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ABSTRACT

The purpose of this study is to also establish effectiveness and negative impacts of
current Posttraumatic Stress Disorder (PTSD) trainings pre and postdeployment, and
identify recommendations of future education and interventions for soldiers of Operation
Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF). This research aims to find
ways to strengthen the soldier, family, and military readiness.

It is hypothesized that soldiers’ insight of what is effective tactics used to educate those
with symptoms will increase the reported likelihood that they will be more open and seek
treatment options in the future. Furthermore, by surveying soldiers using mixed-method
self-reported survey will solicit information of how PTSD educational programs have a
reported negative impact on soldiers’ perception and willingness to seek mental health
treatment. The researcher also hypothesizes that role of culture and family involvement
will increase the successfulness of educational programs according to the participating

soldiers.
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CHAPTER 1. INTRODUCTION

Statement of Problem

Soldiers face a unique set of challenges. One in every four veterans of Operation
Iragi Freedom (OIF) and Operation Enduring Freedom (OEF) have been found to have
some sort of mental health problems when returning from war, according to recent
studies (Bryan & Morrow, 2011; Hoge, Castro, Messer, McGurk, Cotting, & Koffman,
2004). Vogt (2011) specified that approximately one third of returning OEF/OIF veterans
experience major depression, Post-Traumatic Stress Disorder (PTSD), suicidal ideation,
interpersonal conflict, or aggressive ideation six months after returning from deployment.
More specifically, Strom and colleagues (2012) found that approximately 12-20% of
veterans screen positive for PTSD when returning from Irag and Afghanistan. These
statistics are not surprising when you take into consideration that 90% of soldiers
returning from deployment have encountered stressors, including roadside bombing and
handling human remains, and 12% of them have been wounded or injured (Britt, 2007;
Britt, Greene-Shortridge, Brink, Nguyen, & Rath, 2008).

Many soldiers experience difficulties during their transition back into society,
with some never being able to. About 40% of National Guard Members were found to
have met the criteria for at least one mental health problem, as have 34% of their
significant others (Gorman, Blow, Ames, & Reed, 2011). Gottman and colleagues (2011)
found that 68% of active duty soldiers in Irag who committed suicide had experienced
some sort of relationship failure. Figure 1.1 shows the increase the US military has seen
in suicides in active duty soldiers since 2008 (Clinton, 2012). As of June 2012, the

number of active duty soldiers who have committed suicide has outnumbered the combat-



|2

related fatalities of activity duty soldiers in Afghanistan 154 to 124 (Williams, 2012). The
executive director of Iraq and Afghanistan Veterans of America, Paul Reickhoff, explains
the rise in military suicides to too few enough qualified mental health professionals, the
stigma of receiving counseling, family stressors, and financial problems (Williams,
2012).

According to the U.S Department of Veterans Affairs Annual Benefits Report
(2011), approximately 1.8 billion dollars was spent for Disability Benefit Programs. In
the past decade, over 1.2 million soldiers were eligible for Veteran’s Affair (VA)
services; yet only approximately 600,000 soldiers (20%) have utilized these services
(Shiner, 2011). Out of those active duty soldiers who even acknowledge mental health
symptoms, only a fourth of them will seek treatment (Stecker, Fortney, & Sherbourne,
2010). With the rising rates of suicides of active duty soldiers despite the growing
funding and resources available to preventing this loss, there are gaps and barriers
between those in need of mental health services and funding offered, and those who
utilize them.

Importance of Study

The statistics shown above demonstrate a disconnect between the efforts made to
reduce the rates of suicides in active duty soldiers, many of which are due to untreated
PTSD, and the rates in which suicides are rising. PTSD has a ripple effect, touching more
than just the immediate family and unit, but also the military as a whole. Military
personnel fight hard to make sure that no man or woman is left behind. It can be
disheartening to come back from deployment with an intact unit only to lose a brother or

a sister to difficulties re-acclimating to society. To decrease the number of incidences of
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active-duty soldiers committing suicide, mental healthcare professionals and researchers
have spent the past decade trying to create different trainings and interventions to
increase awareness and decrease symptoms of PTSD, making alterations by reframing the
programs’ wording. This study aims to utilize two of Corrigan’s (2004) three strategies to
decrease stigma of mental health care of educate and contact. The researcher will survey
veterans who have taken previous PTSD trainings through the military deployment cycle
to establish effectiveness and identify recommendations of future education and
intervention tactics. Educational programs and interventions over the past decade have
been focused on resilience training and tracking of soldiers (Cornum, Matthews, &
Seligman, 2011; Fravel, Nasser, & Cornum, 2011; Peterson, Park, & Castro, 2011), and
utilizing the relationship between soldiers and their commanding officers to strengthen
constructive communication (Reivich & Seligman, 2011).
Purpose

This study will examine the relationship between soldiers returning home from
tour with a psychological disability and the stigmas attached to the mental health status
and services needed. Even with the variety in educational trainings and treatments
available to soldiers, the number of active-duty soldiers diagnosed with PTSD has not
decreased but risen. While approximately 20 -33% of soldiers screened positive for
symptoms of PTSD, less than half will seek mental health assistance (Bryan et al., 2011;
Mental Health Advisory, 2008; VVogt, 2011).

Research Questions

Research over the past two decades has focused on the effects of PTSD on active

duty soldiers transitioning from deployment back into society, and the barriers to



receiving assistance. The past decade, there has been a focus particularly on positive
effects shown in educational programs regarding PTSD in removal of barriers to mental
health assistances in self-reported surveys (Alder, Castro, Bliese, McGurk, & Milliken,
2007; Corrigan, 2004; Foran, Adler, McGurk, & Bliese, 2012). These researchers have
validated the findings of their initial programs and surveys, with significant results
demonstrating that educational programs help increase self-efficacy and decrease
symptomology of PTSD. However, suicide rates have increased in active duty soldiers.

Three research questions that will help guide this study:

1) How do disabilities created from a soldier’s service to the military affect a
soldier’s psychological functioning,

2) How do soldiers perceive society’s views of psychological disabilities, and

3) What treatments and programs are considered effective tools for PTSD
education and recovery by soldiers?

To do this, the researcher will examine the military culture, the history of
disabilities in the military, what strides have been made to change the rates of active duty
suicides in education and treatment, and the theoretical background of the various
treatments currently available.

Hypothesis

It is hypothesized that by surveying soldiers who have received PTSD training
during and/or after their deployment cycle, their insight of what is effective tactics used
to educate and treat those with symptoms will increase the reported likelihood that they
will be more open and seek treatment options in the future. Furthermore, it is

hypothesized that by surveying soldiers using quantitative and qualitative questions on a
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self-reported survey will solicit information of how PTSD educational programs have a
reported negative impact on soldiers’ perception and willingness to seek treatment for
mental health issues. The researcher also hypothesizes that role of factors, such as
culture, will increase the successfulness of PTSD intervention programs according to the
participating soldiers.

Hypothesis 1: Using qualitative and quantitative questions on a self-reported
survey to solicit effective tactics of the PTSD educational programs will increase the
reported likelihood of soldiers to be more open to seek treatment options in the future in
comparison to qualitative alone.

Hypothesis 2: Using qualitative and quantitative questions on a self-reported
survey will solicit information of how PTSD educational programs have a reported
negative impact on soldiers’ perception and willingness to seek treatment for mental
health issues.

Hypothesis 3: Culturally relevant curriculum that involves the family unit will
increase the reported success of PTSD educational, treatment programs according to the

participating soldiers.



CHAPTER 2. LITERATURE REVIEW

Culture of the Military

Even with new policies decreasing the number of soldiers who are deployed and the
length of tours, the military is seeing surges of men and women voluntarily applying to
become active members wanting to serve their country. Drafted soldiers were comprised
of 8.7% during World War 1l and 1.8% of the U.S. population, compared to 0.5% of the
enlisted men post-9/11 (Thompson, 2011). The shift from the draft to voluntary
enlistment has changed the standards and the demographics of soldiers. Joining the
military is no longer a stroke of randomness or mandatory, but a personal choice.

This transformation can be seen as a demonstration of a stronger connection to a
military social identity. Many men and women who choose to join the army have a strong
sense of honor, patriotism, chivalry, and heroism. Gerber (2003) stated that the warrior, a
soldier, has been valorized as a symbol of masculine honor across military history.
During World War I and 11, a soldier has been synonymous with the traits of courage,
stability, strength, and endurance. They fight to protect freedom, liberty, and the lives of
civilians of their nation. Their acts of heroism can be seen as an indicator of the
characteristics of a good, chivalrous man, one who is fearless, fighting for their country
in the face of the inevitable, death or disablement (Gerber, 2003).

Some would argue that the culture of the military and values emphasized in the
Warrior’s Ethos contribute largely to the dichotomy of perceptions between physical and
psychological disabilities. Shinseki (n.d.) defines the Warrior Ethos as a professional
attitude and belief characterizing an American soldier’s commitment to accomplishing

any task in the face of challenge anywhere, at any time. A U.S. soldier, a warrior, will



always put the mission first, never quit, never accept defeat, nor ever leave a fallen
comrade behind (Visconti, 2002). If failure is to ever occur, a soldier may not be able to
handle emotionally letting their brothers and sisters down.

The military fosters an attitude of toughness, creating resistance to receive services in
fear that they will be seen as weak (Hoge et al., 2004). Soldiers are enforced to “tough it
out” with difficult emotions, as psychological strength is seen as essential in the military
as physical strength (Vogt, 2011). A soldier’s valor is sought through his or her actions
appraised in a peer code of behavior. Heroism is not seen as a heroic act of how an
individual reacts effectively during battle in the face of inevitable death, but a measure of
one’s ability to respond effectively and in control when completing a task during battle in
the face of fear (Gerber, 2003). These men and women have committed themselves to
serving their country and fighting for the safety and wellness of the people.

Current studies investigating the effects of battle on military personnel have focused
on those who faced combat while serving active duty in Operation Enduring Freedom
(OEF) and Operation Iragi Freedom (OIF) (Gorman et al., 2011; Kim, Thomas, Wilk,
Castro, & Hoge, 2010; Shea, Mansfield, Sevin, & Lui, 2010; Shiner, 2011; Vogt, 2011).
The National Guard and reserve service members represent an estimated 50% of the U.S.
forces currently occupying Iraq and Afghanistan (Gorman et al., 2011). Approximately
40% of the U.S. OEF/OIF troops are comprised of National Guard and Reserve soldiers
(Sheaet al., 2010).

In honor of the soldiers’ commitment and in preservation of state and federal assets,
the military trains them to survive assaults and make it back alive. Both active duty

soldiers and National Guard and Reserve soldiers all attend basic training. However,



|8

members of the National Guard and Reserves are the part-time heroes. In general, they
have two weeks per years in addition to training one weekend a month (Umansky, 2005).
They are called upon to serve when the President deems their service necessary. On the
other hand, active duty members work twelve months out of the year, with an available 2-
week Rest & Relaxation Level after 6 months of duty. They receive ongoing physical and
specialty training (goarmy). The National Guard and Reserve soldiers are not fully
amalgamated into the Army culture as the active duty soldiers creating a gap in ability,
physical fitness, and mental readiness when deploying to battle (Kim et al., 2010).

One could argue that the men and women who serve as National Guards and Reserves
are not properly prepared to face the physical and psychological challenges they will face
while on tour. This adds to the complexities of a soldier returning home from tour with
changes made to their body, whether it is a loss of a leg, or simply returning to a life
where you do not have to fight for your life on a daily basis. The general public is not as
involved in military affairs as they were in the past. The separation of the general public
from military personnel and their families was created by the garrison culture that has
deepened in the past few decades caused by the nation’s decision to close unneeded
military bases and boost the pay in service members during the recession in the 80s
(Thompson, 2011).

Warfare has changed. No longer do we see our enemies walking towards us in
masses, standing in lines, aiming, and shooting us, and we, in turn, do the same, as was
done during the Civil War. Special force units were created after the Vietnam War, when
guerilla warfare was introduced (Robinson, 2004). With the shift in warfare tactics, the

types of injuries soldiers are left with have been altered as well. The next section of this
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paper will explore the intersection of disabilities, both physical and psychological,
experienced by active military personnel.

The Disabled Body in the Military

A bodily injury sustained during combat is a physical barrier to continuing to serve
and protect their country. People’s ability to see why a soldier cannot continue fulfilling
their commitment makes the disability more acceptable than one that is unseen, which
can be seen throughout military history. The image of the disabled is a product of our
culture, and a reflection of the beliefs and values of our society during that period of time.
Disabilities are not commonly associated with the physically fit and mentally tough
image of a soldier. The disabled have been seen as socially inferior; morally undeserving,
and a cultural physical abnormality (Cotter & Picksone, 2003). There is a vast dichotomy
between the view of the feeble, mentally unstable, helpless disabled and the strong,
stable, rescuing solider. People with disabilities are pitied. Visible injuries have become
the primary vehicle in which the general population views disabled veterans due to the
attention given to the issues surrounding the amputee veterans of the World War | and 11
by the media (Gerber, 2003). The most common physical injuries received from combat
include traumatic brain injury (TBI), post-concussive syndrome, fractures, amputations,
burns, spinal cord injury, eye injury, and auditory trauma (Otis, Keane, Monson & Scioli,
2009). Chronic pain has been a large issue in physical rehabilitation for veterans
returning from tours, with the head, legs, and shoulders being the most common sites of
pain (Clark, Blair, Buckenmaier, Giranda, & Walker, 2007; Lew, Poole, & Vanderploeg,

2007; Otis et al., 2009).
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Public awareness of the presence of disabled veterans grew in the twentieth century,
as the number of disabled soldiers also increased significantly in numbers (Gerber, 2003).
By increasing their visibility, the general population has been forced to find meanings of
disability in military personnel. It can no longer be viewed as a familial issue left to the
discretion of the guardians of the individual with disabilities. The population is forced to
be cognizant of the consequences of war, and understand the experiences of people with
disabilities as they navigate a complex transition: from a war-torn zone to the safety of
their home country and from identifying with an abled-bodied society to the ostracized
one of the disabled. A physically disabled soldier acts a visible warning — reminder of
mortality — to other soldiers in active duty.

Warfare in the twentieth century has seen healthier armies than previous wars
(Gerber, 2003). No longer are soldiers plagued with diseases, starvation, or ill-equipped
for battle. Because these factors have improved, the military sees less destruction of the
human body and increasingly more of the mind. The disability that has been getting more
and more attention from the public in the last few decades is post-traumatic stress
disorder (PTSD), which is not physical but mental (Cohen et al., 2010). PTSD is
characterized by the following symptomology: hpyerarousal, hypervigilance, easily
startled, difficulty falling or staying asleep, numbing and emotional detachment, and
irritability and anger (Shea et al, 2010). Mental health problems have reportedly
increased postdeployment (Bleise, Wright, Adler, Thomas, & Hoge, 2007; Possemato,
Wade, Anderson, Quimette, 2010; Sundin, Fear, Iversen, Rona & Wessely, 2010;

Thomas et al., 2010).
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Veterans with mental disabilities have had negative associations since the Vietnam
War. Societies, especially Americans, viewed veterans with PTSD as “enraged,
antisocial, unpredictable madman possessing advanced weapons training,” fearing the
potential violent acts they could commit against innocent civilians (Gerber, 2003). After
the Vietnam War, an estimated prevalence of 9-19% of American veterans were found to
continue to suffer from PTSD in 1988, more than 10 years after their combat experience
(Qureshi, Pyne, Magruder, Schulz, & Kunik, 2009). The biggest difference with having a
mental disability versus a physical disability is one can be seen while the other cannot.

Psychological Disabilities in the Military

People are more understanding with a physical disability because they can see it. This
has been the case throughout history. One of the first documentations of PTSD was by
Herodotus, of Spartan soldiers in the 5™ BC. Spartan commander, Leonidas, dismissed
soldiers before the battle of Thermopylae Pass because “they had no heart for the fight
and were unwilling to take their share of the danger” (Bentley, 2005). A Spartan soldier,
Aristodemus, is more commonly known as “The Trembler,” because he was so shaken by
battle, later taking his own life.

The American Civil War marked some of the first documentations of PTSD in the
United States due to its intimate nature. Military units were composed of approximately
one hundred male friends and family members fighting against familiar faces, as the
enemy was sometimes from the same state, county, and/or family (Bailey et al., 1990).
Many were hospitalized with nostalgia and physicians diagnosed soldiers with “soldier’s

heart” and “exhausted heart” (Bentley, 2005).
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World War | played a significant role in the history of PTSD, being the first start of
research of the connection between psychological and physical stresses. Known as “war
neurosis,” “shell shock,” “gas hysteria,” and “effort syndrome,” physicians classified
PTSD as symptoms triggered from the concussions from explosions (Nidiffer & Leach,
2010). Almost 25% of American Army soldiers were sent home due to nerves and mental
health symptoms linked to PTSD (Bentley, 2005; Nidiffer & Leach, 2010).

World War | marked the beginning of attempts to treat symptomology. In Germany,
physicians believed symptoms were due to a lack of soldiers’ willpower and began
treatments of “Casual Will Therapy,” in which patients underwent stimulated
psychological exercises (Baran, 2010). The painful combination of hypnosis, electro
shock therapy, persuasion, and dietary treatment led many soldiers to prefer frontline
duty rather than continuing with the program, causing the doctors to see the treatment as
successful (Reilly, 2012). The British were more extreme in their treatment methods.
Losing approximately one seventh of their military force due to shell shock, more than
300 soldiers were executed to set an example to other soldiers regarding desertion or
cowardice (Bentley, 2005; Nidiffer & Leach, 2010). While current soldiers with PTSD
are not treated with such excessive prejudice, the British reaction to symptoms in the
military has had a lasting effect with many soldiers still seen as cowards.

Preventions and Treatments

Currently, health professionals are making strides to reversing the perceptions that
have taken centuries to formulate regarding PTSD, thereby decreasing the percentage of
soldiers who commit suicide after returning from deployment. Many strides in the mental

health community have focused on implementing outreach and treatment services for
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military personnel and their families in the past decade. Murphy and colleagues used a
year-long PTSD Outpatient Program founded on four phases to educate veterans of PTSD
symptomology, introduce them to treatments, utilize coping skills, and change their
personal beliefs regarding mental health professionals and treatments to make the patients
more likely to engage in treatments (Murphy, Thompson, Rainey, & Uddo, 2009).

While Murphy and colleagues focused on the tertiary prevention model, most
researchers follow Corrigan’s (2004) three recommendations of protest, education, and
contact. Corrigan and colleagues (2001) describe protest as verbal or written
communications used as a mean to end the public’s negative views of mental illness. In
actuality, Corrigan and colleagues have found the method of protest to worsen the stigma
of people with psychological disorders. In place of protest, participation in educational
programs led to improved positive attitudes regarding people with mental illnesses
(Corrigan et al., 2001; Corrigan, 2004). The use of protest and education has been seen in
many programs created to decrease suicide rates and increase the use of mental health
services by military personal.

Battlemind training was created as a preventative measure against symptoms of
PTSD (Alder, McGurk, Bliese, Hoge, & Castro, 2009). Using the theoretical framework
of positive psychology in a cognitive, skills-based approach, the researchers attempted to
build upon existing skills learned predeployment in the training to emphasize safety,
relationships, and various common reactions to combat (Alder et al., 2009; Seligman &
Csikszentmihalv, 2000). Battlemind was shown to lower the percentage of PTSD in
soldiers returning from deployment by reframing issues that have traditionally been seen

as transitional difficulties, like PTSD, as coping skills related to combat (Alder et al.,
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2009; Adler, Castro, Bliese, McGurk, and Milliken, 2007; Thomas et al, 2007; Hoge et
al., 2004; Neylan et al., 1998).

Battlemind Training was later reconfigured into the US Army’s Comprehensive
Soldier Fitness Test, which sought to educate military personnel of mental health
transitional difficulties and treatments for decreasing symptoms across the deployment
cycle (Cornum, Matthews, & Seligman, 2011). In a follow up study, Foran and
colleagues (2012) found that the change in PTSD symptoms post-intervention was not
significant, soldiers felt the training was not an effective use of their time, and gave them
the impression that they were “screwed up” (Floyd & Windman, 1995; Foran, Alder,
McGurk, & Bliese, 2012).

The Defender’s Edge Program (DEFED) is another training that adapts the skills
already known by soldiers to prevent or lessen the occurrence of PTSD postdeployment.
Bryan and Morrow (2011) also reframed transitional issues as training soldiers to
maintain their peak physical and mental fitness rather than risk factors. The researchers
strayed from Battlemind training in adapting military vernacular and having military
leaders present the program as a performance enhancer instead of a mental health
program (Bryan et al., 2011). It is believed that having someone within the military
culture will help the material be more effective than if delivered by an outsider (Bryan et
al., 2011; Capella Unversity, 2008).

Stecker and colleagues (2010) implemented a postdeployment intervention to
increase the likelihood of a veteran seeing mental health treatments through the
modification of their personal beliefs about the profession. While the research showed a

significant increase in the soldiers’ intentions to seek mental health treatments, there was
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not a significant change in mental health services being used post-intervention (Stecker et
al., 2010).

Barriers in Rehabilitation and Treatments

There are many barriers in veterans and soldiers with disabilities seeking
treatment from PTSD not being a problem, effects on career, to stigmas associated with
being diagnosed with a mental health issue. In a recent study, 15% of soldiers displaying
symptoms of PTSD refused to acknowledge they had a problem, 38% did not feel they
were bad enough to require treatment, and 15% feel they could control the problem
without the help of a healthcare professional (Stecker et al., 2010).

A larger barrier to treatments is the fear of how mental health services will affect
their career. Some studies show that resilience training can lead to improved mental
health outcomes (Adler et al., 2009; Brunwasser, Gillham, & Kim, 2009). Resiliency
programs emphasize positive psychology, focusing on optimism, effective problem
solving, spirituality, healthy relationships, sense of purpose, and ability to be flexible and
control impulses (Reivich & Seligman, 2011). However, there are still gaps within and
outside of those programs that attribute to barriers between soldiers and the mental health
community (Mulligan, Fear, Jones, Wesseley, & Greenberg, 2010; Foran et al., 2012).
Eight percent of soldiers question the effectiveness of PTSD treatments available
(Stecker et al., 2010). Many worry that it will possibly harm their career because the fact
that they received services for a mental health problem appeared on their military record
(Gorman, 2011, Kim et al., 2010; Hoge et al., 2004).

More specifically, soldiers are concerned of how seeking mental health services

will affect their careers through disrupting the cohesion of their unit. Seventy-three
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percent of soldiers were concerned that members of their unit would have less confidence
in their ability to perform if it was disclosed they were seeking mental health treatments
(Iverson, van Staden, Hughes, Greenberg, Hotopf, Rona, Thornicroft, et al., 2011).
Across studies, researchers found one of the main concerns was that their superiors would
treat them differently (Bryan et al., 2011; Capella University, 2008; MHAT-V, 2008;
Iverson et al., 2011; Pietrzak, Johnson, Goldstein, Malley, & Southwick, 2009). These
results have an underlying theme of not only mistrust in the mental health profession, but
also the weight that stigma has in preventing soldiers from seeking help.

For generations, doctors have argued that the very process of diagnosing, or
“labeling,” a person with a disability will deter people from being willing to do
rehabilitation (Cotter et al., 2003). Iverson and colleagues (2010) hypothesized that the
military culture and its valued characteristics of strength and resilience are what causes
many soldiers fear that their bosses will blame them for mental health problems and be
seen as weak by those who are important to them. The army teaches its men and women
to be strong, mentally and physically. Soldiers are trained to push through and “soldier
on.” A physical disability that was caused by an accident in action is acceptable and even
considered heroic; however, a psychological disability that is caused during deployment
is seen as a mentally weak soldier. Soldiers are too embarrassed to ask for help. They fear
that their superiors and peers will lose confidence in their ability, and will in turn, be
treated differently (Gorman, 2003).

“Disability” has become a dirty word because abnormalities that deviate from the
warrior soldier image are seen as something to be pitied. It changes the appearance of the

soldier, taking away his or her peace of mind and feeling of being in control of their life.
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It could also result in the complete loss of a person’s livelihood. With all the
improvements that have been made through federal funding and policies, the fight is not
against the economics system to promote change. It is within the society. In order to help
the veterans, the culture must shift away from the dichotomy of weak and strong to the
big picture.

An emphasis on Corrigan’s third strategy to diminish stigma of contact may be
what is needed to aid in this issue. Corrigan (2004) defines contact as the reduction of
stigma when civilians have contact with soldier who have PTSD and are able to perform
well in their military occupation position, maintain relationships, and live a well-adjusted
life. This study will focus on utilizing contact with soldiers who have been deployed, may
have had symptoms of PTSD, and have participated in educational programs regarding
PTSD to understand why the programs are ineffective.

Theoretical Framework

The premise of this study is based on Tharp’s (2012) Delta Theory and Bandura’s
Behavior Theory. Tharp (2012) described Delta Theory as the change that occurs almost
solely within and/or through the influence of an agent directly or through a mediator on
subjects through the use of the psychosocial systems of a specific population. Within the
psychosocial system, the Cycle of Social Sorting helps describe the dynamics of each
group through four different parts: (a) propinquity, (b) joint activity, (c) intersubjectivity,
and (d) affinity, how the joint activities increase their liking for one another (Tharp,
2012). In this case, soldiers are more likely to seek mental health services if they can
connect through intersubjectivity — a sharing of experiences, perceptions, interpretations,

meanings, and values — with those who are trying to assist in their care, the psychologists
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during a joint activity. Researchers theorize that the military culture amplifies values of
self-sufficiency and strength, which is inversely related to the mental health system
(Bryan et al., 2011; Iverson et al., 2011, Wright, Cabrera, Adler Bliese, Hoge, & Castro,
2009). The increase in suicides of active-duty soldiers reflect that soldiers in the military
overall are in the alpha stage. The alpha level occurs when the external forces break down
the psychosocial systems, causing it to become volatile, unstable, and in a state of
conflict (Tharp, 2012).

Currently, researchers are stuck in finding how to approach the Delta Phase, in
which influence and change is needed to enhance the psychosocial systems to bring it
back into a stable phase. In order for an educational program to be successful, one must
know what the means of influence are and who the most effective agents are to create the
change.

For this study, Bandura’s Behavior Theory will be defined as equating to
conditioning, in which conditioning is learning through experiences shared between
people (Bandura, 1974). Bandura (1974) explains that behavior is a product of
consequences over time. Individuals learn of consequences through social experience,
and humans are designed to avoid future trouble and behave in a manner that gains
benefits. In the case of this study, soldiers will avoid seeking treatment for PTSD if they
view their peers being reprimanded by a superior officer or demoted due to medical
incompetence. Bandura (1974) expounds that people will become more apathetic to
unfair treatment if they expect it to occur after a behavior. The reinforcement of the
consequences of treatment to PTSD leads the soldiers to believe they have no control

over the disorder and are likely to not seek help due to the negative repercussions.
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Utilizing this theory, researchers can try to rectify the stigma by handing the power back
to the soldiers in choosing the type of treatment they can receive when facing
psychological disorders.
Summary

The literature review demonstrated the disparity between the garrison culture and
the mental health community. Soldiers are less likely to admit to needing assistance, let
alone seek assistance from mental health professionals. Former research of educational
programs, such as Battlemind and the U.S. Army Comprehensive Soldier Fitness Test,
have had positive results in soldiers self-reporting they will seek help if they see
symptoms of PTSD, yet the suicide rates of active duty soldiers are currently one per day.
These facts in the context of the literature review demonstrate that the stigma of being
labeled with a mental health disability may be more predominate than reported by the
soldiers participating in the programs due to the garrison culture of strength and
resilience.

Another gap in the literature is the lack of consideration of the role cultural and
ethnic origin of the soldier plays in the effectiveness of the treatment programs. There is a
growing number of research stressing the importance of taking cultural and contextual
aspects into account in psychosocial interventions (Bernal & Saez-Santiago, 2006;
Bernal, Bonilla, & Bellido, 1995; Bernal & Scharron-del-Rio, 2001; Nagayama-Hall,
2001; Rogler, Malgady, Costantino, & Blumenthal, 1987; Sue & Sue, 2003; Sue & Zane,
1987). While the current literature is in-depth in its exploration of the effects of the
impact the garrison culture has on soldiers’ willingness to participate in mental health

treatments, it does not investigate the influence of the culture and ethnicity that the
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soldier most identifies with. The culture a soldier most identifies with could be the
garrison culture, but it could also be the local Hawaiian culture for example.

The methodology of the program questionnaires utilizing quantitative, Likert
scaling to assess the data does not leave the participants the opportunity to reflect on why
they find the program beneficial. The following chapter will introduce the methodology
of the current study.

The methodology will aid in answering the question regarding if the additional
qualitative questions to the program questionnaires will provide a more accurate
reflection of the participants’ willingness to seek mental health professional assistance for

PTSD treatments.
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CHAPTER 3. METHODS

When the researcher first approached the problem, she attempted to create a new
program that incorporated Corrigan’s (2004) three strategies to prevent stigma. After
approaching active soldiers in the military community they were uninterested in a new
educational program of PTSD. Many soldiers felt that the programs were all the same,
just reframed with different wording. The researcher was informed they would rather
discuss why the current ones do not work, rather than try a new program due to the
incongruence between the material taught and what is reinforced in the garrison culture.

Participants and Procedure

Active-duty, active-reserves, in-active reserves, and retired Army soldiers
stationed or currently living in Hawaii were the targeted sample to participate in this
study. Institutional Review Board (IRB) approval of the study was obtained from the
University of Hawaii (UH) Human Studies Program for the original and amended study
procedures, instruments, consent forms, and recruiting material. The sample was selected
through the snowball technique, asking participants for recommendations of who else
would be able to participate in the study with the assistance of a military personnel. The
questionnaires were sent to participants in person, where the survey is accomplished
independently. Upon completion, the survey was handed to the military personnel in an
envelope to be given to the researcher.

Instrument

The survey is used to demonstrate the effectiveness and/or ineffectiveness of past

PTSD trainings, such as Battlemind, which were adapted from the Training Evaluation

Scale (Foran et al., 2012). Questions 1 — 23 will be rated on a 5-point Likert scale of: 1
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(Strongly Disagree), 2 (Disagree), 3 (Neutral), 4 (Agree), and 5 (Strongly Agree).
Questions 24 — 29 are open-ended questions that have been added to gain more insight as
to why there is a disparity between studies showing educational programs are effective,
yet suicide rates have increased to one suicide of active duty soldiers per day.

Measures
The Training Evaluation Scale (TES)

The Training Evaluation Scale is an 18-item self-report measure that was
developed for previous studies to assess the perceptions of post deployment resilience
training (Adler et al., 2009; Foran et al., 2012). Foran et al. (2012) confirmed the internal
consistency of the total TES was excellent (Cronbach’s alpha (o) = .93). Reliability of the
subscales ranged from good to excellent (Training Process Cronbach’s a = .82 (5 items
that reflected the team elements related to sharing, trust, and group support, e.g. “It was
helpful for me to hear what others have to say about their deployment experiences”;
Training Content Cronbach’s o =.91 (11 items that reflected skills and knowledge
acquired from the training, e.g., “I learned what to do to prevent transition problems”).

The researcher used a modified version of the TES to investigate the effective and
ineffective tactics used in the current PTSD educational training. Questions 19 — 23 were
added to examine the second hypothesis of the impact if culturally relevant curriculum
and involvement of family unit in the trainings would increase the success of PTSD
educational treatment programs. Qualitative questions 23 — 29 were also added to the
original TES survey to investigate the first hypothesis that using qualitative and

guantitative questions on a self-reported survey to solicit ineffective and effective tactics
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of the PTSD educational programs will increase the likelihood of soldiers to be more
open to seek treatment options in the future in comparison to qualitative alone.
Data Analysis

The quantitative data will be analyzed using between-subject ANOVA across four
groups using SPSS. Fixed-factors of comparisons between the participants are: (a) age
and (b) number of deployments.

To test this, the researcher used dummy coding for the fixed-factors of age and
deployment for the quantitative analysis. Soldiers between the ages of 18-24 were coded
as 1, between the ages of 25-40 were coded as 0, those who have deployed at least once
were coded as 1, and who have never deployed coded as 0. The subjects were almost
evenly split among both fixed-factors. Twenty-eight soldiers were between the ages of
18-24 years and 27 soldiers were between the ages of 25-40 years. To test the differences
between groups, the following combinations were run: (1) soldiers between the ages of
18-24 years and have not deployed ([Age.coded=1] * [Deployments.coded=0]), (2)
soldiers between the ages of 18-24 years and have deployed at least once ([Age.coded=1]
* [Deployments.coded=1]), (3) soldiers between the ages of 25-40 years and have not
deployed ([Age.coded=0] * [Deployments.coded=0]), and (4) soldiers between the ages
of 25-40 years and have deployed ([Age.coded=0] * [Deployments.coded=1]).

The researcher chose a mixed-methods design to verify the hypotheses because
the researcher has little control over the allocation of treatment, as the U.S. Army
implements it. Random assignment is not an option, as the research requires that all
participants have taken part of the intervention program. To supplement the quantitative

methods, qualitative questions were asked to verify the quantitative findings. The
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researcher hand-coded the qualitative data by theme rather than using a program, such as
NVivo, as responses among participants may range in exact phrases, but fall under the
same theme. In particular, the researcher utilized qualitative data to compare age,
deployment, and age-deployment interaction responses of those questions pertaining to

family involvement and culture.



|25

CHAPTER 4. RESULTS

Participants

Fifty-five military participated in the study. All participants have taken part in a
PTSD training program, Battlemind and/or U.S. Comprehensive Soldier Fitness Test. The
study participants were mostly active-duty soldiers (n=54, 98.2%) recruited from military
units currently stationed in Oahu, Hawaii. Most participants were Military Police Officers
(n=42, 80.8%), ranging from 19 to 36 in age (mean = 25). Over half of the participants
have never deployed (n=30, 54.5%). Approximately 45% (n=25, 45.5%) have deployed,
with over a quarter of the soldiers have deployed once (n=14, 56%), and 44% have
deployed multiple times (n=11; 7 soldiers deployed twice, 1 deployed three times, and 3

deployed four times). Demographic characteristics of the sample are presented in Table

4.1.
Table 4.1. Sample Characteristics
% of sample
Females (n=8) 14.5%
Males (n=47) 85.5%

Race/Ethnicity

White/Caucasian (n=37) 67.2%

African-American (n=6) 10.9%

Asian/Pacific Islander (n=3) 5.5%

Hispanic (n=6) 10.9%

Other (n=3) 5.5%
Culture

American (n=32) 58.2%
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Instrument
The instrument was found to be reliable. Analysis was conducted to verify the
validity of the original TES survey (questions 1 — 18, 18 items) had a Cronbach’s o =
0.84. The additional survey questions regarding cultural values and family involvement
(question 19 — 23, 5 items) to supplement qualitative questions had a Cronbach’s o =
0.82. The full survey given to participating soldiers had a Cronbach’s o = 0.88. Overall,
the instrument of 23 questions was significantly valid and reliable.

Research Question 1

The researcher wanted to explore how disabilities created from a soldier’s service
to the military affected a soldier’s psychological functioning. In the literature review, it
was found that 90% of OIF/OEF veterans have experienced some sort of stressor during
their deployment, including roadside bombing, handling human remains, received small
arms incoming fire, and/or have been attacked by civilians and/or terrorists (Britt, 2007;
Britt et al., 2008; Kehle, Ferrier-Auerbach, Meis, Arbisi, Erbes, & Polusny, 2012). When
taking that into consideration, it is not surprising that approximately one third of veterans
returning from Irag and Afghanistan experience some sort of mental health disorder,
including PTSD (Strom et al., 2012; Vogt, 2011).

Further literature review showed that experiencing mental health disorders, like
PTSD, severely affect the day to day life of soldiers when returning from soldiers.
Suicide rates have been consistently climbing since 2008 (Clinton, 2012; Williams,
2012). Untreated mental health disorders not only cause irreparable harm to veterans, but
also to their family unit. Of 40% of National Guard personnel who met the criteria for at

least one mental health problem, 34% of their significant others also met criteria for at
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least one mental health problem (Gorman et al., 2011). Sixty-eight percent of active
duty-soldiers in Irag who committed suicide were reported to have experienced some sort
of relationship failure (Gottman et al., 2011).

Research Question 2, and Hypothesis 2

The second question the researcher had to guide this study was, “How do soldiers
perceive society’s views of psychological disabilities?”” The researcher’s second
hypothesis was that by using qualitative and quantitative questions on a self-reported
survey, the researcher could solicit information of how PTSD educational programs have
a reported negative impact on soldiers’ perception and willingness to seek treatment for
mental health issues.

The literature review suggests that soldiers’ perceptions of how others perceive
them having psychological disabilities is a constant barrier to individuals seeking
treatment. Soldiers reported not being as concerned about the opinion of civilians but of
their fellow comrades. Previous research findings suggest that the Warriors’ Ethos and
value of strength and resilience are what causes 73% of soldiers to fear disclosing that
they are seeking mental health treatments as they are concerned their peers and
commanding officers will lose confidence in their ability to perform their duties (Iverson
etal., 2011). Even more so, soldiers are too embarrassed to ask for help when
experiencing difficulties acclimating back into society. Across various studies, soldiers
reported trepidations that their superior officers and peers will treat them differently after
discovering the issues they are experiencing (Bryan et al., 2011; Capella University,
2008; Gorman, 2003; Iverson et al., 2011; MHAT-V, 2008; Pietrzak, Johnson, Goldstein,

Malley, & Southwick, 2009).
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The negative cognition had significant reports (F = 4.567, p = 0.037), when taking
into consideration deployment status, when asked in question 18, “The training gave me
the impression that soldiers are screwed up.” Younger Soldiers with deployment
experience reported significant feelings that that the trainings gave them the impression
that soldiers who report mental health issues are screwed up post-deployment, as seen in
Figure 4.1, Estimated Marginal Means of Program Question 18. This was not the case
for soldiers who have not deployed previously for either age group. One soldier with
deployment experience reported, “[feeling] weaker with [the] training, [because] the
warrior mindset is going away from the teachings.” Another soldier reported that it taught

them that, “the Army won’t help you; it has to be done by yourself.”

Figure 4.1. Estimated Marginal Means of Program Question 18: The training gave me
the impression that soldiers are screwed up.

Estimated Marginal Means of Program Question 18: The training gave me
the impression that soldiers are screwed up
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Table 4.2. Descriptive Statistics of Program Question 18: The training gave me the
impression that soldiers are screwed up.

Deployment
Yes No Total
Mean: 3.8 Mean: 2.7 Mean: 2.9
18-24 years
SD: 1.1 SD:1.3 SD: 1.3
()
(@)}
< Mean: 3.0 Mean: 2.3 Mean: 2.8
25-40 years
SD: 14 SD: 0.76 SD: 1.3
Mean: 3.1 Mean: 2.6 Mean: 2.8
Total
SD: 1.3 SD: 1.2 SD: 1.3

In the survey, the participating soldiers were asked how the educational training
program affected their transition home from deployment in Question 24. Twenty percent
of participating soldiers, who have deployed, reported feeling that the training had a
negative effect on their transition home, feel that it made them weaker and unsupported
by the Army. Many participating soldiers who have not deployed had difficulties
answering many of the questions because they felt it did not apply to them, particularly in
Question 24. Twenty-four soldiers who have never deployed felt they could not answer
this question due to their inexperience. Overall, the range of qualitative questions that
were left blank as a result of never deploying was 4 — 24, with a mean of 10.2.

Research Question 3, and Hypothesis 1 & 2

The third research question asked, “What treatments and programs are considered
effective tools for PTSD education and recovery by soldiers?” The researcher first
hypothesized that using qualitative and quantitative questions on a self-reported survey to

solicit effective tactics of the PTSD educational programs will increase the reported
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likelihood of soldiers to be more open to seek treatment options in the future in
comparison to qualitative alone.

Effective Tactics and Negative Impacts

The majority of soldiers without deployment experience reported feeling the
training would have a positive effect on their transition back into society after
deployments. Roughly 83.3% of those who did respond to Question 24 in the qualitative
section felt their reaction to training post-deployment would be positive. For Question 7,
which asked soldiers if they felt they learned what to do to prevent transition problems,
when taking into consideration both age and deployment, there were significant findings
(F =8.995, p =0.0004). Older soldiers who have not deployed reported learning more
about preventative techniques to use when transitioning back into society, while the
younger soldiers who have not deployed felt the trainings did not equip them with the
skills needed to prevent transition problems, as can be seen in Figure 4.2, Estimated
Marginal Means of Program Question 7, and Table 4.3, Descriptive Statistics of

Program Question 7.
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Figure 4.2. Estimated Marginal Means of Program Question 7: | learned what to do to
prevent transition problems.

Estimated Marginal Means of Program Question 7: | learned what to do to
prevent transition problems
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Table 4.3. Descriptive Statistics of Program Question 7: | learned what to do to prevent

transition problems.

Deployment
Yes No Total
Mean: 3.2 Mean: 2.7 Mean: 2.8
18-24 years
SD: 1.1 SD: 0.97 SD: 0.99
(5]
[@)]
< Mean: 2.5 Mean: 3.9 Mean: 2.8
25-40 years
SD: 0.94 SD: 0.90 SD: 1.1
Mean: 2.6 Mean: 3.0 Mean: 2.8
Total
SD: 1.0 SD: 1.1 SD: 1.0

When answering, “What did you find effective in the training regarding your
knowledge and response to symptoms of PTSD,” in question 25, roughly 15% of soldiers

who have never deployed and 48% of soldiers who have deployed felt that there was
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nothing regarding the training that was effective in increasing their knowledge of

response to symptoms of PTSD.

Soldiers had diverging responses towards the training examples due to differing
deployment experiences, as seen in Figure 4.3, Estimated Marginal Means of Program
Question 10. Soldiers who have not deployed felt it would be helpful to hear personal
experiences and examples of situations to be mindful personally or help others cope with
stressful situations. When responding to question 10, “The training used good examples,”
deployment status significantly (F = 5.429, p = 0.024) altered the reported usefulness of
this tactic. However, soldiers who have deployed did not feel the training used good
examples, especially if they were older soldiers. This conflicts with the qualitative reports
from soldiers. Being informed of services and warning signs of PTSD was a component
found effective in the training by soldiers who had never deployed (16.7%) and soldiers
who have deployed (32%).

Figure 4.3. Estimated Marginal Means of Program Question 10: The training uses good
examples.
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: The training uses good

examples.
Deployment
Yes No Total
Mean: 2.6 Mean: 3.1 Mean: 3.0
18-24 years
SD: 1.5 SD: 1.1 SD: 1.2
()
(@)}
< Mean: 2.4 Mean: 3.4 Mean: 2.7
25-40 years
SD: 0.82 SD: .53 SD: .88
Mean: 2.4 Mean: 3.2 Mean: 2.9
Total
SD: 0.96 SD: 1.0 SD: 1.1

A similar finding was reported for Question 11, “I like the way the presenter

conducted the transition training.” As seen in Figure 4.4, Estimated Marginal Means of

Program Question 11, the interaction of age and deployment had significant findings, (F

=6.667, p = 0.013). For soldiers who have deployed, younger soldiers reported liking the

way the trainers conducted the transition trainings significantly more than the older

soldiers. However the inverse was reported for soldiers who have not deployed. Younger

soldiers reported disliking the way the trainer conducted the training significantly more

than the older soldiers. Over half the soldiers (51.9%) who deployed at least once

reported that the training had no effect on their transition in the qualitative section.
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Figure 4.4.Estiated Marginal Means of Program Question 11: I like the way the
presenter conducted the transition training.

Estimated Marginal Means of Program Question 11: | like the way the
presenter conducted the transition training
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Table 4.5. Descriptive Statistics of Program Question 11: | like the way the presenter
conducted the transition training.

Deployment
Yes No Total
Mean: 3.2 Mean: 2.8 Mean: 2.9
18-24 years
SD: 1.3 SD: 0.98 SD: 1.0
[@)]
< Mean: 2.2 Mean: 3.4 Mean: 2.5
25-40 years
SD: 0.89 SD: 0.53 SD: 0.98
Mean: 2.4 Mean: 3.0 Mean: 2.7
Total
SD: 1.0 SD:0.93 SD: 1.0

Hearing what soldiers in their unit had to say about their deployment experience,
asked in Question 15 was significantly helpful for soldiers between the ages of 18-24

years who have and have not deployed, but not helpful for soldiers between the ages of
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25 — 40 years who have and have not deployed (F = 5.847, p = 0.019), as seen in Table
4.6, Descriptive Statistics of Program Question 15. In Figure 4.5, Estimated Marginal
Means of Program Question 15, the interaction effect of age and deployment status of
soldiers can be seen regarding the soldiers’ responses to the helpfulness of hearing the
deployment experiences of their peers. Younger soldiers of both groups who have not
deployed and have deployed felt strongly that it was helpful to hear of others’
experiences. This finding was echoed by the soldier’s responses in the qualitative section.
Twenty-three percent of soldiers who have never deployed reported hearing about other
military personnel’s personal experience with PTSD and coping strategies when they
returned from deployment was helpful. Twenty percent of soldiers who have deployed
agreed with those who have not deployed that the training was helpful when hearing of
others’ personal experiences and example of situations that would help them cope with
stressful situations.

Those who have deployed felt very differently about how the training affected
their transition when they returned from their deployment. As seen in Figure 4.5,
Estimated Marginal Means of Program Question 15, the reported helpfulness
significantly decreases for the older soldiers, especially if they have deployment

experience.
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Figure 4.5. Estimated Marginal Means of Program Question 15: It was helpful for me to
hear what others in my unit have to say about their deployment experiences.
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Figure 4.6. Descriptive Statistics of Program Question 15: It was helpful for me to hear
what others in my unit have to say about their deployment experiences.

Deployment
Yes No Total
Mean: 3.8 Mean: 4.0 Mean: 3.9
18-24 years
SD: 0.84 SD: 1.0 SD: 0.94
[@2]
< Mean: 2.8 Mean: 3.4 Mean: 2.9
25-40 years
SD: 0.95 SD: 0.98 SD: 1.0
Mean: 3.0 Mean: 3.8 Mean: 3.5
Total
SD: 1.0 SD: 0.99 SD: 1.1

In Question 26, participants were asked, “What did you find ineffective in the

training regarding your knowledge and response to symptoms of PTSD?”” While 16.4%

of the participants felt that there were no changes that needed to be made to the training,
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83.6% found an aspect of the training ineffective. Thirty-six percent of deployed soldiers
found everything ineffective in the training, with 9% of those who found the training to
be ineffective that it was too late to get help by the time the classes took place. Common
themes of ineffective aspects of the training that emerged included: (a) material is too
generic, broad and dry, (b) not enough in-person classes, (c) trainers were not
knowledgeable about the subject, and (d) there are not enough resources and options
available to soldiers. A soldier with deployment experience explained, “The training just
scratched the surface of transitioning back to reintegration. It was 10% of 100% of what

should be taught or talked about.”

Soldier Recommendations

Supporting the first hypothesis, in Question 29, participating soldiers surveyed
gave recommendations of how mental health providers and the U.S. Army can improve
PTSD educational trainings and increase the reported likelihood of soldiers being more
open to seek the treatments in the future. Most of the participating soldiers had
suggestions of how training could encourage greater access to support and resources
available to soldiers and their families. Thirty-nine soldiers (70.9%) who have deployed
and not deployed contributed a diverse mix of recommendations. Soldiers who have both
deployed and have not deployed believed it was important to get away from PowerPoint
and have more in class training with frequent refreshers and more in-depth material
(12.8%). Of the soldiers who have not deployed that responded with suggestions, 40%
stated that there is not enough awareness of the services available and what each services

does in the trainings, and needed to be better advertised.
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Research Question 3, and Hypothesis 3

The second hypothesis in regards to Research Question 3, specifically
investigated whether culturally relevant curriculum that involves the family unit would
increase the reported success of PTSD educational treatment programs according to the
participating soldiers.

Family Unit Involvement

Quantitative questions 20 and 21 were added to explore whether including the
family unit in trainings would have a positive impact on the soldiers perception of
seeking help. Participants were asked in Question 21 if they had learned through the
training how their deployment experience affected their family unit. The findings show
that including the family has a reported greater effect for soldiers between the ages of 18-
24 years (F = 5.53, p = 0.023) without considering deployment, also significant (F =
4.264, p = 0.044) when considering both age and deployment experience. As seen in
Figure 4.6, Estimated Marginal Means of Program Question 21, younger soldiers who
have deployed felt strongly that they learned how the deployment affects their family;
however, older soldiers who have deployed believed that they did not learn how their
deployment affected their family unit. Soldiers of both age groups who have not deployed

did not differ.



Figure 4.6. Estimated Marginal Means of Program Question 21: | learned how my

deployment experience affected my family unit.
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Table 4.7. Descriptive Statistics of Program Question 21: | learned how my deployment
experience affected my family unit.

Age

Deployment
Yes No Total
Mean: 4.0 Mean: 3.1 Mean: 3.3
18-24 years
SD: .00 SD: 0.87 SD: 0.86
Mean: 2.6 Mean: 3.0 Mean: 2.7
25-40 years
SD: 1.0 SD: 1.1 SD: 1.0
Mean: 2.9 Mean: 3.1 Mean: 3.0
Total
SD: 1.1 SD: .90 SD: 1.0

Qualitative Question 27 was added to supplement the participants’ results to

Question 21, asking soldiers how they would respond if trainings were to include the

family unit. Approximately 36% of soldiers who have deployed believed having their
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families present in the training would make the experience better and easier. Over half of
the participants (56.4%) who responded to Question 27 believed that involving their
family unit would be a positive addition to the training. Of those who thought including
the family unit would be beneficial, 35% of soldiers who have not deployed felt that they
would pay attention more to the training, closely followed by 23.5% who felt including
the family unit would make the training more realistic and understandable. Family
readiness and awareness by education that would lead them to get help if ever diagnosed
with PTSD was identified as a predominate benefit of including family participating in
the training by both soldiers who have deployed (50%) and soldiers who have not
deployed (35.3%). Some soldiers who have deployed strongly disagreed with having
family involved in the training. Thirty-two percent of soldiers who have deployed
responded negatively to the idea of family being involved with 50% stating they did not
tell their families what happened downrange because they believed they could not handle

hearing what happened.

Inclusion of Cultural Aspects

Question 22 asked participants if they felt the training took into account their
family cultural traditions. The age of soldiers affects their response to including family
cultural tradition in trainings (F = 6.401, p = 0.015). Among soldiers who have deployed,
older soldiers drastically disagree with the young soldiers in feeling the trainings do not
take into account their family cultural traditions while the younger soldiers with
deployment experience do, as seen in Figure 4.7, Estimated Marginal Means of Program

Question 22. There was little significant difference reported between age groups for



soldiers who have not deployed. However, the opposite is true for soldiers who have

deployed.

Figure 4.7. Estimated Marginal Means of Program Question 22: The training takes into

account my family cultural traditions.

Estimated Marginal Means of Program Question 22: The training takes into
account my family cultural traditions

3.50 A

3.259

3.004

2.759

Estimated Marginal Means

2.254

18124
Age.coded

Table 4.8. Descriptive Statistics of Program Question 22: The training takes into account

my family cultural traditions.

Deployments.coded

Deployment
Yes No Total
Mean: 3.6 Mean: 2.8 Mean: 2.9
18-24 years
SD: 0.55 SD: 1.1 SD: 1.1
()
(@))
< Mean: 2.3 Mean: 3.0 Mean: 2.4
25-40 years
SD: 0.91 SD: .58 SD: 0.89
Mean: 2.5 Mean: 2.8 Mean: 2.7
Total
SD: 1.0 SD: 0.99 SD: 1.0
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When asked in Question 28, of how soldiers would react if cultural values,
traditions, and beliefs were included in the training, the soldiers who participated in the
study had mixed reactions. Twenty-nine percent of soldiers were indifferent to the
inclusion of cultural values in the training. Of those who had responded, the majority
(40%) of soldiers felt the inclusion of cultural features would result in a positive
experience. Both soldiers who have deployed and have not deployed deemed the
following to be aspects of how cultural inclusion would positively contribute to the
training: (a) the material would be more relatable and understandable, (b) the soldiers
would be more involved and listen, and (c) the material would make them more well-

rounded soldiers.

Summary

In summary, the results showed that the interaction of age and deployment had
significant effects on the participating soldiers’ responses for Questions 7, 11, and 21. In
Question 7, younger soldiers who have not deployed felt the trainings did not equip them
with skills needed to prevent transitional problems post deployment, while older soldiers
who have not deployed reported feeling they learned how to prevent transitional issues
when reintegrating back into society postdeployment. The opposite was reported for
soldiers with deployment experience. Younger deployed soldiers reported the trainings
somewhat equipped them with skills needed to prevent transition problems; while older
soldiers reported feeling strongly that they have not learned of preventative techniques to

use when transitioning back into society.
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In Question 11, it was found that younger soldiers who have not deployed
reported disliking the way the trainer conducted the trainings significantly less than older
soldiers who have not deployed. In contrast, younger soldiers who have deployed
reported liking the way the trainers conducted the transition trainings significantly more

than older soldiers who have deployed.

The interaction of age and deployment and age alone significantly affected the
responses supplied by participating soldiers for Question 22. Younger soldiers who have
deployed reported strongly that they learned how their deployment affected their
families; however, older soldiers who have deployed believed that they did not learn how
their deployment affected their family unit. Soldiers of both age groups who have not

deployed did not differ in responses.

It was found that age alone had a significant effect on the participating soldiers’
responses for Questions 15 and 22. In response to Question 15, younger soldiers reported
finding it helpful to hear what others in their unit had to say about their deployment
experience significantly more than older soldiers regardless of their deployment status. In
response to Question 22, older soldiers drastically disagree with the younger soldiers in
feeling the training did not take into account their family cultural traditions while the

younger soldiers with deployment experience do.

Finally, it was found that deployment alone had significant effects on the
participating soldiers’ responses for Questions 10 and 18. In response to Question 10,
soldiers with and without deployment experience diverged in their answer according to

their age. Soldiers who have not deployed reported feeling that the training provided
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good examples significantly more than soldiers with deployment experience. For
Question 18, younger soldiers with deployment experience reported feeling significantly
more strongly that the training gave them the impression that soldiers who reported
mental health issues are screwed up postdeployment than older soldiers with deployment
experience. This was supported by qualitative response, in which 20% of participating
soldiers who have deployed reported feeling the trainings made them weaker and

unsupported by the Army.
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CHAPTER 5. DISCUSSION, CONCLUSION, AND LIMITATIONS AND

DIRECTION FOR FUTURE STUDIES

The preliminary results are consistent with the researcher’s two hypotheses.
Despite the relatively small sample size, revealed themes are consistent with the
hypotheses. As hypothesized, the qualitative questions aided to modified, pre-existing
quantitative survey, allowed the soldiers to identify ineffective and effective features of
one type of current educational preventative program for PTSD. The participants
provided much insight into the merits and shortcomings of current mental health
educational programs. Undeniably, the findings demonstrated that the trainings could not
be one-size fits all through a PowerPoint presentation, as soldiers differed in responses to

questions according to their age and/or deployment status.

Discussion

Supporting the theoretical background of the Delta Theory, soldiers provided
recommendations of what they would like to see changed to make the trainings more
effective. Participating soldiers identified who the most effective agents of change are,
who could possible assist in breaking down the barriers treatment for mental health issues
soldiers face postdeployment. Participating soldiers advised the educational trainings be
made by soldiers for soldiers. They also advocated that the trainings be conducted by a
person who is knowledgeable about downrange experience or what families face during

and postdeployments.

A unique facet of the OIF/OEF campaign is the length and multiple deployments

required of our soldiers. The researcher was interested in seeing if the number of
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deployments had a significant effect on the participating soldiers’ responses. When
running a GLM Unianova analysis of ([Age.coded=1, 0] * [Number of Deployments=1,
2, 3, 4]), to test the effects of multiple deployments, there was no significance found
among the source of deployments, as seen in Table 9, Test of Between-Subject Effects
Summary of Deployments. This concludes that while there are significant differences
among those who have and have not deployed, there is no significance in multiple
deployments. The researcher can conclude that deployment, whether one or multiple, has
a significant impact on their reported evaluation of programs compared to soldiers who

have not deployed.

Table 5.1. Test of Between-Subjects Effects Summary of Deployments

Program Question F Sig.
7: 1 learned what to do to prevent transition problems 0.20 0.66
10: The training uses good examples 0.71 0.40
11:_ I_Ilke the way the presenter conducted the transition 0.43 0.52
trainings
15: It was helpful for me to hear what others in my unit have
. . 0.03 0.86
to say about their deployment experiences
18: The training gave me the impression that soldiers are
2.2 0.14
screwed up
21: | learned how my deployment experience affected my
. . 3.1 0.09
family unit
22: The training takes into account my family cultural
. 1.9 0.17
traditions

Overall, deployment and age played an important role in the participating

soldiers’ reported response to the training. In Questions 7, the younger soldiers were
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close in their reported response to that they felt they learned what to do to prevent
transition problems. The change in answer appears in the older group between those who
have deployed and those who have not deployed. Older soldiers who have deployment
experience felt the training was ineffective in educating them of mental health issues.
The diverging results illustrated their dislike of the format and material provided in the
training sessions. Similar results were found for Question 11, asking whether they liked
the way the presenter conducted the transition training. This could possibly mean a few
things. One thing the results could be showing is that older soldiers who have
experienced deployment, and are more probable to have served more than one tour than
the younger group, do not feel the training is effective at all, as it does not assist them
with their transition back into society. They might already be suffering from mental
health issues, which could add to their opinion that the trainings are futile. The difference
between age groups for soldiers who have not deployed could be that they have different
learning styles. Older soldiers may have previous college experience and are used to
receiving information through PowerPoint presentations, while younger soldiers may

need interaction during their learning process.

Soldiers who have deployed versus soldiers who have not deployed have
diverging responses to Question 10 and 18. For Question 18, soldiers who have deployed
felt significantly higher that the trainings gave them the impression that soldiers are
screwed up. In the literature review, it was found that the British executed over 30
soldiers diagnosed with PTSD to set an example to other soldiers regarding desertion or
cowardice in during World War | (Bentley, 2005; Nidiffer & Leach, 2010). While current

practices for treating PTSD are not as harsh or judgmental, the actions of the past have
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impacted the present perception of soldiers regarding mental health disorders. Align with
Bandura’s Behavior Theory, the results of Question 18 reveal that because soldiers have
seen the consequences of revealing they have a mental health disorder in the past, they
perceive that the Army will not help them and admitting they need help will make them

weaker.

Another explanation for Question 18 would be that soldiers who have experienced
deployment and have been exposed to combat zones may have or be currently suffering
from mental health issues and view their inability to reintegrate back into society as a
weakness. Deployed soldiers have been taught to be emotional strong and independent;
therefore, being unable to control their emotions by themselves may make them feel like
a failure. Younger soldiers may be more impressionable, as they may not know what to
expect; therefore, they perceive the training of mental health issues as more stigmatized
than older soldiers. Soldiers who have not deployed may have peers and friends who
have had or currently suffering from mental health issues and do not view them as

screwed up or incompetent at their profession.

In Question 10, soldiers who have not deployed felt that the training used good
examples, but not soldiers who have deployed for both age groups. This difference in
reported opinion could signal two things. It could be interpreted as younger soldiers
lacking knowledge of what to expect during and after deployments; therefore, soldiers
who have not deployed are unaware of whether the trainings will fit their post-
deployment needs. Soldiers who have deployed may have very difference experiences
downrange than the examples provided in the training, which would influence their

scoring of this question. The second interpretation is that the findings could signal that
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age and deployment status has an impact on the type of trainings that are needed to
educate soldiers on mental health risks. An overview of PTSD through a PowerPoint may
be effective for younger soldiers pre-deployment as a part of their mental health training.
However, upon reintegration post-deployment, the findings may demonstrate a need for

more hands-on, in-depth training and services for soldiers regarding mental health issues.

For Question 15, younger soldiers again reported it significantly more helpful for
to hear what other soldiers had experienced during their deployment rather than older
soldiers. As stated above, this could be due to finding any information regarding what to
expect during their deployment helpful. A common complaint of soldiers who have not
deployed obtained in the qualitative section is that soldiers are unaware of how to apply
the trainings to actions in preparation deployment. Because younger soldiers are unsure

of what to expect, they find any information more helpful than no information at all.

Consistent with the researcher’s second hypothesis, younger soldier who do and
do not have deployment experience felt that including family units and cultural values in
the training would be helpful in making the trainings more relatable and realistic. Soldiers
who have not deployed did not differ significantly between groups in their response for

Questions 21 and 22.

For question 21, younger soldiers who have deployed reported they significantly
learned how their deployment experience have affected their family unit, as well as the
trainings taking into account their family cultural traditions. The qualitative data
converged with the quantitative findings with younger soldiers with deployment

experience stating they felt it would assist in family readiness while older soldiers with
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deployment experience felt it would scare their families away. This difference in
response could be due to the changes in the military. Campaigns advocating for mental
health awareness, family counseling post-deployments, and family readiness heightened
during the OIF/OEF campaign after a series of spousal deaths post-deployment returns.
Older soldiers may have been taught to soldier on and separate their work life from their
family life, while the military has slowly been transitioning to more family involvement

and awareness of downrange experiences to assist in family readiness.

The similarity in response to both questions could be due to the wording of
Question 22. Question 22 asks whether “The training takes into account my family
cultural traditions.” The researcher felt that the soldiers may not have understood what is
meant by the word ‘culture,” and that soldiers could have leaned on the wording of family
traditions to answer the question, and answered the question according to whether or not

they would want their family present in the training rather than cultural values.

One surprising result was the culture many of the soldiers named as one they most
identify with was American. This can be due to the fact that because of their profession,
they feel more of a sense of patriotism and affinity to their country than others who are
not in the military. Utilizing the knowledge of this common ground of patriotism within

the educational programs can help make the trainings more relatable to the soldiers.

Strengths & Limitations

There are several limitations that need to be mentioned. Due to the research
design, the following are possible threats to internal validity: (a) maturation; (b) testing;

(c) selection; and (d) instrument. Cook and Campbell (1979) defined maturation as a
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threat to validity due to the growth in age, wisdom, strength and experience of the
participant that could occur between pre and post-tests. Older soldiers who have more
experience in the new and old army may provide a natural alternative explanation of
growth independent to the research. Older soldiers who have more experience in the new
and old army may provide a threat to validity due to their experience between pre and
post intervention tests.

This is closely related to another threat of internal validity posed by this research
of testing. Testing is described as a threat to the results due to familiarity to the exam
(Cook & Campbell, 1979). As of 2009, all U.S. Army soldiers are required to take part in
Battlemind, and then U.S. Army Comprehensive Soldier Fitness Test (Adler et al., 2009).
Number of deployments becomes a threat to internal validity as an indicator of
experience within the military and the educational programs. Soldiers who have
participated in the program multiple times may no longer show responses on their
surveys that are accurate.

Selection is another possible threat to internal validity. Cook and Campbell (1979)
define selection as a threat caused by the kinds of people who participate in the research.
Due to the nature of the military, certain populations will not be able to be reached, as
they may be deployed during the time of the study. The data was collected with the
assistance of military personnel; therefore, the majority of the sample provided was
narrowed to the personnel’s profession of military police. This could be a threat to
validity as it does not represent the various characteristics of the military across all
positions. This can be controlled if the researcher is able to get multiple units or

members of various units to take the survey to increase generalizability. Future
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researchers can extend these findings by surveying personnel from other military
occupations.

The instrument is the final threat to internal validity. The survey is given at one
point of time, controlling for the internal threat to validity of history. However, the
survey will only be given over one period of time, which will not control for self-report
biases. The alterations to the instrument to include qualitative analysis will help control
for instrumentation threats to internal validity. Unlike a true experiment, this research is
assessing the effectiveness of an educational program intervention that is already in
place. Therefore, the researcher cannot control over various factors as she would if she
had implemented the intervention.

Notwithstanding the limitations of the study, there are several strengths of this
study. One strength of the study is multi-method; the qualitative section was created to
supplement the quantitative questions. The principal strength is that the qualitative and
quantitative questions converged on the same results. Another strength of the study is that
the participants were closely divided between age groups. Additionally, the participants
were closely split between soldiers who have deployed and soldiers who have not
deployed, demonstrating the needs of soldiers both pre and post deployment regarding

mental health awareness, training, and treatments.

Future Direction

Future Researchers

It appears that the PTSD educational programs have room for improvement and

surveying soldiers using both quantitative and qualitative methods is essential to
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improving mental health awareness and treatments. Further research can explore how to
implement the feedback found in this study to modify current programs to fit the needs of
soldiers pre and post deployment. Pilot programs of small in-class training sessions
differentiating between pre and post deployments can be a more effective way to reach
the soldiers. While PowerPoint trainings were originally created to reach the masses on
the low budget the military is currently experiencing, the methods are ineffective, as the
data of this study and the rising suicide rates of soldiers suggests. Future researchers need
to extend the findings of this study to find work in collaboration with soldiers of the
OIF/OEF campaign to create efficient in-person, small group trainings to cover more in-

depth material.

Undeniably, soldiers echoed the findings of many other previous studies in feeling
that stigma of being labeled as having a mental health disorder is damaging to the way
their peers and the Army treats them. Future researchers and the military should work
together to find feasible support systems and programs to better assist the soldiers pre-

and post-deployment.

Future Practitioners

The participating soldiers contribute many ideas of how practitioners can improve pre-
and post-deployment educational trainings in the future. Soldiers advise mental health
professionals and educators to move away from generic PowerPoint and back into the
classrooms. As a modification to their desire for trainings to be made by soldiers, future
practitioners can work in collaboration with soldiers in the training sessions. This

modification can allow soldiers to hear from other soldiers their experiences downrange,
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personal experiences of what resources were helpful to them, as well as making the
trainers more knowledgeable of the issues soldiers face- and post-deployment to make
them seem more relatable. Advertising of programs can follow suite of the targeted in-
class trainings, bringing more awareness of what services are available, what they

provide, and what soldiers can expect when utilizing these services.

Conclusion

The findings supported the researcher’s hypotheses. Soldiers provided insight in
the qualitative and quantitative sections of the survey of what are effect tactics used in
PTSD educational trainings, and what features would increase their reported likelihood to
be open and willing to seek treatment options in the future. Soldiers also indicated the
negative impact current PTSD educational programs have on their perception and
willingness to seek treatment for mental health issues.

The modified version of the TES revealed the significance of the interaction
between age and deployment has on soldier response to PTSD educational training. The
researcher found that younger soldiers are much more open to introducing new and
creative components to the trainings, while older soldiers may want to stick with the
basics. Soldiers want less mass information through PowerPoints, and more in-depth
information through in-class trainings. It is important for future researchers and
practitioners to be well versed and knowledgeable about the events soldiers may
experience downrange, and even more so if they have experience with deployments as a

soldier or family member.



APPENDIX A. TABLES

% of sample

Females (n=8) 14.5%
Males (n=47) 85.5%
Race/Ethnicity
White/Caucasian (n=37) 67.2%
African-American (n=6) 10.9%
Asian/Pacific Islander (n=3) 5.5%
Hispanic (n=6) 10.9%
Other (n=3) 5.5%
Culture
American (n=32) 58.2%

Table 4.1. Sample Characteristics
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Deployment
Yes No Total
Mean: 3.8 Mean: 2.7 Mean: 2.9
18-24 years
SD: 1.1 SD:1.3 SD: 1.3
()
[@)]
< Mean: 3.0 Mean: 2.3 Mean: 2.8
25-40 years
SD: 1.4 SD: 0.76 SD: 1.3
Total Mean: 3.1 Mean: 2.6 Mean: 2.8
SD: 1.3 SD: 1.2 SD: 1.3

Table 4.2. Descriptive Statistics of Program Question 18: The training gave me the
impression that soldiers are screwed up.



Deployment
Yes No Total
Mean: 3.2 Mean: 2.7 Mean: 2.8
18-24 years
SD: 1.1 SD: 0.97 SD: 0.99
()
[@)]
< Mean: 2.5 Mean: 3.9 Mean: 2.8
25-40 years
SD: 0.94 SD: 0.90 SD: 1.1
Mean: 2.6 Mean: 3.0 Mean: 2.8
Total
SD: 1.0 SD: 1.1 SD: 1.0
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Table 4.3. Descriptive Statistics of Program Question 7: | learned what to do to prevent

transition problems.



Deployment
Yes No Total
Mean: 2.6 Mean: 3.1 Mean: 3.0
18-24 years
SD: 1.5 SD: 1.1 SD: 1.2
(5]
[@)]
< Mean: 2.4 Mean: 3.4 Mean: 2.7
25-40 years
SD: 0.82 SD: .53 SD: .88
Mean: 2.4 Mean: 3.2 Mean: 2.9
Total
SD: 0.96 SD: 1.0 SD: 1.1

Table 4.4. Descriptive Statistics of Program Question 10: The training uses good

examples.
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Deployment
Yes No Total
Mean: 3.2 Mean: 2.8 Mean: 2.9
18-24 years
SD: 1.3 SD: 0.98 SD: 1.0
(5]
[@)]
< Mean: 2.2 Mean: 3.4 Mean: 2.5
25-40 years
SD: 0.89 SD: 0.53 SD: 0.98
Mean: 2.4 Mean: 3.0 Mean: 2.7
Total
SD: 1.0 SD:0.93 SD: 1.0

Table 4.5. Descriptive Statistics of Program Question 11: I like the way the presenter

conducted the transition training.
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Deployment
Yes No Total
Mean: 3.8 Mean: 4.0 Mean: 3.9
18-24 years
SD: 0.84 SD: 1.0 SD: 0.94
(5]
[@)]
< Mean: 2.8 Mean: 3.4 Mean: 2.9
25-40 years
SD: 0.95 SD: 0.98 SD: 1.0
Mean: 3.0 Mean: 3.8 Mean: 3.5
Total
SD: 1.0 SD: 0.99 SD: 1.1

Table 4.6. Descriptive Statistics of Program Question 15: It was helpful for me to hear
what others in my unit have to say about their deployment experiences.
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Deployment
Yes No Total
Mean: 4.0 Mean: 3.1 Mean: 3.3
18-24 years
SD: .00 SD: 0.87 SD: 0.86
(5]
[@)]
< Mean: 2.6 Mean: 3.0 Mean: 2.7
25-40 years
SD: 1.0 SD: 1.1 SD: 1.0
Mean: 2.9 Mean: 3.1 Mean: 3.0
Total
SD: 1.1 SD: .90 SD: 1.0

161

Table 4.7. Descriptive Statistics of Program Question 21: | learned how my deployment
experience affected my family unit.



Deployment
Yes No Total
Mean: 3.6 Mean: 2.8 Mean: 2.9
18-24 years
SD: 0.55 SD: 1.1 SD: 1.1
(5]
[@)]
< Mean: 2.3 Mean: 3.0 Mean: 2.4
25-40 years
SD: 0.91 SD: .58 SD: 0.89
Mean: 2.5 Mean: 2.8 Mean: 2.7
Total
SD: 1.0 SD: 0.99 SD: 1.0
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Table 4.8. Descriptive Statistics of Program Question 22: The training takes into account

my family cultural traditions.
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Program Question F Sig.
7: 1 learned what to do to prevent transition problems 0.20 0.66
10: The training uses good examples 0.71 0.40
11: I_Il_ke the_vv_ay the presenter conducted the 0.43 0.52
transition trainings
15: It was helpful for me to hear what others in my
: . - 0.03 0.86
unit have to say about their deployment experiences
18: The training gave me the impression that soldiers
2.2 0.14
are screwed up
21: I learned how my deployment experience affected
. ) 3.1 0.09
my family unit
22: The training takes into account my family cultural 19 017

traditions

Table 5.1. Test of Between-Subjects Effects Summary of Deployments




| 64

APPENDIX B. FIGURES

Number of military suicides escalating
Suicides in the U.S. military have risen significantly since

America began a decade of war.
B Army B Navy B Air Force Marines
40  Suicides through Army: 80 suicides
June 3 of
70 each year:
\ 2008 2009 2010 2011 2012
SOURCE: Department of Defense

Figure 1.1. Suicide rates of active duty soldiers over the past five years. Clifton, E. (2012,
June 8). Suicide rates in the military at the highest level in ten years. Times, retrieved
from: http://thinkprogress.org/security/2012/06/08/496604/military-suicide/


http://thinkprogress.org/wp-content/uploads/2012/06/military-suicides.jpg
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Estimated Marginal Means of Program Question 18: The training gave me
the impression that soldiers are screwed up
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Figure 4.1. Estimated Marginal Means of Program Question 18: The training gave me
the impression that soldiers are screwed up.
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Estimated Marginal Means of Program Question 7: | learned what to do to

prevent transition problems
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Figure 4.2. Estimated Marginal Means of Program Question 7: | learned what to do to

prevent transition problems.
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Estimated Marginal Means of Program Questions 10: The training uses
good examples
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Figure 4.3. Estimated Marginal Means of Program Question 10: The training uses good
examples.
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Estimated Marginal Means of Program Question 11: | like the way the
presenter conducted the transition training
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Figure 4.4. Estimated Marginal Means of Program Question 11: | like the way the
presenter conducted the transition training.



Estimated Marginal Means of Program Question 15: It was helpful for me to hear
what others in my unit have to say about their deployment experiences
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Figure 4.5. Estimated Marginal Means of Program Question 15: It was helpful for me to
hear what others in my unit have to say about their deployment experiences.
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Estimated Marginal Means of Program Question 21: | learned how my
deployment experience affected my family unit
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Figure 4.6. Estimated Marginal Means of Program Question 21: | learned how my

deployment experience affected my family unit.



Estimated Marginal Means of Program Question 22: The training takes into

account my family cultural traditions
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Figure 4.7. Estimated Marginal Means of Program Question 22: The training takes into

account my family cultural traditions.
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APPENDIX C. INSTRUMENT

The Wounded Social Identity of Soldiers:
The Impact of Education of Posttraumatic Stress Disorder (PTSD) in the
Likelihood of Seeking Help
Questionnaire

1. Gender:M/F

2. The ethnicity you most identify with:

3. The culture you most identify with:

4. Age:

5. Current military status: Active / Active Reserves / non-active Reserves / Retired
a. Job:

6. Number of deployments:
a. |If previously deployed, to what location (s):

7. Number of times you have received training in:
a. Battlemind:

b. U.S. Army Comprehensive Solider Fitness Test:

Rate the training you received when participating in Battlemind and/or U.S. Army
Comprehensive Soldier Fitness Test programs. Respond to items on a five point scale ranging from
strongly disagree (1) to strongly agree (5).

1. Thetraining focused on soldiers strengths

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

2. Thetraining made it clear that certain reactions and emotions during the deployment
were normal

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

3. The training was clear about when soldiers might need mental health care

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

4. The training was clear about the warning signs of a serious mental health problem




| 73

10.

11.

12.

13.

14.

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

| learned what to do if I need help with mental health problems

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

| learned what to do if my buddy needs help with mental health problems

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

| learned what to do to prevent transition problems
1 2 3 4
5
Strongly Disagree Neutral Strongly Agree

| learned specific actions | can take to make a successful transition home

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

The training made me realize that | learned a lot from my deployment experiences that |
can use at home

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

The training used good examples

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

I like the way the presenter(s) conducted the transition training

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

I liked the class interactions during the transition training

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

Transition training was best done as a group with my unit/battle buddies

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

It was helpful for me to share my thoughts and feelings about deployment with others in
my unit

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree
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15. It was helpful for me to hear what others in my unit have to say about their deployment
experiences

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

16. I trust that the things discussed in this training will be kept confidential

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

17. The training was a waste of time

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

18. The training gave me the impression that soldiers are screwed up

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

19. The training was culturally relevant

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

20. The training focused on the strength of my support systems

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

21. I learned how my deployment experience affected my family unit

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

22. The training takes into account my family cultural traditions

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

23. I learned the strengths and resiliency of diverse resources | have in the community

1 2 3 4 5
Strongly Disagree Neutral Strongly Agree

Write a response to the following questions (24 — 29) regarding the training you received when
participating in Battlemind and/or U.S. Army Comprehensive Soldier Fitness Test programs.

24. How has the training affected your transition from deployments?

25. What did you find effective in the training regarding your knowledge and response to
symptoms of PTSD?
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26.

27.

28.

29.

What did you find ineffective in the training regarding your knowledge and response to
symptoms of PTSD?

How would you respond differently in training if it involved your family unit (may include
but not be limited to: parents, spouse/partner, child(ren), etc.?

How would you respond differently in training if it involved your cultural values,
traditions, beliefs, etc.?

How could trainings encourage greater access to support and resources available to
soldiers and their families?
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APPENDIX D. CONSENT FORM
University of Hawai’i

Consent to Participate in Research Project:
The Impact of Education of Posttraumatic Stress Disorder in the Likelihood Seeking Help

My name is Tiffany M. Wong, B.A. I am a Master’s student at the University of Hawai’i
at Manoa (UH), in the Department of Educational Psychology. The purpose of my
current research project is to evaluate the effectiveness of U.S. Army educational
programs regarding Post-Traumatic Stress Disorder (PTSD), such as U.S. Army
Comprehensive Soldier Fitness and Battlemind. | am asking you to participate in this
project because you are an active, reserve, or retired member of the U.S. ARMY and
have participated in an educational program regarding PTSD.

Project Description - Activities and Time Commitment: If you participate, | will
administer a survey composed of 23 questions, ranking your feedback of the educational
programs from strongly disagree to strongly agree. The interview will last for about 25 to
30 minutes. Questions 24 — 29 allow the opportunity to expand upon your answers with
an open-ended narrative response. Completion of the survey will take approximately 20
minutes. At least 50 people will take part in this program.

Benefits and Risks: There will be no direct benefit to you for participating in this survey.
The results of this project may contribute to a better understanding of the effectiveness of
U.S. Army resilience programs assisting in educating soldiers of PTSD. There is little
risk to you in participating in this project.

Confidentiality and Privacy: This survey is anonymous. | am not in any way affiliated
with the Department of Defense (DoD) and no information you provide can be shared with
the DoD or anyone in your command. | will not ask you to provide any personal
information that could be used to identify you. Likewise, please do not include any
personal information, such as your name, in your survey responses.

Voluntary Participation: Participation in this project is voluntary. You can freely
choose to participate or to not participate in this survey, and there will be no penalty or
loss of benefits for either decision. If you agree to participate, you can stop at any time
without any penalty or loss of benefits to which you are otherwise entitled. If you feel
you have become disturbed by answering questions posed by the survey, please contact
Dr. Heather Purcell at Tripler Hospital at (808) 433-1498/6060 if you are an active duty
service member. If you are retired military personnel, please contact Michael Handel at
the Honolulu Vet Center at (808) 973-8387.

Questions: If you have any questions about this project, please contact me at via phone
(808) 223-5186 or e-mail (tmwong@hawaii.edu). If you have any questions about your
rights as a research participant, in this project, you can contact the University of Hawai‘i,
Human Studies Program, by phone at (808) 956-5007 or by e-mail at uhiro@hawaii.edu.
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Please keep the prior portion of this consent form for your records.
If you agree to participate in this project, please sign the following signature portion of
this consent form and return it to the person who distributed.

Signature(s) for Consent:
I agree to participate in the research project entitled, “The Wounded Soldier Identity of
Soldiers: The Impact of Education of Posttraumatic Stress Disorder in the Likelihood

Seeking Help. ” I understand that | can change my mind about participating in this project,
at any time, by notifying the researcher.

Your Name (Print):

Your Signature:

Date:
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APPENDIX E. RECRUITING MATERIAL

Aloha,

My name is Tiffany M. Wong, B.A. I am a Master’s student at the University of Hawai’i at
Manoa (UH), in the Department of Educational Psychology. The purpose of my current
research project is to evaluate the effectiveness of U.S. Army educational programs regarding
Post-Traumatic Stress Disorder (PTSD), such as U.S. Army Comprehensive Soldier Fitness
and Battlemind. | am asking you to participate in this project because you are an active,
reserve, or retired member of the U.S. ARMY and have participated in an educational
program regarding PTSD.

If you participate, | will distribute a survey composed of 23 questions, ranking your feedback
of the educational programs from strongly disagree to strongly agree. The survey will take
approximately 25 to 30 minutes to complete. Questions 24 — 29 allow the opportunity to
expand upon your answers with an open-ended narrative response, and would greatly
appreciate your personal perspectives of these programs.

This survey is anonymous. | am not in any way affiliated with the Department of Defense
(DoD) and no information you provide can be shared with the DoD or anyone in your
command. I will not ask you to provide any personal information that could be used to
identify you. You can freely choose to participate or to not participate in this survey, and
there will be no penalty or loss of benefits for either decision. If you agree to participate, you
can stop at any time without any penalty or loss of benefits to which you are otherwise
entitled.

If you are interested in participating in this study, please contact me via phone (808) 223-
5186 or e-mail (tmwong@hawaii.edu).

Many Thanks!
Tiffany Wong
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APPENDIX F. IRB Consent

Office of Research Compliance
Human Studies Program

UNIVERSITY
of HAWAI'T®
MANOA

MEMORANDUM

February 7, 2013

TO: Tiffany M. Wong
Principal Investigator
Educational Psychology

FROM: Denise A. Lin-DeShetler, MPH, MA @g /M&Mé&

Director

SUBJECT:  CHS #20948- “The Wounded Social Identity of Soldiers: The Impact of Education of
Posttraumatic Stress Disorder in the Likelihood Seeking Help”

Under an expedited review procedure, the research project identified above was approved for one year
on February 5, 2013 by the University of Hawaii (UH)} Human Studies Program. The application
qualified for expedited review under CFR 46.110 and 21 CFR 56.110, Category (7).

This memorandum is your record of the Human Studies Program approval of this study. Please maintain
it with your study records.

The Human Studies Program approval for this project will expire on February 4, 2014. If you expect
your project to continue beyond this date, you must submit an application for renewal of this Human
Studies Program approval. The Human Studies Program approval must be maintained for the entire term
of your project.

If, during the course of your project, you intend to make changes to this study, you must obtain approval
from the Human Studies Program prior to implementing any changes. If an Unanticipated Problem
occurs during the course of the study, you must notify the Human Studies Program within 24 hours of
knowledge of the problem. A formal report must be submitted to the Human Studies Program within 10
days. The definition of "Unanticipated Problem" may be found at:
http://hawaii.edw/irb/download/documents/SOPP_101_UP_Reporting.pdf, and the report form may be
downloaded here: http://hawaii.edu/irb/download/forms/App UP_Report.doc.

You are required to maintain complete records pertaining to the use of humans as participants in your
research. This includes all information or materials conveyed to and received from. participants as well
as signed consent forms, data, analyses, and results. These records must be maintained for at least three
years following project completion or termination, and they are subject to inspection and review by the
Human Studies Program and other authorized agencies.

1960 East-West Road

Biomedical Sciences Building B104
Honolulu, Hawai’i 96822
Telephone: (808) 956-5007

Fax; (808) 956-8683

An Equal Opportunity/Affirmative Action Institution
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Office of Research Compliance
Human Studies Program

UNIVERSITY
of HAWAI'T*
MANOA

MEMORANDUM

March 5, 2013

TO: Tiffany M. Wong
Principal Investigator
Educational Psychology

FROM: Denise A. Lin-DeShetler, MPH, MA &g/ﬁﬂ/w M

Director

SUBJECT: CHS #20948 — “The Wounded Social Identity of Soldiers: The Impact of Education of
Posttraumatic Stress Disorder in the Likelihood Seeking Help”

Your application for the Human Studies Program approval of a proposed change for the study identified
above was approved by the Human Studies Program on March 1, 2013. The approved changes were for:
¢ the six additional questions
e the safety monitoring mechanisms
This application qualified for Expedited Review under CFR 46.110 and 21 CFR 56.110, Category (b).
Note that this approval date is for the proposed revision. and does not reset the annual study expiration
date. Please refer back to your most recent IRB approval letter (initial application or continuing review)
for the study’s expiration date. Regulations require that continuing review be conducted on or before
the one-year anniversary date of IRB approval.

If future revisions to your study are required, please seek the Human Studies Program approval prior to
their implementation. If a change is necessary to protect the safety or welfare of study participants, it is
permissible to make the change without prior approval. However, you must notify the Human Studies
Program as soon as possible, requesting approval for the change.

When seeking approval to modify a Human Studies Program-approved document, please submit the
document using “Track Changes” to identify the proposed modifications. Clearly explain the reason for
the change on the Human Studies Modification form.

Please contact the Human Studies Program office at 956-5007 if you have any questions or require
assistance.

1960 East-West Road

Biomedical Sciences Building B104
Honolulu, Hawai‘i 26822
Telephone: (808) 956-5067

Fax: (808) 956-8683

An Equal Opportunity/Affirmative Action Institution
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