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About This Report

Section 702 of the fiscal year 2019 National Defense Authorization Act
directed the U.S. Department of Defense to conduct a pilot study to assess
the feasibility and advisability of using intensive outpatient treatment pro-
grams to address posttraumatic stress disorder and associated mental health
problems among service members who have experienced sexual harassment
or sexual assault while in the military. The Assistant Secretary of Defense
for Health Affairs and the Defense Health Agency (DHA) Psychological
Health Center of Excellence (PHCoE) commissioned the RAND Corpora-
tion’s National Defense Research Institute to conduct two studies that sup-
plement PHCoE’s efforts to address Section 702’s stipulation. The first study
is a literature synthesis on treatment effectiveness, barriers and facilitators
to treatment, and mental health symptoms associated with sexual harass-
ment and sexual assault in the military, the results of which are detailed in a
companion report (Rollison et al., forthcoming). The second study, which is
the subject of this report, is a review of secondary data, programs, and poli-
cies to understand clinical practices and TRICARE requirements associated
with the use of intensive outpatient programs to treat active-duty service
members affected by the mental health consequences of sexual harassment
and sexual assault that occurred while serving in the military.

This research followed standard human subject protection regulations
and DoD regulations governing human subjects research. Interview sub-
jects consented to being identified by name in the report. Their views are
their own and do not represent the official policy or position of DoD or the
U.S. Government.

RAND National Security Research Division

The research reported here was completed in August 2021 and underwent
security review with the sponsor and the Defense Office of Prepublication
and Security Review before public release.

This research was sponsored by the Defense Health Agency Psycho-
logical Health Center of Excellence and conducted within the Forces and
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Resources Policy Center of the RAND National Security Research Division
(NSRD), which operates the National Defense Research Institute (NDRI), a
federally funded research and development center sponsored by the Office
of the Secretary of Defense, the Joint Staff, the Unified Combatant Com-
mands, the Navy, the Marine Corps, the defense agencies, and the defense
intelligence enterprise.

For more information on the RAND Forces and Resources Policy Center,
see www.rand.org/nsrd/frp or contact the director (contact information is
provided on the webpage).
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Summary

Issue

The fiscal year (FY) 2019 National Defense Authorization Act (NDAA),
Section 702, directed the U.S. Department of Defense (DoD) to “carry out
a pilot program to assess the feasibility and advisability of using intensive
outpatient treatment programs to treat members of the Armed Forces suf-
fering from posttraumatic stress disorder [PTSD] resulting from military
sexual trauma, including treatment for substance abuse, depression, and
other issues related to such conditions” (Public Law 115-232, 2018). The Psy-
chological Health Center of Excellence (PHCoE) commissioned the RAND
Corporation’s National Defense Research Institute to conduct supplemental
analysis to support its response to Congress.

Topics and Approach

PHCOE asked RAND researchers to examine three research topics:

1. An analysis of data from the military workplace on the prevalence
of sexual trauma among personnel with mental health conditions.

2. A programmatic review of four intensive outpatient programs
(IOPs)—two in the private sector and two in DoD—to understand
different program components available to active-duty service
members who have experienced sexual trauma and other trauma.

3. A review of policies to understand TRICARE authorization proce-
dures and other regulations governing IOPs.

To conduct this research, we examined data from the 2014 RAND Mili-
tary Workplace Study survey, reviewed relevant policies, and interviewed
personnel from IOPs to obtain contextual information to inform PHCoE’s
response to Congress.
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Key Findings

o Our secondary data analysis revealed that, in a hypothetical group of
100 servicewomen with probable PTSD, we would expect that 40 had
been sexually assaulted in their lifetimes. For 15 of the 40, they would
have been sexually assaulted within the previous year.

o The demand for services is a key driver of decisions about how, when,
and where to implement an IOP model of care. If a clinic or hospital
serves a large enough group of service members with PTSD, it might be
able to support specialized sexual trauma-informed care.

» Using our programmatic review, private-sector and direct-care IOP
programs use evidence-based treatment approaches and have estab-
lished processes for treating active-duty service members.

o Our policy review and discussions with program officials indicated
that the TRICARE application process, accreditation, state licensing,
and credentialing were not identified as barriers to private-sector IOP
authorization and practice. Other policies, related to reimbursement,
referral, leave, and privacy, were identified as potential barriers.

Knowledge Gaps

Our reviews revealed many knowledge gaps surrounding the experiences,
treatment needs, and the effectiveness of different treatment components
and models of care for active-duty victims of sexual harassment and sexual
assault experiencing PTSD and related mental health problems. These
knowledge gaps suggest additional areas of study for PHCoE and DHA to
explore to further their understanding of this important topic.

What are the treatment preferences of active-duty victims of sexual
harassment and sexual assault with psychological health needs?

Our analysis highlights the need to collect data on the preferences of this
population for seeking care in the private sector versus direct care at a mili-
tary treatment facility (MTF). Furthermore, it would be useful to under-
stand why certain active-duty service members may prefer a private-sector
IOP; understanding those reasons may help the DoD improve care at MTFs.

Vi
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Are IOPs effective? If so, what makes them effective? Are they more effec-
tive than traditional outpatient treatment for active-duty service mem-
bers who have experienced sexual harassment or sexual assault during
military service?

More research is needed before implementing the IOP model as a stan-
dard of care. It would be important to understand whether the benefits of
IOP care relative to traditional outpatient level of care are enough to war-
rant the increased cost of implementing and relying on IOPs for the targeted
patient population. The experts with whom we spoke and the literature
we reviewed raise other important hypotheses and areas of study, such as
whether attrition rates or key features of an IOP (e.g., group therapy) predict
the IOP’s effectiveness. An evaluation would identify the key predictors of
treatment outcomes, the trade-offs associated with rolling or cohort-based
admissions, and where to host an IOP.

Is DoD equipped to meet the psychological health need(s) of these service
members?

Determining current utilization rates of outpatient DoD and private-
sector IOPs is a starting point. DHA should assess the ability of DoD to
meet the demand for IOP care among active-duty service members who
have experienced sexual trauma and the availability of private-sector or U.S.
Department of Veterans Affairs (VA) IOPs should DoD’s capacity fall short.

Further Considerations for the DHA

DHA might consider establishing a research roadmap for how best to
address these and other knowledge gaps about the optimal treatment for
active-duty service members with problems stemming from a military
sexual assault. Some key topics, as summarized in Table S.1, consist of treat-
ment effectiveness, patient preferences, and military health system (MHS)
and TRICARE capacity. A necessary next step would be consideration of
clinical management and care coordination policies and procedures, par-
ticularly when referrals are made to private-sector programs. In our policy
review, we did not identify standardized guidance for referring clinicians,

vii
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TABLE S.1

Topics for Future Research

Approach

Research Areas

Treatment effectiveness

Program evaluation

Comparative

effectiveness trials

Patient preferences

Interview and survey

Assess multiple program components, such as program
length, treatment approaches, group size, and location
Standardize clinical procedures to enhance evaluation

Compare outpatient programs with IOPs
Compare direct-care with private-sector or VA outpatient
and IOP

Assess preferences for types of therapy, length, and
setting
Consider preferences in subpopulations (e.g., at-risk
groups)

MHS and TRICARE capacity

Cost benefit analysis

Clinical management

Provider assessment

Care coordination

Policy analysis

Determine demand for services

Assess availability of services in MTFs and the private
sector

Assess cost implications of treatment delivered in MTFs,
VA, and private sector

Consider transaction costs of partnering with non-DoD
organizations

Evaluate clinical coordination procedures (e.g., referral,
medical charting, discharge plans)

Assess whether clear policies and procedures exist and
are accessible for behavioral health providers to refer,
communicate with private-sector program staff, and
receive service members back for additional treatment

Assess appropriateness of existing travel and lodging
reimbursement procedures

but additional research to assess the availability of clear policies and proce-

dures for behavioral health providers is needed.

A systematic evaluation of the topics we have described is a necessary

next step to understanding the appropriateness of utilizing IOPs to treat ser-

vice members’ mental health consequences of experiencing sexual trauma

in the military. The review described in this report highlights the promising

viii
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outcomes of IOPs and suggests that DoD should continue to evaluate the
use of these programs to treat service members experiencing mental health
consequences of sexual trauma.
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CHAPTER ONE

Introduction

The fiscal year (FY) 2019 National Defense Authorization Act (NDAA),
Section 702, directed the U.S. Department of Defense (DoD) to “carry out
a pilot program to assess the feasibility and advisability of using intensive
outpatient treatment programs to treat members of the Armed Forces suf-
fering from posttraumatic stress disorder resulting from military sexual
trauma, including treatment for substance abuse, depression, and other
issues related to such conditions.” That pilot study “shall be carried out
through partnerships with public, private, and non-profit health care orga-
nizations, universities, and institutions that meet specific criteria” (Public
Law 115-232, 2018)

The pilot conducted by DoD was open to TRICARE-authorized inten-
sive outpatient programs (IOPs) that use only “evidence-based treatment
strategies for the treatment of diagnoses associated with a disclosed sexual
trauma. Treatment may include . . . individual and/or group psychotherapy
and psychoeducation” (TRICARE Policy Manual 6010.59-M, Chapter 18,
Section 8, 2020). The pilot was scheduled to end August 31, 2021, with
patients being enrolled as late as July 31, 2021 (TRICARE, 2021b).

In response to this authorization, the Defense Health Agency (DHA) Psy-
chological Health Center of Excellence (PHCoE) and TRICARE are conduct-
ing a two-part study to describe current DoD practices for posttraumatic
stress disorder (PTSD) treatment (outpatient programs and IOPs) and to
assess treatment effectiveness among five participating private-sector IOPs
and two DoD IOPs. Ultimately, two private-sector IOPs from the East Region,
under the same corporate umbrella, three private-sector IOPs from the West
Region, and two Army Medical Centers took part in the pilot (TRICARE,
2021b).
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To assist with its response to Congress, PHCoE commissioned the
RAND Corporation’s National Defense Research Institute to conduct sup-
plemental analysis of secondary data, programs, and policies.! More spe-
cifically, PHCoE asked RAND researchers to address three disparate topics:

1. An analysis of the prevalence of sexual trauma among service
members experiencing PTSD or depression. From the 2014 RAND
Military Workplace Survey, we estimated the proportion of service
members with probable PTSD or depression who have experienced
sexual harassment or sexual assault in the past year. These esti-
mates serve as a basis for determining the need for sexual trauma-
informed care for service members.

2. A programmatic review of select IOPs (two private-sector pro-
grams and two operated by DoD) to understand different program
components available to active-duty service members who have
experienced sexual trauma and other trauma.? We held discussions
with staff at medical centers, hospitals, and clinics to talk about pro-
gram processes and components and solicit their views on barriers
and facilitators to active-duty service members receiving effective
treatment. However, these reviews were not an evaluation of the pro-
grams themselves.

3. A review of policies to understand barriers to service members
participating in IOPs. We analyzed publicly available policies, such
as TRICARE and other related policies, as they relate to active-duty
service members referred to IOPs, both at DoD military treatment
facilities (MTFs), known as direct care, and at civilian facilities
through the TRICARE network, known as private-sector care.> We

1" RAND researchers also conducted three evidence synthesis reviews focused on the

barriers and facilitators to treatment and the treatment effectiveness for mental health
consequences for service members who disclose sexual assault. The findings from that
effort are described in a companion to this report (Rollison et al., forthcoming).

2 1In identifying IOPs for its review, we excluded those IOPs participating in DoD’s

pilot study. Appendix B contains details of the selection approach.

3 Private-sector care used to be known as purchased care.
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supplemented the policy review with information gleaned during
discussions with IOP clinicians and administrators.

A more detailed discussion of the approach used to address each of
these topics is described in the respective chapters and associated appen-
dixes. Before reporting on the results of our research, we provide definitions
of relevant terminology and brief overviews of sexual trauma and mental
health, PTSD treatment approaches, models of mental health care delivery,
and the treatment of PTSD in the military to orient the reader to the follow-
ing chapters.

Terminology

The legal, scientific, and clinical terminology used to define sexual harass-
ment and sexual assault require attention and precision. Legal statutes
define what constitutes sexual assault, and these definitions vary by state.
The Uniform Code of Military Justice (UCM]J) defines criminal offenses
under military law and is therefore the primary source of our terminology
(10 U.S.C. Sections 801-940, 1958).

DoD Directive 6495.01, 2012, provides a definition of sexual assault that
is consistent with 10 U.S.C. Section 920, Article 120. When we use the term
sexual assault, we mean,

Intentional sexual contact characterized by use of force, threats, intim-
idation, or abuse of authority or when the victim does not or cannot
consent. Sexual assault defined by the military includes a broad cat-
egory of sexual offenses consisting of the following specific UCM]
offenses: rape, sexual assault, aggravated sexual contact, abusive
sexual contact, forcible sodomy (forced oral or anal sex), or attempts to
commit these acts (DoD Directive 6495.01, 2012).

Sexual harassment in the military context is defined in 10 U.S.C. Sec-
tion 934, Article 134 and in DoD Directive 1350.2 as

a form of sex discrimination that involves unwelcome sexual advances,
requests for sexual favors, and other verbal or physical conduct of a
sexual nature when:
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« submission to such conduct is made either explicitly or implicitly
a term or condition of a person’s job, pay, or career, or submis-
sion to or rejection of such conduct by a person is used as a basis
for career or employment decisions affecting that person, or

o Such conduct has the purpose or effect of unreasonably inter-
fering with an individual’s work performance or creates an
intimidating, hostile, or offensive working environment). Sexual
harassment includes a sexually hostile work environment, sexual
quid pro quo, and gender discrimination (DoD Directive 1350.2,
2015).4

The term military sexual trauma is used by the Veterans Health Admin-
istration (VHA) to refer to severe or threatening forms of sexual harass-
ment or sexual assault that occurred during military service. The term is
defined as a “physical assault of a sexual nature, battery of a sexual nature,
or sexual harassment [“repeated, unsolicited verbal or physical contact of
a sexual nature which is threatening in character”] that occurred while a
Veteran was serving on active duty or active duty for training” (38 U.S.C,,
§ 1720D). The U.S. Department of Veterans Affairs (VA) conducts manda-
tory military sexual trauma screening that captures experiences of severe
sexual harassment and sexual assault. In this report, we reserve the term
military sexual trauma for VA assessment procedures and related research.

Trauma and Mental Health

More than 40 years of research has consistently associated adult sexual
harassment and sexual assault with increased risk of broad deleterious
mental health symptoms and conditions (Dworkin et al., 2017) among both
civilian (Chivers-Wilson, 2006; Kilpatrick and Acierno, 2003; Kilpatrick
et al., 2007) and military populations. Yet, as with all trauma exposure,
(Kimerling et al., 2007; Newins et al., 2020) not all individuals who experi-

4 The military definition of sexual harassment was updated between the start and

completion of this study. The December 29, 2020, update of DoDI 1020.03 contains the
most recent definition. We have retained the earlier definition in the table for consis-
tency with the guidance available at study inception.
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ence sexual harassment or sexual assault develop PTSD (Atwoli, 2015). Esti-
mates suggest that 17 percent to 65 percent of civilian adult sexual assault
survivors develop PTSD at some point in their lifetimes (Campbell et al.,
2009, and Kessler et al., 1999).

People with PTSD often also meet the criteria for depression and sub-
stance use disorders (Grant et al., 2016, and Xu et al., 2013), with comor-
bid prevalence rates of 35 percent and 46 percent, respectively (Pietrzak
et al., 2011). The relationship between PTSD and depression or substance
use disorders is complex and often bidirectional (Campbell et al., 2009, and
Gong et al.,, 2019), which can make these comorbidities challenging to treat.
Patients with concurrent PTSD and either depression or substance use dis-
orders show higher symptom severity, greater functional impairment, and
poorer treatment outcomes compared with patients with either disorder
alone (Knowles et al., 2019; McCauley et al., 2012; Spinhoven et al., 2014).

PTSD Treatments

Clinical practice guidelines prescribe evidence-based practices to treat spe-
cific conditions. The VA/DoD clinical practice guidelines for PTSD strongly
recommend individual, manualized, trauma-focused psychotherapy as the
primary treatment approach for people with PTSD. This approach includes
specific cognitive behavioral therapy (CBT), prolonged exposure (PE) ther-
apy, eye movement desensitization and reprocessing (EMDR), brief eclectic
psychotherapy, narrative exposure therapy, and written narrative exposure
(VA and DoD, 2017).> Pharmacotherapy (e.g., selective serotonin reup-
take inhibitors or serotonin-norepinephrine reuptake inhibitors) is recom-
mended when individual trauma-focused psychotherapy is not readily avail-
able or when patients elect not to engage in such treatment (VA and DoD,
2017). The American Psychological Association’s recommended evidence-
based psychotherapies and pharmacotherapy options for PTSD (Craske,
2017) overlap significantly with the VA/DoD’s clinical practice guidelines.
Neither provides treatment recommendations based on the different types
of trauma that may lead to PTSD (e.g., natural disaster, sudden loss of a

> See Appendix C for summaries of these and other common treatment approaches.
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loved one, sexual assault, or combat), although clinical research is typically
conducted with either victims of sexual trauma or combat veterans.

Models of Mental Health Care Delivery

Mental health care can be described as occurring or being delivered on a
continuum, which includes IOP and ranges from primary care to inpatient
hospitalization (see Figure 1.1). Many individuals with PTSD and other
behavioral health disorders first present in primary care rather than spe-
cialty mental health care settings (Schnurr et al., 2013). The collaborative
care model, often referred to as integrated care, was developed as a method
to address mental health in primary care settings rather than immediately
referring patients out to specialty care. The approach integrates physical
and mental health services that together work to manage mental health dis-
orders as a chronic disease rather than treating acute symptoms (Thielke,
Vannoy, and Uniitzer, 2007; Uniitzer et al., 2006, and Uniitzer et al., 2013).
This model typically uses a stepped-care approach to manage mental health
conditions such that the most effective, yet least resource-intensive treat-
ment, is delivered first.

Depending on the level of patient distress, need, and success with ini-
tial low-intensity intervention, a patient may subsequently be stepped up to
more intensive and complex treatment involving additional care delivery
modalities (e.g., group therapy) and appropriate specialists (e.g., psychia-

FIGURE 1.1
Continuum of Mental Health Care

Primary Specialty Intensive Partial
care outpatient outpatient hospitalization

Inpatient

Continuum of care

~
Specialty care
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trists). Care coordination between the referring primary care provider and
newly integrated mental health specialists is essential to the collaborative
care model, which has been shown to improve PTSD and depression symp-
toms among combat-exposed service members (Engel et al., 2016).

In addition, there is some evidence that collaborative care can increase
patient adherence to treatment, improve patient satisfaction, and potentially
reduce premature termination from treatment (Craske et al., 2011; Fortney
et al,, 2015; Meredith et al.,, 2016; Peek, 2013; Schnurr et al., 2013; Zatzick
etal., 2013, and Zatzick et al., 2015).

The VA/DoD clinical practice guidelines for the treatment of PTSD in
primary care indicate collaborative care interventions has weak evidence as
an evidence-based approach to improving patient engagement with mental
health care (VA and DoD, 2017). And the CPG underscores the fact that
comorbid conditions should be considered when determining a treatment
plan.

Primary and Specialty Outpatient Care

When the first-line mental health care delivered in primary care settings is
not successful in providing symptom reduction or remission, VA/DoD clin-
ical practice guidelines for PTSD management recommends that patients
receive specialty outpatient treatment or therapy. These 45- to 90-minute
sessions are typically delivered by a licensed social worker or clinical psy-
chologist on a weekly basis and should align with an evidence-based treat-
ment, such as CBT or PE (VA and DoD, 2017). However, even when these
guidelines for specialty outpatient treatment are followed, success is not
guaranteed.

For example, anywhere from 30 percent to 62 percent of patients receiv-
ing exposure-based therapies drop out of care before they can experience
significant symptom reduction (Kehle-Forbes et al., 2016, and Mott et al.,
2014). A variety of reasons account for the high rate of attrition in outpatient
settings. One of the primary reasons is emblematic of the PTSD condition
itself—avoidance. The avoidance cluster of PTSD symptoms is characterized
by attempts to avoid distressing emotions, thoughts, and memories and also
activities, people, or physical places that serve as reminders of the traumatic
event. Promising new treatments are emerging, such as written exposure
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therapy (WET), that are briefer (five sessions for WET), easier to deliver,
and result in much lower dropout rate (6 percent for WET) (Thompson-
Hollands et al., 2019).

Intensive Outpatient Programming

The next level of care, intensive outpatient programming, is defined by TRI-
CARE as “an outpatient level of care that provides an organized day or eve-
ning program for the treatment of mental health and/or substance use dis-
orders (SUDs) . . . care typically consists of between six and nine or more
hours a week of treatment services (minimum two hours per treatment day)
which includes assessment, treatment, and rehabilitation” (TRICARE Policy
Manual 6010.60-M, Chapter 7, Section 3.16, 2018). IOPs provide the oppor-
tunity for a therapeutic dose of treatment within a condensed time frame.
It may be more appealing for a patient to buy into the idea of approaching
rather than avoiding distressing thoughts, memories, and emotions for a
few weeks versus a few months, especially if symptom improvement follows
the same time frame trajectory (Sherrill et al., 2020).

Quicker paths to recovery have been noted as especially important fac-
tors for military populations who may be reticent to commit to longer-term
treatments because of employment and family responsibilities or deploy-
ment and duty-station changes (Yasinski et al., 2018). In this way, targeting
PTSD within an IOP framework does not necessarily require a stepping up
of care because of symptom severity or lack of success with lower-intensity
care delivery modalities—but this method may be initiated based on patient
preferences and provider judgment to increase access to care, reduce barri-
ers associated with avoidance and attrition, and improve outcomes in PTSD
treatment (Ragsdale et al., 2020).

Research and clinical practice efforts have begun condensing exposure-
based therapies or cognitive processing therapy (CPT) for PTSD into an
IOP format of two- to three-week treatment duration, often with additional
or adjunctive services such as group therapy, art therapy, family services,
yoga, or other wellness interventions (Beidel, Frueh et al., 2017; Harvey et al.,
2017; Hendriks et al., 2018; Rauch et al., 2021; Yasinski et al., 2018, and Zalta
etal., 2018). A review of 11 exposure-based treatment studies and two CPT-
focused studies within an IOP format revealed similar positive outcomes as
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specialty outpatient treatment but with dramatically increased completion
rates (often approximating greater than 95 percent) (Ragsdale et al., 2020).
That is, the therapy works just as well, but in this format, many more people
are able to complete the program and benefit from it.

As an illustrative example, the Wounded Warrior Project funds four aca-
demic medical centers known as the Warrior Care Network. Each center
developed two- to three-week IOPs that treat PTSD among post-9/11 veterans
and service members (Harvey et al., 2017). Each program includes slightly dif-
ferent components, such as integrative therapies and wellness programming
to support maintenance of gains and increased general functioning, but are
consistent in their use of IOP case management, peer support, and evidence-
based anchor treatments for PTSD, including CPT and PE.

The average treatment completion rate reported by Harvey and colleagues
was 95 percent across the four sites, and patients reported high satisfaction
(greater than 90 percent) as measured by agreement with several statements
(e.g., “Overall, I feel satistied with the clinical care I have received” and “The
care I received has improved the problem(s) I needed help with.”) Where
available, site-specific outcome research included the following:

o 77 percent of IOP completers across 13 studies of both veteran and
nonveteran samples experienced clinically significant PTSD symp-
tom reduction, with 44 percent losing their probable PTSD diagnosis
(Rauch et al., 2020)

o 88 percent of 270 IOP completers maintained treatment gains at a
12-month follow-up (Burton et al., 2019)

o The Warrior Care Network reported on 325 patients and found sig-
nificant reduction in PTSD and depression symptoms upon program
completion (Harvey et al., 2019).

This evidence from efficacy and effectiveness trials of IOPs for PTSD,
which are frequently composed of U.S. military personnel and veterans,
is encouraging. Results indicate high retention rates, positive clinical out-
comes, and high patient satisfaction. Yet, this is not to say there are no draw-
backs to this care modality. A qualitative study of 25 veteran patient percep-
tions regarding the intensive structure of treatment found the majority of
patient reactions were positive, some also acknowledged that the intensity
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caused short-term discomfort (i.e., emotional distress, exhaustion, and frus-
tration) and was demanding in terms of effort and time (Sherrill et al., 2020).
Further research is needed to better understand patient-level characteristics
and preferences related to IOPs for PTSD, including research about patients
who drop out of treatment or do not benefit from the intensive structure.

Partial-Hospitalization Programs and Inpatient Care

Next along the continuum is partial-hospitalization programs (PHPs),
which are a middle ground between IOP and inpatient care.® PHPs are day
programs designed for patients with significant or still severe behavioral
health symptoms who need a structured treatment program but do not need
24-hour supervision. A PHP is typically four to six hours per day and as fre-
quent as five days per week.

Inpatient hospitalization, the most intensive level of care, is a structured
setting with 24-hour care, usually for patients whose mental health symp-
toms (1) now include actively suicidal or homicidal thoughts or actions,
or (2) pose a threat to their own safety (e.g., by being unable to maintain
adequate nutrition or hygiene) or the safety of others. Patients are usually
stepped down from this level of care when they no longer pose a threat to
themselves or to others. That is, full resolution of all symptoms is not neces-
sary for discharge.

Treatment Retention Among Service Members
with PTSD

Even when evidence-based treatments for PTSD are available, they can
only be helpful if service members are able to remain engaged in treatment.
Mental health systems (MHSs) must be able to not only provide patients with

6 These programs are categorized as a time-limited, ambulatory, active treatment that
offers therapeutically intensive, coordinated, and structured clinical services within
a stable therapeutic environment. Partial hospitalization is an appropriate setting for
crisis stabilization, treatment of partially stabilized mental health disorders, including
substance disorders, and a transition from an inpatient program when medically neces-
sary (TRICARE Policy Manual 6010.60-M, Chapter 11, Section 2.5, 2017).
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initial care but must also retain those patients for long enough to achieve
significant symptom reduction or remission. According to a retrospective
study of active-duty service members who received PTSD care at military
outpatient clinics, we can expect that the largest reduction in PTSD symp-
tom severity will occur during the first eight treatment encounters (Hoyt
and Edwards-Stewart, 2018). However, retention for this length of time is
not the norm. Among service members who are diagnosed with PTSD in
the MHS, nearly one-quarter (24 percent) do not receive any psychotherapy
or pharmacotherapy recommended by clinical practice guidelines during
the four months following their diagnosis (Hepner et al., 2021). For those
patients who do receive PTSD care within a year of their diagnosis, 35 per-
cent did not receive the number of psychotherapy sessions recommended to
achieve symptom reduction (Hepner et al., 2017).

It may be that the type of psychotherapy offered contributes to whether
patients decide to remain engaged in care. For example, trauma-focused
treatments often include the difficult work of exposure and habituation to
trauma memories, which help extinguish fear responses. The treatments
are effective but also emotionally challenging for PTSD patients. A system-
atic review examined PTSD treatment dropout rates in randomized con-
trolled trials of active-duty service members and veterans and revealed that
trauma-focused treatments have a dropout rate of 27.1 percent compared
with a 16.1 percent dropout rate for nontrauma focused treatments (Hoyt
and Edwards-Stewart, 2018). The authors suggested that treatment type
rather than population or other variables might be what affects dropout.
Dropout may also be due, in part, to spontaneous remission. Some service
members may recover from PTSD without formal intervention.

Although our understanding of the drivers of treatment retention
remains incomplete, the existing findings also point to opportunities for
improvement in policy strategies that could increase access to, utilization
of, and quality of treatment for service members with PTSD (Committee
on the Assessment of Ongoing Efforts in the Treatment of Posttraumatic
Stress Disorder, 2014). For example, military training and occupational
requirements might make it challenging for service members to regularly
seek care during the duty day (even for just an hour or two) on a weekly basis
as required for typical, specialty outpatient care. In Hoyt and Edwards-
Stewart, 2018, the authors explained that in the military context, “the com-

1
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pletion of a course of treatment in a limited number of encounters could
have a significant impact on military readiness, allowing patients to return
to full duty.” The IOP model of delivering care within a prespecified time
frame is consistent with the authors’ conclusions that concentrated treat-
ment for PTSD, potentially scheduled between required field training or
combat deployments, could support service members’ return to duty (Hoyt
and Edwards-Stewart, 2018).

A companion report on the effectiveness of treatments for victims of
sexual trauma found that skills-based treatments were equally or more
effective than trauma-focused treatments (Rollison et al., forthcoming).
The effectiveness of different psychotherapeutic approaches to treating
PTSD remains an active area of study, and one that is important for design-
ing treatment programs that minimize treatment dropout.

Organization of This Report

The next three chapters address each of the topics that we were asked to
examine. In Chapter Two, we describe data analysis conducted to under-
stand sexual trauma history in service members with probable PTSD or
probable depression. In Chapter Three, we summarize our discussions with
DoD and private-sector IOP personnel and what we learned from the pro-
gram materials we reviewed. In Chapter Four, we present TRICARE poli-
cies for IOPs and discuss program administrators’ experiences implement-
ing those policies. The report ends with observations of knowledge gaps in
the use of IOPs to treat service members who experienced sexual harass-
ment or sexual assault in the military, and we identify additional research
that is needed to inform the feasibility and the advisability of this treatment
approach.
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CHAPTER TWO

Sexual Harassment, Sexual Assault,
and Mental Health in the Military

As described in Chapter One, PHCoE's first topic of interest was to assess
the prevalence of sexual trauma among service members with mental health
conditions. In this chapter, we report estimates of the proportion of service
members with probable PTSD and depression who have experienced sexual
trauma. Before turning to these estimates, we begin with a discussion of
sexual harassment and sexual assault in the military—what they mean and
how they differ from sexual harassment and sexual assault in the general
population.

Characterizing Sexual Harassment and Sexual
Assault That Occurred During Military Service

Sexual harassment in the military context has a precise policy definition that
includes, among other requirements, unwelcome sexual advances, requests,
and offensive comments or gestures with a nexus to the target’s job, pay,
or career that are so severe or pervasive that a reasonable person, includ-
ing the victim, would perceive the work environment as hostile or offensive
(10 U.S.C. Section 934, Article 134, 2016; DoD Directive 1350.2, 2015).

This definition differs from some lay interpretations of the term sexual
harassment in that it does not include events that occur outside the work-
place (e.g., sexual heckling on a public street), consensual interactions
between coworkers in which neither party is offended (e.g., two employ-
ees sharing a sexual joke out of earshot of other coworkers), or normative
social encounters (e.g., two colleague hugging after not seeing each other for
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a week). Rather, the requirements make clear that the behavior is unwanted,
offensive, and creates a hostile work environment for the target.

The UCMJ Section 120 provides a detailed description of the legal defi-
nition of sexual assault that includes specific physical acts, the intent of the
perpetrator, and the form of coercion that together are used to categorize
an event as unlawful. The military context of sexual assault often differs in
important ways from sexual assaults that occur among the general popula-
tion. For civilians, sexual assault typically occurs in the context of roman-
tic or sexual relationships and occurs in residential settings, often in the
victim’s or the perpetrator’s home (Reddington and Wright Kreisel, 2017).
Alcohol use—by the victim, perpetrator, or both—is common (Lorenz and
Ullman, 2016), and women are far more likely than men to be victimized,
particularly in adulthood (Reddington and Wright Kreisel, 2017). To the
extent that there is a “typical” assault among civilians, it would be perpe-
trated by a man against a woman with whom he was romantically involved,
in a private setting, involving alcohol use, and with minimal force.

In contrast, assaults against military service members often occur at
work during duty hours, while percentages of sexual assault at work with no
alcohol involved are much higher for men than for women; about one third
of victims report they had been drinking at the time of the assault and that
about 37 percent of offenders had been drinking at the time of the assault
(Morral, Gore, and Schell, 2015).

Commonly, the perpetrator(s) is also a service member who work in the
same occupation or location, and only rarely is the offender an intimate
partner (Jaycox et al., 2014). Although servicewomen are 8.9 times more
likely to be sexually assaulted than servicemen, there is still a large number
of male victims annually (approximately 7,500; Breslin et al., 2019). Com-
pared with assaults against servicewomen, assaults against servicemen
more often result in physical injuries. They are often perpetrated by mul-
tiple offenders (usually men), repeated more than once, and are more likely
to be committed with the intention of abusing, humiliating, or hazing the
victim (Jaycox et al., 2014; Morral, Gore, and Schell, 2015). Service members
who identify as lesbian, gay, or bisexual or who do not identify as straight
are particularly likely to be targeted; they account for only 12 percent of all
service members, but 43 percent of all sexual assault victims (Morral and
Schell, 2021).
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It is important to understand the differences between typical civilian
sexual assaults and sexual assaults that occur in the military prior to provid-
ing mental health services to service members who have survived a sexual
assault. Mental health providers with expertise in treating sexual assault in
civilian settings may have developed their approach and clinical skill to sup-
port victims recovering from an assault perpetrated by a date or significant
other. Clinical tasks may involve rejecting cognitive distortions in which
the victim believes themselves to be responsible because they were drinking.
Victims may need help recovering an ability to trust an intimate partner.

Certainly, for some sexual assault victims in the military, the context of
their assault will match this prototype and a similar clinical approach may
be necessary. However, for many others, that may not be appropriate. Mental
health providers should be prepared to treat victims for whom the sexual
assault was an extreme form of workplace sexual harassment—perpetrated
by multiple, often male, colleagues during the workday and in the victim’s
duty station. They may have been targeted because they are—or because the
perpetrator(s) perceived them to be—gay, lesbian, or bisexual. Clinical tasks
may include recovery from the betrayal of being victimized by a fellow ser-
vice member, the stigma and shame of being a victim when a service mem-
ber’s identity and training prioritizes strength, and possible related damage
to the victim’s military career (Morral et al., 2021).

Estimating Prevalence of PTSD, Depression,
Sexual Harassment, and Sexual Assault

Although there is a broad literature that estimates the proportion of sexual
assault victims who go on to develop mental health conditions like PTSD or
depression (Dworkin et al., 2017), it has been rare to approach the associa-
tion from the opposite direction. That is, among individuals with mental
health conditions, what proportion have experienced sexual harassment or
sexual assault?

The answer to this question would be useful to mental health admin-
istrators and providers who may need to estimate the proportion of their
patient population who might benefit from sexual trauma informed care. If
the estimate is very low, it may not be feasible or cost effective to establish
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specialized tracks or programs for victims of sexual trauma. A single clini-
cal expert could cover the need. However, if the estimate is substantial, some
systems or organizations should consider providing specialized programs.

To better understand whether the MHS should prioritize specialized ser-
vices for victims of sexual harassment or sexual assault, we completed a sec-
ondary analysis of data from the 2014 RAND Military Workplace Survey
(Morral, Gore, and Schell, 2015).

This survey provides population level estimates of PTSD and depression
combined with assessments of sexual harassment and sexual assault in the
military. We used these data to estimate the proportion of service members
with probable PTSD or depression who had also experienced sexual harass-
ment or sexual assault and, thus, might benefit from access to mental health
services that are specialized for sexual trauma recovery.

The sample frame for the survey was all active-duty service members
excluding those with fewer than six months of service, general and flag
officers, and those under age 18. All active-duty women and 25 percent of
active-duty servicemen were invited to participate, and 30.4 percent of the
sample did so. Survey weights were used to account for the sampling design
and survey nonresponse using 40 administrative variables that assessed
sociodemographic, occupational, and survey fieldwork information. A
complete description of the study design and implementation is available
elsewhere (Morral, Gore, and Schell, 2014; Morral, Gore, and Schell, 2015).

RAND Military Workplace Survey Measures

The 2014 RAND Military Workplace Survey measure of sexual assault was
designed to align closely with legal criteria in the UCM] Article 120 (Rape
and Sexual Assault). A nested, three-part series of questions assess whether
an event in the past year satisfied all UCM]J criteria for sexual assaults: (1) an
unwanted experience occurred like one described in the law (e.g., unwanted
penetration of an orifice), (2) the event was intended to abuse or humili-
ate the victim or done to gratify a sexual desire, and (3) one of the UCM]J-
defined coercive actions was used (e.g., threats, force, alcohol incapacita-
tion) (Jaycox et al., 2014).

The 2014 RAND Military Workplace Survey measure of sexual harass-
ment was designed to align closely with the DoD definition of sexual harass-
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ment included in DoD Directive 1350.2. The measure begins with behavior-
ally specific screening items, which, when endorsed, are followed by questions
ascertaining whether (1) any such experience continued despite the coworker
knowing that the respondent was upset by it or (2) it was sufficiently offensive
that most members of the military would be offended by it. Individuals who
indicated that their experience met these criteria were classified as having
experienced sexual harassment in the past year (Jaycox et al., 2014).

PTSD was assessed using the Primary Care PTSD Screen for DSM-5
(PC-PTSD), a five-item measure using the criteria from the Diagnostic and
Statistical Manual of Mental Disorders (DSM). The scale has strong diag-
nostic accuracy (Area Under the Curve = 0.94) as tested with a veteran
sample (Prins et al., 2016). Scale scores range from 0 to 5, and in accordance
with recommendations, we used a cut score of 3 to optimize scale sensitivity
(Prins et al., 2016). Without confirmation by a diagnostic interview to estab-
lish a diagnosis of PTSD, we cannot be certain that all service members who
scored above the scale threshold met all criteria for PTSD. Thus, throughout
this report, we describe the group of service members who screened positive
via their PC-PTSD score as experiencing probable PTSD.

Depression was assessed using the Patient Health Questionnaire
(PHQ-8) (Kroenke et al., 2009). The scale has good sensitivity and specific-
ity when used to identify depression (Kroenke et al., 2010). The eight-item
scale ranges from 0 to 24, and in accordance with the recommendation, we
used a cut score of 10 to identify a moderate depression symptoms and 15 to
identify severe depressive symptoms. Without confirmation by a diagnostic
interview to establish a diagnosis of major depressive disorder, we cannot be
certain that all service members who scored above the scale threshold met
all criteria for diagnosis.

Thus, as for PTSD, we describe the group of service members who
screened positive for depression via PHQ score, as experiencing probable
moderate depression or probable severe depression.

In combination, we produced descriptive statistics to estimate the
following:

1. The proportion of service members categorized as experiencing
probable PTSD who had been
a. sexually harassed in the past year
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b. sexually assaulted in the past year, in their military career, or
prior to their military service.
2. The proportion of service members categorized as experiencing
probable depression who had been
a. sexually harassed in the past year
b. sexually assaulted in the past year, in their military career, or
prior to their military service.

In accordance with standards set in our initial evaluation of 2014 RAND
Military Workplace Survey data (Morral, Gore, and Schell, 2015), cell values
within tables were specified as “not reportable” (NR) when they were cal-
culated within groups smaller than 15 respondents or when the margin of
error was greater than 15 percentage points. We initially planned to exam-
ine the relationship between PTSD or depression symptoms and the char-
acteristics of the sexual harassment or sexual assault (e.g., recency of the
trauma, assault characteristics, offender characteristics, reporting, satisfac-
tion with received services). On review, the tables describing subanalyses for
sexual assault all included NR data. Some tables describing subanalyses for
sexual harassment were reportable for women only, but without the com-
parison across gender and trauma type, they offer limited clinical utility.
Thus, these subanalyses are not included in the report.

Sexual Harassment and Sexual Assault Among Military
Services Members with Probable PTSD

Compared with servicewomen who were not categorized as experiencing
probable PTSD, servicewomen with probable PTSD were 2.3 times more
likely to also be categorized as having been sexually harassed within the
prior year (Table 2.1). The finding for servicemen was similar: those with
symptoms suggestive of probable PTSD were 2.6 times more likely to be cat-
egorized as having been sexually harassed in the past year compared with
men without PTSD. Overall, 39.9 percent of women and 14.7 percent of men
with symptoms suggestive of probable PTSD had experiences consistent
with sexual harassment within the prior year.

Among service members categorized as experiencing probable PTSD,
15.1 percent of women and 1.9 percent of men were also categorized as
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having been sexually assaulted in the past year (Table 2.1). Among women,

those with symptoms suggestive of probable PTSD were 5.6 times more

likely than servicewomen without this level of symptoms to be categorized

as having experienced a sexual assault in the past year. For men, the per-

centage who experienced a sexual assault in the past year did not differ sig-

nificantly between those with and without symptoms suggestive of probable

PTSD. Overall, 39.5 percent of servicewomen and 5.8 percent of servicemen

with symptoms suggestive of probable PTSD had been sexually assaulted at

some point in their lifetimes.

TABLE 2.1

Percentage of Service Members Who Were Categorized as
Having Experienced a Sexual Trauma, by Gender and Probable

PTSD
Women Men
Sexual Without Probable Without Probable
Trauma PTSD (%) PTSD (%) PTSD (%) PTSD(%)
Sexual Within the 174 39.9 5.6 14.7
harassment prior year (16.2-18.6)  (36.4-43.5) (4.5-6.6) (11.2-18.2)
Not in the 82.6 60.1 94.4 85.3
prior year (81.4-83.8) (56.5-63.6) (93.4-95.5)  (81.8-88.8)
Sexual Within the 2.7 151 0.7 1.9
assault prior year 2.1- (12-18.1) (0.3-1.1) (0.5-3.3)
3.2)
During 7.4 20.5 1.0 2.7
military (6.7-8.1) (17.9-23.1) (0.7-1.3) (1.3-4.0)
career, but
not in the
prior year
Prior to 3.0 4.0 0.3 1.3
military (2.5-3.5) (2.6-5.4) (0.2-0.4) (0.1-2.4)
career only
None 87.0 60.5 98.0 94.2
(86.0-87.9)  (57.0-64.0) (97.5-98.6) (92-96.3)

SOURCE: Morral, Gore, and Schell, 2015.
NOTE: 95-percent confidence intervals for each estimate are in parentheses
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Sexual Harassment and Sexual Assault Among Military
Services Members with Probable Depression

Compared with servicewomen who were not categorized as experiencing
probable depression, servicewomen with moderate depression symptoms
were 2.0 times more likely and those experiencing severe depression symp-
toms were 2.4 times more likely to indicate experiences consistent with
sexual harassment within the prior year (Table 2.2). The odds ratio for men
was even higher. Men with moderate or severe depression symptoms were
4.5 to 4.7 times more likely to indicate experience consistent with sexual
harassment in the past year compared with men without clinically sig-
nificant depression symptoms. Overall, 42.8 percent of servicewomen and
21.2 percent of servicemen with severe depression symptoms had experi-
ences consistent with sexual harassment within the prior year.

Among service members with symptoms suggestive of severe depres-
sion, 15.9 percent of women and 1.3 percent of men had experienced a
sexual assault in the past year (Table 2.2). Among women, those with prob-
able severe depression symptoms were 4.8 times more likely than service-
women not categorized as experiencing depression to have experienced
sexual assault in the past year. For men, the percentage who were catego-
rized as having experienced a sexual assault in the past year did not differ
significantly between those without depression symptoms relative to those
with moderate or severe depression symptoms. Overall, 37.1 percent of
servicewomen and 5.4 percent of servicemen with severe depression symp-
toms had been sexually assaulted at some point in their lifetimes.

Conclusions

According to these descriptive analyses, it appears that many service mem-
bers who are experiencing clinically significant mental health symptoms
suggestive of PTSD and depression have also experienced sexual trauma.
For example, in a hypothetical group of 100 female service member with
probable PTSD, using the results of our analysis, we would expect that 40 of
the 100 women would have been sexually harassed in the prior year and 40
had been sexually assaulted in their lifetimes. Four of these women would
have a sexual assault history that occurred prior to joining the military (but
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TABLE 2.2
Percentage of Service Members Who Were Categorized as Having Experienced a Sexual Trauma, By
Gender and Probable Depression Severity

Sexual Trauma

No

Depression (%)

Probable Moderate Probable Severe

Depression (%) Depression (%)

No

Depression (%)

Probable Moderate Probable Severe

Depression (%) Depression (%)

Sexual harassment

Within the 18.1 35.8 42.8 4.5 20.4 21.2
prior year
(16.9-19.9) (31.2-40.4) (36.7-48.8) (8.6-5.3) (13.1-27.6) (14.2-28.3)
Not in the 81.9 64.2 57.2 95.5 79.6 78.8
prior year
(80.7-83.1) (59.6-68.8) (51.2-63.3) (94.7-96.4) (72.4-86.9) (71.7-85.8)
Sexual Assault
Within the 3.3 10.6 15.9 0.6 341 1.3
prior year
(2.6-3.9) (7.2-13.9) (10.5-21.3) (0.2-0.9) (0-7.2) (0.2-2.3)
During military 8.4 15.4 18.0 1.0 1.8 3.4
career, but not
in the prior year (7.7-9.2) (12.4-18.3) (14.0-22.0) (0.71.2) (0.1-3.5) (0.6-6.2)
Prior to military 2.9 6.0 3.2 0.3 0.9 0.7
career only
(2.4-3.3) (3.2-8.8) (1.4-5.1) (0.2-0.5) (0.1-1.6) (0-1.3)
None 85.4 68.1 62.9 9841 94.2 94.6
(84.4-86.4) (63.6-72.6) (57.0-68.8) (97.7-98.6) (89.8-98.6) (91.6-97.7)

SOURCE: Morral, Gore,

and Schell, 2015. NOTE: 95-percent confidence intervals for each estimate are in parentheses.
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not after), 21 would have been sexually assaulted during their military ser-
vice but at least one year prior, and 15 would have been sexually assaulted
within the prior year. Depending on the number of women with PTSD that
a clinic or hospital serves, this could be a large enough group to receive for
specialized, sexual trauma informed care.

Although servicemen are less likely to have experienced a sexual trauma,
the number of servicemen with probable PTSD who have been sexually
harassed or sexually assaulted is non-negligible. In a hypothetical group
of 100 servicemen with probable PTSD using our data analysis, we would
expect that about 15 of the 100 had been sexually harassed in the prior year
and six of them had been sexually assaulted at some point in their life-
times. Perhaps unsurprising given strong comorbidity between depression
and PTSD (Spinhoven et al., 2014; Stander, Thomsen, and Highfill-McRoy,
2014), we found 5.4 percent of servicemen with severe depression symptoms
had been sexually assaulted at some point in their lifetimes.

An important assumption in these estimates is that sexual trauma vic-
tims access care for PTSD or depression at the same rate as others. We
cannot speak directly to whether that assumption is accurate, but previous
analyses of the 2014 RAND Military Workplace Survey data provide some
indication that victims do not always access the response services available
to them (Jaycox et al., 2014). For example, only 15 percent of service mem-
bers who were sexually assaulted in the past year indicated that they had
talked with a sexual assault response coordinator and only 13 percent had
talked with a victim advocate. Only 13 percent reported seeking services
from a counselor, therapist, or psychologist, and 11 percent sought care
from a medical professional (Jaycox et al., 2014). Across all types of services
that may be used by sexual assault victims, satisfaction with those services
were typically in the moderate range, with the average respondent indicat-
ing that they were “neither satisfied nor dissatisfied” or “satisfied” with the
services they received (Jaycox et al., 2014).

It is possible that more sexual assault victims will seek care in the future,
after more time has elapsed following the trauma. However, it is also impor-
tant to consider the barriers that may successfully block access to care for
some sexual trauma victims. In an unpublished 2020 review, Julia Rollison
and colleagues completed a scoping review of the literature assessing barri-
ers to care for service members who have experienced sexual harassment or
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sexual assault. (Rollison et al., forthcoming). Commonly identified barriers
included distrust of the health system, particularly with respect to the con-
fidentiality of records; concern from service members that they will not be
believed by providers or support persons; and feelings of stigma or shame.

Ultimately, the decision as to whether the prevalence of sexual harass-
ment and sexual assault in a mental health population is large enough to
support the costs and resources to establish a specialized sexual trauma-
informed track or program will depend, in large part, on the size of the pop-
ulation and the resources of the organization. We hope that these prevalence
estimates can contribute to determining the number of military patients
who might benefit from specialized care. If that number is very small, the
organization may be better served by referring those patients to external
providers. However, as that numbers grows, organizations should consider
hiring a provider expert in delivering trauma-informed care or establishing
a specialized care program.
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CHAPTER THREE

A Review of DoD and Private-Sector
Programs

In the second area of inquiry that PHCoE asked us to address, we con-
ducted a programmatic review of four well-established IOPs. To support
its response to Congress, PHCoE was interested in understanding the dif-
ferent program components available to active-duty service members. This
review also provides context for the policy review detailed in Chapter Four.
With the help of our PHCoE and TRICARE points of contact for the FY
2019 NDAA's Section 702 pilot study, we worked to identify direct-care and
private-sector IOPs to use as case illustrations, starting with a list of 205
IOPs provided by TRICARE.! We also conducted exploratory searches of
select websites with search engines designed to identify mental health treat-
ment facilities.

None of the search engines were comprehensive enough to identify the
totality of IOPs serving service members suffering from the psychological
aftermath of sexual assault in the military.?

We selected two private-sector programs and two operated by DoD for
our review and held discussions with select IOP administrators and clini-
cians who described the IOP programs, practices, and variation in pro-

1" We purposefully did not hold discussions with IOPs in the Sexual Trauma Intensive

Outpatient Program TRICARE pilot study because they were already being evaluated.

2 Our methods for identifying and selecting programs are detailed in Appendix B. We

attempted to identify programs with a PTSD IOP that have at least two patient tracks,
one for the treatment of sexual trauma and one for the treatment of combat-related
trauma. That step enabled us to understand whether IOPs for PTSD could meet the
needs of service members suffering from different types of trauma.
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gram components and approaches. We selected programs that treat a larger
number of patients, have been in existence for several years, and were known
to some military mental health providers, for the purposes of including pro-
grams that used evidence-based treatments and that may have data on rel-
evant health outcomes. We conducted online searches for programs that
would allow us to compare services for sexual assault-related PTSD relative
to other PTSD at a DoD IOP and a private-sector IOP.

Attempts were also made to identify IOPs located in known areas of
need identified by TRICARE points of contact, specifically in the Fayette-
ville, North Carolina area, San Antonio, Texas, and the Pacific Northwest
around Joint Base Lewis-McCord; considerations were also made to reach
out to private-sector IOPs located within a reasonable distance from mili-
tary installations. Using these strategies, we selected for inclusion four pro-
grams representing examples of programs available to service members and
veterans.

Outreach included team members either emailing or calling program
points of contact. We contacted 15 organizations with IOPs, 11 of which
were operating in the private sector, two programs within the VA, and two
programs within DoD. Several of these outreach discussions revealed addi-
tional insights that may be of interest to DHA program administrators or
network administrators.

We spoke to a total of 18 individuals involved in business operations,
clinical care, and program leadership.® In this chapter, we summarize the
information gained from these discussions for the four case illustrations. We
describe the history and administration of the programs, review the main
components of program design and treatment, and describe information
we collected on outcomes and effects of the program for active-duty service
members. We also present observations from clinical program directors and
additional insights gained during the initial period of program outreach as
part of our case study selection process. Because we spoke only to clinicians
and administrators from facilities with successful IOPs that receive active-
duty service members, their comments to us appeared expectedly biased in
favor of such programs.

3 See Appendix A for a discussion guide we developed to cover specific topics with dif-
ferent types of program staff.
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Intensive Outpatient Reviews

We held discussions with program staff and reviewed program material
from four IOPs to document program characteristics and experiences. Each
program differs in important ways. One private-sector program (Compre-
hensive Wellness Center [CWC]) treats a predominantly dually diagnosed
population (typically substance abuse and PTSD) and is funded through
patients using private insurance and TRICARE. The second program (UCF
Restores at the University of Central Florida) is grant-funded and resides
outside the MHS and TRICARE network. Two programs are housed in
MTFs; a trauma processing group (Evolution) and one that treats sexual
trauma in a separate track using individual therapy (Walter Reed National
Military Medical Center). We do not present the case illustrations as best
practices nor as illustrative of an “average IOP,” if such a characterization
exists. Instead, these programs illuminate the diversity of options among
IOPs and describe the specific experiences and opinions of a handful of cli-
nicians and administrators.

Using these conversations, we learned about a variety of program types
and treatment components, where the programs align, and how they differ.
Across these IOPs we found that the types of treatment offered to treat
sexual trauma varied, and this is summarized in Table 3.1. No single treat-
ment type was used across all four programs, but those consistent with
recommended treatments in the VA/DoD clinical practice guidelines for
PTSD, CBT, and EMDR were used in three of the four programs (VA and
DoD, 2017). UCF Restores and Evolution are very specific about their core
treatment types, although Evolution offers more adjunctive therapy options.
With the exception of UCF Restores, the programs offer other components
such as yoga, art therapy, mindfulness, nutritional assessment, and sleep
hygiene.

In addition, the structure of the programs varied greatly, as outlined in
Table 3.2. UCF Restores and the Evolution programs have cohort admissions
and specify exact program length: 15 days and 5 weeks, respectively. The
other two programs, CWC and Walter Reed, offer more flexible timelines
(although Walter Reed’s program is about four weeks long and CWC’s aver-
age length is about the same), rolling admissions, and an array of treatment
options. All programs treat both men and women, and officers and enlisted.
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TABLE 3.1
Programs and Treatment Types

Private Sector DoD
UCF Evolution Walter Reed
CwC Restores Trauma IOP IOP
Accelerated resolution X
therapy
CBT X X X
CPT X X
Dialectical behavior therapy X
(DBT)
EMDR X X X
Medication-assisted X
treatment
PE X X
Reconsolidation of X
traumatic memories
Trauma-management X
therapy (TMT)
Written exposure X

therapy

All of the programs offer mixed gender sessions, and, of the three programs
that discussed mixing officers and enlisted service members, Evolution said
mixing is avoided, if possible, while the two private-sector IOPs do mix the
groups (although CWC noted it has only ever had one officer). Programs
that segment groups do so to build group cohesion and create a level of com-
fort to make it easier for individuals to talk about difficult subjects.*

The case descriptions of the history, administration, and design of
the IOPs reveal the variation among them. Although the variation might
make it difficult to directly compare the programs, it illustrates the benefit
of having different treatment approaches that can be tailored to the needs

4 Discussion with Tracy Jones-Williams, April 27, 2021.
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TABLE 3.2
Program Structure for Treating Trauma

Private Sector DoD
Evolution Trauma Walter Reed
CWC UCF Restores IOP IOP
Enrolliment type Rolling Cohort Cohort Rolling
(cohort/rolling)
Length of program Flexible 15 days 5 weeks ~4 weeks
Enlisted and officers Y Y Avoid if possible —
same session (Y/N)
Mixed gender Y Y Y Y

sessions
offered (Y/N)

of individual patients. The existence of these programs and their apparent
success are evidence that it is possible to treat service members with PTSD
resulting from sexual assault in an IOP, either on a military installation or
in the private sector. We now turn to each case study in turn.

Case 1: CWC

CWC opened in late 2015. Andrew Baker, clinical director at CWC, joined
the following year.® The priority at the outset was to gain accreditation from
the Joint Commission. At that time, because of the nature of the industry,
virtually no insurer would reimburse a facility without accreditation, and
accreditation needed to be in place before CWC could conduct business.® In
early 2021, the patient population of CWC was approximately 30 percent to
35 percent active-duty military, veteran, or dependents.”

The facility offers care at every level: inpatient, PHP, IOP, and outpatient.
Most clients enter CWC at the inpatient level and step down to PHP after
about one to two weeks. The usual length of stay at the PHP level is 30 days,
after which clients will step down to the IOP, usually to IOP 6 (six days a

5 Discussion with Andrew Baker, April 9,2021.
6 Discussion with Andrew Baker, April 9, 2021.

7 Discussion with Jonathan Smith, March 25, 2021.
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week), where they tend to spend a week or two. Clients can step down to
IOP 3 (three days a week), which usually lasts about a month but can take as
long as six months, and then patients finally step down to outpatient treat-
ment.? Only about one person a month will enter at the IOP level.”

The overarching philosophy of CWC is to focus on flexibility and indi-
vidual needs. The individual treatment options are varied and include
EMDR, DBT, CBT, reconciliation of traumatic memories, and medication-
assisted treatment.!® CWC also offers clients a wide array of other com-
ponents of which they can choose to take advantage, including massage
therapy, meditation, art therapy, physical therapy, holistic therapy, music
therapy, chiropractic care, brain mapping, pharmacogenetic testing, nutri-
tional assessments and counseling, case management, lab tests and screen-
ings, neurotherapy, family therapy and education, trauma conscious yoga,
and equine therapy. As CWC’s Baker explained, they are willing to offer
anything that is supported by research and if they do not have it, CWC will
try to help people access it. There is also a large emphasis on engaging with
the patient’s family and support system.!!

Both PHP and IOP levels of care have three treatment tracks: substance
abuse, mental health, and trauma. Most patients are dual diagnosis, mean-
ing there is some level of substance abuse treatment in all tracks. The sub-
stance abuse track, which is based on the 12-step program (Nowinski,
Baker, and Carroll, 1999), is only about two to three weeks. The other tracks
are open-ended, and people may attend the substance abuse track prior to
one of the other two.

When COVID-19 restrictions began, CWC introduced hybrid program-
ming. Many of the patients lived onsite and in-person meetings were main-
tained, although with social distancing and masks required. Off-site par-
ticipants joined in via Zoom. Because of its sensitive nature, trauma therapy
was required to be in-person.!2

8 Discussion with Andrew Baker, April 9, 2021.

9 Discussion with Kimberleigh Stickney, April 7, 2021.

10 Appendix C contains brief descriptions of these treatment approaches.
11 Discussion with Andrew Baker, April 9, 2021.

12 Discussion with Kimberleigh Stickney, April 7, 2021.
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In terms of outcome measurement, CWC’s Baker said that the problem
with many outcome measures is they are focused on short-term symptom
reduction or binary outcomes such as whether someone remains sober or
not. In reality, second and third order changes (like relationship quality or
job performance), which are harder to both achieve and measure, should be
the goals.!® As Baker explained, some patients have been to a large number of
treatment facilities—and, although these patients probably will not achieve
full, long-term sobriety, they can still positively affect their lives and longev-
ity. He was referencing the entire patient population at CWC, not describing
a typical service member experience.

Kimberleigh Stickney, military and veteran coordinator, military liai-
son, and trauma therapist at CWC, noted a service member’s relationship
with the military often changes in dramatic ways following experiences of
sexual or combat trauma. She explained that many different types of steps
and phases accompany the healing process. CWC has patients whom the
center is trying to return to duty and others whom it is helping through
the medical board process and the transition back to civilian life, includ-
ing helping the patients pursue educational benefits.!* Indeed, many of the
individuals we spoke to noted that a significant proportion of patients are
going through the disability evaluation process, referred to as the medical
board process. Stickney emphasized the importance of individualized care
as CWC assists patients come to terms with their relationship with the mili-
tary. She observed that this process is especially sensitive for patients who
experienced sexual trauma but have not yet been able to process their anger
toward the military.

Despite the reported challenges in quantifying and measuring cer-
tain treatment outcomes, CWC administers several clinical measures on
a monthly basis for their military patients, including the PTSD Checklist
for DSM-5 (PCL-5), Brief Addiction Monitor-Revised (BAM-R), General-
ized Anxiety Disorder-7 (GAD-7) scale, and the PHQ-9.!> The clinicians
use these data in conjunction with clinical interviewing and clinical judg-

13 Discussion with Andrew Baker, April 9, 2021.
14 Discussion with Kimberleigh Stickney, April 7, 2021.
15 Discussion with Kimberleigh Stickney, April 7, 2021.
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ment to help determine who will be placed in the different treatment tracks
and to help monitor the effects of, and concurrently inform, care delivery.!®
In addition, CWC collects data about rates of discharge types. According
to data provided by staff, 22 percent of all patients successfully completed
treatment, 11 percent completed an episode of care in which they maintain
sobriety for 30 days, 18 percent were referred to an outside agency, 2 percent
completed the IOP but left before completing outpatient treatment, 5 per-
cent underwent administrative discharge initiated by CWC, 23 percent left
voluntarily before completing treatment against staff advice, 14 percent did
not have applicable data available, and 5 percent had some other discharge
type (i.e., left involuntarily, noncompliant). The staff did not report data
separately for service member patients.

Patients must sign a release of information form that allows CWC to send
a weekly update report to the referring provider from the patient’s military
base, including urinalysis and Breathalyzer results and progress notes.!”
Stickney indicated that active-duty patients return to outpatient care with
their previous providers at the MTF, noting that the patients are typically
required to meet with their providers for a minimum of one session per
month following discharge, even if they are in the medical board process.!8

Case 2: UCF Restores IOP

Established in 2011, the UCF Restores IOP was created by Executive Direc-
tor Deborah Beidel and is run in coordination with Amie Newins of the
Rosengren Trauma Clinic, which is associated with the University of Cen-
tral Florida. The clinic also includes an outpatient program and a single-
session consultation program (UCF Restores, undated).!® The UCF Restores
IOP aims to treat trauma and return patients to military service as quickly

16 Discussion with Andrew Baker, April 9, 2021. See also Appendix D for descriptions
of these measures.

17" Discussion with Kimberleigh Stickney, April 7, 2021; emails from Lisa di Fiori,
August 5-6, 2021.

18 Discussion with Kimberleigh Stickney, April 7, 2021.

19 Data provided in email from Amie Newins, April 27, 2021.
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as possible by conducting a three-week program using TMT.2? This type
of therapy consists of exposure therapy sessions using virtual reality and
group therapy sessions, addressing such topics as fear, anxiety, depression,
and social isolation (CWC, 2020). As Beidel, Stout, et al., 2017, noted (p. 110):

TMT is a multicomponent behavioral treatment program designed to
target the multidimensional nature of combat-related PTSD: reduc-
ing emotional and physiological reactivity to traumatic cues, reducing
intrusive symptoms and avoidance behavior, improving interpersonal
skills and emotion modulation (e.g., anger control), improving sleep,
and increasing the range of enjoyable social activities. TMT consists of
several interrelated components: education, intensive exposure, social
and emotional rehabilitation, homework assignments, flexibility exer-
cises, and programmed practice.

In a discussion with us, Beidel said that although exposure therapy is
“hard and nasty,” it is extremely powerful for reducing PTSD symptoms.
Whereas other programs try to match the virtual reality exposure as closely
as possible to the true experience, Beidel said this factor can actually be a
distraction. UCF Restores does not attempt this experience, and the pro-
gram does not believe this has a negative effect on treatment outcomes
because program officials have seen considerable reduction in Clinician-
Administered PTSD Scale for DSM-5 (CAPS-5) scores.?!

At the clinic in Florida, individuals are enrolled into the program on
a cohort basis, at no cost to patients because the IOP is funded through
research grants funding studies on various components of their IOP.22 The
program is not part of the TRICARE network; it is governed by the regula-
tions of the university and the state of Florida.?* The program participants
include active-duty service members, which so far have made up approx-
imately 15 percent of participants, veterans (30 percent), first responders

20 Discussion with Amie Newins, April 6,2021.
21 Discussion with Deborah Beidel, March 16, 2021.
22 Data provided in email from Amie Newins, April 27, 2021.

23 Discussion with Monica Potts, April 13,2021.
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(46 percent), and civilians (9 percent).?* To date, the majority of patients
who have experienced sexual trauma during their time in the military are
women. According to the clinical case coordinator, active-duty service
members participate in the program from out of state through temporary
duty (TDY), with lodging paid by their command. In addition, some local
service members have been able to attend. It was stated that sometimes TDY
requirements can be a barrier to quick enrollment.?> This may not be sur-
prising given it takes detailed coordination between the MTF, the civilian
treatment facility, and the service member’s command.

During COVID-19-related restrictions, operations were conducted vir-
tually using telehealth; in-person treatment resumed in February 2021, with
lodging and some meals provided for participants at a nearby hotel. When
the program was conducted via telehealth, virtual reality was not used
because they do not have remote systems or equipment that could be sent
to patients.?¢

Cohorts enter the program once a month with a maximum of eight par-
ticipants and an average of four to six.?” Sessions over the three weeks con-
sist of 2.5 to five hours per day with a total of at least 29 sessions (15 imaginal
exposure sessions and 14 skills-based group sessions) run by trained staff,
some of whom are veterans, and one clinician per one to two patients, who
stay with those patients for the entire program. Participants are combined
regardless of rank or gender; considerations are made to ensure that female
service members are comfortable with all-male groups.??

Program staff collect a variety of data to help guide care delivery and
to document treatment outcomes for research, beginning with a telephone
screening conducted by Monica Potts, clinical case coordinator at UCF
Restores, to assess for program fit. Potts collects demographic information,
focuses on the presence and severity of trauma and depressive symptoms,

Data provided in email from Amie Newins, April 27, 2021.
Data provided in email from Amie Newins, April 27, 2021.
Email from Amie Newins, August 4, 2021.

Discussion with Amie Newins, April 6, 2021.

Discussion with Monica Potts, April 13,2021; discussion with Amie Newins, April 6,
2021; and data provided in email from Amie Newins, April 27, 2021.
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the degree to which symptoms permeate throughout an individual’s life, and
assesses for the presence of substance abuse that may require detoxification
prior to program entry.? She also collects a treatment history and conducts
arisk assessment for threats of harm to self or another.3? Potts then educates
the prospective patient about the differences between outpatient care and an
IOP.3! She emphasizes the three-week duration of IOP if she believes that the
individual will be better served by this more-intensive therapy.*

Following confirmed eligibility for the program, but prior to beginning
treatment, a clinician conducts a formal intake assessment, beginning with
a past month version of the CAPS-5 and the Anxiety and Related Disor-
ders Interview Schedule for DSM-5 (ADIS-5) to assess whether the patient
meets diagnostic criteria for PTSD, or if they have other symptoms that can
be treated through the program.’ The past week version of the CAPS-5 is
administered by the patient’s clinician immediately prior to discharge and
at three and six months post-intake. The Life Events Checklist for DSM-5
(LEC-5) is also collected at intake, and the following self-report measures
are collected at intake, each Monday of the IOP, and at three and six months
post-intake: PCL- 5, PHQ-9, GAD-7, Dimension of Anger-5 (DAR-5), Alco-
hol Use Disorders Identification Test (AUDIT), Cannabis Use Disorders
Identification Test-Revised (CUDIT-R), and the Drug Abuse Screening
Test-10 (DAST-10).

In addition, clinicians routinely employ therapy assignments, work-
sheets, and activity and sleep monitoring logs to be completed outside ther-
apy sessions. Lastly, each clinician completes a clinician checklist at the
beginning of every individual therapy appointment following the intake,
which briefly assesses the patient’s general level of distress, the experience
of any traumatic events since the prior session, amount of alcohol consumed

29 Discussion with Monica Potts, April 13, 2021.
30 Discussion with Monica Potts, April 13,2021.
31 Discussion with Monica Potts, April 13, 2021.
32 Discussion with Monica Potts, April 13, 2021.

See Appendix D for descriptions of these measurement tools.
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since the prior session, the presence of any angry/aggressive outbursts, and
safety risks.?*

The completion rate of the program is 98 percent, and treatment gains
in patients with combat-related PTSD have been well documented (Beidel,
Stout, et al., 2017; Beidel, Frueh, et al., 2017).3> Potts highlighted the positive
effect on participants, saying, “Most of them no longer meet diagnostic cri-
teria post [treatment], they are in a place where they can function normally,
and their recovery can continue. Patients will refer other participants; this
speaks for itself for how impactful the IOP program is.” In addition to the
individual therapy sessions and group skills, having a cohesive group where
participants could support each other was critical. Beidel acknowledged
that UCF Restores does not yet know the impact of patients staying at the
same hotel for the duration of the program, compared with IOPs in which
patients return home each night after the day’s session, but emphasized that
the group cohesion was very important.3°

Potts described how she approaches post-program treatment planning
with her active-duty patients. Potts meets with her patients at the end of the
program period to collaboratively discuss their needs and to offer clinical
recommendations. She explained that active-duty patients typically have a
behavioral health provider on base which helps facilitate continuity of care
back into an outpatient setting. If a service member is involved in the medi-
cal board process, Potts will assemble a list of resources to help the patient
find a new provider near where they will be living. As with all her patients,
Potts conducts a final assessment of PTSD symptoms using the CAPS-5 to
understand how they have responded to treatment. The assessment battery
also includes self-report measures of anxiety, depression, substance use, and
anger, for example, which the clinicians are able to compare to the same
measures collected during the intake session. The scores are used to help
guide discussions around post-treatment planning.*”

34 Data provided in email by Monica Potts, April 22, 2021.

35 Data also provided in email from Amie Newins, April 27, 2021.
36 Discussion with Deborah Beidel, March 16, 2021.

37 Discussion with Monica Potts, April 13,2021.
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We learned that the UCF Restores program will evaluate a two-week
condensed version of the IOP compared with the current three-week ver-
sion, which would make for a more time- and cost- effective program if
found to have equivalent effects, and may be more feasible, especially for
active-duty service members.*® Planned research also includes evaluating
the efficacy of the IOP specifically for the treatment of sexual trauma, while
$10 million in funding from the U.S. Army in 2018 is allowing Restores to
replicate the program in three locations serving active-duty service mem-
bers in the Army, Navy, and Marine Corps.*

Case 3: Evolution Trauma Intensive Outpatient Program

The DoD Evolution Trauma Intensive Outpatient Program, established in
2009, is run out of the U.S. Army’s Landstuhl Regional Medical Center in
Germany. The Evolution program focuses on treating PTSD in three sepa-
rate tracks (combat, sexual, and general trauma) using evidence-based meth-
0ds.*? The program serves individuals who come from a variety of locations,
including active-duty service members in U.S. European Command, U.S.
Africa Command, and U.S. Central Command (Landstuhl Regional Medi-
cal Center, undated).

Within the Evolution program, a program called Connections to address
sexual trauma was started in April 2020 by licensed clinical social worker
Tracy Jones-Williams and psychology technician and admissions and
referral coordinator Chimnemerem “Chinny” Neal. Connections started
as an in-person program that transitioned to virtual treatment because
of COVID-19. The Evolutions program is cohort-based; Connections was
established on a rolling admissions basis to address the challenges of form-
ing cohorts for program enrollment, in an effort to increase access to care.*!
When there are enough people to form a cohort for the sexual trauma track

38 Discussion with Monica Potts, April 13, 2021.

39 Discussion with Amie Newins, April 6, 2021. As stated on the program’s website, the
three locations consist of Dwight D. Eisenhower Army Medical Center, Naval Medical
Hospital Portsmouth, and Camp Lejeune (see CWC, 2020).

40 Discussion with Chimnemerem Neal, April 27, 2021.

41 Discussion with Tracy Jones-Williams, April 27, 2021.
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of treatment, they start that cohort in the Evolutions program. The rolling
admissions enrollment method did not exist before Connections. Prior to
Connections, only small groups focused on sexual trauma in the IOP.#2 The
Evolutions program also has an Evolution Family Support Group, which
provides “support and resources in self-care, anger management, commu-
nication skills building, and PTSD education to facilitate family members’
involvement in the patient’s treatment (recovery process).”?

A staff clinician indicated that most of the IOP referrals for the Evolu-
tion Program come from the Army. The programs serve active-duty ser-
vice members but also dependents (e.g., spouses) and retirees depending on
the space available in the program. At the time of the discussion, there was
continued demand for the program with enrollment planned two cohorts
ahead. The majority of individuals referred (52 out of 54) were active duty,
approximately one-third of whom were already in, or were considering, the
medical board process (20 out of 52); clinicians running the Evolution IOP
do not affect the medical board process.*

To determine Evolutions program eligibility, providers send the referrals
to the Evolutions referral coordinator who shares a brochure with program
information before meeting with the patient. The intake process reportedly
includes a PTSD prognostic evaluation focused on emotional tolerance and
motivation for change. Individuals receive acceptance packets that are also
seen by their providers. Special attention is given to create group cohesion
in cohort assignments by weighing patients’ time spent in the service, their
military occupational specialty, rank, and index trauma, to ensure service
members are comfortable enough to share openly.*®

Prior to the onset of the COVID-19 pandemic in March 2020, the dura-
tion of the Evolutions program was six weeks, with approximately 30 hours
a week of treatment using individual and group therapy sessions (Landstuhl
Regional Medical Center, undated). The program length was reduced to five
weeks during the pandemic and is expected to remain as such moving for-

42 Discussion with Chimnemerem Neal, April 27, 2021.
43 Email from Chimnemerem Neal, April 27, 2021.
44 Discussion with Chimnemerem Neal, April 27, 2021.

45 Discussion with Chimnemerem Neal, April 27, 2021.
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ward.*® The core of the program revolves around a daily CPT and trauma
processing group, which occurs first in the daily schedule at 0800. These
sessions are followed by participation in one or more of the 11 different
breakout groups that focus on topics and activities such as psychoeduca-
tion about exposure principles, interpersonal skill building, emotion regu-
lation, occupational therapy, yoga, music therapy, family and education, and
a mindfulness meditation group called “Armor Down.™” The only group in
which patients from different tracks attend in a mixed fashion is the psycho-
education group.

Individual therapy sessions commence in the afternoon, with at least
two such sessions per week. Clinicians vary their therapeutic approaches to
collaboratively align with patient preferences; EMDR, CPT, DBT, and PE are
used most frequently.*8

Patients complete several measures, such as the PCL-5, GAD-7, PHQ-9,
and the Columbia-Suicide Severity Rating Scale (C-SSRS), during the intake
assessment and then weekly while in the program. Clinicians use the scores
to monitor treatment progress and the staff clinicians noted that although
PCL-5 scores typically increase during week two of the program as trauma
accounts begin to be discussed in greater detail, symptoms begin to abate in
week three and decrease overall compared with baseline by completion of
the program.*’ Staff clinicians reported that participants rarely drop out of
the Evolutions program.>°

Case 4: Walter Reed National Military Medical Center
Psychiatry Continuity Service IOP

Walter Reed National Military Medical Center has long had a trauma recov-
ery (mostly combat trauma) IOP and a general mental health IOP, and both
are part of its comprehensive recovery track. Clinicians at Walter Reed found

Discussion with Chimnemerem Neal, April 27, 2021.

Discussion with Tracy Jones-Williams, April 27, 2021.
Discussion with Tracy Jones-Williams, April 27, 2021.
Discussion with Tracy Jones-Williams, April 27, 2021.
Discussion with Tracy Jones-Williams, April 27, 2021.
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that putting individuals with sexual trauma in the general trauma track
went poorly because of differences in emotional expression, content, and
methods of processing between patients with a history of combat versus
sexual trauma. Clinicians observed that these features can be triggering for
patients in mixed-trauma group settings. Therefore, a pilot program was
initiated in 2014 with a separate weekly sexual trauma group, called the
interpersonal recovery track, and it has been ongoing since then.

Walter Reed also offers a PHP. It does not have outpatient treatment
options and are not an entry level of care; most people enter the IOP as a
step up from outpatient treatment or step down from inpatient treatment in
other programs. The IOP used a cohort admissions system for many years,
but eventually, as the waitlist grew, they switched to rolling admissions,
against the wishes of the clinicians, who appreciated the trust-building ele-
ments of the cohort model.>! Referrals into the IOP primarily come from
the Walter Reed National Military Medical Center region, but have also
included patients from the West Coast and patients who are stepping down
from inpatient care after having been medically evacuated from Germany,
Kuwait, and Qatar for behavioral health reasons.>?

The program, which lasts about one month, consists of three groups a day,
which may consist of DBT, CBT, or CPT. In individual therapy, clinicians
rely on a variety of approaches, selecting the treatment that best aligns with
a patient’s presentation and preferences: PE, written exposure, CPT, accel-
erated resolution therapy, and EMDR. The program also offers adjunctive
therapies, such as art therapy, community integration, recreational therapy,
and transcranial magnetic stimulation (on an as needed basis), to enhance
the effectiveness of the primary evidence-based treatments for PTSD. When
COVID-19 began in early 2020, the IOPs went “mostly virtual.”3

The program benefits from such resources as wraparound services and
the collective expertise of a diverse network of providers whose breadth
of training backgrounds ensures that patients’ needs are met. Additional
strengths include utilization of the centralized electronic medical record

51 Discussion with Kerrie Earley, April 14,2021.
2 Discussion with Kerrie Earley, April 14, 2021.
53 Discussion with Kerrie Earley, April 14, 2021.
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(Armed Forces Health Longitudinal Technology Application [AHLTA]
system), which helps facilitate communication with referring provid-
ers throughout treatment and upon discharge when patients are referred
back for outpatient follow-up care. We did not discuss the utilization of the
Behavioral Health Data Portal (BHDP) by Evolution staff. A staff clinician
emphasized that these strengths, along with the voluntary nature of the pro-
gram and the potential for stepped up and stepped down care, contribute to
the very rare instance in which a patient does not complete the program.>*

Clinical Program Directors’ Observations

We sought to understand potential rationales for using IOPs as opposed to
outpatient care, and we spoke with those who design and implement the
programs, and who have built in positive biases toward the value of IOPs.
Our discussions with clinical directors revealed insights and hypotheses
about the IOP model of treatment and the important components of care.
Beidel addressed differences in attrition rates in different types of programs,
describing the high attrition in outpatient trauma-focused treatment com-
pared with the very low attrition rates in IOPs.>> As Newins explained, the
condensed timeline of the IOP helps “avoids stigma and helps people get
better faster, which also helps people stay in treatment. Even by the end of
the week, people start to feel better, so we don’t have the drop out problems
that typical PTSD programs have with this shorter timeline.”>® These per-
spectives are supported in research which has shown that trauma exposure-
based treatments have high rates of dropout (Edwards-Stewart et al., 2021)
and that IOPs for PTSD have very low dropout rates (Ragsdale et al., 2020).
In terms of whether to hold mixed trauma groups or cohorts, Army
COL Wendi Waits, a psychiatrist and director of behavioral health at Walter
Reed National Military Medical Center, thought it was clinically appropri-
ate to treat active-duty service members with trauma due to sexual assault

54 Discussion with Kerrie Earley, April 14, 2021.
55 Discussion with Deborah Beidel, March 16, 2021.

56 Discussion with Amie Newins, April 6,2021.
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in the military in groups with civilians with PTSD following sexual trau-
ma.>” She thought the clinical themes and the desire to find empowerment
and strength and to forget the traumatic experience(s) would be similar
for military and civilian female populations. Waits described the clinical
themes attached to treatment of combat trauma differently; for example,
often active-duty service members want to hold on to the memory out of
respect for those who may have been injured and killed. She suggested that
the moral injury associated with combat trauma calls for different clinical
content.

Relatedly, CWC’s Baker said, “pain is pain,” and suggested there may be
value in groups that include people with different types of traumas, because
it could be “normalizing,” and all patients have a common goal of “getting
their lives back on track, that’s what ties them together.” Air Force CMSgt
(ret.) Andrew Laning, the Universal Health Services (UHS) divisional direc-
tor of military programs, said he thought that the main benefit of these IOPs
was allowing active-duty members to enter into a support group and to feel
accepted.>®

In regard to the IOP model, Waits wondered whether reacculturation
after completing a private-sector IOP is an issue (e.g., does communication
with chain of command become less formal?). She also addressed the chal-
lenges associated with COVID-19; DoD computers cannot use Skype, and
patient symptom acuity is harder to recognize and manage via telemedicine
platforms.

In the next chapter we turn to a different, but related topic, that of poli-
cies governing these programs and service member access.

57 Discussion with Wendi Waits, April 7,2021.
58 Discussion with Air Force CMSgt (ret.) Andrew Laning I1, April 22, 2021.
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CHAPTER FOUR

Policies Governing IOPs

We also reviewed DoD policies that define the requirements fora TRICARE-
funded or MHS IOP and that govern clinical management of active-duty
service members—PHCOE’s third topic of interest. The discussions we held
with IOP administrators and care coordinators helped us understand how
these policies are implemented. The information shared during these dis-
cussions support the possibility of including IOPs outside the MHS to treat
service members and, in some instances, make the case for why access to
those providers could be beneficial. In this chapter we begin with an over-
view of current health care provisions for active-duty service members and
the types of policies reviewed. We then explore four policy areas applicable
to IOPs: approval processes, payment policies, program access, and clinical
management.

Overview of Current Health Care Provisions

As a brief background, the MHS provides health care for active-duty service
members, their dependents, and retirees. The cornerstone of the MHS is
direct care provided at MTFs. Through the TRICARE network, the MHS
supplements direct care with the private sector at civilian facilities and,
when necessary, at VHA facilities. Active-duty service members are eligible
for TRICARE Prime, which is designed like an “HMO [health maintenance
organization] with primary and specialty care from military or contracted
civilian providers” and no cost-sharing for enrolled members for services in
the TRICARE network (Tanielian and Farmer, 2019).

DoD operates 721 MTFs at military bases and posts around the world
(Mendez, 2020b). These facilities include large medical centers with inpa-
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tient and outpatient services and multiple subspecialties, hospitals that also
offer hospitalization and outpatient services and specialties, and clinics
with only outpatient services (TRICARE, undated-b; TRICARE, 2021a).

The MHS supplements the MTFs’ “capabilities with care purchased from
the private sector through provider networks established and managed by
contractors known as third-party administrators,” which are currently
Humana Military and Health Net Federal Services (Tanielian and Farmer,
2019).

It is important to be aware that the VHA also operates a variety of inpa-
tient and outpatient facilities of varying sizes and specialties.! The authority
for VHA and DOD to enter into partnerships and agreements for the shar-
ing of resources is provided in 38 U.S.C. 8111. It authorizes them to “enter
into agreements and contracts for the mutually beneficial coordination, use,
or exchange of use of the VA and DoD health care resources with the goal
of improving the access to, and quality and cost effectiveness of, the health
care provided by Veterans Health Administration and the Military Health
System to the beneficiaries of both departments.”

VA medical facilities may join TRICARE provider networks and treat
TRICARE beneficiaries, including active-duty service members (DoDI
6010.23, 2020; VHA Handbook 1660.04, 2015; VHA Directive 1660.06,
2019). A 2002 memorandum of understanding between the VA and DoD
outlines the “general requirements for agreements between a DoD regional
managed care support contractor (MCS) and a VA health care facility
under which the managed care support contractor may include the facil-
ity in the contractor’s networks” (TRICARE Policy Manual 6010.54-M,
Chapter 11, Section 2.1, 2002, p. 3). Under such agreements, VA medical
facilities negotiate rates directly with the MSC contractors and are “subject
to the same utilization management and quality assurance requirements
applicable to other network providers” (DoDI 6010.23, 2020). Within the
VHA, there is substantial encouragement for facilities, particularly “very
large community-based outpatient clinics,” to open IOPs (VHA Handbook

1 We did not analyze VA policies as many of the important policy documents are not

publicly accessible. We held initial discussions with VA psychologists but did not review
any VA IOPs.
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1160.01, 2008). This agreement expands the treatment options potentially
available to active-duty service members and veterans.

Types of Policies Reviewed

The policies we reviewed pertained primarily to substance use disorder and
mental health IOPs. We were interested in the approval process, payment
policies, policies for accessing IOPs, and clinical management policies. We
reviewed approximately 90 documents, primarily including policy manuals,
instructions, orders, and relevant federal regulations (see Table 4.1 for key
policy areas and pertinent policies). As the main military health care pro-
vider and insurance network, TRICARE manuals were most relevant in the
documentation of policies relating to the approval process and payments in
private-sector facilities.

Some documents were obtained through internet-based searches of the
TRICARE network contractors’ websites Humana and Health Net, in addi-
tion to some that were provided by PHCoE and TRICARE points of contact.
In regard to private-sector care, the primary policy documents reviewed
were the TRICARE Policy Manual, Reimbursement Manual, Operations
Manual, and Code of Federal Regulations (CFR).? We relied on other docu-
ments, such as various guidance documents and handbooks published by
the TRICARE contractors, Health Net Federal Services, and Humana, when
relevant. We reviewed DoD Instructions (DoDls), some service-level poli-
cies, and manuals for medical providers pertaining to clinical treatment
guidance. Finally, we reviewed information published by the accreditation
organizations, the Joint Commission, the Council on Accreditation (COA),
and the Commission on Accreditation of Rehabilitation Facilities (CARF)
(Joint Commission, undated-a; Council on Accreditation, undated-a; CARF,
undated-a). Although an active-duty service member may also receive treat-
ment from VHA facilities, we focused on MHS and private-sector facilities
in this report.

2 Specifically, we reviewed 32 CFR 199, 1986, which covers Civilian Health and Medi-
cal Program of the Uniformed Services (CHAMPUS). CHAMPUS is the previous name
for TRICARE.
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TABLE 4.1

Policy Guidance for IOPs for Service Members

Policy Area

Policy

Approval policies
Accreditation of DoD IOPs

Licensing and credentialing of
DoD MTF practitioners

Authorization, accreditation and
licensing of private-sector IOPs

Licensing and credentialing of
private-sector practitioners

Payment policies

Reimbursement for per diem for
private-sector IOPs

Policies for accessing an IOP

Referring service members
to an IOP

Placing service members on
temporary duty orders

Reimbursement for transportation
to IOP in local area

Reimbursement for transportation
and lodging for IOP that requires
overnight stay

DHA Procedures Manual 6025.13, Vol. 5

DoDM 6025.13, 2020; DHA Procedures
Manual 6025.13, Vol. 4

TRICARE Policy Manual 6010.60-M, Chapter 11,
Section 2.7

TRICARE Policy Manual 6010.60-M, Chapter 11,
Section 3.2

32 CFR 199.14; TRICARE Reimbursement
Manual, Chapter 13, Section 2

TRICARE Policy Manual 6010.61-M, Chapter 7,
Section 3.5

Joint Travel Regulations, Chapter 3, Part D,
Par. 0330

TRICARE Reimbursement Manual 6010.61-M,
Chapter 7, Section 2; Joint Travel Regulations,
Appendix B

Joint Travel Regulations, Chapter 3, Part D,
Par. 0330 (DoD, 2022c)

Select clinical management policies

Problematic substance use
guidance

HIPAA guidelines for DoD health
programs

Individual medical readiness
requirements

DoDI 1010.04; Secretary of the Navy Instruction
(SECNAVINST) 5300.28; AFI 44-121
DoDI 6025.18

DoDI 6025.19
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Table 4.1—Continued

Policy Area Policy

Deployment-limiting medical DoDI 6490.07
conditions for service members

Command notification DoDI 6490.08; Army Directive 2020-13
requirements for mental health care

Medical record charting guidance TRICARE Policy Manual 6010.60-M, Chapter 1,
Section 5.1

NOTE: CFR = Code of Federal Regulations.

Approval Processes for IOPs

Active-duty service members may receive treatment through an IOP at
either DoD MTFs or in the private sector, either in a hospital setting or a
freestanding IOP (TRICARE Policy Manual 6010.60-M, Chapter 11, Sec-
tion 2.7, 2017). Those IOPs must be accredited, licensed, and credentialed
to accept patients. The process for the approval of an IOP at an MTF is less
onerous than for a private-sector facility in the TRICARE network.

DoD I0Ps

All DoD MTFs must be accredited by an approved external accrediting
organization (DHA Procedures Manual 6025.13, Vol. 5, 2019b). IOPs at
Army MTFs are accredited by the Joint Commission, which is a nonprofit
organization that accredits and certifies health care organizations in the
United States, the largest of its kind (Joint Commission, undated-b; Joint
Commission, undated-c). Navy MTFs are also accredited by the Joint Com-
mission (Bureau of Medicine and Surgery Instruction 6000.2F, 2017). In the
Air Force, all outpatient MTFs are accredited by the Accreditation Associa-
tion for Ambulatory Health Care (AFI 44-119, 2007).

DoD also requires that all health care practitioners at MTFs be licensed
by the relevant jurisdiction and credentialed (DHA Procedures Manual
6025.13, Vol. 4, 2019a). The specific requirements for credentialing consist
of a qualifying educational degree; postgraduate training certificate; cur-
rent professional registrations, licenses, and certifications; experience and
any gaps in service going back ten years; malpractice information; evidence
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of a criminal background check; and proof of professional competence
(DHA Procedures Manual 6025.13, Vol. 4, 2019a).

Private-Sector IOPs

IOPs in the private sector may be part of either hospital or freestanding
facilities. Approvals for IOPs that are situated in hospitals have a less bur-
densome approval process because the IOP is automatically approved if the
hospital is TRICARE-approved. There is no separate authorization process
(32 CFR 199.6; TRICARE Policy Manual 6010.60-M, Chapter 11, Section
2.7, 2017). Approval of freestanding IOPs for treatment of active-duty ser-
vice members has several important components, including, at the top line,
authorization, certification, and credentialing review (see Figure 4.1).3

Authorization

The first aspect is authorization. All freestanding IOPs must enter into a
participation agreement with the DHA director or their designee (TRI-
CARE Policy Manual 6010.60-M, Chapter 11, Section 2.7, 2017; TRICARE
Policy Manual 6010.60-M, Chapter 11, Addendum G, 2017). An inspec-

FIGURE 4.1
Approval Process for Private-Sector IOPs

Approval of
freestanding IOP
I

[ |

Authorization Certification* Crede_ntlzil*mg
review
[
[ | |
Participation Accreditation State license W-9 Authorlzed Of prqwdf-:-rs experience,
agreement signer form qualifications, education,

licenses, clinical
privileges, malpractice
coverage, etc.

NOTE: * From Humana IOP Certification Form, which also includes all authorization elements.
** Required by Humana and Health Net.

3 The TRICARE Policy Manual and regional contractors use slightly different ter-

minology and categorization. We rely on the TRICARE Policy Manual except where
specified.
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tion by DHA personnel may be required before signing. The participation
agreement also requires the following of the IOP (TRICARE Policy Manual
6010.60-M, Chapter 11, Section 2.7, 2017):

« Render intensive outpatient program services to eligible TRI-
CARE beneficiaries in need of such services, in accordance with
the participation agreement and TRICARE regulation.

o Accept payment for its services based upon the methodology
provided in § 199.14, or such other method as determined by the
Director; . ..

o (6) Submit claims for services provided to TRICARE beneficia-
ries at least every 30 days (except to the extent a delay is neces-
sitated by efforts to first collect from other health insurance). If
claims are not submitted at least every 30 days, the IOP agrees
not to bill the beneficiary or the beneficiary’s family for any
amounts disallowed by TRICARE;

o Free-standing intensive outpatient programs shall certify that:
(i) It is and will remain in compliance with the provisions
of paragraph (b)(4)(xii) of this section establishing standards
for psychiatric and substance use disorder (SUD) IOPs;

(ii) It has conducted a self-assessment of the facility’s compli-
ance with the [TRICARE] Standards for Intensive Outpatient
Programs, as issued by the DHA, Director, and notified the
Director of any matter regarding which the facility is not in
compliance with such standards; and

(iii) It will maintain compliance with the TRICARE stan-
dards for IOPs, as issued by the Director, except for any such
standards regarding which the facility notifies the Director,
or a designee that it is not in compliance.

o Designate an individual who will act as liaison for TRICARE
inquiries. The IOP shall inform TRICARE, or a designee in
writing of the designated individual;

o Furnish OCHAMPUS with cost data, as requested by OCHAM-
PUS, certified by an independent accounting firm or other
agency as authorized by the Director.

o Comply with all requirements of this section applicable to insti-
tutional providers generally concerning accreditation require-
ments, preauthorization, concurrent care review, claims pro-
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cessing, beneficiary liability, double coverage, utilization and
quality review, and other matters;

o Grant the Director, or designee, the right to conduct quality
assurance audits or accounting audits with full access to patients
and records (including records relating to patients who are not
CHAMPUS beneficiaries) to determine the quality and cost
effectiveness of care rendered. The audits may be conducted on a
scheduled or unscheduled (unannounced) basis.

Another major component of authorization is accreditation, which is
also required of DoD facilities. Freestanding IOPs must be accredited by
the Joint Commission, CARF, the COA, or another accrediting organiza-
tion approved by the DHA director (TRICARE Policy Manual 6010.60-M,
Chapter 11, Section 2.7, 2017). The Joint Commission, CARF, and COA are
all nonprofit organizations that accredit and certify health care providers
according to a detailed set of standards pursuant to a site visit. The term of
accreditation is three, four, and five years, respectively (Joint Commission,
undated-b; CARF, undated-b; COA, undated-b).

The accreditation requirement is not unique to TRICARE. According to
a discussion with Lisa Di Fiori, the director of operations for CWC, it had
been required by most insurers. At that time, in 2016-2017, the industry
had been plagued by bad actors, so insurers began requiring accreditation.
Without Joint Commission accreditation, CWC would not have been able to
conduct business. Now, Di Fiori explained, accreditation is not required by
all insurance companies, but it is still valuable to CWC, particularly because
it is a requirement for the Agency For Health Care Administration certifica-
tion, which they are now working toward.*

Di Fiori also described the Joint Commission accreditation process, both
the initial application process and the renewal process. She explained that
the Joint Commission is about “above and beyond client care,” and is “five
steps above” the requirements of the Florida Department of Children and
Families, the state licensing organization. According to the Joint Commis-
sion, its accreditation standards “create a culture of excellence based in con-
tinuous process improvement” (Joint Commission, undated-d). With the

4 Discussion with Lisa Di Fiori, April 16, 2021.
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initial accreditation, Di Fiori said it is approximately 90 days from applica-
tion until the inspection team arrives. During that first inspection, the team
is on-site for three days. The Joint Commission inspects 1,116 targets, cover-
ing client safety, staff safety, environmental control, infection control, and
more. After the initial review, the Joint Commission issues a report, and the
facility has 30 days to submit its corrective action plan. Time from applica-
tion to certification could be about four to six months, according to Di Fiori.

The renewal process is largely similar, except that facilities are given
a shorter notice about the site visits (which took place on Zoom during
COVID-19 restrictions). Upon accreditation, the Joint Commission requires
that the facility monitor, track, and analyze a large number of safety and
client care factors. For example, Di Fiori said the Joint Commission encour-
aged CWC to have an employee flu vaccination campaign to boost partici-
pation to 80 percent.’

For an IOP to be authorized, it must also be licensed by the jurisdic-
tion in which its located, if that jurisdiction licenses IOPs (TRICARE Policy
Manual 6010.60-M, Chapter 11, Section 2.7; TRICARE Policy Manual
6010.60-M, Chapter 11, Addendum G, 2017). California, for example, does
not license either substance abuse or mental health IOPs (Nelson Hardi-
man, undated). In 2012, the National Association of State Alcohol and Drug
Abuse Directors (NASADAD) reviewed state regulations on substance use
disorder programs. At that time, 36 jurisdictions licensed outpatient pro-
grams, 29 of which had distinct IOP licensing requirements (NASADAD,
2013, p. 5). Of those, 12 states allowed accreditation from an organization,
such as the Joint Commission, COA, or CAREF, to substitute for the license
(NASADAD, 2013, pp. 19-23).

The Florida state license, issued through the Department of Children
and Families is, according to Di Fiori, is “a lot more basic” than the accredi-
tation standards and can miss a lot. A benefit of Joint Commission accredi-
tation is that it allows them to waive the Department of Children and Fami-
lies license process for three years.°

> Discussion with Lisa Di Fiori, April 16, 2021.
6  Discussion with Lisa Di Fiori, April 16, 2021.
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Certification

The second component of the approval process is certification. Humana, the
TRICARE East regional contractor, includes the participation agreement,
accreditation, and the state license as requirements on the IOP certification
form, along with a copy of the W-9 and an authorized signed form (Humana
Military, undated-b). In addition to certification, IOPs must comply with
additional requirements to be approved for treatment of active-duty service
members. In addition to the specifics outlined above, the TRICARE Policy
Manual states that IOPs “shall comply with all requirements applicable to
institutional providers generally concerning accreditation requirements,
concurrent care review, claims processing, beneficiary liability, double cov-
erage, utilization and quality review, and other matters” (TRICARE Policy
Manual, 6010.60-M, Chapter 11, Section 2.7, 2017).

In the “Authorization” subsection about IOPs earlier in this chapter, the
TRICARE Policy Manual also notes that IOPs must agree to a set of require-
ments for documentation of treatment in medical records, which includes
minimum documentation requirements and the timeline for their incor-
poration into the medical record (TRICARE Policy Manual, 6010.60-M,
Chapter 11, Section 2.7, 2017). In addition, “all services, supplies, equipment,
and space necessary to fulfill the requirements of each patient’s individual-
ized diagnosis and treatment plan must be included in the reimbursement
approved for an authorized IOP” (TRICARE Policy Manual, 6010.60-M,
Chapter 11, Section 2.7).

Credentialing Review

The third component of IOP authorization is the credentialing review, which
is required by the TRICARE regional contractors, Health Net and Humana,
to become network providers. The review encompasses providers’ experi-
ence, qualifications, education, licenses, clinical privileges, malpractice cov-
erage, and more (Health Net Federal Services, 2020, pp. 70-71; Humana,
undated). According to federal law, a licensed provider may practice their
profession in any jurisdiction of the United States, as long as the practice is
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within the scope of their authorized federal duties.” This law applies to pro-
viders who are members of the military services, DoD civilian employees,
personal services contractors, and health-care professionals credentialed
and privileged at a federal health care facility (DoDM 6025.13, 2020). Facili-
ties with IOPs carry general liability insurance and providers have their own
insurance. Medical directors are expected to hold between $1 million and
$3 million in insurance claims coverage. Di Fiori explained that they are
“kind of mixed together,” and costs about $25,000 a year.®?

Both Humana and Health Net use the Council for Affordable Quality
Healthcare Credentialing (CAQH) portal to streamline the submission of
materials for credentialing (Health Net Federal Services, 2020, p. 70-71;
Humana, undated). Providers submit information once through the CAQH,
which is used for all insurers’ credential review. Other than the material
provided through CAQH, Di Fiori explained that all you do is complete
an employee roster and provide social security numbers, license numbers,
national provider identifications, and the CAQH IDs. Everything is done
electronically on the Humana or Health Net websites, and the only diffi-
culty identified by Di Fiori is that the categorization of facilities in the mili-
tary does not always match up to what is normally used in the private sector,
and CWC initially filed as the wrong type of facility.’

Health Net, with its Provider Handbook, provides more information
about what the credential review covers (Health Net Federal Services,

2020, p. 71):

o have a signed Medicare CMS-460 Agreement or participate
with Medicare on a claim-by-claim basis for eligible Medicare
beneficiaries

o provide an SSN for all claims processing; an Employer Identifi-
cation Number (EIN) may be provided, if group only, but addi-
tional information will need to be collected for the required
individual criminal background history checks

7 The law is 10 U.S.C. Section 1094(d) as cited in DoD Manual 6025.13, 2020.
8 See, for example, CWC, 2020; and discussion with Lisa Di Fiori.

9 Discussion with Lisa Di Fiori, April 16, 2021.
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o provide a National Provider Identifier (NPI) for all individuals
(Type I) and entities (Type II) billing with your organization

« provide a service that is a covered benefit to the plan member

o agree to conditions of participation per the network agreement

» maintain professional liability coverage in accordance with your
provider agreement, but generally the limits are at least $200,000
per occurrence and $600,000 aggregate

o all physicians have active hospital privileges, in good standing, at
a Joint Commission or Healthcare Facilities Accreditation Pro-
gram (HFAP)- accredited facility or Det Norske Vetitas (DNV)-
accredited facility (may be waived under specific conditions)

 have a current, valid, unrestricted DEA certificate or State Con-
trolled Substance certificate, if applicable

o have completed education and training appropriate to applica-
tion specialty(ies)

 have no unexplained gaps in work history for the most recent
five years

« have malpractice history not excessive for area and specialty

« have no felony convictions

o have no current Medicare or Medicaid sanctions

« have no current disciplinary actions (including, but not limited
to, licensure and hospital privileges) sign and include an unmod-
ified “Credentials Attestation, Authorization and Release”

« provide supporting documentation for all confidential questions
on the application.

In addition to the facility and program requirements, individual provid-
ers must be licensed or certified in their practice area by the state where the
treatment occurs even if the state does not require licensure or certifica-
tion. A temporary professional state license is sufficient (TRICARE Policy
Manual 6010.60-M, Chapter 11, Section 3.2, 2017).

According to Di Fiori, the main challenge of working within the TRI-
CARE network is that the system is overly complex, which means that the
CWC employees do not have the ability to address problems as they arise.
Di Fiori described a situation in which CWC claims keep being rejected by
the system, and, as she explained “we get put into queues where supervisors
have 10 days to return our calls. There is no sense of urgency to resolve situ-
ations, everything has escalated. . . . We’ve corresponded for months, and

54



Policies Governing IOPs

nothing has happened.”® The Humana Military supervisor whom CWC is
currently working with, she explained, is responsible for the 15,000 pro-
viders in South Florida and is stretched too thin. She thought that other
facilities had stopped accepting TRICARE because of payment issues. With
respect to the IOPs, the main problem facing her facility and many others
is that TRICARE overpaid them initially because of “system errors” and
is now seeking recoupment, which she said can be a significant business
hardship.!

Payment Policies for IOPs
DoD IOPs

There is no cost-sharing for active-duty service members who obtain treat-
ment at MTFs. At Walter Reed National Medical Center, clinical social
worker Kerrie Earley explained that staff code visits in AHLTA, the DoD’s
global electronic health record system.!? The delivery of health care at MTFs
is funded through the Defense Health Program, which comes from the
MHS budget request. The budget request also includes funding for pay and
allowances for military medical personnel (Mendez, 2020a).

Private-Sector IOPs

As with the authorization process, hospital-based and freestanding IOPs
have different payment policies. Because separate authorization of the
IOP is not required, all IOPs in authorized hospitals are automatically eli-
gible for per diem reimbursement under TRICARE’s Hospital Outpatient
Prospective Payment System (OPPS) (TRICARE Reimbursement Manual
6010.61-M, Chapter 13, Section 2, 2018). TRICARE’s OPPS is modeled after
the Medicare system and is “based on nationally established Ambulatory
Payment Classifications payment amounts and standardized for geographic
wage differences that includes operating and capital-related costs that are

10 Discussion with Lisa Di Fiori, April 16, 2021.
11 Discussion with Lisa Di Fiori, April 16, 2021.

12 Gee discussion with Kerrie Earley, April 14, 2021.
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directly related and integral to performing a procedure or furnishing a ser-
vice in a hospital outpatient department” (32 CFR 199.2). The federal reg-
ulations make clear that despite attempts to maintain continuity with the
Medicare OPPS methodology, deviations may be needed, “to accommodate
TRICARE’s unique benefit structure and beneficiary population” (32 CFR
199.14 [6][ii]).

For hospital-based IOPs, the reimbursed payments cover the provider’s
overhead costs, support staff, and the services of certified clinical social
workers, occupational therapists, and alcohol and addiction counselors,
whose “services are considered to be included in the . .. IOP rate” (TRI-
CARE Reimbursement Manual 6010.61-M, Chapter 13, Section 2, 2018).13
Unlike the Medicare system, which did away with distinctions between
partial hospital and IOPs, TRICARE maintained a two-tiered system. One
occurrence of the IOP code for either substance use disorder or psychiat-
ric health treatment constitutes the lowest tier (TRICARE Reimbursement
Manual 6010.61-M, Chapter 13, Section 2, 2018.)."* The maximum reim-
bursement for an IOP is the PHP per diem (TRICARE Reimbursement
Manual 6010.61-M Chapter 13, Section 2, 2018).

Reimbursement for freestanding IOPs is under the per diem payment
system (32 CFR 199.2). The maximum allowable per diem rate is 75 percent
of the rate for a full-day PHP, which are updated annually by the Medicare
update factor used for the Inpatient Prospective Payment System for inpa-
tient psychiatric facilities (32 CFR 199.14[a][2][ix][A][2]). The maximum per
diem rate for a full-day PHP is 40 percent of the “average inpatient per diem
amount per case established under the TRICARE mental health per diem
reimbursement system during the fiscal year for both high and low volume
psychiatric hospitals and units” (32 CFR 199.14[a][2][ix][A][2]). In sum, the

13 The TRICARE manual emphasizes that hospitals do not bill the contractor for the
professional services of the certified clinical social workers, occupational therapists and
counselors, but rather that the “hospital’s costs associated with [their] services shall
continue to be billed to the contractor and paid through the per diem rate” (TRICARE
Reimbursement Manual 6010.61-M, Chapter 13, Section 2, 2018).

14" The Healthcare Common Procedure Coding System codes are $9480 and H0015 for
intensive outpatient psychiatric services and alcohol and/or drug services, respectively.
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freestanding IOP per diem rate is 75 percent of the PHP per diem rate, which
is 40 percent of the average inpatient per diem rate.

The per diem is then adjusted according to the Medicare Inpatient Psy-
chiatric Facility Prospective Payment System using patient and facility char-
acteristics. One facility characteristic is geographic differences. For example,
in fiscal year 2020, rural inpatient psychiatric facilities received a 17 percent
wage adjustment. With respect to patient characteristics, adjustments may
be made for age, specified comorbidities, length of stay, and the Medicare
Severity Diagnosis Related Group (Medicare Learning Network, 2020, p. 4).
Annual updates also occur: the Market Basket updates (i.e., to account for
inflation in the cost of medical services) and Pricer updates (CMS, undated;
Medicare Learning Network, 2020, p. 8).

IOPs must accept the per diem amount as payment in full for all IOP ser-
vices. The CWC director of business operations said that TRICARE’s reim-
bursement rate for IOPs is fair and on par with other insurers.? This is con-
sistent with recent analysis by TheraThink, an insurance billing firm, which
reported that TRICARE reimbursement rates for different mental health
care billing codes are average compared with private insurance compa-
nies; the firm also reported that TRICARE is difficult to bill (TheraThink,
undated).

The TRICARE Reimbursement Manual provides an exhaustive list of
all services and supplies that are included in the per diem, regardless of
whether they are billed separately. They are as follows (TRICARE Reim-
bursement Manual 6010.61-M, Chapter 7, Section 2, 2017):

o Board. Includes use of the partial hospital facilities such as food
service, supervised therapeutically constructed recreational and
social activities, etc.

o Patient assessment. Includes the assessment of each individual
accepted by the facility, and must, at a minimum, consist of a
physical examination; psychiatric examination; psychological
assessment; assessment of physiological, biological and cogni-
tive processes; developmental assessment; family history and
assessment; social history and assessment; educational or voca-

15 Discussion with Jonathan Smith, April 7,2021.
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tional history and assessment; environmental assessment; and
recreational/activities assessment.

« Psychological testing and assessment.

o Treatment services. All services including routine nursing
services, group therapy, supplies, equipment and space nec-
essary to fulfill the requirements of each patient’s individual-
ized diagnosis and treatment plan (with the exception of the
psychotherapy ... ). All mental health services must be provided
by an authorized individual professional provider of mental
health services. [Exception: . . . IOPs that employ individuals
with master’s or doctoral level degrees in a mental health dis-
cipline who do not meet the licensure, certification and experi-
ence requirements for a qualified mental health provider but are
actively working toward licensure or certification, may provide
services within the all-inclusive per diem rate but the individ-
ual must work under the clinical supervision of a fully qualified
mental health provider employed by the . .. IOP]

o Ancillary therapies. Includes art, music, dance, occupational,
and other such therapies.

o Overhead and any other services for which the customary prac-
tice among similar providers is included as part of the institu-
tional charges.

Services thatare not included in the IOP per diem rate may be billed sepa-
rately include the following (TRICARE Reimbursement Manual 6010.61-M,
Chapter 7, Section 2, 2017):

o Psychotherapy Sessions: Professional services provided by
an authorized individual professional provider (who is not
employed by or under contract with the . . . IOP) for purposes
of providing clinical patient care to a patient in the . . . IOP may
be cost-shared when billed by the individual professional pro-
vider. Any obligation of a professional provider to provide ser-
vices through employment or contract in a facility or distinct
program of a facility would preclude that professional provider
from receiving separate TRICARE reimbursement on a fee-for-
service basis to the extent that those services are covered by the
employment or contract arrangement. Psychotherapy services
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provided outside of the employment/contract arrangement can
be reimbursed separately from the PHPs or IOPs per diem.
Primary/Attending Provider: When a patient is approved for
admission to a[n] IOP, the primary or attending provider (if not
contracted or employed by the partial program) may provide
psychotherapy only when the care is part of the treatment envi-
ronment which is the therapeutic partial program. That is why
the patient is there—because that level of care and that program
have been determined as medically necessary. The therapy must
be adapted toward the events and interactions outlined in the
treatment plan and be part of the overall partial treatment plan.
Involvement as the primary or attending is allowed and covered
only if he is part of the coherent and specific plan of treatment
arranged in the partial setting. The treatment program must be
under the general direction of the psychiatrist employed by the
program to ensure medication and physical needs of the patients
are met and the therapist must be part of the treatment team and
treatment plan. An attending provider must come to the treat-
ment plan meetings and his/her care must be coordinated with
the treatment team and as part of the treatment plan. Care given
independent of this is not covered.

Non-Mental Health Related Medical Services: Those services
not normally included in the evaluation and assessment of a par-
tial hospitalization patient and not related to care in the . .. IOP.
These medical services are those services medically necessary
to treat a broken leg, appendicitis, heart attack, etc., which may
necessitate emergency transport to a nearby hospital for medical
attention. Ambulance services may be cost-shared when billed
for by an authorized provider if determined medically necessary
for emergency transport.

Payment is not due for leave days, days on which no treatment is pro-
vided, days the patient does not keep their appointment, or for days during
which the services provided took less than three hours. With respect to bill-
ing, freestanding IOPs use the CMS 1450 UB-04 billing form and the CMS
1500 Claim Form for outpatient services (TRICARE Policy Manual, Chap-
ter 11, Addendum G, 2017). There is no cost sharing for active-duty service

members who obtain treatment at private-sector IOPs.
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Accessing IOPs

Active-duty service members must be referred by their provider at the mili-
tary installation to an IOP for treatment and, if the IOP is not local, travel
and find lodging. We were told that TRICARE will not authorize payment
for intensive treatment unless the requirements for necessity to receive a
higher level of care are met prior to referral for care.!¢

Referral to an IOP

TRICARE policy requires a primary care manager referral for all IOP ser-
vices. If the IOP is in the TRICARE network, a preauthorization from the
network provider may be substituted (TRICARE Policy Manual, Chapter 7,
Section 3.5). All of the program personnel with whom we spoke (detailed
in Chapter Four and Appendixes A and B) addressed referrals only and not
preauthorization. According to Kimberleigh Stickney, military and veteran
coordinator and trauma therapist, the required referral process “can take a
lot of time.”

According to UCF Restores’s Potts, active-duty service member referrals
usually come from out of state. Sometimes, the referring provider will call
the UCF Restores program to inquire whether a patient is a good fit for the
IOP. The case coordinator then asks for the patient to contact UCF Restores
for an eligibility screening and risk assessment, with the resulting informa-
tion being given to the IOP directors. If confirmed to be a good fit for the
program, UCF Restores will ask the service member to begin the process for
obtaining TDY orders.

Potts noted that UCF Restores does not require active-duty service mem-
bers to be on TDY, but it is up to the service member and the commanding
officer to make the determination.!”

An important note is that active-duty service members are often sent to
IOPs as they go through the Integrated Disability Evaluation System pro-
cess, pursuant to their eventual separation from the military.!® Most of the

16 Correspondence with Dr. Kate McGraw, September 29, 2021.
17" Discussion with Monica Potts, April 13, 2021.

18 See, for example, Preston, 2018, p. 111; also, see discussion with Kimberleigh Stick-
ney, April 7, 2021.
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individuals we spoke to noted that a significant proportion of patients are
going through the disability evaluation process, referred to as the medical
board process, or considering it. Kimberleigh Stickney, military and veteran
coordinator and trauma therapist, mentioned that they see more active-
duty patients who are going through the medical board process than are
not. She said that the referral process does not change for patients who are,
or eventually will be going through the disability evaluation process, “just
the outcome is different.”®

As Kerrie Earley said, an active-duty service member might be sent to a
civilian IOP rather than be treated at an MTF if it is likely that the service
member will be going through the medical board process to remain with the
civilian provider afterward.?® Air Force CMSgt (ret.) Andrew Laning, UHS
divisional director of military programs, mentioned that recently about
50 percent of active-duty service members are eventually sent through the
disability evaluation process, though the percentage used to be higher.?!
Chimnemerem Neal told us that of the 52 active-duty referrals they have
received so far in 2021, 20 of them were going through or being considered
for medical discharge.??

Traveling and Lodging at an IOP

Service members who travel on official orders to a medical facility for treat-
ment within the local area may still be reimbursed for transportation, or the
TDY mileage rate for travel with a private vehicle. If service members travel
without official orders for said treatment, transportation is not reimburs-
able (DoD, 2022a).

Most service members who are outpatients away from their permanent
duty station are on TDY, also known as temporary additional duty in the
Navy and Marines (DoD, 2022c¢). Service members may also be sent to IOPs
on other orders, although only with TDY orders, as explained below, are

19 Discussion with Kimberleigh Stickney, April 7, 2021.
20 Discussion with Kerrie Earley, April 14, 2021.
21 Discussion with Air Force CMSgt (ret.) Andrew Laning II, April 22, 2021.

22 Case study discussion with Chimnemerem Neal and Tracy Jones-Williams, April 27,
2021.
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travel and housing reimbursed. Patients enrolled in IOPs are outpatients,
and generally speaking do not require overnight accommodations. For
private-sector programs, only room, and not board, is covered in the per
diem rate (TRICARE Reimbursement Manual 6010.61-M, Chapter 7, Sec-
tion 2, 2017). The DoD Financial Management Regulation outlines per
diem policies for TDY both at and away from an installation as it pertains to
dining and use of government quarters (DoD 7000.14-R, 2022).
Active-duty service members may be referred to IOPs that are outside
the local area and require an overnight stay. A service member who is an
outpatient away from the permanent duty station on TDY is eligible for a
travel and transportation per diem. According to the Joint Travel Regula-
tions, outpatient status means the patient does not have a bed assigned to
them but is in a non-leave status. The per diem is authorized for when the
service member “is in an outpatient status away from the PDS [permanent
duty station] and for days of travel to, from, and between hospitals”(DoD,
2022¢, p. 3D-1). The Joint Travel Regulation notes that an outpatient receives
the “standard travel and transportation allowances,” which includes lodg-
ing, meals and incidentals (DoD, 2022b; DoD, 2022c). For private-sector
programs, we were told that getting TDY approval in a timely fashion can be
difficult, not surprisingly, because it requires coordination between the mil-
itary and civilian treatment facilities and the service member’s command.?3

Clinical Management

Topics unique to clinical management aspects of providing mental health
and substance abuse treatment for an active-duty population require atten-
tion and nonmilitary providers should be aware of military-specific policies.

Confidentiality Policies

Active-duty service members are expected to be medically ready for duty
(DoDI 6025.19, 2020). Various health conditions require medical attention,
and service members may be placed on a temporary profile while receiving

23 Discussion with Monica Potts, April 13,2021.
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treatment until the condition resolves (Department of the Army Regulation
40-502, 2019; Manual of the Medical Department, 2005; Department of the
Air Force Manual 48-123, 2020). Commanding officers must track the fit-
ness of their service members and they can access protected health informa-
tion that would otherwise be private and protected in civilian settings.

The Military Command Exception to HIPAA, found in 45 CFR 164.512,
provides that a covered entity may, but is not required to, disclose the per-
sonal health information of a service member for authorized activities to the
appropriate military command authorities (45 CFR 164.512, 2016).24 The
authorized activities include determining fitness for duty, ability to perform
a particular assignment, or to carry out any activity that is essential to the
mission (DHA Privacy and Civil Liberties Office, 2022).

DoDI 6904.08 is essentially a carveout from the Military Command
Exception. Whereas the Military Command Exception allows but does
not require the sharing of personal health information with command,
the DoDI prohibits providers from informing command when a service
member obtains mental health or substance use education, with nine excep-
tions to that. It says, “providers shall notify the commander concerned”
when service members’ presentation includes: (1) harm to self, (2) harm to
others, (3) harm to “specific military operational mission,” (4) special per-
sonnel, (5) inpatient mental health or substance abuse treatment, (6) acute
medical conditions interfering with duty, (7) formal inpatient or outpatient
substance abuse treatment program participation, (8) command directed
mental health evaluation, and (9) “other special circumstances.” Health care
providers who are employed as personal services contractors are subject to
(1) the same credentialing review as military and civil service health care
providers and (2) the same quality assurance, risk management, and clinical
privileging standards (DoDI 6025.5, 1995).

DoDI 6025.18 details the implementation of HIPAA policies for DoD
health programs. Across DoD policies related to sharing protected health
information with DoD commanders, guidance to health providers is to
share the minimum necessary information. DoD behavioral health care

24 Covered entity is defined as a health plan or a health care provider that transmits any
health information in electronic form in connection with a HIPAA standard transac-
tion (45 CFR 164.512, 2016).
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providers are made aware of and trained on how to implement DoD and
service-level policies. We did not review training policies for private-sector
providers; thus, we have not identified ways in which non-DoD providers
receive guidance to implement DoD and service-level policies related to
reporting requirements, exceptions to confidentiality, and the processes and
procedures for engaging a service member’s command.

Substance abuse is a health condition that is specifically reportable.
When service members self-refer to treatment for substance abuse, poli-
cies are in place to prevent administrative consequences (i.e., disciplinary
action). DoDI 1010.04, which was updated May 2020, “Establishes policies,
assigns responsibilities, and prescribes procedures for problematic alco-
hol and drug use prevention, identification, diagnosis, and treatment for
DoD military and civilian personnel.” Department of the Army Regulation
600-85, updated in August 2020, describes the Army Substance Abuse Pro-
gram and defines responsibilities, policies and procedures for identification
and treatment, and legal and administrative procedures.

Given the TRICARE network accreditation and credentialing proce-
dures required, private clinicians treating service members adhere to DoD
healthcare delivery policies, but a complicating factor for training is that
each service branch employs slightly different clinical policies for the man-
agement of substance abuse. For instance, SECNAVINST 5300.28F, pro-
vides guidance on impaired driving; AFI 44-121, updated November 2019,
includes guidance on many relevant aspects of managing substance abuse,
such as continuity of care for members of the Air Force who are enrolled
in alcohol and drug abuse treatment programs, and procedures for main-
taining medical records. Non-DoD clinicians need some level of familiarity
with the military structure to understand the applicability of the policies
depending on the service member in treatment. We did not review provider
training material, which should be done to determine whether non-DoD
providers are equipped with the requisite knowledge to adhere to DoD med-
ical readiness policies.
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Confidentiality in Practice

Laning emphasized the importance of communication between the private-
sector IOP staff and the patient’s command and military medical provider
as a critical practice. The communications have two main goals. One goal is
accountability and keeping the command informed of process-related infor-
mation such as if the person arrived for the program; the second goal is to
communicate information to medical staff. If command asks about medical
information, the IOP staff refer them to the participant’s medical provider
to ensure HIPAA is followed. Also, in an effort to coordinate better with
the military facility, attempts are made to use the same measurement (such
as the PHQ-9 Depression Scale) at the start and end of the program and on
a weekly basis, but it was noted that outcome measures may be different at
different locations to tailor measures to their needs. Laning explained that
when command calls, they do not typically need to know about the indi-
vidual’s life traumas; that information is given only to the referring medical
personnel, and they instruct command to ask the medical personnel.

Laning reported that trusted relationships are constructed over time and
recognizes that “we have to consider ourselves as an extension of who they
[installation/base] are and that we have to work hand in hand with the base
because they are responsible for that person [service member].” He clari-
fied that the type of communication varies, stating that “command needs
to know fitness for duty and the medical person [referring provider] wants
to make sure we are meeting the medical necessities of the active-duty
patients.”

Laning further explained that their programs maintain clear commu-
nication with command about whether the service member patients are
attending the program as planned. If a service member does not show up or
misses appointments, the program will relay this information to command
because they understand that the military is ultimately responsible for that
member.

Laning also acknowledged the balance between protecting a service
member’s confidentiality while ensuring command can evaluate fitness for
duty; under 10 U.S.C., command can technically request any information
without the program violating HIPAA. However, Laning instructs his staff
to only provide progress notes or information about the patient’s trauma to
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the referring medical provider, who can then have a conversation with com-
mand about fitness for duty.?

According to Newins, because UCF Restores is a private-sector program
that collects research data and does not receive any TRICARE funding,
the program abides by HIPAA and does not release any information about
active-duty patients unless the patient provides a release to do so. Newins
acknowledged that she informs her active-duty patients that there may be
very real consequences for not releasing any information if that is what the
patient prefers. Moreover, UCF Restores does not confirm the presence of
any of its active-duty patients unless the patient gives permission to reveal
such a presence to command. If a member of the military contacts the pro-
gram to inquire about a patient, the UCF Restores protocol is to invite the
military personnel to contact the service member they are inquiring about
and have them contact the Restores staff about disclosing any information.

According to Lisa Di Fiori, all patients at CWC are required to sign a
release of information form, which allows the program to share informa-
tion with the referring provider via weekly update reports.2¢ Furthermore,
the Florida Department of Children and Families requires CWC to send to
certain assessments and treatment records to the other treating providers.?”

The protocol for protecting patient confidentiality also remains if the
service member patient discloses their substance use to a clinician. Newins
noted that their program screens for substance use prior to entry and
requires that substance use “be under control for two weeks” before the
patient arrives to the program.?® UCF Restores’s Potts confirmed this policy
but added that, if an active-duty patient revealed a safety issue around sub-
stance use (e.g., a pilot who drinks alcohol before going into the cockpit), the
clinician would encourage the patient to discuss the behavior and help the
patient find a way to speak to command about the issue.?

2> Discussion with Air Force CMSgt (ret.) Andrew Laning IT, March 22, 2021.

26 Email from Lisa Di Fiori, August 5-6, 2021; discussion with Kimberleigh Stickney,
April 7, 2021.

27 Email from Lisa Di Fiori, August 5-6, 2021.
28 Discussion with Amie Newins, April 6, 2021.

29 Discussion with Monica Potts, April 13,2021.
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Walter Reed’s Earley acknowledged that the systems in place to report
sexual assault can be really complicated for her active-duty patients at her
facility. She stressed the importance of the patient needing to understand
the difference between a restricted and unrestricted report, how command
handles those reports, and how to reintegrate back into service with people
who may know something traumatic happened to them.3°

Psychotherapeutics

Some service members receive psychotropic medication to treat their PTSD
and/or depression. DoDI 6490.07 specifies medical conditions that would
limit deployment for service members. In regard to medication for psycho-
logical conditions (such as PTSD or depression), the DoDI indicates medica-
tions can be used during a deployment if they will be consistently available
in theater, do not require special handling, and do not cause problematic
side effects (DoDI 6490.07, 2010).

Psychotherapeutics in Practice

We learned about how the four programs handle medication. CWC’s Baker
reported having a medical clinic with full medical services on site, with the
exception of medical detox from substance dependence and labs with which
to analyze urinalysis samples. Medical personnel consists of a medical
director; an advanced registered nurse practitioner to manage such services
as medication-assisted treatment for substance use disorders and to coordi-
nate such adjunctive therapies as electroconvulsive therapy and transcra-
nial magnetic stimulation; and a psychiatric physician’s assistant to handle
psychotropic medication management. Di Fiori reported that the Joint
Commission standards for medical services and medication management
help ensure that the highest levels of attention to issues of patient safety are
in place.

The UCF Restores program had a psychiatrist on staff in the past, but
the services were not used enough to make the position financially feasible
in the long term. Staff observed that most patients arrive to the program
with psychotropic medications already prescribed and noted that they col-

30 Discussion with Kerrie Earley, April 14, 2021.
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lect information about existing medication regimens during the screening
process. Staff pay particularly close attention to anxiety symptoms and ben-
zodiazepine prescriptions and may discuss with the prescribing provider
about whether the patient may be able to forgo such medications while
enrolled in the program.3!

In the Evolution IOP at Landstuhl, staff reported that patients retain
their existing psychiatrists. The program has a medication conciliation
group that works to avoid inadvertent medication errors such as omissions,
duplications, dosing errors, or drug interactions across transitions in care
by comparing a patient’s medication orders to all of the medications that the
patient has been taking.

Medical Record Charting

TRICARE Policy Manual 6010.60-M emphasizes the importance of main-
taining accurate patient records, and notes that in the mental health field,
“the lack of pertinent information has often made it impossible to determine
the patient’s clinical condition, actual treatment rendered, the quality and
effectiveness of the care provided, or the identity and qualifications of the
staff providing treatment services.” The TRICARE policy is that the medi-
cal record should contain an “adequate chronological report of the patient’s
course of care and should reflect any change in condition and the results of
treatment.” The record should include all significant information and be
subject to utilization review and quality assurance. Providers must main-
tain contemporaneous clinical records of care (TRICARE Policy Manual
6010.60-M, Chapter 1, Section 5.1, 2020).

The minimum requirements for IOPs are set forth by the Joint Commis-
sion, CARF, COA or other accrediting organization approved by the DHA

31 Benzodiazepines, for example, are typically recommended for short-term treatment
of severe anxiety, panic, or insomnia. However, they are not reccommended for the treat-
ment of PTSD given the associations with worse overall symptom severity, aggression,
depression, and substance use (Guina et al., 2015). Moreover, benzodiazepines are asso-
ciated with worse psychotherapy outcomes (Guina et al., 2015), in part, because of the
prevailing consensus among behavioral health providers that their effectiveness in pro-
viding short-term relief from distressing feelings are antithetical to one of the primary
mechanisms of PTSD treatments (e.g., learning how to stop avoiding distressing situa-
tions, memories, and emotions).
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director. Furthermore, the following documentation is required (TRICARE
Policy Manual 6010.60-M, Chapter 1, Section 5.1, 2020):

o admission evaluation report, including baseline assessments using
standardized measures for the diagnosis of PTSD, GAD, and Major
Depressive Disorder (MDD) within 24 hours of admission

» completed history and physical examination report within 72 hours of
admission

o registered nursing notes at the end of each shift

o daily physician notes.

The following standardized measures are also required at treatment
baseline, at 60 to 120 day intervals, and at discharge, where relevant for the
diagnosis:

o for PTSD, the PTSD Checklist (PCL)

o for GAD, the GAD-7

o for MDD, the Patient Health Questionnaire-8 (PHQ-8) (TRICARE
Policy Manual 6010.60-M, Chapter 1, Section 5.1, 2020).

According to TRICARE, the four broad types of information that should
be in the psychiatric record are

o administrative information for patient identification
o assessments obtained through examination, testing, and observation

treatment planning
o documentation of care (TRICARE Policy Manual 6010.60-M, Chap-
ter 1, Section 5.1, 2020).

The psychiatric record must also include the clinician’s progress notes
that relate to the goals and objectives outlined in the patient’s treatment
plan. The notes must contain information that enable verification that the
services rendered were medically necessary and appropriate (TRICARE
Policy Manual 6010.60-M, Chapter 1, Section 5.1, 2020).

Each service branch has policies on the types of medical records to be
maintained, such as progress notes, treatment plans, and discharge summa-

69



Intensive Outpatient Programs for Service Members Who Experienced Sexual Trauma

ries.>? Not all of this guidance is publicly available, which is a complicating
factor for private-sector medical personnel. Those providers are both unable
to access and view the service member’s electronic medical record, and they
are unable to access some policies on documentation requirements.

Medical Record Charting in Practice

Earley indicated that referring MTF providers have access to group and
individual therapy progress notes, individual treatment plans, and patient
records in both the BHDP and AHLTA.

Potts at UCF Restores explained that the program uses an online records
request system, but that records are only shared with the patient. If a refer-
ring provider would like to access a patient’s records or set up a visit while
the patient is in the IOP, the patient must provide authorization to do so.

Potts reported that she will typically have a discussion with the patient
about the pros and cons of providing a release of records before a joint deci-
sion is made. For example, the patient might authorize a verbal release in
which Potts can simply say that the patient is attending and completed the
program while not disclosing details of the presenting problem (i.e., trauma
type). Other times, the patient might authorize the release of the intake
and discharge summaries following a discharge planning session once the
patient has reached the end of the program. Potts emphasized that, in all
instances, the patient must voluntarily ask for a release of records.??

Summary

We documented policies governing the approvals required to operate a DoD
or private-sector mental health or substance abuse IOP. A participation
agreement, facility or program accreditation, and jurisdictional licensing
are part of a program’s authorization. Program directors and administra-
tors with whom we spoke indicated that these requirements are similar to
those of other insurance panels. Although we did not review claims proce-
dures, we noted some complaints about administrative challenges in navi-

32 See, for example, AFI 44-102, 2012.
33 Discussion with Monica Potts, April 13,2021
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gating claims submissions and, in particular, with receiving reimbursement
from TRICARE. Credentialing of IOP providers is required by TRICARE,
a process that involves a review of providers’ education, training, liability
coverage, professional license, work history, and other related information.

Credentialed military providers are expected to adhere to DoD policies
regarding the delivery of health care for service members. This requirement
is particularly noteworthy because providers are beholden to military regu-
lations that (1) assume a level of knowledge and familiarity with the mili-
tary and medical readiness and (2) specify unique reporting requirements
when a service member’s commander should be notified of the patient’s
health status. Military confidentiality standards differ from those afforded
to civilians. We found that requirements for medical record documentation
are typically specified by accreditation agencies. TRICARE requires mental
health IOPs to administer and track standardized psychological assessment
measures.

Our discussions with private-sector program directors and administra-
tors suggest that the programs are able to navigate TRICARE requirements,
receive referrals from military providers, and deliver treatment to active-
duty service members. Nevertheless, our findings suggest that some poli-
cies and procedures governing the operation of and referral to IOPs could
serve as barriers even as others help facilitate the private-sector program
success, as described in Table 4.2. Policies that might hinder successful part-
nering with private-sector IOPs warrant further attention as DHA considers
whether, how, and where to house IOPs.
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TABLE 4.2

Policy Barriers and Facilitators for Private-Sector IOPs for PTSD

Policy Area

Reference

Barrier

Facilitator

Accreditation for DoD
and private-sector
facilities

Payment and
reimbursement

Referrals

Travel and lodging

DHA Procedures Manual 6025.13,
Vol. 5; TRICARE Policy Manual,
Chapter 11, Section 2.7

32 CFR 199.14; TRICARE
Reimbursement Manual 6010.61-M,
Chapter 13, Section 2

TRICARE Policy Manual 6010.61-M,
Chapter 7, Section 3.5

Joint Travel Regulations, Chapter 3,
Part D, Par. 0330

Claim rejections
and slow payments

Required referral process
can be time-consuming

TDY orders can be
time-consuming; TDY
payments come from unit
funds?

High standards lead to
higher-quality patient care and
safety protocols.

Reimbursement rate is fair.

& Discussion with Charles Engel, August 4, 2021.

BWNRI| [BNX8S paoualiadx3 OYp) SI9qUIS|A 991AI8S 40} swelBold jusiedinQ aAisuaiu|



CHAPTER FIVE

Knowledge Gaps and Additional
Areas of Study

DoD is invested in maintaining the health and readiness of its fighting
force, and sexual harassment and sexual assault in the military have signifi-
cant personnel, personal, and financial consequences. Previously, RAND
researchers reported that, in the 28 months following the 2014 RAND Mil-
itary Workplace Study (Morral, Gore, and Schell, 2014), DoD lost 16,000
manpower hours as a result of military separation by those active-duty ser-
vice members who were categorized as having been sexually harassed or
sexually assaulted (Morral et al., 2021a). Providing effective treatment to
these victims could help prevent such costly outcomes.

DoD is evaluating the effectiveness of five private-sector IOPs and two
IOPs located within MTFs under the Sexual Trauma Intensive Outpatient
Program TRICARE pilot study. The prevalence analysis, programmatic
review, and policy review described in this report are intended to supple-
ment DoD’s efforts to assess the feasibility and advisability of using IOPs to
treat PTSD, depression, substance misuse, and other psychological condi-
tions resulting from sexual trauma.

In addition to the findings reported in the previous chapters, our reviews
revealed many knowledge gaps surrounding the experiences, treatment
needs, and effectiveness of different treatment components and models of
care for active-duty victims of sexual harassment and sexual assault expe-
riencing PTSD and related mental health problems. These knowledge gaps
suggest additional areas of study that PHCoE and DHA will want to explore
to further their understanding of this important area. Some of the impor-
tant research questions that remain are as follows.
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What are the treatment preferences of active-duty victims of sexual
harassment and sexual assault with psychological health needs?

Our analysis highlights the need to collect data on the preferences of this
population for seeking care in the private sector versus direct care at an MTF.
Furthermore, it would be useful to understand why certain active-duty ser-
vice members might prefer a private-sector IOP; understanding those reasons
might help DoD improve care at MTFs. Treatment preferences might depend
on patient characteristics and experiences. For instance, servicemen and
women may have different treatment preferences, and service members who
identify as lesbian, gay, or bisexual or who do not identify as heterosexual may
have different treatment preferences than their heterosexual counterparts.

Are IOPs effective from a treatment standpoint? If so, what makes such
programs effective? Are they more effective than outpatient treatment
programs for active-duty service members who have experienced sexual
harassment or sexual assault while serving in the military? Are they cost-
effective compared with treatment as usual?

First, it will be important to understand whether the benefits of IOP care
exceed the benefits of less costly outpatient care for the targeted patient pop-
ulation, which is very challenging to assess. One study comparing the effec-
tiveness of three models of inpatient treatment for PTSD revealed a host of
considerations. Fontana and Rosenheck, 1997, compared treatment deliv-
ered with veterans in specialized long-stay inpatient PTSD units, short-stay
specialized evaluation and brief-treatment PTSD units, and general psychi-
atric units, and they found that all three produced similar symptom reduc-
tions at the initial follow-up. Pre-post studies of a cohort that is enrolled
in care are likely to observe symptom reductions, particularly in the short
term, because people tend to engage in treatment when their symptoms
are high. As a result, time alone could account for these pre-post symptom
reductions. Fontana and Rosenheck, 1997, found that veterans in the long-
stay unit reported that symptoms and social functioning returned to levels
at the time of admission, while those in the short-stay PTSD unit did not.
Fontana and Rosenheck, 1997, also reported on patient satisfaction and pro-
gram costs and concluded that because long-term inpatient stays are associ-
ated with higher costs, poorer long-term outcomes, and less patient satis-
faction than short-term stay units, the VA should restructure its inpatient
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PTSD treatment. Similar studies could be undertaken by DoD to evaluate
the IOP model of care compared with outpatient PTSD treatment and non-
specialized PTSD outpatient treatment; any evaluation of levels of care must
account for symptom severity because those veterans with more-severe
symptoms tend to be referred for a higher level of specialty care.

Our program discussions revealed a variety of program components
and treatment approaches. The experts we spoke with and the literature we
reviewed raise important hypotheses and areas of study such as whether
attrition rates or key features of an IOP (e.g., group therapy) predict the
IOP’s effectiveness. These and other key ingredients and moderators of
treatment outcomes must be understood. Specifically, the group makeup
(ie., mix of gender, rank, trauma-types, medical board status) may contrib-
ute to the effectiveness of an IOP. Whether integrative medicine approaches
including yoga, art, and equine therapies contribute to outcomes is yet
another needed area of study. A few clinicians thought that combat trauma
and sexual trauma should be addressed in separate cohorts, even though
psychotherapy groups are typically nontrauma focused.

There are trade-offs associated with rolling and cohort-based admis-
sions. For example, a rolling admissions model will have less wait time
for program entrance; cohorts require time to have a sufficient group size
to begin the IOP. Cohort-based admissions may provide the potential for
stronger group cohesion, and, in turn, healing. On the other hand, rolling
admissions could offer more opportunity to open up and trust new people,
and for more senior members of the group to help mentor newer ones.

More information about the reimbursement process, referral, medical
record charting, sharing protected health information with relevant mil-
itary personnel, managing substance abuse, military readiness, and han-
dling service members who are pursuing a medical board are some of the
topics that warrant further study, as they may moderate program effective-
ness and affect decisions about IOP operation.

We identified pockets of research on IOPs for service members who have
experienced sexual trauma. Recent and ongoing research initiatives within
the National Center for PTSD and, more broadly, through external partner-
ships in collaboration with the VA and U.S. military (Hilton et al., 2019; Hoyt
and Staley Shumaker, 2021; Ragsdale et al., 2020; Bryan et al., 2018; Zalta et al.,
2018; Held et al., 2020, Lande et al., 2011) will help answer many of the ques-
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tions we have highlighted in this report. We learned of sponsored research
evaluating IOPs for service members with combat-related PTSD, and Beidel
and Newins are studying the efficacy of their IOP for military members who
have experienced sexual trauma. Research on IOP effectiveness will need to
be synthesized to understand how it compares with outpatient treatment and
whether there is sufficient evidence to recommend it as a first-line therapy.

Is DoD equipped to meet the psychological health need(s) of these service
members through direct or private-sector care?

A starting point for assessing demand is to determine current utiliza-
tion rates of DoD and private-sector IOPs. DHA should assess the ability of
DoD to meet the demand for care from active-duty service members who
have experienced sexual harassment or sexual assault. Part of this step may
be examining potential barriers to DoD IOPs, such as staffing shortages
or downsizing in direct care. DHA should also examine the availability of
private-sector IOPs should DoD’s capacity fall short.

The clinicians and clinical directors with whom we spoke frequently
reported that group therapy is a necessary ingredient of the IOP that served
to solidify progress made in individual psychotherapy sessions. This is an
area of research to test this hypothesis. If that hypothesis is correct, it will be
important to understand the overall demand for services at each installation
to determine whether there is a sufficient patient population to fill a group.
If the patient population is not sufficient to fill a group, private-sector and
VA programs may offer something the MHS cannot—group members expe-
riencing the mental health consequences of sexual trauma. It appears there
is a gap in knowledge related to a comprehensive and up-to-date directory of
available IOPs in the private sector that could treat sexual assault and sexual
harassment trauma sequelae (American Psychological Association, undated).
Another factor to consider is why active-duty service members should be
referred to the private sector for care for reasons other than capacity.

We did not review VA programs but learned of many initiatives under-
way to study IOPs for veterans recovering from a military sexual trauma. If
DoD is not equipped to meet the needs of these service members, it will be
important to examine VA’s efforts and whether service members are better
served by VA IOPs or by private-sector IOPs. Finally, where to host an IOP—
at an MTF, at a VA, or in the private sector with cohorts that stay together
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at a hotel (building group cohesion) or with service members going home
to their families or barracks after the treatment day—is an open question.

Further Consideration for DHA

As a next step, DHA may consider establishing a research road map for
how best to address these and other knowledge gaps about optimal treat-
ment approaches for active-duty service members with problems stemming
from a sexual assault that occurred while in the military. Some key topics to
include, as discussed previously and summarized in Table 5.1, are treatment
effectiveness, patient preferences, and MHS and TRICARE capacity.

Consideration of clinical management and care coordination policies
and procedures is also an important next step, particularly if referrals are
made to private-sector programs. In our policy review, we did not identify
standardized guidance for referring clinicians. Additional research to assess
the availability of clear policies and procedures for behavioral health provid-
ers is needed. It may be informative to interview behavioral health providers
to understand their current practices and their perceptions of outstanding
treatment needs of this patient population. The referral and care coordina-
tion from outpatient treatment to an IOP and potentially back to outpatient
treatment is multifaceted. Figure 5.1 depicts key topics for consideration at
each stage in the clinical management cycle.

Conclusions

We addressed disparate pieces of the larger question posed by Congress in
the FY 2019 NDAA’s Section 702 as defined by PHCoE. We documented
practices of IOPs and the policies governing authorization to illustrate how
those policies are implemented in practice, but we did not evaluate these
policies or practices. Systematic evaluation of these topics is a necessary
next step to understanding the appropriateness of using IOPs to treat ser-
vice members’ mental health consequences of experiencing sexual trauma
in the military. The review described in this report highlights the promising
outcomes of IOPs and suggests that DoD should continue to evaluate the use
of these programs to treat service members experiencing the mental health
consequences of sexual trauma.
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TABLE 5.1

Topics for Future Research

Approach

Research Areas

Treatment effectiveness

Program evaluation .

Comparative o
effectiveness trials

Patient Preferences

Interview and survey .

Assess multiple program components, such as program
length, treatment approaches, group size, and location
Standardize clinical procedures to enhance evaluation

Compare outpatient programs with intensive outpatient
programs

Compare direct-care with private-sector or VA outpatient
and IOP

Assess preferences for types of therapy, length, and
setting
Consider preferences in subpopulations (e.g., at-risk

groups)

MHS and TRICARE capacity

Cost benefit analysis o

Clinical management

Provider assessment o

Policy analysis °

Determine demand for services

Assess availability of services in MTFs and in the private
sector

Assess cost implications of treatment delivered in MTFs,
VA, and private sector

Consider transaction costs of partnering with non-DoD
organizations

Evaluate clinical coordination procedures (e.g., referral,
medical charting, discharge plans)

Assess appropriateness of existing travel and lodging
reimbursement procedures
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FIGURE 5.1
Clinical Management Considerations

Referral

* Standardized referral
process: who, what,
when, where, how

ty screening
* Familiarity of clinician
with local programs and
eligibility criteria

Discharge

* Coordination with medical
disability process

* Communication of treatment

and discharge plans * Program feedback of

eligibility results

Treatment Administrative logistics
* Specialized training for IOP * TDY and other leave
clinicians mechanisms; voluntary
* Information-sharing and leave for local treatment
medical record charting * Managing clinical
emergencies
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APPENDIX A

Program Staff Discussion Guide

The discussion guide was divided into specific topic areas, and discussion
topics were based on the individual’s programmatic role (i.e., administrative
versus clinical).

Introduction

This study is being conducted by the RAND Corporation, a nonprofit
research institution located in Santa Monica, California. The study is being
sponsored by the DoD’s Psychological Health Center of Excellence (PHCoE),
which is addressing the fiscal year (FY) 2019 National Defense Authoriza-
tion Act (NDAA) authorization for the DOD to “carry out a pilot program
to assess the feasibility and advisability of using intensive outpatient treat-
ment programs” to address the psychological sequelae of sexual trauma for
service members.

PHCoE commissioned RAND’s National Defense Research Institute to
support its efforts outside its pilot program, to conduct case studies compar-
ing DoD, VA, and civilian PTSD intensive outpatient programs that provide
services for survivors of military sexual assault within the military health
and the civilian health systems. The purpose of the case studies is to under-
stand different program components available to active-duty service mem-
bers and veterans who have experienced sexual trauma and other trauma.
This is not an evaluation of the work of these individuals or the program in
any way.
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A. Background

1.
2.
3.

What is your current title?

How long have you worked in this position?

(MTF only) What’s your rank/grade? [Try to obtain status of
civilian or military beforehand and which branch of military]

B. Program History

4.
5.

10.

What is/are the name(s) of the IOP program(s)?

What year was the program established? How many years has

the program treated patients?

What motivated the development of the IOP?

What populations do you serve? (gender, ages, race)

a.  (MTF only) Do you treat patients from other installations/
services?

b. NEW: Do you typically treat officers or enlisted more
often? Or both?

c.  (Civilian programs) Do you treat patients that are not local?

How many program tracks do you have and what are they? [For

civilian program only] Are all of these available to active-duty

service members/veterans?

How was your program designed? What evidence-based prac-

tices were used to determine the treatment model?

a  (MTF only) How much of the program is based on guid-
ance from the servicessDHA versus developed indepen-
dently?

Do you have any material on the program design that you could

provide to us? (e.g., theoretical framework, treatment decision

tree).

C. Program Administration

11.

[I am going to read through a list of approval processes. Can you
please indicate if you went through these for your program, and
what was involved?] (Probe: time to complete paperwork, pre-
pare for site visits, receive accreditation, costs associated with
licenses, delays in program start etc.)

a. Accreditation (Joint Commission, CARF, COA)

b.  State licensing

c.  Credentialing review (of providers’ credentials)
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12.

13.

14.

15.

16.

17.

18.

19.

d. Participation agreement

e. Other

What are the licensure and credentialing requirements for the

different program providers? Must they be licensed in their

state?

a. Do other program staff (administrators) have degree
requirements?

How are staff trained to provide treatment specifically for this

program?

(If trained) Probe: certain curriculum, amount of time on train-

ing, trained before program start, during etc.

What is the registration or application process for individuals

(patients) to participate in the IOP?

a. Areindividuals referred to you?

b. Can individuals request enrollment without referral from a
medical professional?

How common is it that the active-duty service members are

going through the med-board process?

(Civilian only) What are the processes for reimbursement of

costs for active-duty service members?

Probe: calculation of the per diem, billing TRICARE etc.

(MTF only) Are there any costs to service-members/veterans for

participating in the IOP? If so, who is billed?

How do you approach medical record access, review, and chart-

ing? To what extent are clinical notes shared with the referring

provider?

What is the process for ensuring patient confidentiality? For

active duty, how does this relate to command exception/fit-

ness for duty and other reporting requirements (i.e., substance

misuse) that presents during the program?

D. Program Operations and Components

Operations

20.

21.

Describe admissions and IOP group sizes (rolling vs. cohort,
minimum/maximum program size).

What is the program schedule?

a. How many days total is the program?
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22.

23.

24.

25.

26.

27.

28.

29.

30.

b. How many hours per day?

c. Isthere any flexibility?

d. Can you walk us through a typical day for a participant?

Can you please describe what type of staff work in the IOP? Do

you have an organizational chart you could share with us after

this discussion?

What is the typical ratio of staff to participants?

(Civilian only) Do you combine active-duty service members

with veterans or civilians in any of the treatment tracks?

To what extent can participants receive care virtually? Was

this virtual option available before the pandemic? (virtual care

options might include providing treatment via videoconference
or telephone or working with patients to use mobile apps to treat
or manage symptoms)

a.  (if yes) What administrative practices are in place to help
ensure access to care for those who do not have appropriate
technology or internet?

Is housing and or/meals provided for participants? If so, please

describe.

(MTF only, if treats members from other installations): How does

reimbursement for lodging for members from other installa-

tions work?

(Civilian only) Is transportation provided to individuals to

attend the program, and if so, what type and how many people

use the service?

If transportation isn’t provided, is there reimbursement for the

cost of travel? How does the process work?

Do you partner with other service providers to operate the

IOP(s)? If so, with whom?

Components

31.
32.

33.

What does patient intake consist of?

Do you provide individual therapy? If so, for how long and how
frequently? (times per week)

[For providers (therapists and/or prescribers) who deliver care for
PTSD/trauma-related conditions] What treatment approaches
do you use to treat patients with PTSD and other trauma-related
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34.

35.

36.
37.
38.

39.

40.

conditions? Please describe your primary treatment approach

and if it differs depending on the type of trauma (combat,

sexual, accident, etc.).

a. Therapy approaches (e.g., trauma-focused cognitive behav-
ioral therapy, such as cognitive processing therapy [CPT],
prolonged exposure [PE], stress inoculation training, eye
movement desensitization and reprocessing [EMDR],
trauma- management therapy [TMT])

b. Medications prescribed (e.g., selective serotonin reuptake
inhibitors  [SSRIs]/serotonin-norepinephrine reuptake
inhibitors [SNRIs])

Do you provide group therapy? If so, for how long and how fre-

quently? (Times per week?)

a.  What is the focus of each group therapy session? Who are
the members of each group? Do you combine officers and
enlisted in the same sessions?

b. Assess delivery of treatment (e.g., homework assigned,
number of sessions of group versus individual therapy,
structure of treatment, frequency and type of symptoms
assessment during course of treatment)

What types of materials are provided to patients? (e.g., hand-

outs, skill-building workbooks, required versus recommended

reading materials).

a. How often are such materials provided to patients?

Do participants “graduate” from the IOP?

Is there any type of after-care that is offered? Booster session?

Are there treatment plans that are sent to some outpatient pro-

vider or case manager?

How do you handle referral to outpatient care for active-duty

service members? If indicated, how would you “step-up” care

to place an active-duty service member in residential (i.e., inpa-
tient) care?

Does the program use nonmedical or integrative medicine

approaches (i.e., yoga, art, meditation acupuncture)?
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E. Treatment Data
[I’d like to move to a few questions that address any data you may col-

lect on program participants.]

41.

42.

43.
44.

45.

Opverall, what has been the impact of [program name]?

a. What differences in health have you noticed in the partici-
pants you serve as a result?

b. What factors have been key to achieving this impact?

c. What factors have impeded your progress?

What types of data do you collect on the program?

Probe: program completion rate, program dropout rate, changes

in behavioral health outcomes (e.g., reduction in substance use,

reductions in suicidal ideation, etc.)

How many years of data do you have on the IOP?

What do you do with the data you collect?

Probe: Used to change program design, refer participants to

other medical professionals etc.?

How do patient characteristics affect care delivery, if at all? For

example, active-duty service members who are going through a

medical board. Or for those with physical injuries/amputees (do

they get physical therapy, too)?

F.  Wrap-up

46.

47.

Is there anyone else you think we should speak to about the
items we discussed today?

Is there anything else I didn’t ask about that you think would be
helpful for us to know about the IOP discussed today?
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Methods for Program |dentification
and Selection

We held a total of 18 discussions with staff at medical centers, hospitals,
and clinics. Discussions were held with 12 of those individuals at four IOPs,
two in the private sector, and two on DoD installations, which we describe
in detail in Chapter Three. Discussions focused on understanding the pro-
gram processes and components and any particular barriers and facilitators
to active component service members receiving treatment. In this appendix,
we describe how we selected the four programs used as case studies in our
analysis.

Program Identification

We used a convenience sampling approach and prespecified inclusion crite-
ria to identify at least one DoD and one private-sector PTSD IOP program
that provide treatment for active-duty service members who experienced
sexual trauma in the military. We conducted open-source internet-based
searches for programs and reviewed a limited number of known programs
evaluated as part of a related systematic literature review conducted by
RAND researchers, because there is currently no central database listing
available IOPs serving this unique population.

The TRICARE website indicates that IOPs are available and how indi-
viduals may qualify. However, a list of IOPs was not available rather, and
individuals are referred to contact a regional contractor regarding authori-
zation (TRICARE, undated-a). Similarly, the Health Net and Humana web-
sites for TRICARE did not provide further information on available IOPs
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outside those included in the TRICARE pilot study (Health Net Federal
Services, undated; Humana Military, undated-a). Although there is a DoD
Safe Helpline website that provides information on resources for individuals
affected by sexual assault, no information on IOPs is readily available (DoD
Safe Helpline, undated).

Using terms such as “IOP” or “intensive outpatient program” in basic
internet searches, we were able to identify programs that we believe may be
helpful to others also looking for these programs. Internet searches through
online databases, including Psychology Today filtered searches for providers
by location, treatment type, and program type, including IOPs (Psychology
Today, undated). In many cases individual outreach to organizations was
needed to understand whether program characteristics met our program
inclusion criteria.

We also met with senior officials within DHA and TRICARE. They
shared a list of TRICARE West IOPs, including 53 programs, ten that
offered a treatment track focused on PTSD, seven of those ten also offered
a specific track to treat trauma due to sexual assault that occurred in the
military. They shared a list of 152 TRICARE East programs identified using
available claims data from 2018 to 2021. Among them, five programs were
flagged as treating either sexual trauma that occurred in the military, or
PTSD, or both.

Program Selection

We selected programs that treat a larger number of patients, had a greater
time in existence, and may have had a higher reputation with military
mental health providers, for the purposes of including a program that used
evidence-based treatments and that may have data on relevant health out-
comes. We searched for programs that would allow them to compare ser-
vices for sexual assault-related PTSD relative to other PTSD at a DoD IOP
and a private-sector IOP. Attempts were also made to identify IOPs located
in known areas of need identified by TRICARE points of contact, specifi-
cally in the areas surrounding Fayetteville, North Carolina; San Antonio,
Texas; and the Pacific Northwest around Joint Base Lewis-McCord, and
considerations were made to reach out to private-sector IOPs located within
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a reasonable distance from military installations. Using these strategies,
four programs were selected for inclusion representing examples of pro-
grams available to service members and veterans that are well-publicized or
well-known programs in the scientific and clinical communities.

Outreach included RAND team members either emailing or calling
program points of contact. RAND contacted 15 organizations with IOP
programs, 11 of which were operating in the private sector, two programs
within the VA, and two programs within DoD. One organization did not
respond to our request, and three expressed initial interest but did not
follow up with our attempted communications. Five provided information
that determined they did not treat service members or did not treat the trau-
mas related to sexual harassment or sexual assault. Several of these discus-
sions revealed additional insights that may be of interest to DHA program
administrators or network administrators.

We found that the UHS health system offers Patriot Support Programs,
which include TRICARE-certified facilities that are seen as crucial to pro-
viding quality care because the certification ensures certain standards
(UHS, Patriot Support Programs, undated-a; UHS, Patriot Support Pro-
grams, undated-b).! The Patriot Support Programs include IOPs for active-
duty service members, one of which is in the Sexual Trauma Intensive Out-
patient Program TRICARE Pilot in Salt Lake City, Utah. Laning, the UHS
divisional director of military programs, shared that its 27 IOPs have differ-
ent components and approaches. Referrals into any of the system’s Patriot
Support Programs are based on a program’s proximity to a base or instal-
lation. For example, the Valley Hospital in Arizona is near Luke Air Force
Base, and Poplar Springs Hospital is near Fort Lee in Petersburg, Virginia.
Laning indicated that, although the IOPs may be addressing sexual trauma,
individuals are enrolled based on such conditions as drug abuse or person-
ality disorders. He said that a substantial portion of service members who
are referred to the Patriot Support Programs are pursuing a medical board.?
He also shared that for participants in IOPs, lodging can be a challenge,

1 See also discussion with Air Force CMSgt (ret.) Andrew Laning II, April 22, 2021.
2 Discussion with Air Force CMSgt (ret.) Andrew Laning II, April 22, 2021.
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but that they try to house individuals on nearby military installations when
possible because most of the IOPs do not have housing facilities.

We spoke to staff at Emerald Coast IOP, one of Patriot Support’s ear-
liest programs. Emerald Coast prides itself on its close relationships with
the nearby military installations and explained that the programs cater to
the mental health treatment needs of the military.> Emerald Coast includes
three outpatient centers, each serving slightly different populations. The
Fort Walton Beach location treats mostly active-duty service members with
military trauma. Its IOP is a four- to six-week program. Blue Springs offers
a military trauma IOP and a sexual trauma pilot program for active-duty
service members and veterans. The Panama City location also has a military
trauma track for active-duty service members and veterans.* The IOPs at
Emerald Coast tend to receive active-duty service members from an inpa-
tient facility, where they have been for two to four weeks, although they may
also be referred directly to the IOP.

We learned the sexual trauma track at Blue Springs is for women only.
They would place servicemen with sexual trauma into the combat trauma
program. Patients at the IOPs are all admitted on a rolling basis, and the
foundation of the program is three to six hours of group therapy per day,
plus one hour of individual therapy and 30 to 60 minutes with a psychiatrist
to discuss medication per week. In group therapy, treatments include CBT,
DBT, individual therapy, and EMDR.>

The programs we ultimately selected as case illustrations represented
a variety of programmatic examples. The four resulting programs that we
engaged to help us understand TRICARE and private-sector IOP policies
and practices were

o the U.S. Army’s Evolution Trauma IOP located within the Landstuhl
Regional Medical Center in Germany (Landstuhl Regional Medical
Center, undated)

3 Discussion with Robert Reuille, Craig Segrest, Jessica Kemp, and Jennifer Hum-

phrey, April 2, 2021.
4 Discussion with Robert Reuille, March 24, 2021.

> Appendix C contains a brief summary of these and other psychotherapy approaches.
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« an IOP within the Psychiatry Continuity Service at the Walter Reed
National Military Medical Center (Walter Reed National Medical
Center, undated)

o the UCF Restores IOP located at the University of Central Florida
(CWC, 2020)

e CWC’s IOP located in Lantana, Florida (CWC, 2020).

We detail our discussions with 12 individuals implementing IOPs—
ranging from operational and clinical directors and administrative staff
and clinicians as outlined in Table B.1. We also spoke with five other indi-
viduals working for IOPs, which we describe generally.® In total, we spoke to
18 individuals in our data collection process.

TABLE B.1
Types of Individuals Interviewed

Private Sector DoD
UCF Evolution  Walter Reed
cwcC Restores  Trauma IOP IOP

Director/CEO 1

Clinical director 1 1 1
Clinician 1 1 2 1
Business operations 1 1

Director of operations 1

Military liaison 1

NOTE: The total number in this table is higher than the total number of interviews because some
individuals performed dual roles.

6 We are unable to share the information provided by one individual working in an
IOP, which was in a pilot stage and not yet at a phase where information from the pro-
gram could be summarized.
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APPENDIX C

Treatment Approaches for
Posttraumatic Stress Disorder

Clinical practice guidelines prescribe evidence-based practices to treat spe-

cific conditions. Table C.1 describes specific therapeutic approaches based

on PTSD treatment guidelines. It includes treatments specified by the pro-
gram clinicians we interviewed. This is not an exhaustive list of all thera-
peutic approaches for PTSD.

TABLE C.1

Mental Health Treatment Approaches for Posttraumatic Stress
Disorder and Related Conditions

Treatment Type

Description

General trauma-focused
psychotherapy

Accelerated resolution
therapy

Any therapy that uses cognitive, emotional, or behavioral
techniques to facilitate processing a traumatic experience
and in which the trauma focus is a central component of
the therapeutic process (Schnurr, 2017). Treatment often
involves eight to 16 sessions with varying combinations
of the following core techniques: exposure to traumatic
images or memories through narrative or imaginal
exposure; exposure to avoided or triggering cues in

vivo or through visualization; and cognitive restructuring
techniques focused on enhancing meaning and shifting
problematic appraisals stemming from the traumatic
experience(s) (VA and DoD, 2017).

Emerging trauma-focused therapy that uses techniques,
such as rapid eye movement, desensitization through
imaginal exposure, and memory reconsolidation through
imagery rescripting, to treat the effects of trauma (Kip and
Diamond, 2018).
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Table C.1—Continued

Treatment Type

Description

Brief eclectic
psychotherapy

CBT

CPT

DBT

EMDR

Imaginal exposure

Interpersonal
psychotherapy

Has a strong psychodynamic perspective but also
incorporates imaginal exposure, written narrative
processes, cognitive restructuring through attention to
meaning and integration of the experience, relaxation
techniques, and a metaphorical ritual closing to leave the
traumatic event in the past and foster a sense of control
(VA and DoD, 2017).

Combines behavioral and cognitive interventions that aim
to decrease maladaptive behaviors and increase adaptive
ones, and modify maladaptive thoughts, self-statements,
or beliefs (Craske, 2017).

Emphasizes cognitive restructuring through Socratic
dialogue to examine problematic beliefs, emotions, and
negative appraisals stemming from the event, such as
self-blame or mistrust (VA and DoD, 2017).

A cognitive-behavioral approach that helps teach people
how to live in the moment, develop healthy ways to cope
with (dis)stress, regulate their emotions, and improve their
relationships with others (Linehan Institute Behavioral
Tech, undated). Originally intended to treat borderline
personality disorder but has been adapted to treat other
behavioral health conditions, including PTSD (Steil et al.,
2018).

Incorporates imaginal exposure through narration and
visualization to process the worst image, emotion, and
negative cognition associated with the traumatic event,
along with a healthier cognitive reappraisal, with bilateral
eye movements or other form of bilateral stimulation
intended to create a dual awareness environment to
facilitate processing and relaxation (VA and DoD, 2017).

A common element of exposure-based treatments
involving repeated and prolonged engagement, revisiting,
and processing of the trauma memory. Occurs in session
with the patient describing the traumatic event in the
present tense, including as much detail about events,
surroundings, sensations, thoughts, and feelings as he or
she can remember with guidance from the therapist (Foa,
Hembree, and Rothbaum, 2007).

A nontrauma-focused psychotherapy that focuses on the

effect that trauma has had on an individual’s interpersonal
relationships (VA and DoD, 2017).

94



Treatment Approaches for Posttraumatic Stress Disorder

Table C.1—Continued

Treatment Type

Description

In vivo exposure

Pharmacotherapy

Narrative exposure
therapy

Present-centered
therapy

Prolonged exposure

Reconsolidation of
traumatic memories

Stress inoculation
training

A common element of exposure-based treatments
involving systematic engagement and interaction with
objectively safe trauma reminders in the environment. Is
often done outside of session, working up a hierarchy
of perceived difficulty and distress (Foa, Hembree, and
Rothbaum, 2007).

Selective serotonin reuptake inhibitors (SSRI) (sertraline,
paroxetine, fluoxetine) or serotonin-norepinephrine
reuptake inhibitor (SNRI) (venlafaxine) as monotherapy
for PTSD for patients diagnosed with PTSD who choose
not to engage in or are unable to access trauma-focused
psychotherapy (VA and DoD, 2017).

Relies on imaginal exposure through a structured oral
life-narrative process that helps patients integrate and
find meaning in multiple traumatic experiences across
their lifespan (VA and DoD, 2017).

A nontrauma-focused psychotherapy that focuses on
current problems in a patient’s life that are related to
PTSD (VA and DoD, 2017).

Emphasizes imaginal exposure through repeatedly
recounting the traumatic narrative out loud (often in
present tense, eyes closed, reinforced by being asked

to listen to an audio recording of the narrative process
between treatment sessions). This is combined with in
vivo exposure, and emotional processing of the narrative
experience (VA and DoD, 2017).

A brief, trauma-focused CBT derived from neuro-linguistic
programming techniques used for PTSD characterized
primarily by intrusive symptoms. The trauma memory

is presented through three levels of dissociation, and
perceptual modifications are applied to ensure or
reinforce the memory’s loss of immediacy; The process

is immediately interrupted when the patient expresses
discomfort, whether verbally or nonverbally (Gray,
Budden-Potts, and Bourke, 2019).

A nontrauma-focused form of cognitive restructuring

targeting individual thinking patterns that lead to stress
responses in everyday life (VA and DoD, 2017).
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Table C.1—Continued

Treatment Type Description
Trauma management Emerging behavioral trauma-focused therapy designed to
therapy specifically address the complex nature of PTSD through

two broad treatment components: intensive individual
exposure therapy, addressing the unique characteristics
of each individual’s traumatic event, and social and
emotional rehabilitation, which uses a skills training
approach and is delivered in a group format (Beidel,
Frueh, et al., 2017).

Written exposure therapy Brief trauma-focused intervention in which individuals are
asked to write about their traumatic experiences following
scripted instruction (Sloan et al., 2018)
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APPENDIX D

Psychological Assessments
Administered by the Intensive
Qutpatient Programs

In Table D.1, we provide brief descriptions of the psychological assessment

interviews and questionnaires that were mentioned during our program

discussions. A description of the psychometric properties of these instru-

ments is beyond the scope of this project. Each program relied on different

measures to assess patient health status and track outcomes. This is not an

exhaustive list of psychological assessments that may be administered by

1OPs.

TABLE D.1

Measures to Assess Patient Health Status and Track Outcomes

Measurement

Description

ADIS-5

AUDIT

BAM-R

A semistructured clinical interview designed to diagnose
anxiety and mood disorders and several related disorders and
to facilitate differential diagnosis among disorders using the
Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition (DSM-5) (Brown, Bourgeois, and Rutter, 2017).

A ten-item screening questionnaire developed by the World
Health Organization to identify persons whose alcohol
consumption has become hazardous or harmful to their health
(Babor et al., 1992).

A 17-item, multidimensional, progress-monitoring instrument that

assesses risk factors for substance use, protective factors that
support sobriety, and drug and alcohol use (Hallinan et al., 2021).
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Table D.1—Continued

Measurement

Description

CAPS-5

C-SSRS

CUDIT-R

DAR-5

DAST-10

GAD-7

LEC-5

PHQ-9

PCL-5

A 30-item structured interview that can be used to make current
(past month) diagnosis of PTSD, make lifetime diagnosis of PTSD,
and assess PTSD symptoms over the past week. In addition to
assessing the 20 DSM-5 PTSD symptoms, questions target the
onset and duration of symptoms, subjective distress, effect of
symptoms on social and occupational functioning, improvement
in symptoms since a previous CAPS administration, overall
response validity, overall PTSD severity, and specifications for
the dissociative subtype (depersonalization and derealization)
(Weathers, Blake, et al., 2013a).

A questionnaire designed to quantify the severity of suicidal
ideation and behavior (Posner et al., 2011).

An eight-item cannabis screening tool used to capture important
features of consumption patterns, cannabis problems (abuse),
dependence symptoms, and psychological features (Adamson
et al.,, 2010).

A five-item measure that assesses anger frequency, intensity,
duration, aggression and effect on a person’s social functioning
over the preceding four-week period (Forbes et al., 2004; Forbes
et al., 2014).

A ten-item measure that yields a quantitative index of the degree
of consequences related to drug abuse (Skinner, 1982; Yudko,
Lozhkina, and Fouts, 2007).

A seven-item self-report screening tool and symptom severity
measure anxiety (Spitzer et al., 2006).

A self-report measure designed to screen for potentially
traumatic events in a respondent’s lifetime. Assesses exposure
to 16 events known to potentially result in PTSD or distress and
includes one additional item assessing any other extraordinarily
stressful event not captured in the first 16 items (Weathers, Blake,
et al., 2013b).

A nine-item multipurpose instrument for screening, diagnosing,
monitoring and measuring the severity of depression (Kroenke
et al.,, 2010).

A 20-item self-report measure that assesses the 20 DSM-5
symptoms of PTSD. Used for a variety of purposes, including
monitoring symptom change during and after treatment,
screening individuals for PTSD, and making a provisional PTSD
diagnosis (Weathers, Litz, et al., 2013).
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Abbreviations

ADIS-5

AHLTA

AUDIT
BAM-R
BHDP
CAPS-5
CARF

CBT
CFR
CMS
COA
CPT
C-SSRS
CUDIT-R
CWC
DAR-5
DAST-10
DBT
DHA
DoD
DSM

EMDR
FY
GAD-7

Anxiety and Related Disorders Interview Schedule
for DSM-5

Armed Forces Health Longitudinal Technology
Application

Alcohol Use Disorders Identification Test

Brief Addiction Monitor-Revised

Behavioral Health Data Portal
Clinician-Administered PTSD Scale for DSM-5
Commission on Accreditation of Rehabilitation
Facilities

cognitive behavioral therapy

Code of Federal Regulations

Centers for Medicare Services

Council on Accreditation

cognitive processing therapy

Columbia-Suicide Severity Rating Scale
Cannabis Use Disorders Identification Test-Revised
Comprehensive Wellness Center

Dimension of Anger-5

Drug Abuse Screening Test-10

dialectical behavior therapy

Defense Health Agency

U.S. Department of Defense

Diagnostic and Statistical Manual of Mental
Disorders

Eye Movement Desensitization and Reprocessing
fiscal year

Generalized Anxiety Disorder-7
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I0P
LEC-5
MDD
MHS
MTF
NDAA
PCL-5
PHCoE
PE
PHP
PHQ
PTSD
SECNAVINST
SNRI
SSRI
TDY
TMT
VA
VHA
UCM]
UHS

intensive outpatient program

Life Events Checklist for DSM-5

major depressive disorder

military health services

military treatment facility

National Defense Authorization Act
PTSD Checklist for DSM-5

Psychological Health Center of Excellence
prolonged exposure
partial-hospitalization program

Patient Health Questionnaire
posttraumatic stress disorder

Secretary of the Navy Instruction
serotonin-norepinephrine reuptake inhibitor
selective serotonin reuptake inhibitor
temporary duty

trauma-management therapy

U.S. Department of Veterans Affairs
Veterans Health Administration

Uniform Code of Military Justice

Universal Health Services
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