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Introduction

Chapter objectives:
· Identify current rates of alcohol and substance use in active duty and retired personnel the factors that influence these rates, and the services provided through the Veterans Administration  
· Identify contemporary treatment issues for substance use disorders and substance misuse (SUD) with military and veterans, including related military culture and experience factors

· Identify contemporary treatment theory models with particular relevance for active duty military, reservists/guardists, and veterans

· Evaluate a range of SUD interventions and apply evidence-informed practice related to contemporary theoretical models and neuroscience evidence relevant to SUD and resilience in recovery
· Identify current policies and procedures in alcohol and drug use for military personnel. 

Armed conflicts in the era of global terrorism have entailed unique risks, as well as new knowledge about supporting resilience in high-risk settings (Dole et al., 2007; Tanelian & Jaycox, 2008; Cornum, Matthews, & Seligman, 2011; Smith-Osborne, 2009).  Further, the changing demographic characteristics and service branch sizes and roles in the All-Volunteer Force (AVF) in America, concomitant with evolving cooperative roles and force strengths among allied forces, United Nations forces, local nation-state armies, and private paramilitary contractors, have presented new dimensions affecting risk and protective factors for active duty and veteran resilience (Mental Health Advisory Team 6, 2009).  Key demographic characteristics are the narrower geographic segments and family types from which AVF recruits are drawn compared to the conscription era, the increased numbers of female military members overall and in-theater, increased proportion of Reserve and National Guard troops, and the associated increase in married service personnel and service personnel with children (Dole et al., 2007). Other characteristics include the decreased educational level of enlistees compared to the first Gulf War (Smith-Osborne, 2009) and increased rates of enlistees with criminal records (many drug-related) and psychiatric diagnoses, as well as active duty using prescribed psychotropic medications, both related to societal trends and the changing policies for medical waivers necessary to maintain adequate force strength (Moore, 2009; Sackett & Mavor, 2006; Warner, Appenzeller, Parker, Warner, & Hoge, 2011).  For example, early in Operation Iraqi Freedom (OIF), 12.6% of enlistment medical examination failures were due to positive test for marijuana, with 20% subsequently obtaining waivers (Sackett & Mavor, 2006, p. 15).  Also, the AVF has been characterized by higher rates of retention, more specialized training while serving, increased use of sophisticated technology, and well-integrated transition from the military treatment system to VA health care system than conscription era forces (Amdur et al., 2011; Sackett & Mavor, 2006).
 Prevalent injuries in these conflicts include substance-related disorders which may co-occur with posttraumatic stress disorder (PTSD), depression, traumatic brain injury, military sexual trauma, and polytrauma (Angrist, 1993; Savoca & Rosenheck, 2000; Dole et al., 2007; Tanelian & Jaycox, 2008).  Recent studies also find heavy drinking, underage drinking, and binge drinking in social settings (substance misuse) may be a particular problem for some military and veterans, especially those who have been exposed to combat and who have symptoms of posttraumatic stress and traumatic brain injuries (Calhoun, Elter, Jones, Kudler, & Straits-Troster, 2008;Corrigan & Cole, 2008; Jacobsen et al., 2008).


Chronic alcoholism and illicit drug dependence constitutes ineligibility for enlistment. Beyond that, the service branches vary in their standards for disqualification due to history of substance dependence and drug use (Sackett & Mavor, 2006). Female gender, younger age, and Marine service branch have been associated with higher risk of new onset drinking behaviors among current active duty personnel (Jacobsen et al., 2008), and alcohol misuse with male gender, younger age, positive PTSD and depression screening, and Army and Marine service branch among treatment-seeking veterans of current conflicts (Jakupcak, Tull, McDermott, Kaysen, Hunt, & Simpson, 2010).  Alcohol misuse has been found to increase after deployment, compared with pre-deployment levels (Hoge, Castro, Messer, McGurk, Cotting, & Koffman, 2004). Further, alcohol misuse has been found partially to mediate the association between PTSD and functional mental health in daily life (McDevitt-Murphy, Williams, Bracken, Fields, Monahan, & Murphy, 2010), suggesting that this constellation of health conditions and behaviors may be particularly relevant to the quality of veterans’ reintegration to civilian life, including their primary goal of furthering their post-service educational attainment (National Priorities Project, 2006).  However,  treatment services are not routinely brokered for many veterans: studies suggest that only 31-50% of those identified with hazardous drinking behavior in outpatient Veterans Administration (VA) settings receive risk-reduction information or counseling and/or referral for treatment (Calhoun, Elter, Jones, Kudler, & Straits-Troster, 2008; Hawkins, Lapham, Kivlahan, & Bradley, 2010). Thus systemic barriers to treatment engagement for veterans at the primary care level require further attention.  Development of collaborative mental health/substance use and medical teams in primary care settings has potential to increase harm reduction impact and treatment engagement of veterans with a range of co-morbid conditions (Amiel & Pincus, 2011). The VA initiated a pilot program of co-located integration of primary care and mental health care in 2007 (Post & Van Stone, 2008; Post, Metzger, Dumas, & Lehmann, 2010). However, preliminary results indicated no difference in diagnosis patterns or specialty clinic use (a proxy for treatment engagement) by veterans who utilized the integrated clinics compared to others (Pfeiffer et al., 2011).
Current treatment literature with this population reports further veteran-identified barriers and challenges to treatment engagement for this associated constellation of substance misuse, mental health, and dual diagnoses (Wallace, Wallace, & Weeks, 2008).  Veterans report avoidance of stigma, reluctance to self-identify as injured or in need of rehabilitation, perception of the psychosocial costs of available treatment as outweighing perceived benefits, and prioritization of rapid resumption of desired civilian life trajectories as key reasons for delay in or refusal of treatment engagement (Vasterling, Schumm, Proctor, Gentry, King, & King, 2008; Batten & Pollack, 2008; Smith-Osborne, in press).


Thus, treatment delivery needs to be adapted to the needs of current veterans and novel, client-centered methods of treatment engagement need to be tested.  Recent advances in neurobiological research and positive outcomes of brief harm reduction-oriented services in non-clinical settings (Madras, Compton, Avula, Stegbauer, Stein, & Clark 2009) both suggest that psychosocial interventions may have effects not only on behavior, but also on the physiology of the brain (Johnson, 2001; Johnson, 2004; Spence, DiNitto, & Straussner, 2001).  These findings lend support for the testing of models in community settings which are not diagnostically- and treatment-driven, but which may facilitate improved general health and adaptive functioning.  Such models are more likely to be used by veterans and show emerging evidence of having treatment effects on diagnosed conditions and problematic behaviors such as substance misuse (Smith-Osborne, 2011).
Extent of the Problem

The rates of alcohol problems in military personnel have ranged from 9.9 to 33% (Erbes et al., 2007; Seal et al., 2011). Drug abuse and dependence rates have been found to be lower; ranging from 2.7% to 3.9% (Seal et al., 2011). According to the Defense Department’s annual Survey of Health Related Behaviors Among Active Duty Personnel, illegal drug use has remained the same over the past several years while alcohol, tobacco, and prescription drug misuse has increased (Daniel, 2010). Male veterans have higher prevalence rates of alcohol and drug dependence then female veterans (Seal et al., 2011). Additionally, over half of all veterans are treated for co-occurring substance abuse and psychiatric disorders (Benda, 2006). With only 48% of veterans who returned from Afghanistan (“Operation Enduring Freedom”; OEF) and Iraq (“Operation Iraqi Freedom”; OIF) combat receiving services from the Department of Veteran’s Affairs (VA) (VA, 2010), providing substance abuse treatment to veterans is essential in both government and private organizations. 
Theoretical Explanations
Theories of addiction among the general population propose that the pleasure and reward systems of the brain, involving structures in the amygdala, anterior cingulated cortex, and nucleus accumbens, become hyperactively responsive to addictive substances through repeated exposure or conditioning affecting long-term memory at the molecular level interacting with genetic predisposition (Mack & Francis, 2003). Genetic predisposition evidence, specific to glutamate and dopamine production or receptors, is strongest for the alcohol use disorders (Kohnke et al., 2002).  Theoretical advances made possible by brain imaging technology propose that the involvement of contiguous and overlapping brain structures and a common set of neurotransmitters in the onset and process of both the psychiatric disorders and substance-related disorders (SUDS) may explain the high co-morbidity of these disorders and the relative intractability of nicotine dependence and other addictions among persons with severe and persistent mental illness (Kalman, Morrissette, & George, 2005; Kessler et al., 1996). 

 Particularly with reference to theories of addiction in occupational groups such as the military, it is important to consider environmental exposures to substances which can cause substance-related disorders.  Such toxins include the heavy metals, volatile substances (referred to as inhalants when ingested recreationally), rat poison, antifreeze, pesticides, carbon monoxide, and carbon dioxide (American Psychiatric Association, 2000).  Military environmental health surveys have documented that service personnel may be exposed to several of these when in-theater in the Middle East as well as during stateside training exercises (Horn et al., 2006; Research Advisory Committee on Gulf War Veterans’ Illnesses, 2008).  It is unclear if substance abuse is the result of combat exposure or occurred prior to military service (Benda, 2006).   Brewin’s dual representation theory of memory alteration in Posttraumatic Stress Disorder (Brewin & Holmes, 2003) offers implications for co-morbidity with substance abuse.  This theory, as applied to addiction processes, suggests that concurrent social learning and conditioning of brain circuits for reward reinforcement may set up parallel sensory-driven drug use cues and drug-related cognitive schema. The sensory cues, which are hypothesized to involve situationally-accessed implicit memories, may be relatively impervious to re-conditioning by primary social learning processes which occur in the prefrontal cortex (i.e., “higher” brain areas using verbally accessed, explicit memories).
Context of the Problem


The Department of Defense now has policies to enforce the legal drinking age of 21, and to discourage underage and problem drinking among troops (e.g., Edge, 2011).  These policies were enacted in 1988. Analyses of alcohol treatment data from 1992-2003 suggest that the military’s policy enforcement efforts over that period were associated with reductions in later alcohol treatment for veterans from that era, compared to civilian trends (Wallace, Wallace, & Weeks, 2008).  However, the prior military cultural norm of treating troops as adults regardless of legal age restrictions may still have influence unofficially (e.g., see Walker, 2012), especially when service members are off-post and when stationed in a country with lower drinking age (Spera, Briamonte, & Schmidt, 2010).  Young  Americans, both civilian and military, are members of a culture which  associates excessive drinking with socializing in peer groups, rather than associating drinking with religious observances, family meals, and intergenerational special events as is more common in some other cultures. However, recent studies suggest that service personnel have higher rates of heavy and hazardous drinking than civilians (Calhoun, Elter, Jones, Kudler, & Straits-Tröster, 2008).  The military (including veterans’ service organizations) has a long tradition of providing bars and clubs serving alcohol as social gathering places for personnel (historically, but no longer, separated by rank) on military installations, reflecting that drinking together is closely identified with social cohesion in military culture (Eggleston, Straits-Tröster, & Kudler, 2009; Stahre, Brewer, Fonseca, & Naimi, 2009).  Similarly, there is a higher prevalence of smoking among active duty military and veterans than among civilians (Smith, Ryan, Wingard, Patterson, Slymen, & Macera, 2008).

As noted elsewhere in this chapter, high rates of heavy drinking and new onset alcohol problems among younger and female troops, as well high rates of binge drinking and increased post-deployment drinking among male troops (particularly Reservists and Guard) have been observed (Jacobson et al., 2008).  High rates of problem drinking among OIF/OEF veterans have also been observed within VA health facilities (Erbes, Westermeyer, Engdahl, Johnson, 2007).  These findings suggest a common pattern of alcohol misuse at these times and among these risk groups, perhaps initially to cope with post-deployment stressors and to “let off steam” in the recreational context of unit cohesion.  This initial pattern may be prolonged by transitional stresses such as unemployment or underemployment, social isolation or disengagement from civilian relationships, loss of structured environment, and ensuing boredom associated with the shift from military life to civilian life.
Overview of Recent Studies 

Among the general U. S. population age 12 and older, 23% are current smokers, 23.1 % binge drink (five or more drinks on one occasion), 6.7% drink heavily binge drink at least five days in the past 30 days), and 8.9% use illicit drugs (SAMSA, 2011). Nearly 18% of military personnel are current smokers (Jacobson et al., 2008); furthermore rates have found to be 50% higher than civilian rates for deployed military personnel (Volkov, 2009). According to Jacobson and colleagues, 18.5% of military personnel have a history of potential alcohol dependence. Seal et al. (2011) studied 456,502 OEF/OIF veterans who were first-time users of VA healthcare services between October 2001 and September 2009. The participants were followed for at least 90 days. Over 7% of the participants received a diagnosis of substance abuse; 5.2% of the participants received a diagnosis of alcohol dependence. Nearly 4% of participants were considered to have a diagnosis of drug abuse; drug dependence was found in 2.7% of the participants. Three percent of the participants received a diagnosis of both alcohol and drug dependence. In male veterans, the prevalence of alcohol (10.5%) and drug dependence (4.8%) was higher than in female veterans (4.8%; 2.4%). These findings were similar to studies of Vietnam Veterans. In addition, those veterans diagnosed with substance abuse issues, 82 to 93% had a comorbid diagnosis of PTSD, depression, anxiety, or adjustment disorder. The diagnosis of PTSD leads to a fourfold risk of being diagnosed with alcohol dependence; a threefold risk of illicit drug dependence. 

Specific characteristics have been found to increase the risk of substance abuse and dependence in military personnel. Jacobson et al.’s (2008) used the Millennium Cohort Study to examine alcohol problems among over 48,000 military personnel. Alcohol problems were found in 11.5% of active duty personnel as compared to 14.1% for Reserve/Guard personnel. Results found alcohol problems to be the highest in active personnel with combat related exposures as compared to those without combat exposures or not deployed. Active personnel who were most at risk for alcohol problems were born after 1980, were White, non-Hispanic, Marines, current smokers, and have a positive result on the CAGE questionnaire. For Reserve and Guard, risk factors were the same with the addition of previous combat exposure, diagnosis of PTSD and/or depression. Differences among gender were found whereas women with alcohol problems were more likely to report weekly drinking while men reported binge drinking. Seal et al. (2011) found military personnel at risk for substance abuse and dependence included those individuals who were younger, White, never married, divorced, separated or widowed, junior enlisted, and enrolled in the Army.
Hawkins, et al. (2010) examined the prevalence and referral for alcohol misuse in 12,092 veterans seen at VA outpatient clinics across the nation; 2,009 of which were women. Of the 23% of men who screened positive, referrals for alcohol treatment were given to over 62% of OEF/OIF veterans, 69% for other veterans. Men were more likely to be referred if they severely misused alcohol, were previously diagnosed with a substance abuse disorder, and had previously attended specialty care addition services. Rates for completed referral were over 65% in OEF/OIF veterans, 73% in non OEF/OIF veterans. Six percent of women screened positive for alcohol misuse; the small number limited statistical power for comparisons.


Thus, the evidence suggests that this population is subject to a range of health risks which act together bidirectionally to increase vulnerability to military trauma and to cope with military trauma as it occurs, and which challenge healthy reintegration to civilian life.  Substance misuse and pre-service vulnerability factors are foremost among these risks, followed by substance abuse and effects of other injury and trauma exposures in theater. The evidence suggests that substance misuse and abuse may function as both a stress coping strategy and a mediator between the prevalent service-connected health conditions and functional mental health status. With regard to the role of substance misuse in dampening or managing symptoms of military trauma, it is unclear whether the hyperarousal or the emotional numbing symptom cluster is the salient one associated with substance misuse (Jakupcak et al., 2010),
Assessment


The American Psychiatric Association’s Diagnostic and Statistical Manual (DSM) provides atheoretical, evidence-based assessment criteria that are helpful in assessing for the presence of substance use disorders (SUDS).  The SUDS criteria from the most recent edition of the DSM, which combines substance abuse and dependence into one disorder and adds empirically determined severity qualifiers, may be found in Table
 ----.
Table ___

DSM V Substance Use Disorder Criteria

	Criteria
	Severity 

Specifiers
	Dependence

Specifier
	Course 

Specifiers
	Course

Definitions: Criteria not met

	A.  A maladaptive pattern of substance use leading to clinically significant impairment or distress, as manifested by 2 (or more) of the following, occurring within a 12-month period: 

1. recurrent substance use resulting in a failure to fulfill major role obligations at work, school, or home (e.g., repeated absences or poor work performance related to substance use; substance-related absences, suspensions, or expulsions from school; neglect of children or household) 

2. recurrent substance use in situations in which it is physically hazardous (e.g., driving an automobile or operating a machine when impaired by substance use) 

3. continued substance use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of the substance (e.g., arguments with spouse about consequences of intoxication, physical fights)

4. tolerance, as defined by either of the following: 

a.   a need for markedly increased amounts of the substance to achieve intoxication or desired effect 

b.   markedly diminished effect with continued use of the same amount of the substance
(Note: Tolerance is not counted for those taking medications under medical supervision such as analgesics, antidepressants, ant-anxiety medications or beta-blockers.)
5. withdrawal, as manifested by either of the following: 

a.   the characteristic withdrawal syndrome for the substance (refer to Criteria A and B of the criteria sets for Withdrawal from the specific substances) 

b.   the same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms
(Note: Withdrawal is not counted for those taking medications under medical supervision such as analgesics, antidepressants, anti-anxiety medications or beta-blockers.)
6. the substance is often taken in larger amounts or over a longer period than was intended 

7. there is a persistent desire or unsuccessful efforts to cut down or control substance use 

8. a great deal of time is spent in activities necessary to obtain the substance, use the substance, or recover from its effects 

9. important social, occupational, or recreational activities are given up or reduced because of substance use 

10. the substance use is continued despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or exacerbated by the substance 

11. Craving or a strong desire or urge to use a specific substance.


	Moderate: 2-3 criteria positive
Severe: 4 or more criteria positive

	With Physiological Dependence: evidence of tolerance or withdrawal (i.e., either Item 4 or 5 is present)

Without Physiological Dependence: no evidence of tolerance or withdrawal (i.e., neither Item 4 nor 5 is present) 

	Early Full Remission

Early Partial Remission

Sustained Full Remission

Sustained Partial Remission

On Agonist Therapy 

In a Controlled Environment


	for at least 1 month, but less than 12 months, no criteria met
for at least 1 month, but less than 12 months

at any time during a period of 12 months

not met full criteria ≥ 12 months

for at least past month while on a prescribed agonist medication

for at least past month while in an environment where access is restricted


Note.  Adapted from “Substance Use Disorder: Proposed Revisions in the DSM 5” by the American Psychiatric Association. Retrieved at http://www.dsm5.org/ProposedRevision/Pages/proposedrevision.aspx?rid=431

One systematic review found universal screening plus brief intervention offered in primary care settings to be effective in reducing alcohol misuse in a general population (Beich, Thorsen, & Rollnick, 2003), and the VA has instituted a broad policy of universal screening. Veterans in VA health facilities are to be screened annually for tobacco and alcohol, when utilizing primary care, medical specialty settings, and mental health services (VA, 2008).  Screening in VA primary care clinics is reinforced with an electronic record reminder citing it as part of the practice guidelines listed in the reminder (Claiborne, Videka, Postiglione, Finkelstein, McDonnell, & Krause, 2010).  Veterans are screened using the Alcohol Use Disorders Identification Test Consumption Questions (AUDIT-C) or by using another valid and reliable measure (VA, 2009).  VA clinical practice guidelines dictate that illicit drug use is only screened in high risk populations (e.g. individuals who are HIV positive). If, however, an incident occurs in which substance use is thought to be a contributing factor, the individual is required to be assessed at a VA substance use facility (VA, 2009).  The AUDIT-C and other screening instruments with established reliability and validity are listed below with citations for sources of their development and validation
. These instruments are also used routinely to monitor treatment progress, concurrently with essential physiological measures of substance use such as urine tests and breathalyzer tests.

Screening instruments should be used in conjunction with psychosocial assessment by interview which includes family history of addiction and recovery and comorbid conditions, substance use and abstinence patterns prior to enlistment, substance use and abstinence patterns during enlistment (including substance-related service record reprimands or discharge status reasons), as well as current substance use behaviors (Hawkins, Lapham, Kivlahan, & Bradley, 2010; Jacobsen, 2008) and possible comorbid conditions.

If the selected screening instrument does not collect specific information on the drug choice(s), use pattern (e.g., amount, schedule, settings, cues, and patterns in deciding not to use substances), and use frequency, this information must be collected in the assessment interview (Skidmore & Roy, 2011).  Structured diagnostic interview guides have been developed and validated for this purpose. Interview protocols for veterans should include questions to assess for the presence of panic attacks, flashbacks, rage outbursts, and aggressive behaviors, for which the veteran may be using drugs and/or alcohol to “self-treat”.
Screening Instruments
:
Brief Michigan Alcohol Screening Test (MAST): Pokorny, Miller, & Kaplan, 1972
CAGE (Cut back, Annoyed, Guilty, Eye opener) Dhalla & Kopeck, 2007; Ewing, 1984.
CAGE-Adapted to Include Drugs (CAGE-AID): Brown & Rounds, 1995; Dyson, Appleby, Altman, Doot, Luchins, & Delehant, 1998

The Alcohol Use Disorders Identification Test (AUDIT) and the AUDIT-Consumption (AUDIT-C): Donovan, Kivlahan, Doyle et al., 2006; Bradley, DeBendetti, Volk, et al., 2007.
WHO Alcohol, Smoking and Substance Involvement Screening Test

(ASSIST)(Modified by NIDA): Full screen available at http://www.nida.nih.gov/nidamed/screening/nmassist.pdf
A single-item screening measure was recently validated for drug use disorders consisting of the single question, "How many times in the past year have you used an illegal drug or used a prescription medication for nonmedical reasons?" A response of 1 time or more yields a positive screen: Bell, Williams, Senier, et al., 2003; Smith, Schmidt, Allensworth-Davies, Safe, 2010.
Withdrawal Instruments:
Addiction Research Foundation Clinical Institute Withdrawal Assessment of Alcohol (CIWA-Ar): Sullivan, Sykora, K., Schneiderman et al., 1989
See web based training on use of CIWA-Ar for Prevention of Alcohol Withdrawal Syndrome at

www.detoxguideline.org
Clinical Opiate Withdrawal Scale (COWS): Wessen & Ling, 2003.
Interventions

Unhealthy alcohol use is one of the top five prevention priorities for the U.S. Preventive Services Task Force (VA, 2009). The VA Clinical Practice Guidelines for Substance Use Disorders (2009) classifies unhealthy alcohol use into three categories: risky, problem drinking, and substance use disorders.  Risky users are women and people greater than age 65 years who drink seven drinks per week or 3 drinks per occasion; men who consume 14 drinks per week of greater than four drinks per occasion. Problem drinking is defined as experiencing alcohol related consequences but not meeting DSM-IV-TR criteria (see APA, 2000). Diagnosed substance use disorders meet DSM-IV-TR criteria. 
The VA Clinical Practice Guidelines (2009) recommends for clinicians without specialized substance abuse training to provide a brief intervention about the person’s drinking. This can consist of a few minutes to one entire visit that is focused on a motivational discussion addressing the alcohol use and the impact on the individual’s life (VA, 2009). This includes a referral to specialized substance abuse treatment services if appropriate. 

When a veteran is diagnosed with a substance use disorder, a bio-psychosocial assessment that includes coexisting psychiatric and/or medical conditions is to be conducted (VA, 2008).  The VA clinical practice guidelines (2009) identify specific steps that must be taken after the assessment has occurred. The specific diagnosis of substance use disorder, an integrated summary, and initial treatment plan are to be developed. Providers are to address psychosocial functioning and the environment for recovery, manage any medical and/or psychiatric co-occurring conditions. They are to continually assess the individual’s response to treatment and monitor biological indicators, reinforce and follow up with the veteran. If the provider assesses the treatment goals are achieved, the individual can be discharged from treatment once an aftercare/recovery plan is developed. If relapse occurs, the provider is to reevaluate and treatment plan regarding setting and strategies. 
For those veterans who do not wish to receive treatment for substance use, providers are required to continue to monitor substance use (VA, 2008). If veterans are found to use tobacco, education, counseling and pharmacotherapy are to be offered (VA, 2008). Studies in veterans have demonstrated nicotine dependence has been successfully treated with nicotine replacement therapy, bupropion, and varenicline (McFall et al., 2010: Purvis et al., 2009). However, specific VA guidelines are to be followed. According to the VA Clinical Practice Guidelines for Management of Tobacco (2011), the first line of treatment is to prescribe nicotine patch, gum or lozenge. If the quit attempt is unsuccessful, the use of Bupropion and/or combination therapy can be used. Combination therapy is prescribing a long acting nicotine formula (eg patch) and a short acting formula, (eg. gum, lozenge, inhaler, nasal spray). The long acting formula addresses withdrawal symptoms; break through cravings are controlled by the short acting formula. Varenicline can also be used; however, it is considered a second line agent due to safety concerns. 

Detoxification from such substances as alcohol, sedatives, hypnotics, or opioids is available on an inpatient or outpatient basis. However, treatment is not considered to be finished once the veteran has been detoxified. An appointment for follow-up treatment for the veteran is to be made within one week after completion of medically-supervised detoxification (VA, 2008). For those veterans who are opioid dependent with no medical contraindications, opioid antagonist treatment in combination with psychosocial treatment can be offered (VA, 2008). This treatment can be in the form of opioid treatment program which provides methadone or buprenorphine (VA, 2008). A second option is office based buprenorphine treatment provided by waivered physicians (VA, 2008). 

Pharmacotherapy can be used for veterans with alcohol use disorders. The Federal Drug Administration (FDA) has approved Disulfiram, Naltrexone, and Acamprosate for alcohol dependence (Harris, Kivlanhan, Bowe & Humpreys, 2010). All of these medications are utilized for veterans at the VA, however oral naltrexone is prescribed, not long–acting injectable Naltrexone (Harris et al.). Through the VHA National Patient Care Database, Harris and colleagues examined over 260,000 veterans diagnosed with substance abuse disorders to see the rate of medication treatment. Less than one percent of the sample was prescribed Acamproste; less than two percent oral Naltrexone; just over one percent Disulfiram. Those veterans who were more likely to receive medication were women, veterans ages 30 to 55, had a diagnosis of alcohol dependence, and were receiving residential or outpatient substance abuse specialty care. 

The VA’s Clinical Practice Guidelines for Substance Abuse Disorders (2008) identifies and explains several addiction-focused psychosocial interventions that have been found to be at least as effective as other evidenced based practices or treatment as usual and/or in combination with pharmacotherapy and/or other evidenced based practices (see p. 64-68). The clinical practice guidelines provide a summary of the results of studies conducted on veterans for behavioral couples therapy, cognitive behavioral coping skills training, contingency management, community reinforcement and Motivational Enhancement Therapy. The guidelines report behavioral couples therapy has been found to be effective in veterans whose drug of choice is alcohol and stimulants. Cognitive Behavioral Coping Skills training has been found to be successful by itself in veterans whose drug of choice is alcohol, stimulants, and cannabis. It has also been effective in combination with other treatments for veterans who use alcohol, opioids, and cannabis. Cognitive Behavioral Treatment has also been found to be effective in veterans with comorbid diagnoses of major depression. Glasner-Edwards,  Tate, ,  and McQuaid, et al. (2007) randomly assigned 148 veterans with diagnoses of substance abuse disorder and major depression to receive either Cognitive Behavioral Therapy or Twelve Step affiliation treatment. Self-efficacy improved along with substance abuse treatment outcomes for both treatments.  

The Clinical Practice Guidelines (2008) also report other treatments can be used to for veterans with substance abuse diagnoses. Contingency management has been found to be efficacious in addition to other treatment for veterans who use alcohol, opioids, and cannabis. Community reinforcement approach by itself has had positive results in veterans who use alcohol; it has been successful by itself and in combination with other therapies in veterans who use stimulants. Motivational Enhancement Therapy has been effective by itself and in combination with other treatments for veterans who use alcohol. When utilized in combination with other treatments, positive results have been found in veterans who are cannabis users; mixed results were found for stimulant using veterans; questionable results for veterans using opioids. Questionable results were also found when used alone for cannabis. 

Particular focuses for psychosocial substance abuse treatment in military personnel have been suggested. Benda (2006) studied 600 homeless men and women veterans who received inpatient domiciliary services for substance abuse at the VA. Interviews were conducted three times while in treatment as well as two months post discharge.  Readmission rates for men decreased if men were employed, while for women receiving social support from family and friends were predictors of success. Benda suggested drug and alcohol education, addressing PTSD, memory loss, aggression, depression and suicidal thoughts, social support, and employment should be included in substance abuse treatment in order to reduce readmission rates. Najavits and colleagues (2010) surveyed 205 VA staff providers about substance abuse treatment for veterans.  Providers suggested treatment should include addressing developmental stage of life issues (such as divorce, living with parents), utilizing creative engagement strategies, and implementing timely intervention for comorbid diagnoses of PTSD and substance dependence. Providers also reported the need for greater awareness of generational and cohort differences among veterans (e.g. use of cell phones, volunteer versus draft), the impact of peer influence and young age, as well as how redeployment concerns can influence treatment. 

Policies 

There are many regulations and policies in the military against substance abuse. These include the Uniformed Code of Military Justice and personnel policies by the Department of Defense (DoD) (Daniels, 2011). For example, DoD Directive 1010-4 provides the definition of legal and illegal drug abuse (Daniels, 2011). Commanders of units have also issued rules against substances that are legal in most states such as salvia divinorum or synthetic marijuana (Daniels, 2011). Currently, there is a government-wide effort to address substance use and abuse due to the report Strengthening Our Military Families: Meeting America’s Commitment issued by The White House in January 2011. One of the principles outlined in the report is to protect the health and well-being of veterans and their families by “By ensuring availability of critical substance abuse prevention, treatment, and recovery services for Veterans and military families” (p.2). In addition, the National Institute for Drug Abuse (NIDA), the Department of Defense, Department of VA, and other Federal agencies have joined together in a campaign to address the recent increase in substance issues for Iraq and Afghanistan veterans (Volkow, 2009). A call for proposals was issued by NIDA in 2009 to examine substance abuse and abuse among service members, veterans, and military families (Volkow, 2009).

Programs & Interventions

There has been a 23% increase of substance use disorder diagnoses from 1998 to 2006, yet costs for treatment have declined 30% (from $ 3.78 per million per VA medical center to approx. $2.63 million) (Humphreys, Wagner & Gage, 2011). Inpatient stays decreased by 68% from 1998 to 2006; outpatient from 42.3% to approx. 33% of SUD patients (Humphreys, Wagner & Gage, 2011).  When a Veteran Medical Center adds additional services for substance use disorders, it increases the likelihood that patients will make use of these services (Humpreys, Wagner & Gage, 2011). However, it also decreases utilization of outpatient and inpatient psychiatric services, replicating other findings that mental health and SUD services often serve similar patients and are to some extent interchangeable (Schaefer, Cohen, Greenbaum, & Moos, 2003). Finally, expanding SUD treatment is associated with an increase in the amount of outpatient medical services that SUD patients utilize. This again replicates other studies showing that one effect of expanding treatment is to bring in more sick patients and to identify more of their health problems, which leads to more services (see also Godfrey, Steward, & Gossop, 2004). 
For those veterans who are willing to seek treatment, there are services available depending on the type and severity of substance use. These services include outpatient, intensive outpatient (3 hours per day for at least 3 days per week), residential (live in), pharmacotherapy, detoxification, continuing care, relapse prevention, and marriage and family counseling (VA, 2010b). A minimum of two evidenced based practice approaches to be utilized when providing these services (VA, 2008). Telephone contact and peer support are also other approaches (VA, 2008). Typical provides of substance abuse care in the VA system include psychologists, social workers, certified substance abuse counselors, psychiatrists, nurses, vocational or rehabilitation counselors, pastoral counselors, and physicians (Najavitis, Norman, Kivlahan, & Kosten, 2010).
Case Study 


This client has been referred by her supervisor to the company Employee Assistance Program (EAP) for evaluation due to a recent pattern of tardiness and absenteeism, especially on Mondays.  This client presents to her first EAP session complaining of difficulty sleeping, problems focusing at work, and depressed mood.  

The client is a 30 year old manager in the information technology (IT) department of a major manufacturing company, having been employed there successfully for three years.  She states that she loves her job, and just wants to get the supervisor “off her back”, so she can continue her history of excellent performance with the company.  


She is an OEF veteran who reports experiencing periodic (but not constant or continuous) difficulty with nightmares, flashbacks, disturbing memories, and acute panic attacks often triggered by sensory stimuli (e.g., sound of breakage when on the floor of the manufacturing plant, burning smells in the plant, construction noises on the street).  These symptoms have increased since the relocation of her office closer to the manufacturing area at the plant a little over a year ago.  


When these periodic symptoms occur, the client reports that she drinks until they dissipate.  When the symptoms seem especially intrusive, the client binges on alcohol and marijuana, usually for a weekend at a time, sometimes leaving home and going to her vacation condominium on a nearby lake during that timeframe.  The client had a DUI charge while returning from the lake about a year ago. She discloses that she had promised her husband then that she would not drive home from the lake if she had been drinking, to which she attributes her recent pattern of tardiness or absenteeism on Mondays.  The client’s spouse, also an Army veteran (MOS Combat Arms/Stryker Brigade), has occasionally expressed concern about the drinking behavior since then, but accepts the client’s self-definition as a social drinker.  The client states that she drinks between one half to one and one half bottles of wine per night, and more during weekends when having increased symptoms. She says she cannot fall asleep without alcohol.  She does not experience physical withdrawal effects on days she does not drink or smoke marijuana. Client states that the longest alcohol-abstinent period since her second deployment is about 10 days, and her longest period free from both alcohol and marijuana use is about 7 days.  She began smoking in the Army and currently smokes three-fourths of a pack per day.  She states she began drinking in the Army.  She began smoking marijuana with friends in high school and started again after separating from military service once the symptoms became intrusive even when drinking. Client denies use of any other substances. She reports that she is taking Citalopram 20mg q.h.s., recently prescribed by her primary care physician for depression. 

She served in the Army for six years in the Military Occupational Specialties of Information Technology Specialist/Extension Switch Supervisor, leaving at the pay grade of E-6. She deployed twice to Afghanistan. The second deployment was a difficult one with high casualties. Most soldiers worked 12-16 hour shifts with one day off per two weeks. The Brigade received an award for its overall performance downrange, but the client reports separating from military service with mixed feelings about the role of the higher paid civilian IT contractors and some Command decisions after that redeployment.  

The client appears reluctant to discuss the alcohol use, and instead wants to focus on an incident that occurred downrange. Her unit sustained the loss of a much loved First Sergeant (1SGT) in a rocket attack that occurred on the Forward Operating Base (FOB) where they were stationed. The client states that she was not seriously injured in the attack, though she acknowledges that the concussion waves knocked her against some metal cabinets and to the floor and she lost consciousness. This attack occurred within seven or eight days before the company was scheduled to leave Afghanistan. The attack was unusual in that it occurred at the FOB itself, when all combat during the deployment had taken place some distance away. Client describes the incident over and over, and says she cannot stop thinking about the 1SGT’s last moments. She states that at work she will sometimes find she has been staring off into space and has lost track of time, as she was reliving the attack. 


Client appears intelligent and articulate, and presents as willing to discuss her concerns, despite apparent reluctance to discuss alcohol. Client asks the EAP social worker for help in determining a medication that will help her reduce her absenteeism and tardiness and her reliving of the attack downrange. 

Preliminary diagnosis: 

Axis I: 305.00 Alcohol Abuse; rule out dependence (303.90)

309.81 PTSD

305.20 Cannabis abuse; rule out dependence (304.30)


305.1 Nicotine dependence


Rule out 311.00 Depressive Disorder NOS

Axis II: V71.09 None
Axis III: Rule out ICD-9-CM 854.2 Traumatic Brain Injury with brief loss of consciousness

Axis IV: Occupational problems: performance problems leading to supervisory referral

   Problems related to interaction with the legal system/crime: DUI charge

Axis V: Global Assessment of Functioning = 51 (current); Social and Occupational Functioning 
 
  Assessment = 57 (current)
Discussion 


The current emphasis on neuroscience-informed, evidence-based, and comorbidity-inclusive assessment and treatment of SUD in the military is consistent with the ethics, values, and core competencies on which the social work profession is based.  In working with SUD issues in military populations, these emphases particularly call upon the core competencies of engaging in research-informed practice and practice-informed research and responding to contexts that shape practice (Council on Social Work Education, 2010).  Important research for this practice area has been summarized in this chapter, including the practice-informed research done by social work scholars.  The contexts that shape practice in this area include not only the occupational context of the military, but also the political and policy context that directs the deployment of our military forces and provides for the casualties that result, and the community contexts that receive military members upon their re-entry into civilian society.  These contexts as they impinge on substance misuse, abuse, and recovery have been highlighted in the case example in this chapter, as well as throughout other sections.

As a practice profession, social work focuses on measurable practice behaviors that are applied to work with individuals, families, groups, organizations, and communities, and the interactions among them (Council on Social Work Education, 2010).  Social work practice in addictions requires particular expertise in the neurobehavioral aspects of substance exposure, habituation, and recovery.  This knowledge must be interpreted and understood through the person in environment perspective to account for the continual interaction between the individual and environmental stimuli as comorbid conditions have their onset, the individual continues to develop across his or her life course in varying communities, and the institutional and policy structures affect the onset and recovery from SUD and comorbid conditions.  
Summary 

Serving active and retired military personnel with substance use disorders is a complicated process as the Veteran’s Administration provides many services but the policies and procedures for these services can vary depending on the status, appointment, and branch of the military for the individual. In addition, the Veteran’s Association is coping with a shrinking budget but an increased need for services with more military personnel returning from Iraq and Afghanistan. The emphasis on providing evidenced-based practices for active and retired military personnel contributes to the quality of care received at the VA. Since NIDA recently sought further proposals on this population, it is expected evidenced-based practices will continue to be improved and new interventions will be developed. In addition, the recent release of the White House’s call to address substance use disorders among the military and their families is a way to bring awareness to this often overlooked problem. While long overdue, it is hoped these individuals who have provided services to our country will in turn, be encouraged to seek and receive quality care in their time of need.
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