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Abstract

The purpose of this retrospective study was to determine the effect of beneficiary
category, gender, venue of care and fiscal year quarter on a diagnosis of deployment related
PTSD. The effects of mental illness problems are multigenerational, especially if not
identified and treated early. It is important to seek help for PTSD because untreated PTSD
can lead to more serious, chronic mental and physical illness (National Center for PTSD
Factsheet”, n.d.). Early detection and treatment after a traumatic event may help prevent
PTSD and its related co-morbidities from developing (Voges & Romney, 2003).

This study supports the suspicion that mental health issues are a real problem for
the Fort Hood population and that Fort Hood and the local network may not be able to
continue to support the behavioral health demand at status quo. PTSD diagnosis in
purchased care (PC) had remained constant from FY05-FY07, while the diagnosis of PTSD
in direct care (DC) had quadrupled between FY05 and FY07, and the timing of PTSD
diagnosis coincided with deployment rotations. Females were likely to be diagnosed with
mental health issues, and males were likely to be diagnosed with substance abuse issues.

The right size space for the R&R building for our current active duty population is
26,476 gross square feet for a population of users of 16,292, 32 providers and 8 support
staff. The right size for a separate PTSD treatment facility is 24,711 gross square feet for

29 providers, 8 support, and 16,292 yearly users.
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Posttraumatic Stress Disorder and Mild Traumatic Brain Injury

Post traumatic stress disorder (PTSD) and Mild Traumatic Brain Injury (mTBI)
have been identified by the Office of the Surgeon General Unites States Army Medical
Command as significant issues negatively affecting soldiers and their families, and steps
have been taken to address these issues, such as mandatory training of all Army personnel
on PTSD and mTBI (Office of the Surgeon Multinational Force-Iraq and Office of the
Surgeon General United States Army Medical Command, 2007). See Table 1 for specific
Diagnostic and Statistical Manual of Mental Disorders, 4™ ed. (DSM-1V) criteria for PTSD.
The military population and sexual assault victims are at particular risk for PTSD because
of the violent environment and multiple exposures to highly traumatic events (Goldman,
Thomas, & David, 1998). The lifetime prevalence of PTSD in the general population is 1-
14%, and is significantly higher in high-risk populations, such as the military. PTSD can
occur at any age; onset is usually three months after trauma exposure; one-half of PTSD
cases resolve within three months; and 80% of PTSD cases have co-morbid psychiatric
diagnoses, most commonly obsessive-compulsive disorder (OCD), panic disorder (PD),
agoraphobia, and major depression (Goldman, Thomas, & David). PTSD in Vietnam
Veterans found an association with avoidant, schizoid or borderline personality, anxiety
and depression (Nurse, 1999). See Table 2 for common co-morbidity lifetime prevalence
rates. PTSD is the number one mental health problem among veterans returning from the
conflicts in Iraq and Afghanistan (Prins, Kimerling, & Leskin, n.d.). LTC Charlotte Weiss,
of the Office of the State Surgeon Texas Army and Air National Guard, under the
authorization of MG Rodriguez, developed the Texas Military Forces Joint Mental Health

Program. She used the Post-Deployment Health Reassessment (PDHRA) Survey DD Form
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2900, as established by the pilot program at Fort Hood, on six Reserve battalions in support
of Operation Iraq Freedom III (Apr06- Jan07) (Weiss, 2007). See Table 3 for prevalence
rates of behavioral health issues found in the Texas Army and Air National Guard. As
stated in the graduate management project by Dickinson, Effects of Deployment on the
Mental Health of Service Members at a U.S. Army Installation (2005):

In a joint effort the Department of Defense and Veterans Health Administration developed
the Clinical Practice Guideline for Post-Deployment Health Evaluation and Management.
The purpose of the post-deployment health guideline is to strengthen the capacity to
provide effective military health care for patients with post-deployment health concerns and
to place responsibility for this care in the hands of primary care providers. The guideline
has three basic components: screening, classification, and management. Patients are
introduced into the post-deployment health clinical practice guideline through the screening
process. Screening occurs before deployment, after deployment, and during outpatient
clinic visits to identify whether health concerns for those visits are deployment-related. A
patient identified as a post-deployment health patient is classified into one of three
categories based on the deployment-related concern: (a) being asymptomatic but with a
health concern, (b) having an identifiable diagnosis (e.g., poison ivy rash), or (c) having
medically unexplained physical symptoms. Management of the patient is outlined
according to the type of problem identified (Farley & Vernez, 2002; Post-Deployment
Health Evaluation and Management Clinical Practice Guideline, 2001). The processes
specified in the guideline for identifying and treating post-deployment health patients were
designed for enhancing clinical care. On 1 August 2005, the Assistant Secretary of the
Army for Manpower and Reserve Affairs selected Fort Hood as a PDHRA test site to help
determine the planning factors for resources, assess the PDHRA instrument, determine

referral rates, ascertain treatment requirements, and establish a time line in preparation for
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Army-wide implementation. On 18 August, 2005 Fort Hood began the PDHRA as a pilot

site for program implementation (p. 9).

Soldiers are not the only ones suffering the effects of PTSD. Their spouses and
children suffer too. Results in Wani and Margoob’s Family study of adult PTSD patients in
South Asia-Experience from Kashmir (2006), revealed that 62% of family members of
patients diagnosed with PTSD had some sort of psychiatric morbidity: PTSD (32.12%);
major depressive disorder (19.45%), generalized anxiety disorder (4.52%), and adjustment
disorder (2.26%). Copeland, Keeler, Angold, & Costello found in their longitudinal study
of 1,420 children, that more than two-thirds of them experienced at least one traumatic
event by the age of 16, and 13.4% of those children developed some symptoms of
posttraumatic stress (2007). They concluded that multiple traumatic experiences in children
have the strongest links to anxiety and depressive disorders. In another study, of those
children who have been exposed to at least one traumatic event, 3 to 15% of girls and 1 to
6% of boys may develop PTSD (Hamblen, n.d.). Children of World War II’s Holocaust
have been reported to develop PTSD based off of parental experiences (Bower, 1996).
During times of deployment, child neglect and maltreatment by civilian female spouses of
enlisted US Army personnel increases three-fold, with physical abuse less common, but
more severe (Stapleton, 2007). Misdiagnosed PTSD in children commonly shows as
behavior disorders or Attention Deficit Hyperactivity Disorder (ADHD) (Nurse, 1999).
Traumatized boys tend to display ADHD, behavior disorder and delinquency, while
traumatized girls tend to display dissociation or depression. Traumatized patients could
also be misdiagnosed as psychotic, paranoid schizophrenic or bipolar (Nurse). Three
factors may contribute to the development of PTSD in children: the severity of the trauma;

parental reaction to the trauma; and physical proximity to the event (Hamblen, n.d.). Very
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young children tend to exhibit separation anxiety, avoidance of situations that resemble the
trauma, sleep disturbances, and preoccupation with words or symbols related to the trauma.
Small children may also developmentally regress and engage in posttraumatic play where
they repeat themes of the trauma. Elementary school-aged children may not experience
flashbacks or amnesia, but feel that they should have known the event was going to happen
and often skew the timing of events. They exhibit posttraumatic play, reenactment,
drawings, or verbalizations. PTSD in adolescents begins to more closely resemble PTSD in
adults, but adolescents are more likely to exhibit impulsive and aggressive behaviors than
children or adults. Children and adolescents exposed to traumatic events also may show
fear, anxiety, depression, anger, aggression, sexually inappropriate behavior, self
destructive behavior, feelings of isolation and stigma, poor self-esteem, difficulty trusting
others, substance abuse, and problems with school performance. If left untreated, these
children can continue to exhibit symptoms for years (Hamblen). Child abuse survivors tend
to show dependent personality disorder, avoidant, schizoid or borderline personality,
anxiety, and more severe depressive symptoms than veterans (Nurse, 1999).

TBI is caused by any injury to the brain from an external source (Department of
Veterans Affairs, 2004). See Table 4 for diagnostic criteria for mild TBI and see Table 5
for common causes of TBI. Males outnumber females 2:1 for TBI; ages 15-35 are most at
risk for TBI from Motor Vehicle Accidents (MVA); and about 50% of TBI cases are likely
to be alcohol related. Recovery is gradual, lasting 18-36 months, with 80-85% of the
recovery occurring in the first six months. The most commonly accepted lifetime
prevalence is about 20% and these patients require ongoing medical care to manage their

symptoms (Department of Veterans Affairs). The vast majority of survivors of moderate
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TBI and severe TBI do not fully return to pre-injury cognitive state and may have negative
conduct issues, while most survivors of mild TBI make a full recovery within three months.
See Table 6 for frequency of post-concussion syndrome (PCS) symptoms following mTBI
and in the general population. Treating these patients can be difficult because symptoms of
TBI mimic those of other mental disorders. Medical complications during the acute
rehabilitation period include: seizures, spasticity, neuroendocrine dysfunction,
panhypopituitarism, gastrointestinal complications, hydrocephalus, heterotopic ossification,
urinary incontinence, deep vein thrombosis and pulmonary edema. See Table 7 for co-
morbidity prevalence rates for TBI. Because symptoms of TBI are vague, family members
living with someone with TBI may not understand or know how to respond to the patient’s
lethargy, anger, emotional outbursts, disorganization, and/or passivity, and this can put
stress on the family unit (Department of Veterans Affairs).

Seeking care and identifying the solutions to treating PTSD, mild TBI, and their
related co-morbidities are critical for the sustainment of the United States Armed forces.
The effects of these mental illness problems are multigenerational, especially if not
identified and treated early. However, as a culture, the United States views mental illness as
a weakness (Goldman, Thomas, & David, 1998), but, with the severity of current events,
the Nation must be willing to change the cultural attitude towards mental health issues. As
General Cody, Vice Chief of Staff of the Army, stated on his visit to Carl R. Darnall Army
Medical Center on 14 August, 2007, “The real thing is to get the stigma out of [PTSD]”
(General Cody, personal communication, August 14, 2007). Soldiers and families alike do
not desire to address the issues of traumatic events for fear of retribution and shame

(National Center for PTSD Factsheet®, n.d.). “1 out of 5 people say they might not get help
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because of what other people might think”, and “1 out of 3 people say they would not want
anyone else to know they were in therapy” (National Center for PTSD Factsheet®, n.d., 193).
But stigma related to behavioral health disorders does not only occur in the patient.
Providers have biases as well. Women diagnosed with a psychological disorder are more
likely to seek health services than men, and are more likely to be targeted for treatment in
primary care settings (Kimerling, Ouimette, & Wolfe, 2002). Male providers are
significantly more likely to explore symptoms of depression and discuss a diagnosis with
females compared to male patients (Kimerling, Ouimette, & Wolfe).
Health Care Utility Co-Morbidity Related to PTSD
Health care utility has been shown to increase in those diagnosed with PTSD and

other trauma related diagnoses. The following passage 1s quoted from Kimerling, Ouimette,
& Wolfe, (2002). Gender and PTSD, p. 273-274, and p. 277:

A 1998 study by Beckam et al. of 327 male combat veterans seeking trauma related mental
health treatment assessed using standardized questionnaires and medical chart review found
that veterans with PTSD suffered from more health conditions according to both physician
and patient self report than did veterans without PTSD. A longitudinal study of a
community sample of 605 older male veterans of World War II and the Korean War
examined health status via physical exam and even after accounting for factors predictive
of health status, PTSD symptoms were associated with an increased risk for onset of
several categories of physician diagnosed medical problems common to older males:
arterial, lower gastrointestinal, dermatological and musculoskeletal disorders {Schnurr,
Spiro, & Paris, 2000). A follow-up study in 1997 of self reported data collected via a
telephone survey of over 7000 Vietnam Veterans conducted by the Center for Disease
Control in 1988, found that a lifetime diagnosis of PTSD was associated with an increased

risk for heart and circulatory disorders, non sexually transmitted infectious diseases,
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musculoskeletal disorders, digestive conditions, respiratory disorders, endocrine and
metabolic conditions, and nervous system disorders. Another study of non veteran
Australian firefighters found that subjects with PTSD suffered more cardiovascular,
respiratory, musculoskeletal, and neurological symptoms than those without a history of
PTSD (McFarlane, Atchison, Rafalowicz, & Papay, 1994). In a random sample of 1225
women subscribers of a large health maintenance organization, women who reported
childhood maltreatment compared to those without abuse histories revealed sjgniﬁcantly
higher rates of physician diagnosed morbidity, including infectious diseases, pain disorders,
and other illnesses such as hypertension, asthma, or skin disorder. The number of diagnoses
increased with the number of traumas (p. 277).
See Table 8 for co-morbidity of medical conditions with PTSD. Co-morbidity of increased
physical symptoms with PTSD diagnosed patients has also been demonstrated in general
population samples from the United States, Isreal, New Zealand, Canada and Germany
(Kimerling, Ouimette, & Wolfe, 2002). The incidence of psychiatric disorders is
approximately 15% in outpatient medical populations, and the incidence of emotional and
psychiatric symptoms is approximately 40% (Goldman, Thomas, & David, 1998).
Approximately 60% of psychiatric disorders are treated in primary care settings, while only
20-25% is treated by mental health professionals. A medical inpatient with a co-morbid
psychiatric disorder incurs twice the cost of a patient with the same illness without a
psychiatric disorder. A large number of consumers who use outpatient services quite often
have anxiety, depressive, or somatoform disorders (Goldman, Thomas, & David). It is
estimated that these high utilizers use two to three times the average outpatient services and
ten times the specialty and inpatient services. It has been shown that mental health services

integrated into medical services can markedly decrease medical costs and inappropriate
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healthcare utilization by 30-70% (Goldman, Thomas, & David, 1998). See Table 9 for a
listing of primary care setting advantages and challenges. Also, see Table 10 for a listing of
common presenting complaints or problems of psychiatric disorder in the primary care
setting. Issues affecting accurate diagnosis in the primary care setting include: hidden
psychiatric problems since patients are not always forthcoming with information;
differentiating medical from psychiatric disorders can be difficult at times; effect of gender,
age, culture and personality; course of symptoms over time; and severity of symptoms. The
challenges, advantages, training, and expertise levels and patient characteristics leads to the
importance of a full psychiatric and medical screening at each appointment, as well as
increased patient and physician education on symptomology (Goldman, Thomas, & David).
See Table 11 for a list of commonly used psychiatric screening instruments in primary care.
Conditions that Prompted the Study

Now that the Post Deployment Health Reassessment (PDHRA) program has been in
place for two years, an assessment of the types of care demanded by the population of
Darnall and the network is needed to best allocate mental health resources. Efforts by the
hospital administration and the local network have been made to provide necessary access
to care through proper alignment of resources. The hospital command, as well as Great
Plains Regional Command (GPRMC), needed someone to compile data on who is using
what resources in which venue, to assess whether or not CRDAMC is meeting the needs of
its population, and to determine which additional resources are needed, if any.

Statement of the Problem and Question
Major Dickinson’s research explored whether or not the United States has an Army-

at-Risk, or a Population-at-Risk. An Army-at-Risk implies that only the soldiers are at risk
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for developing behavioral health issues based on their military experiences. However,
soldiers do not live in a vacuum. They have families and friends who are also affected by
the trauma the soldiers experience. Therefore, the United States has a Population-at-Risk
for developing behavioral health issues related to deployments. This nation is likely to see
an increase in the usage of mental health services as well as healthcare services in general,
and it is important to identify and plan ahead for.these resource demands. Resources must
be aligned to treat PTSD, so it is vital to explore which Carl R. Darnall Medical Center
(CRDAMC) and network enrolled beneficiaries are at risk.
Literature Review

Social Stigma of Behavioral Health Issues

Because most people do not seek care for PTSD, primary care providers need to
know that “patients want primary care providers to acknowledge their traumatic
experiences and responses” (Prins, Kimerling, & Leskin, n.d., p. 58). PTSD can be detected
and effectively managed in the primary care setting by providing a Primary Care PTSD
(PC-PTSD) screen to all patients. See Table 12 for a sample screening. Detecting PTSD is
important because:

Exposure to traumatic stress is associated with increased health complaints, health

service utilization, morbidity, and mortality. PTSD appears to be a key mechanism

that accounts for the association between trauma and poor health. PTSD and

exposure to traumatic experiences are associated with a variety of health-

threatening behaviors, such as alcohol and drug use, risky sexual practices, and

suicidal ideation and gestures. PTSD is associated with an increased number of both
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lifetime and current physical symptoms, and PTSD severity is positively related to

self-reports of physical conditions (Prins, Kimerling, & Leskin, n.d., p. 60).
The Iraq War Clinician Guide, from the Department of Veterans Affairs, National Center
for PTSD, outlines what clinicians should know about what today’s soldiers face and how
to best treat them (Cozza, Benedek, Bradley, Grieger, Nam, & Waldrep, n.d.).
Coping and Treatment

Family members are the primary source of support for military members, and it is
important for them to participate in behavioral health treatment (National Center for PTSD
Factsheet®, n.d.). Family members need to understand what the soldier is going through,
and the soldier needs to understand how his or her actions are affecting the family.
Recovering from PTSD is possible through an ongoing, gradual process which may lead to
fewer and less intense reactions (Ruzek, n.d.). Positive coping actions include: learning
about trauma and PTSD, talking to another person for support, talking to a doctor about
trauma and PTSD, practicing relaxation methods, increasing positive distracting activities,
calling a counselor for help, and taking prescribed medications to tackle PTSD. Negative
coping actions include: use of alcohol or drugs, social isolation, anger, and continuous
avoidance of addressing trauma. Recommended lifestyle changes include: taking control by
calling about treatment and joining a PTSD support group, increasing contact with other
survivors of trauma, reinvesting in personal relationships with family and friends, changing
neighborhoods, refraining from alcohol and drug abuse, starting an exercise program, and
starting to volunteer in the community. These changes may be difficult to start but can
provide relief and recovery from PTSD (Ruzek, n.d.). It is important to seek help for PTSD

because untreated PTSD can lead to more serious, chronic mental and physical illness
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(National Center for PTSD Factsheet”, n.d.). Seeking treatment earlier, rather than later, is
better; however, if the symptoms automatically disappear, no treatment is necessary.
Sometimes, though, symptoms persist for longer than three months and can cause problems
with home and work. Treatments that are available include: cognitive-behavioral therapy
(CBT), eye movement desensitization and reprocessing (EMDR), and medications,
particularly selective serotonin reuptake inhibitors (SSRI). The cognitive-behavioral
therapies of exposure therapy and cognitive restructuring seem to be the most solidly
evidence-supported treatments for PTSD (Arehart-Treichel, 2001).
Population at Risk for Developing PTSD

As mentioned earlier, PTSD cannot occur without a traumatic event, but there are
other factors that contribute to the development of PTSD. In situations of similar trauma
types, like common combat experiences, greater duration or intensity of exposure to the
trauma tends to increase the risk for PTSD (Stein, Jang, Taylor, Vernon, & Livesley, 2002).
Other factors that raise the risk for developing PTSD are: female gender, low IQ, some pre-
morbid personality characteristics like neuroticism, preexisting anxiety or depressive
disorders, or a family history of anxiety or depressive disorders (Stein, et al.). The trauma
exposure rate in 2001 in the general population varied between 40-80%, while the
prevalence rate of PTSD in exposed individuals was only 8% (Seedat, Niehaus, & Stein,
2001). This evidence further supports a genetic link in PTSD symptoms. Shy or introverted
people are more at risk for developing PTSD than extroverted people (Hammond, 2005).
Another factor that puts people at risk for developing PTSD is whether or not they were a

victim or a witness to a traumatic event (Voges, & Romney, 2003).
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Why Detection and Treatment are Important

Early detection and treatment after a traumatic event may help prevent PTSD and
its related co-morbidities from developing (Voges & Romney). Evidence links PTSD to
increased physical problems as well, such as cardiovascular, gastrointestinal, and
musculoskeletal disorders (Jankowski, n.d.). In Giller and Vermilyea’s paper, FDA
Advisory Statement on PTSD, they state from their research that “PTSD is associated with
high levels of use of non-mental health services” (Giller & Vermilyea, n.d., §6). They also
state that “hidden costs include medical costs for suicidal and parasuicidal behaviors as
well as other somatoform and psychophysiological disorders commonly reported by trauma
survivors” (Giller & Vermilyea, n.d., §6). Early diagnosis and treatment are cost effective,
cutting treatment time for the correct diagnosis of PTSD to 1/3 of that of a misdiagnosis.
Their research also reveals that “short-term specialized programs to treat PTSD were more
cost effective and beneficial than either long-term specialized units or non-specialized
programs” (Giller & Vermilyea, n.d., §14).

Purpose

The purpose of this retrospective study was to determine the effect of beneficiary
category, gender, venue of care, and fiscal year quarter on a diagnosis of deployment
related PTSD. By exploring which type of beneficiary broke the stigma barrier by seeking
and receiving care for mental health issues that resulted in a diagnosis of PTSD, this study
will help focus the behavioral health resource allocation in accordance with the population
demographics and demand at Darnall in the hopes of maintaining an effective Military

Force now and in the future.
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Method

This retrospective study utilized a quantitative approach to determine which
variables had an effect on a deployment related diagnosis of PTSD in active duty service
members in the Fort Hood catchment area. The independent variables (X) were as follows:
X1 = Beneficiary Category Common (BEN CAT C): Dichotomous: 1 = active duty-
dependent, 0 otherwise.

X2 = SEX: dichotomous: 1 = male, 0 = female

X3 = Venue of Care (VEN): Dichotomous: 1 = Direct Care, 0 = Purchased Care

X4 = Fiscal Year Quarter (FYQ): Categorical: 1=FY05Q1, defined as fiscal months (FM)
1,2 & 3; 2=FY05Q2, defined as FMs 4, 5, & 6; 3 =FY05Q3, defined as FMs 7, 8, & 9; 4
=FY05Q4, defined as FMs 10, 11, 12; 5=FY06Q1; 6 =FY06Q2; 7 =FY06Q3; 8 =
FY06Q4; 9 =FY07Q1; 10 =FY07Q2; 11 =FY07Q3; 12 =FY07Q4. FMI1 = October,
FM2 = November, FM3 = December, FM4 = January, FM5 = February, FM6 = March,
FM7 = April, FM8 = May, FM9 = June, FM10 = July, FM11 = August, FM12 = September
The dependent variable (Y) was defined as follows:

Y1 = Deployment related PTSD diagnosis (DR): Dichotomous: DR = 1, 0 if not
deployment related.

These variables were selected based off the literature review and prior studies.
Sponsor rank and age were not used because over 50% of the data for DC were missing.
TBI and TBI related diagnoses were not included in the analysis because they were ill-
defined. Education level, assigned unit, personality type, and previous trauma exposure
were not available through this type of data pull. The data set included only those with a

diagnosis of PTSD out of all the encounters that occurred from FY05 through FY07, both
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on post and in the network. Number of encounters over total enrollees % was used to
compare any changes across the years.

Null Hypothesis (Ho): Beneficiary category, gender, venue of care, and fiscal year
quarter do not have an effect on a diagnosis of deployment related PTSD from FY 2005 to
FY 2007.

Alternate Hypothesis (H;): Beneficiary category, gender, venue of care, and fiscal
year quarter do have an effect on a diagnosis of deployment related PTSD from FY 2005 to
FY 2007.

Alternate Hypothesis (H3): Active duty members will seek care for mental health
issues that result in a deployment related PTSD diagnosis in purchased care rather than in
direct care.

Analysis

Retrospective data from M2 were gathered and reviewed by the data mining experts
in the Resource Management Division at CRDAMC for validity towards this study. The
data were only as reliable as the accuracy in coding and the claims data CRDAMC received
from the network. Personnel ID numbers randomly generated by M2 were used when
analyzing the data to ensure no breech of ethics occurred during research and were not used
in this report. Medical Diagnostic Categories (MDC) 19 (mental disorders), 20 (substance
abuse disorders), and 21 (injuries and poisonings), were used because they are
representative of behavioral health care needs demanded and provided by CRDAMC and
the network and were most likely to capture PTSD diagnoses. Patients with the ICD-9 code
309.81 were categorized into the PTSD group. Patients with ICD-9 codes of v705 4 (pre-

deployment), v705 5 (during deployment), and v705 6 (post deployment) were used to
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analyze the relationships between diagnoses and deployment. ICD-9 diagnosis codes are
used internationally and in the United States for billing purposes and have been used in the
United States since 1980 (Goldman, Thomas, & David, 1998). The American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental Disorders, 4" Edition (DSM-
IV) was published in 1994 in an attempt to provide reliable and valid mental disorder
diagnoses in both clinical and research settings by using a standard set of ICD-9 codes and
definitions for psychiatric disorders. The data analysis was performed using SPSS version
12.0. Descriptive statistics were computed on the dependent and independent variables (See
Table 14).
Participants

The target population for this study was active duty Army service members who
sought care and received treatment at CRDAMC or the network from Fiscal Year (FY)
2005 to FY 2007 for Behavioral Health services which resulted in a diagnosis of PTSD. Of
the total beneficiary population during this time (404,000), there were a total of 13,417
diagnoses of PTSD, of which 2,702 of them were coded as deployment related. Of this
number, no cases were excluded based on enrollment so that full utilization was captured.
Included were those enrolled to CRDAMC, Civilian Prime, other MTFs, and NOT
ENROLLED because these are the groups of beneficiaries most likely to seek care in the
Fort Hood catchment area in the future either because they live there, are moving there or
are passing through and are receiving care. See Table 15 and 16 for Fort Hood Catchment
area demographics of those who sought and received care from FY 05-FY 07 in both DC

and PC.
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Procedure

Binary Logistic Regression was used to determine which independent variables
significantly affect the dependent variable. Deployment related diagnoses were not
captured in purchased care, therefore, the variable venue of care was taken out and only
direct care patients were used (n = 7178). The independent vanables used were: beneficiary
category common (X1), gender (X2), and fiscal year quarter (X4). The dependent variable
used was deployment related diagnosis of PTSD (Y1) in the direct care system.

Before analysis began, missing data and outliers were examined and the data set
was complete. To ensure reliability of the results, outliers were removed (n = 7098).
Pearson’s r was used to determine correlation and degree of correlation between two
variables. Deployment related PTSD was weakly correlated to all three independent
variables (X1:r=.133, p <.0001; X2: r=.153<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>