” mental disorders. Rates of incident mental disorder diagnoses
were higher in females than males. Even though the Army had the highest
overall incidence rates of mental disorders, the Air Force had slightly higher
rates for adjustment disorder, and the Navy had higher rates of alcohol abuse-
related disorders, post-traumatic stress disorder (PTSD), anxiety, other psy-
choses, and personality disorders. These findings document differences in the
mental disorders experienced by recruit trainees compared to members of the
active component of the U.S. military overall. Continued focus on detection

and treatment of mental health issues during basic training is warranted.

ental disorders account for
significant morbidity, health
care utilization, disability, and

attrition from military service.! A recent
descriptive epidemiological study of men-
tal disorders and mental health problems
in the active component between 2000 and
2011 showed that, for most categories of
mental disorders, rates of incident diagno-
ses were highest among the youngest (and
thus most junior) service members.”? Crude
incidence rates of adjustment disorders,
post traumatic stress disorder (PTSD), per-
sonality disorders, “other” mental disor-
ders, schizophrenia, and other psychoses
were higher among the youngest (less than
20 years of age) group of service members.?
Also, a significant proportion of men-
tal health problems related to life circum-
stances occurred in the first six months of
service members’ military service.?
Psychiatric disorders are among the
top ten causes of conditions that existed
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before service and of disability discharges
each year.> Existing prior to service (EPS)
medical conditions are defined as those
verified to have existed before the recruit
began military service and if the compli-
cations leading to discharge arose no more
than 180 days after the recruit trainee
began duty.’> Approximately five percent of
all new active duty enlistees (excluding U.S.
Air Force recruit trainees) are discharged
within six months of enlistment due to
complications of medical conditions that
existed prior to service.* Mental disorder
reasons for EPS discharge vary by service:
psychiatric causes accounted for the most
EPS discharges in the Army (29.1%) and
the Marine Corps (43.9%) between 2007
and 2011, while the percentage in the Air
Force for that period was 0.4 percent.” The
most common causes of hospitalizations
within the first year of service from 2005 to
2010 were neurotic or personality disorders
(16.7%) and other psychoses (5.9%).

Few studies have evaluated military
personnel longitudinally after a diagno-
sis of a mental disorder. Hoge et al.® dem-
onstrated that, among a military cohort in
the 1990s, 47 percent of those hospitalized
for the first time with a mental disorder
left military service within six months; this
proportion was significantly higher than
that for any one of 15 other disease catego-
ries. While five to six percent of Air Force
recruit trainees have historically experi-
enced emotional difficulties that result in
referral for psychological evaluation,” one
study in Air Force recruit trainees found
that only 58 percent of those referred for
mental health evaluation and returned to
duty ultimately graduated from basic mil-
itary training;® the most common reason
for discharge was EPS (26%) followed by
continued mental health problems (21%).
Another study in Air Force recruit trainees
showed an annual mental disorder-related
separation rate of 4.2 percent; adjustment
disorders and depressive disorders were the
most frequent diagnoses related to recom-
mendation for separation.’

This report summarizes counts, rates,
and trends of incident mental disorder-spe-
cific diagnoses (ICD-9-CM: 290.0-319.0)
among active component U.S. recruit train-
ees over a 13-year surveillance period. It
also summarizes counts, rates, and trends of
incident “mental health problems” (docu-
mented with mental health-related V-codes)
among active component U.S. recruit train-
ees during the same time period.

METHODS

The surveillance period was 1 January
2000 to 31 December 2012. The surveil-
lance population included all individu-
als who entered basic training in the U.S.
Armed Forces at the grades of E1 to E4 at
any time during the surveillance period.
Recruit trainees were followed for their
service specific basic training periods
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ranging from 6 to 10 weeks; recruit train-
ees who had to repeat all or a portion of
their basic training period were excluded.
No surveillance was conducted for recruit
trainees during any follow-on training such
as Advanced Individual Training (AIT)
or other jobs requiring technical training.
Coast Guard data prior to 2007 was incom-
plete and thus excluded from the report.

All data used to determine inci-
dent mental disorder-specific diagnoses
and mental health problems were derived
from records routinely maintained in the
Defense Medical Surveillance System.
These records document both ambulatory
encounters and hospitalizations of active
component members of the US. Armed
Forces in fixed military and civilian (if
reimbursed through the Military Health
System) treatment facilities.

For surveillance purposes, mental dis-
orders were ascertained from records of
medical encounters that included mental
disorder-specific diagnoses (ICD-9-CM
290-319, the entire mental disorders sec-
tion of the ICD-9-CM coding guide) in the
first or second diagnostic position; diag-
noses of pervasive developmental disor-
der (ICD-9-CM: 299.xx), specific delays
in development (ICD-9-CM: 315.xx), and
mental retardation (ICD-9-CM: 317.xx-
319.xx) were excluded from the analysis.
Diagnoses of mental health problems were
ascertained from records of health care
encounters that included V-coded diagno-
ses indicative of psychosocial or behavioral
health issues in the first or second diagnos-
tic position.

For summary purposes, mental disor-
der-specific diagnoses indicative of adjust-
ment reaction, substance abuse, anxiety
disorder, PTSD, or depressive disorder were
grouped into categories defined by Seal et
al."? and previously reported in the MSMR"
with two modifications as follows: depres-
sive disorder, not elsewhere classified (ICD-
9-CM: 311) was included in the depression
category instead of the other mental diagno-
ses category. Also, alcohol abuse and depen-
dence diagnoses and substance abuse and
dependence diagnoses were treated as two
discrete categories. Diagnoses indicative of
personality disorder or other psychotic dis-
orders were grouped using the categories
developed by the Agency for Healthcare
Research and Quality (AHRQ)."
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A case of schizophrenia was defined as
an active component service member with
at least one hospitalization or four outpa-
tient encounters that were documented
with  schizophrenia-specific ~ diagnoses
(ICD-9-CM: 295). V-coded diagnoses
indicative of mental health problems were
grouped into five categories using previ-
ously published criteria."

Each incident diagnosis of a mental
disorder (ICD-9-CM: 290-319) or a men-
tal health problem (selected V-codes) was
defined by a hospitalization with an indica-
tor diagnosis in the first or second diagnos-
tic position; two outpatient visits within 180
days documented with indicator diagnoses
(from the same mental disorder or men-
tal health problem-specific category) in the
first or second diagnostic positions; or a sin-
gle outpatient visit in a psychiatric or men-
tal health care specialty setting (defined by
Medical Expense and Performance Report-
ing System [MEPRS] code: BF) with an
indicator diagnosis in the first or second
diagnostic position. As described previ-
ously, the case definition for schizophrenia
required four outpatient encounters.

Service members who were diagnosed
with more than one mental disorder dur-
ing the surveillance period were considered
incident cases in each category in which
they fulfilled the case-defining criteria.
Service members could be incident cases
only once in each mental disorder-specific
category. Only service members with no

incident mental disorder-specific diagno-
ses (ICD-9-CM: 290-319) during the sur-
veillance period were eligible for inclusion
as cases of incident mental health problems
(selected V-codes).

RESULTS

During the 13-year surveillance
period, 49,999 or 2.4 percent of all active
component recruit trainees were diagnosed
with at least one mental disorder; of these
individuals, 7,917 (15.8%) were diagnosed
with mental disorders in more than one
diagnostic category (Table 1). Overall, there
were 59,419 incident diagnoses of mental
disorders in all diagnostic categories.

Among active component recruit
trainees, annual rates of incident diagnoses
of at least one mental disorder decreased
by approximately 37.0 percent during the
period (incident diagnoses of at least one
mental disorder, by year: 2000: n=4,933,
rate=159.8 cases per 1,000 person-years
[p-yrs]; 2012: n=2,695, rate=100.7 per
1,000 p-yrs) (Figure 1).

Over the entire period, approximately
80.5 percent of all incident mental disorder
diagnoses were attributable to adjustment
disorders (n=30,253; 50.9%), depression
(n=9,177; 15.4%), and other mental dis-
orders (n=8,383; 14.1%); relatively few
incident diagnoses were attributable to
schizophrenia (n=253; 0.4%), substance
abuse and dependence related disorders

TABLE 1. Incident diagnoses and incidence rates of mental disorders (ICD-9-CM: 290-
319), recruit trainees, U.S. Armed Forces, 2000-2012

Category?

Adjustment disorders

Alcohol abuse and dependence
Anxiety

Depression

Post-traumatic stress disorder (PTSD)
Personality disorders
Schizophrenia

Substance abuse and dependence
Other psychoses

Other mental disorders

>1 category of mental disorder
Any mental disorder diagnosis®

No. Rate® % of total population
30,253 84.5 14
763 2.1 0.0
3,705 10.3 0.2
9,177 25.6 0.4
1,181 2.8 0.1
3,943 11.0 0.2
253 0.7 0.0
768 21 0.0
993 2.8 0.1
8,383 23.3 0.4
7,917 22.0 0.4
49,999 139.1 2.4

aAn individual may be a case within a category only once per lifetime (censored person-time)

PRate per 1,000 person-years
At least one reported mental disorder diagnosis
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FIGURE 1. Incidence rates of mental disorder diagnoses by
category, recruit trainees, U.S. Armed Forces, 2000-2012
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(n=768; 1.3%), and alcohol abuse and
dependence (n=763; 1.3%) (Table 1).

Crude rates of incident diagnoses of all
mental disorders decreased during the sur-
veillance period - particularly after 2009.
Throughout the entire period, crude inci-
dence rates for adjustment disorders were
significantly higher compared to any other
mental disorder category. The crude inci-
dence rates for adjustment disorders fluctu-
ated between 81.8 per 1,000 p-yrs (in 2000)
to 107.8 per 1,000 p-yrs (in 2008), but
declined steadily after 2009; annual rates
were lower each year after 2010 than in any
of the previous 11 years (Figure 1).

Crude incidence rates for “other”
mental disorders increased sharply from
2005 to 2006, but then declined from 2006
through 2012. The crude incidence rates for
depression gradually increased from 2003
through 2007, but continuously decreased
after 2007. In contrast, crude incidence
rates of diagnoses of personality disorders
declined steadily during the surveillance
period, and crude incidence rates for anxi-
ety, schizophrenia, other psychoses, PTSD,
and alcohol and substance abuse-related
disorders were relatively stable or declined
during the period (Figure 1).

In general, rates of incident mental
disorder diagnoses remained steady with
increasing age, except for anxiety disorders,
depression, schizophrenia, and other psy-
choses, which had higher rates in individu-
als age 25 and above compared to younger
recruit trainees (Figures 2). In contrast,
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crude incidence rates of personality disor-
ders were lower in individuals age 25 and
above compared to younger trainees. Crude
incidence rates of adjustment, anxiety, and
personality disorders as well as depression
were approximately twice as high among
females as males, and crude incidence
rates of PTSD were 5.6 times higher among
females (females: 11.5 per 1,000 p-yrs;
males: 1.7 per 1,000 p-yrs) (Figure 3).

Overall incidence rates of mental dis-
orders were higher in the Army (169.2
per 1,000 p-yrs) and lower in the Marine
Corps (92.6 per 1,000 p-yrs) than in any
of the other Services. Army incidence rates
increased from 2002 through 2004, peaked
in 2004 and 2008, and steadily decreased
from 2008 through the end of the period.
Among the services, overall incidence rates
were the second highest in the Air Force
(145.7 per 1,000 p-yrs); annual rates in
the Air Force sharply decreased from 2006
through 2010 but slightly increased in 2012
(Figure 4).

Among Navy recruit trainees, there
were peaks in annual incidence rates in
2000 (220.11 per 1,000 p-yrs) and 2007
(194.3 per 1,000 p-yrs); annual rates in
the Navy gradually declined from 2007
through 2011 and then increased in 2012.
Among Marine Corps recruit trainees,
annual incidence rates remained relatively
steady from 2000 through 2009 and then
slowly declined from 2009 through 2012.
The 2012 rate among Marine Corps train-
ees (45.8 per 1,000 p-yrs) was the lowest
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abuse/dependence

FIGURE 2. Incidence rates of mental disorder diagnoses by
selected categories and age group, recruit trainees, U.S. Armed
Forces, 2000-2012
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FIGURE 3. Incidence rates of mental
disorder diagnoses by selected categories
and gender, recruit trainees, U.S. Armed
Forces, 2000-2012
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annual rate among any Service during the
surveillance period.

Among Coast Guard recruit trainees,
annual incidence rates from 2007 through
2011 slowly increased, then sharply declined
in 2012 (59.2 per 1,000 p-yrs) (Figure 4).

Even though Army recruit trainees had
the highest overall incidence rates of men-
tal disorders, Air Force trainees had slightly
higher rates of adjustment disorders; rates
of adjustment disorder diagnoses were
more than twice as high in the Army and
the Air Force as in the other services. Rates
of depression diagnoses were higher among
recruit trainees of the Army and Navy than
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FIGURE 4. Incidence rates of mental disorder diagnoses by
service, recruit trainees, U.S. Armed Forces, 2000-2012

250.0

Forces, 2000-2012
— Army

v 140.0 4
= = Nawy g
>
g Marine Corps & 1200 1
S 200.0 - ) 2
> Air Force 3 100.0 -
c [}
3 Coast Guard?® o
@ S 800 -
o 150.0 - h
o —
S 2 60.0
al o
@ 100.0 - S 40.0
o ]
2 § 200
[0} ‘©
¢ 500 £ 00 -
S g
g £
0.0 T T T T T T . . . . . ) ‘i S
o - N o < [Te] © ~ [e) (2] o - N =] [=}
o o o o o o o o o o = - - < o
o o o o o o o o o o o o o P4
N N N N N N N N N N N N N
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the other services; and compared to their
counterparts, Navy trainees had the high-
est rates of alcohol abuse-related disorders,
PTSD, anxiety, personality disorders, and
other psychoses. The crude incidence rate
of personality disorders in the Navy was 5.8
times higher than the Army and 2.6 times
higher than the Marine Corps (Figure 5).

During the surveillance period, there
were 11,273 incident reports of mental health
problems (documented with V-codes) or 0.5
percent among all active component recruit
trainees who were not diagnosed with a
mental disorder (ICD-9-CM: 290-319).
During the period, nearly 98.9 percent of
all incident reports of mental health prob-
lems were related to life circumstances (e.g.,
failure to adjust, marital problems, financial
difficulties, bereavement, acculturation diffi-
culties) (n=11,145) (Table 2).

Rates of any mental health problems (as
reported with V-codes) were relatively stable
during the period with a small peak in 2006,
but decreasing since 2007 and then stabilized
(Figure 6). Compared to rates of any mental
health problem, any mental disorder diagno-
sis rates were consistently higher (139.1 per
1,000 p-yrs compared to 31.4 per 1,000 p-yrs)
(Tables 1, 2, Figure 6). Of note, rates of any
mental disorder diagnoses decreased from
2008 through 2010 and have been relatively
stable since (Figure 6).

Rates of mental health problems related
to life circumstances declined from 2000
to 2004 (28.6 per 1,000 p-yrs), increased
to a sharp peak in 2006 (44.7 per 1,000
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p-yrs), and then declined sharply through
2008 (19.8 per 1,000 p-yrs). This category
remained stable since 2008. The crude inci-
dence rate oflife circumstance-related prob-
lems was more than 54 percent lower in the
last year (2012: 19.9 per 1,000 p-yrs) com-
pared to the first year of the period (2000:
44.1 per 1,000 p-yrs) (data not shown).
Among mental health problems, the
Coast Guard had the highest rate of life cir-
cumstance-related diagnoses, which was
20.6 times higher than the Army, 17.0 times
higher than the Marine Corps, and 3.7
times higher than the Air Force (Figure 7).

EDITORIAL COMMENT

This report provides a comprehensive
overview of incident diagnoses of mental

EArmy ENavy BMarine Corps

abuse/dependence

FIGURE 5. Incidence rates of mental disorder diagnoses by
selected categories and service, recruit trainees, U.S. Armed

Air Force ®Coast Guard

PTSD

Anxiety
Depression
Personality
Schizophrenia
Other psychoses

disorders and reports of mental health prob-
lems among active component recruit train-
ees of the U.S. Armed Forces during the last
13 years. The report reiterates and reempha-
sizes previously reported findings regard-
ing mental disorders/problems among U.S.
military members. This report, however,
illuminates differences between mental dis-
orders/mental health problems of recruit
trainees compared to those of active com-
ponent service members in general.

There are unique and inherently stress-
ful physical and mental challenges associ-
ated with the introduction of civilians to
military environments and the commence-
ment of basic military (recruit) train-
ing. Even though a majority (over 90%)
of recruit trainees go through their train-
ing without a mental disorder incident,
some present with mental health-related

TABLE 2. Incident diagnoses and rates of mental health problems (V-codes) among
those without mental disorder diagnoses (ICD-9-CM: 290-319), recruit trainees, U.S.

Armed Forces, 2000-2012

Category?

Partner relationship

Family circumstance

Maltreatment related

Life circumstance problem

Mental, behavioral, and substance abuse
>1 type of V-code

Any V-code®

No. Rate® % of total population

42 0.1 0.0

73 0.2 0.0

7 0.0 0.0
11,145 31.1 0.5
30 0.1 0.0

24 0.1 0.0
11,273 31.4 0.5

aAn individual may be a case within a category only once per lifetime (censored person-time)

PRate per 1,000 person-years
At least one reported mental health problem (V-coded)
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FIGURE 6. Incidence rates of any mental
disorder diagnosis or any mental health
problem, recruit trainees, U.S. Armed
Forces, 2000-2012
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FIGURE 7. Incidence rates of mental

health problems by category and service,
recruit trainees, U.S. Armed Forces, 2000-
2012
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problems that could result in discharges
from military service either during basic
training or during their first duty assign-
ments. As a result, early psychological
evaluations and increased access to men-
tal health services during the basic training
period may help retain otherwise motivated
and qualified service men and women.

The natures and magnitudes of mental
disorders and related problems in military
basic training should be interpreted with
consideration that the majority of recruit
trainees are 25 years of age or younger. In
this regard, the Centers for Disease Con-
trol and Prevention (CDC) reported that
mental disorders are chronic health condi-
tions that may interfere with healthy devel-
opment and continue to cause problems
into adulthood." Based on the National
Research Council and Institute of Medi-
cine report, an estimated 13 to 20 percent
of children in the U.S. experience a mental
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health disorder in a given year."* This large
and growing problem of mental disorders
in the adolescent U.S. population will affect
military service when young and otherwise
healthy adults are recruited and present
for basic training; mental disorder-related
problems may re-surface during the basic
training period. In the U.S. adolescent pop-
ulation, the most common mental disorders
are attention deficit hyperactivity disorder
(ADHD), disruptive behavioral disorders
such as oppositional defiant disorder and
conduct disorder, autism spectrum disor-
ders, mood and anxiety disorders including
depression, substance use disorders, and
Tourette syndrome.™ In this study cohort,
adjustment disorders, depression, other
mental disorders, anxiety, and personality
disorders were the most common diagno-
ses. These findings suggest that mental dis-
orders and mental health problems in active
component recruit trainees partially reflect
the patterns observed in the adolescent U.S.
population.

The findings of this report are consis-
tent with previously identified age-related
risks in the active component U.S. Armed
Forces. For most categories of mental dis-
orders and mental health problems, rates
of incident diagnoses were highest among
the youngest (and thus likely most junior)
service members. Since recruit trainees are
the youngest and most junior of all military
members and new to the military environ-
ment, they may not perceive stigmas and/
or fears of negative impacts on their mili-
tary careers when seeking mental health
care. As a result, and in comparison to
active component (older and higher rank-
ing) service members, recruit trainees may
be more likely to seek mental health care
than those who are older.

Other findings of this report are dif-
ferent from previous reports identifying
mental disorder-related risks in the active
component US. Armed Forces. Of note,
rates of mental disorders and mental health
problems among recruit trainees have either
declined or remained stable over the past
13 years, whereas the majority of the same
mental disorder outcomes have increased
among active component service members.?
In both populations, adjustment disorders
had the highest incidence rate compared
to other mental disorders, yet when com-
pared to the active component population,

the rate was twice as high in recruit trainees.
The higher rate in trainees may be the result
of individuals experiencing a stressful, fast-
paced, and intense environment such as
basic training for the first time in their lives.
In both populations, females experience
higher incidence rates of mental disorders
compared to males. Although this relation-
ship applies to all mental disorder categories
in recruit trainees, active component males
have higher incidence rates than females for
alcohol and substance abuse-related disor-
ders and PTSD.> Alcohol and substance use
is prohibited in basic training, and since it is
a strictly monitored environment, the inci-
dence rates are among the lowest compared
to other mental disorders. As a result, alco-
hol and substance abuse problems are not
common in the basic training population.
Similarly, PTSD is often associated with
deployments and is therefore more likely
to occur among active component service
members than recruit trainees. When com-
paring the impact of service affiliation on
mental disorder incidence, service mem-
bers in the Army had consistently higher
rates than any of the other Services over the
past 12 years; all Services showed increas-
ing trends.> Among recruit trainees, service
affiliation does not present a clearly observ-
able trend, which may be due to the varia-
tion in and changes to training content and
length over the past 13 years. Incidence rates
for mental disorders by Service in recruit
trainees have fluctuated, and in recent years
Army, Marine Corps, and Coast Guard
show decreasing trends, while Navy and Air
Force rates show increasing trends.

There are significant limitations to
this report that should be considered when
interpreting the results. For example, inci-
dent cases of mental disorders and men-
tal health problems were ascertained from
ICD-9-CM coded diagnoses that were
reported on standardized administrative
records of outpatient clinic visits and hospi-
talizations. Such records are not completely
reliable indicators of the numbers and types
of mental disorders and mental health
problems that actually affect military mem-
bers. For example, the numbers reported
here are underestimates to the extent that
affected service members did not seek
care or received care that is not routinely
documented in records that were used for
this analysis; that mental disorders and
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mental health problems were not diagnosed
or reported on standardized records of care;
and/or that some indicator diagnoses were
miscoded or incorrectly transcribed on the
centrally transmitted records. On the other
hand, some conditions may have been erro-
neously diagnosed or miscoded as mental
disorders or mental health problems (e.g.,
screening visits). Additionally, no prior
medical history was available, so each initial
mental disorder encounter was considered
an incident diagnosis even though some
mental disorder-related conditions may
have existed prior to service.

Finally, as with most health surveil-
lance-related analyses among U.S. mili-
tary members, this report relies on data
in the Defense Medical Surveillance Sys-
tem (DMSS). The DMSS integrates records
of nearly all medical encounters of active
component members in fixed (ie., not
deployed or at sea) military medical facil-
ities. Administrative medical record sys-
tems, like DMSS, enable comprehensive
surveillance of medical conditions of inter-
est through identification of likely cases;
such cases are identified by using surveil-
lance case definitions that are based entirely
or in part on indicator ICD-9-CM codes.
Other considerations in the construction
of surveillance case definitions include the
clinical setting in which diagnoses of inter-
est are made (e.g., hospitalization, relevant
specialty clinic), frequency and timing of
indicator diagnoses, and the priority with
which diagnoses of interest are reported
(e.g., first listed versus others).

Author affiliations: Uniformed Services Uni-
versity of the Health Sciences (Col Mona-

han); Armed Forces Health Surveillance
Center (Maj Rohrbeck, Ms Hu)
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No. of hospitalizations

Surveillance Snapshot: Mental Disorder Hospitalizations Among Recruit Trainees,
U.S. Armed Forces, 2000-2012

FIGURE . Hospitalizations for mental disorders among recruit trainees,* 2000-2012
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aRecruit trainees are defined as active component members of the Army, Navy, Air Force, Marine Corps, or Coast Guard with a rank of E1 to E4 who served at one of nine basic
training locations during a service-specific training period following a first-ever personnel record.
"The ICD-9 code for suicidal ideation was not available before 2005

During the 13-year surveillance period (2000-2012), there were 6,723 hospitalizations for mental disorders among U.S.
Armed Forces recruit trainees (Figure). On average, 517 recruit trainees were hospitalized yearly due to a mental disorder.
The highest number and rate of mental disorder-related hospitalizations were in 2000 (n=793; 240.1 per 10,000 person-
years [p-yrs]) and the lowest number and rate were in 2011 (n=275; 104.0 per 10,000 p-yrs). From 2008 to 2012 there was
a 45.5 percent decrease in the rate of mental disorder-related hospitalizations.

Adjustment disorder was the most commonly recorded mental disorder diagnosis associated with a hospitalization
among recruit trainees (average: 282 per year), while depressive disorder was the second most common diagnosis (aver-
age: 79 per year).
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Malingering and Factitious Disorders and Illnesses, Active Component, U.S. Armed

Forces, 1998-2012

Malingering refers to the intentional fabrication or exaggeration of mental
or physical symptoms by a person who is motivated by external incentives
(e.g., avoiding military duty, work, or incarceration, obtaining financial com-
pensation, or procuring drugs). Factitious disorders and illnesses are similar
to malingering with respect to the fabrication of symptoms; however, these
individuals seek to assume “sick roles” (e.g., hospitalization, medical evalua-
tion, treatment). During the 15-year surveillance period, 5,311 service mem-
bers had at least one health care encounter during which a provider recorded
a diagnosis of malingering or factitious illness in the first diagnostic position
of the administrative record of the encounter. Over 80 percent of the subject
service members had only one such encounter and most (83.9%) of the diag-
noses were for malingering. There were higher (unadjusted) rates of these
diagnoses among recruit trainees, those under age 20, and junior enlisted
service members. Trends in these diagnoses during the surveillance period
and the small numbers of diagnoses made during deployment do not sug-
gest a discernible correlation between malingering and factitious illness and

deployment to combat theater.

alingering refers to the inten-
tional fabrication or exagger-
ation of mental or physical

symptoms by a person who is motivated
by external incentives such as avoiding
military duty, other work, or incarcera-
tion, obtaining financial compensation,
evading criminal prosecution, or procur-
ing drugs."” Malingering is not classified
as a mental illness; however, it may be a
behavioral expression of some mental ill-
nesses — predominantly personality disor-
ders, schizophrenia, and substance abuse.?

Malingering has long been associ-
ated with military conscription and ser-
vice and is considered an offense under
the U.S. military’s criminal justice system
particularly if the offense is committed
during time of war.’ There may be serious
legal consequences for service members
who receive malingering diagnoses, and
clinicians who make such diagnoses may
be required to defend their diagnoses in
courts of law. As such, military health care
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providers are challenged not only to detect
but also to formally diagnose malingering.

Factitious disorders and illnesses
(e.g., Munchausen syndrome, hospital
addiction syndrome, Ganser’s syndrome)
are similar to malingering with respect
to the fabrication of symptoms; however,
they differ regarding the intents of those
affected. Persons with factitious illnesses
are not seeking external gains; rather, they
seek to assume “sick roles” (e.g., hospital-
ization, medical evaluation, treatment).
Unlike malingering, factitious illnesses are
considered mental disorders.

A recent study of malingering and fac-
titious illness in a subset population of the
U.S. Armed Forces reported a prevalence
of approximately one such diagnosis per
28,000 outpatient medical encounters.*
The objectives of this MSMR report were
to characterize the natures and quantify
incident counts, and incidence rates and
trends of diagnoses of malingering and
of factitious illness among all members of

the active component of the U.S. Armed
Forces from several years prior to the start
of the current war through the war period.
Numbers and rates of diagnoses occurring
in a combat theater of operations and of
repeat diagnoses were also summarized.

METHODS

The surveillance period was January
1998 through December 2012. The sur-
veillance population included all individ-
uals who served in the active component
of the US. Army, Navy, Air Force, Marine
Corps, or Coast Guard at any time during
the surveillance period. The Defense Medi-
cal Surveillance System (DMSS), the source
of the diagnostic and demographic infor-
mation for this analysis, maintains elec-
tronic records of all actively serving U.S.
military members  hospitalizations and
ambulatory visits in U.S. military and civil-
ian (contracted/purchased care through
the Military Health System) medical facili-
ties worldwide. The DMSS also maintains
records of medical encounters of service
members deployed to southwest Asia/Mid-
dle East (as originally documented in the
Theater Medical Data Store [TMDS]).

For this analysis DMSS was searched
to identify all records of medical encoun-
ters that included primary (first-listed)
or secondary (second-listed) diagnoses
of malingering or factitious illness. Diag-
noses of interest were identified by rele-
vant diagnostic codes of the International
Classification of Diseases, 9th Revision
(ICD-9-CM) (Table 1). Of note, the code
for malingering (V65.2), like all other V-
coded diagnoses, refers to circumstances
or conditions — other than current illnesses
or injuries — that cause persons to encoun-
ter the health care system (e.g., medical
examinations, immunizations, health con-
cerns, health education, counseling).

Only one incident diagnosis per per-
son was used to estimate incident counts
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TABLE 1. ICD-9-CM codes for malingering and factitious disorders and illnesses

ICD-9-CM code Description

V65.2 Person feigning illness (malingering)

300.16 (compensation neurosis, Ganser’s syndrome)
300.19 physical signs and symptoms)

301.51

multiple operations syndrome, Munchausen syndrome)

and incidence rates; counts and rates of
primary and secondary diagnoses were
analyzed separately. For each individual,
a diagnosis that occurred during deploy-
ment (TMDS) was prioritized above a
diagnosis outside of a combat theater;
likewise, a diagnosis occurring during a
hospitalization was prioritized above a
diagnosis occurring during an ambulatory
medical encounter.

The Medical Expense and Perfor-
mance Reporting System (MEPRS) codes
in the DMSS indicate the health care spe-
cialty (e.g., primary care, psychiatry, men-
tal health) associated with each encounter.
The settings (i.e., types of clinics) in which
incident diagnoses were recorded were
ascertained by searching the records of
medical encounters occurring at fixed
(e.g., not deployed or at sea) military med-
ical facilities.

RESULTS

Primary (first-listed) diagnoses

During the surveillance

period, there were 5,311 primary (first-

15-year

listed) incident diagnoses of malingering
and of factitious illness; the overall inci-
dence rate during the period was 2.48
diagnoses per 10,000 person-years (p-yrs)
(Table 2). Three percent (n=164) of diag-
noses were recorded during deployments;
of the remaining 5,147 diagnoses, 7.0 per-
cent were made during hospitalizations

July 2013 Vol. 20 No.7 M SMR

Factitious disorder with predominantly psychological signs and symptoms

Other/unspecified factitious illness/factitious disorder (with predominantly

Chronic factitious illness with physical symptoms (hospital addiction syndrome,

and 93.0 percent during ambulatory vis-
its. Incidence rates of diagnoses sharply
increased from 1998 to 2000, sharply
decreased from 2001 to 2003, and then
gradually increased from 2004 to 2011.
Both the lowest (1998) and highest (2000)
annual rates during the period were dur-
ing pre-war years (Figure 1).

The majority (83.9%; n=4,456) of
incident diagnoses of interest were for
malingering. Of the remaining diagno-
ses, 8.0 percent, 4.5 percent, and 3.6 per-
cent were for factitious illness (physical),

TABLE 2. Incident counts and incidence rates of malingering and factitious disorders
and illnesses by demographic and military characteristics, active component, U.S.

Armed Forces, 1998-2012

Total
During deployment®
Not during deployment
Inpatient
Outpatient
ICD-9 breakdown

V65.2 Person feigning illness

(malingering)

300.16 Factitious disorder

(psychological)

300.19 Factitious illness

(physical)

301.51 Factitious illness

(physical; chronic)
Sex

Male

Female
Race/ethnicity
White, non-Hispanic
Black, non-Hispanic
Hispanic
Asian/Pacific Islander
Other/Unknown
Age

<20

20-24

25-29

30-34

35-39

Military status
Recruit

Active duty (non-recruit)

Primary diagnostic

position

No. Rate?
5, Blil 2.48
164 0.08
5,147 241
360 0.17
4,787 2.24
4,456 2.08
192 0.09
425 0.20
238 0.11
4,496 2.46
815 2.64
3,398 2.53
1,003 2.69
470 2.21
141 1.72
299 2.37
1,408 8.88
2,276 3.27
782 1.67
360 1.13
283 1.03
989 23.09
4,322 2.06

~ Secondary Primary and secondary
diagnostic position  diagnostic positions
No. Rate? No. Rate?
2,527 1.19 7,838 3.67
65 0.03 229 0.11
2,462 1.15 7,609 3.56
369 0.17 729 0.34
2,093 0.98 6,880 3.22
2,308 1.08 6,764 3.16
42 0.02 234 0.11
127 0.06 552 0.26
50 0.02 288 0.13
2,112 1.15 6,608 3.61
415 1.34 1,230 3.98
1,561 1.16 4,959 3.69
516 1.39 1,519 4.08
236 111 706 3.32
64 0.78 205 2.50
150 1.19 449 3.56
550 3.46 1,958 12.34
1,146 1.64 3,422 491
435 0.93 1,217 2.60
186 0.58 546 1.71
125 0.46 408 1.49
280 6.54 1,269 29.63
2,247 1.08 6,569 3.14
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factitious illness (physical-chronic), and
factitious disorder (psychologic), respec-
tively (Table 2).

When diagnoses of malingering and
factitious illness were considered together,
the overall incidence rate was slightly
higher (7.3%) among females than males;
however, in 8 of the 15 years of the sur-
veillance period, annual rates were higher
among males (data not shown). Overall
incidence rates of diagnoses of malin-
gering and factitious illness were nota-
bly higher among the youngest service

members, a pattern reflected in the higher
rates for recruit trainees (23.1 per 10,000
p-yrs) and junior enlisted members. Com-
pared to their respective counterparts,
rates were also highest among soldiers,
those in armor/motor transport occupa-
tions, the unmarried, and the least edu-
cated (Table 2).
During the surveillance period,
annual rates of diagnoses of malinger-
ing and factitious illness among recruits
more than tripled between 1998 (15.17 per

10,000 p-yrs) and 2000 (50.24 per 10,000

TABLE 2. Continued. Incident counts and incidence rates of malingering and factitious
disorders and illnesses by demographic and military characteristics, active component,

U.S. Armed Forces, 1998-2012

Primary diagnostic

position

No. Rate®
Service
Army 2,911 3.83
Navy 1,212 231
Air Force 435 0.84
Marine Corps 703 2.56
Coast Guard 50 0.86
Rank
Junior enlisted 4,359 4.64
Senior enlisted 828 0.98
Junior officer 83 0.39
Senior officer 41 0.30
Occupation
Combat-specific® 761 2.88
Armor/motor transport 529 5.63
Repair/engineering 1,237 1.97
Communications/intelligence 1,056 2.18
Healthcare 255 1.46
Other 1,473 2.99
Marital status
Married 1,839 1.57
Single 3,317 3.77
Other 150 1.77
Unknown 5 2.07
Education
< High school 133 7.38
High school 4,466 3.04
Some college 296 1.33
College 159 0.67
Graduate 44 0.33
Other/unknown 213 3.56

2Rate per 10,000 person-years
"Deployment data was not available before 2005
cInfantry, artillery, combat engineering
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~ Secondary Primary and secondary
diagnostic position  diagnostic positions

No. Rate® No. Rate®
1,379 1.82 4,290 5.65
611 1.16 1,823 3.47
225 0.43 660 1.27
291 1.06 994 3.62
21 0.36 71 1.22
2,095 2.23 6,454 6.87
392 0.46 1,220 1.44
30 0.14 113 0.53
10 0.07 51 0.37
380 1.44 1,141 4.32
211 2.24 740 7.87
661 1.05 1,898 3.02
493 1.02 1,549 3.20
139 0.79 394 2.25
643 1.31 2,116 4.30
949 0.81 2,788 2.38
1,506 1.71 4,823 5.48
70 0.83 220 2.60
2 0.83 7 2.90
32 1.77 165 9.15
1,997 1.36 6,463 4.40
124 0.56 420 1.89
69 0.29 228 0.96
10 0.08 54 0.41
295 4.94 508 8.50

p-yrs), and then sharply and steadily
decreased (by 82%) from 2000 to 2007
(9.04 per 10,000 p-yrs) (Figure 2).

Throughout the period, annual rates
were much higher among recruits than
more seasoned members of the active
component; even so, annual crude rates
among non-recruit active component
members increased by 56 percent from the
beginning to the end of the surveillance
period (1998: 1.16 per 10,000 p-yrs; 2012:
1.81 per 10,000 p-yrs) (Figure 2). Of note,
despite the relatively high rates of diagno-
ses among recruits, they accounted for less
than one-fifth (18.6%) of all incident diag-
noses among active component members
overall.

Of the 5,311 primary (first-listed)
incident diagnoses of malingering and
4,359 (82.1%) were
recorded in fixed military treatment facili-
ties and included MEPRS codes that iden-
tified the clinical settings in which the

factitious illness,

incident diagnoses were made. Of encoun-
ters documented with MEPRS codes dur-
ing which incident diagnoses were made,
42.9 percent were in psychiatric or mental
health care specialty settings; 30.2 percent
were in primary care settings; 13.3 percent
were in audiology clinics; 3.1 percent were
in emergency medical clinics; and 2.8 per-
cent were in neurology clinics (data not
shown).

Of the 5,311 individuals who received
primary (first-listed) diagnoses, 82.5 per-
cent (n=4,380) had only one encounter
during which a diagnosis of malingering
or factitious illness was recorded (data not
shown). During the 15-year period overall,
the records of 7,320 encounters had malin-
gering or factitious illness-specific ICD-
9-CM codes listed as primary diagnoses.

Secondary (second-listed) diagnoses

During the period, there were 2,527
service members whose records doc-
umented at least one secondary (sec-
ond-listed) diagnosis, but no primary
(first-listed) diagnosis, of malingering or
factitious illness (Table 2). The overall inci-
dence rate of secondary diagnoses was

1.19 per 10,000 p-yrs. The proportions,
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FIGURE 1. Incidence rates of primary (first-listed) diagnoses of malingering and factitious
disorder and illnesses, active component, U.S. Armed Forces, 1998-2012
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aDeployment data was not available before 2005

incidence rates, trends, and demographic
and military characteristics of service
members with secondary diagnoses were
similar to those with primary (first-listed)
diagnoses.

Of the 2,527 secondary (second-
listed) incident diagnoses of malinger-
ing and factitious illness, 2,150 (85.1%)
were recorded during encounters in fixed
military treatment facilities and included
MEPRS codes that identified the clini-
cal settings in which the diagnoses were
made. Of encounters documented with
MEPRS codes during which secondary
incident diagnoses were made, 46.1 per-
cent were in a psychiatric or mental health
care specialty settings; 23.0 percent were
in primary care health facilities; 8.6 per-
cent were in audiology clinics; 8.3 percent
were in family practice clinics; and 3.7
percent were in emergency medical clinics
(data not shown).

Of the 2,527 individuals with only
secondary (second-listed) diagnoses, 71.6
percent (n=1,809) had only one encoun-
ter with a diagnosis of malingering or fac-
titious illness (data not shown). During
the 15-year period, the records of 4,181
encounters had malingering or factitious
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illness-specific ICD-9-CM codes listed in
the second diagnostic position.

Among the 2,527 service members
whose records contained a secondary (sec-
ond-listed) incident diagnosis of malin-
gering or factitious illness, half (52.8%)
had primary diagnoses of mental disor-
ders during the same encounters; these
mental disorder diagnoses documented
adjustment reactions (21.4% of the 2,527),
drug or alcohol use disorders (7.0%), per-
sonality disorders (6.4%), and depressive
disorders (4.6%). Other primary diag-
noses on records that included second-
ary incident diagnoses of malingering or
factitious illness were documentations of
examinations or screenings (17.5%), mus-
culoskeletal disorders (15.2%), hearing
loss or other auditory problems (3.4%),
abdominal symptoms or gastrointesti-
nal disorders (3.3%), and headache or
migraine (2.0%) (data not shown).

EDITORIAL COMMENT

During the 15-year surveillance
period, 5,311 service members had at
least one health care encounter during

which a provider recorded a diagnosis of
malingering or factitious illness in the first
diagnostic position of the administrative
record of the encounter. Over 80 percent
of the subject service members had only
one such encounter.

Most (83.9%) of the diagnoses were
for malingering; the remainder were for
the three different diagnoses of factitious
illness. This proportion is similar to that
found in a similar analysis reporting on
the same diagnostic codes.* This report
documents much higher crude (unad-
justed) rates of diagnoses of malingering
and factitious illness among recruit train-
ees, those under age 20, and junior enlisted
service members. These diagnoses may be
higher in these populations for several
reasons. Adjustment disorder is common
among recruits®® and malingering may
be a response to an inability to adjust to
the stress of the military environment.
Recruits, younger, and junior ranked ser-
vice members may not fully recognize the
legal consequences of malingering or may
not have as much invested in a military
career compared to older, higher ranking
service members. Finally, in some cases,
the malingering V-coded diagnosis may
be used in recruit settings to support indi-
vidual’s/cadre’s cases for administrative
discharges (e.g., failure to adapt to the
stresses of military life).

Based on the incidence rate trends
of malingering and factitious illness it is
not apparent that there was an increase
in these diagnoses in relation to the start
or duration of the conflicts in Iraq and
Afghanistan. Similarly, given the plausi-
bility that feigned illness might be more
common in stressful circumstances, it is
of interest that only 229 service members
were diagnosed (primary or secondary
diagnostic position) with malingering or
factitious illness while deployed to combat
zones in Southwest Asia during the period
of 2005 through 2012.

The interpretation of the findings of
this analysis should consider a number
of factors and limitations that introduce
uncertainty into the estimates of the inci-
dence of malingering and factitious illness.
First, persons who feign illness usually do
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FIGURE 2. Incidence rates of primary (first-listed) diagnoses of malingering and factitious
disorder and illnesses by military status, active component, U.S. Armed Forces, 1998-2012
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so by reporting or otherwise displaying
symptoms suggestive of ill health. Symp-
toms are, by definition, human expe-
riences that are known to health care
providers only through the patient’s report
or behaviors. Providers attempt to identify
a cause for a patient’s reported symptoms
through a search for objective evidence
that will confirm the presence and nature
of ill health. Such evidence includes
abnormalities detected during physical
examination (signs) or manifest in the
results of ancillary evaluations such as lab-
oratory testing, imaging procedures (e.g.,
radiographs, magnetic resonance imaging,
ultrasound), and other diagnostic mea-
sures. Many illnesses and injuries require
such additional evaluation before a diag-
nosis can be determined. As a result, much
uncertainty attends to symptoms whose
cause is not deducible from the physi-
cal examination that is usually performed
at the time of a patient’s first health care
encounter. In general, providers should be
loath to render a diagnosis of malinger-
ing or factitious illness before supplemen-
tary evaluation of the patient’s symptoms
can be accomplished. On the other hand,
there are patients for whom malingering
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is suspected from the very start because of
factors such as inconsistent reporting of
symptoms, implausible symptoms, appar-
ent secondary gain, or a history of previ-
ous malingering or factitious illness. In
general, however, the diagnosis of malin-
gering or factitious illness is most secure
after other disorders have been excluded.
In that context, it is plausible that some
of the diagnoses captured in this analysis
were premature and possibly inaccurate.
Second, the fact that the vast major-
ity of the service members identified in
this analysis received the relevant diagno-
ses only once suggests that either 1) many
of the initial diagnoses were subsequently
abandoned by health care providers as
inaccurate; 2) many service members
given the diagnosis were made aware of the
serious implications of malingering and
did not attempt to feign illness again; or
3) many service members who truthfully
reported symptoms of uncertain etiol-
ogy simply recovered from a real, unex-
plained ailment that was initially labeled
as due to malingering. Because this analy-
sis did not attempt to clarify these uncer-
tainties, the findings in this report should
be regarded as most descriptive of the use

of the diagnoses of malingering and facti-
tious illness. The true incidences of malin-
gering and factitious illness are less clear.
A recently published study suggests that
service members suspected to be feigning
illness should be referred to mental health
professionals for more rigorous assess-
ment.* The finding in this analysis that the
most common setting for initial diagno-
ses of malingering and factitious illness
was in psychiatric or mental health facili-
ties indicates that such referrals have been
commonplace.

Malingering is defined by the feigning
of illness for some secondary gain. This
analysis did not permit identification of
the presumed motivations of those service
members diagnosed as malingerers. Nev-
ertheless, it was noteworthy that the rates
of these diagnoses were highest among
recruit trainees, new, mostly young service
members who may experience difficulties
in adjusting to the rigors and stresses of
training in an unfamiliar setting. Finally,
the lack of correlation between these diag-
noses and the war period and the small
number of service members diagnosed
within a theater of operation suggests that
malingering and factitious illness diagno-
ses are not common among active compo-
nent service members despite the prospect
of deployment to a combat theater.
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Surveillance Snapshot: Conditions Diagnosed Concurrently with Insomnia, Active
Component, U.S. Armed Forces, 2003-2012

FIGURE 1a. Most common conditions diagnosed concurrently FIGURE 1b. Most common conditions diagnosed concurrently
with insomnia during hospitalization,® active component, U.S. with insomnia during ambulatory visits,® active component, U.S.
Armed Forces, 2003-2012 Armed Forces, 2003-2012
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Insomnia is regarded as the most common sleep disorder in adults in the United States and the incidence of insom-
nia has been shown to be increasing in military members. A previous MSMR report documented that incidence rates
of insomnia increased substantially between 2000 and 2009 (2000: 7.2 per 10,000 p-yrs; 2009: 135.8 per 10,000 p-yrs).!

Insomnia has been shown to be both a precipitant and a consequence of numerous comorbid medical diagnoses; the
most frequent comorbid diagnoses are mental disorders.

1. Armed Forces Health Surveillance Center. Insomnia, active component, U.S. Armed Forces, January 2000-December 2009. Medical Surveillance Monthly
Report. 2010;17(5):12-15.
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Deployment-Related Conditions of Special Surveillance Interest, U.S. Armed Forces,
by Month and Service, January 2003-June 2013 (data as of 18 July 2013)

Traumatic brain injury (ICD-9: 310.2, 800-801, 803-804, 850-854, 907.0, 950.1-950.3, 959.01, V15.5_1-9, V15.5_A-F, V15.52_0-9,
V15.52_A-F, V15.59_1-9, V15.59_A-F)?
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Reference: Armed Forces Health Surveillance Center. Deriving case counts from medical encounter data: considerations when interpreting health surveillance reports. MSMR. Dec
2009; 16(12):2-8.

aIndicator diagnosis (one per individual) during a hospitalization or ambulatory visit while deployed to/within 30 days of returning from OEF/OIF. (Includes in-theater medical encoun-
ters from the Theater Medical Data Store [TMDS] and excludes 4,163 deployers who had at least one TBI-related medical encounter any time prior to OEF/OIF).

Deep vein thrombophlebitis/pulmonary embolus (ICD-9: 415.1, 451.1, 451.81, 451.83, 451.89, 453.2, 453.40 - 453.42 and 453.8)"
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Reference: Isenbarger DW, Atwood JE, Scott PT, et al. Venous thromboembolism among United States soldiers deployed to Southwest Asia. Thromb Res. 2006;117(4):379-83.

"One diagnosis during a hospitalization or two or more ambulatory visits at least 7 days apart (one case per individual) while deployed to/within 90 days of returning from
OEF/OIF.
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Deployment-related conditions of special surveillance interest, U.S. Armed Forces,
by month and service, January 2003-June 2013 (data as of 18 July 2013)

Amputations (ICD-9-CM: 887, 896, 897, V49.6 except V49.61-V49.62, V49.7 except V49.71-V49.72, PR 84.0-PR 84.1, except PR 84.01-PR
84.02 and PR 84.11)?
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Reference: Army Medical Surveillance Activity. Deployment-related condition of special surveillance interest: amputations. Amputations of lower and upper extremities, U.S. Armed
Forces, 1990-2004. MSMR. Jan 2005;11(1):2-6.

aIndicator diagnosis (one per individual) during a hospitalization while deployed to/within 365 days of returning from OEF/OIF/OND.

Heterotopic ossification (ICD-9: 728.12, 728.13, 728.19)°
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bReference: Army Medical Surveillance Activity. Heterotopic ossification, active components, U.S. Armed Forces, 2002-2007. MSMR. Aug 2007; 14(5):7-9.

One diagnosis during a hospitalization or two or more ambulatory visits at least 7 days apart (one case per individual) while deployed to/within 365 days of returning from OEF/
OIF/OND.
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