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DIVISION MENTAL HEALTH SERVICE

I.  Mission of the 1st Armored Division Mental Health Service (DMHS).
The mission of the Division Mental Health Service is to be responsible for assisting the 1st Armored Division’s Commanders in controlling combat stress and combat stress-related symptoms both during deployments and garrison duty by providing sound prevention programs; maximizing the return-to-duty rate with far forward care of battle fatigue casualties; and providing division-wide mental health services for the prevention, diagnosis, management, and return-to-duty of battle fatigue casualties.  Division Mental Health Service is also responsible for diagnosis, treatment, and disposition of neuropsychiatric (NP) disorders.  DMHS is primarily helpful in treating mental health problems by helping the individual to acquire increased understanding of his situation, and developing more appropriate behavior.  DMHS functions primarily in a staff advisory role and recommends action to Command at Command’s request.  When the Division is garrison-based, DMHS also assists in coordinating social support services for division personnel and their families.  

Division Mental Health Service is the medical element in the Division with primary the responsibility for assisting the command in controlling combat stress.  Combat stress is controlled through sound leadership, assisted by Combat Stress Control (CSC) training, consultation, and restoration programs conducted by this section.  DMHS enhances unit effectiveness and minimizes losses due to combat stress, battle fatigue (BF), misconduct stress behaviors, and neuropsychiatric (NP) disorders.  Under the direction of the division psychiatrist, DMHS provides mental health/CSC services throughout the Division.  DMHS, acting for the Division Surgeon, has staff responsibility for establishing policy and guidance for the prevention, diagnosis, treatment, and management of NP, BF, and misconduct stress behavior cases within the division area of operations (AO).  It has the technical responsibility for the psychological aspect of surety programs.  DMHS Staff provides training to unit leaders and their staffs, chaplains, medical personnel, and troops.  DMHS also monitors morale, cohesion, and mental fitness of supported units.  

Division Mental Health Service normally collocates with the MSMC clearing station (treatment platoon).  The staffing of DMHS allows for this section to split into teams, which deploy forward to provide CSC support to the brigades in the division.  One DMHS NCO and one mental health officer (social worker or psychologist) will routinely support each maneuver brigade as its CSC team.  For definitive information pertaining to the DMHS, see FMs 8-10-1,  8-10-4, and 8-51. 

II.  FUNCTIONS OF THE DIVISION MENTAL HEALTH SERVICE

A. Combat Functions:

(1) Providing management of battle fatigue and other (NP) casualties, to include observation/treatment within the Division.

(2) In coordination with Corps level mental health activities, planning for a program of providing 2 weeks observation/reconditioning therapy.

(3) Maintaining operational contact with support units and stays abreast of battlefield situation.

(4) Developing a comprehensive preventative program to monitor indicators of morale and unit cohesion.

B. Garrison Functions:

(1) Primary responsibility is providing clinical services to active duty soldiers.

(2) Providing command consultation on specific cases or organizational issues affecting cohesion, morale, or effectiveness of the unit.

(3) Providing educational/prevention programs.

(4) Serving as a liaison with inpatient psychiatric treatment facilities for reintegration of soldiers into the unit.

C. Specific Functions of the DMHS include:

(1) Providing education programs and individual case consultation to unit leaders and medical personnel on prevention, early recognition and intervention for battle fatigue (also stress fatigue in noncombat situations), substance abuse, suicidal risk, and neuropsychiatric and personality disorders.

(2) Providing technical supervision for unit preventive psychiatry (combat mental fitness) plans and SOP’s, restoration to effectiveness of moderate battle fatigue casualties, and treatment and RTD of severe battle fatigue casualties.

(3) Providing direct clinical services (specialized differential diagnosis, evaluation, limited treatment, and referral/ disposition) to soldiers with neuropsychiatric disorders and to problematic battle fatigue cases.

(4) Maintaining contact with supported units; provides staff planning to predict battle fatigue casualties; coordinates corps mental health assets placed in direct support to treat battle-tired casualties; and assist in the rest and recuperation of battle fatigued units. 

(5) Planning for and coordinating a corps-level Mental Health Program for providing up to two weeks observation and reconditioning therapy.  This program in established in the corps support area to hold battle fatigue/neuropsychiatric patients for 14 days with the potential of returning them to the division.  Patients entering this program are not counted as hospital admissions (not affected by the theater evacuation policy) until after the 14-day holding period.

(6) When the division is garrison-based, coordinating with unit commanders; supporting medical department activity (MEDDAC) social support services; and other social support services to assist soldiers in minimizing home-front stresses.

(7) Developing and conducting a comprehensive combat mental fitness program which monitors division units for low morale, AWOL, disciplinary problems, and other unhealthy factors; using intervention techniques that involve unit commanders, staff chaplains, and others in correcting unit-centered problems; assisting commanders to improve organizational climate and effectiveness during changes of command, unit rest and recuperation, personnel deployment/rotation between CONUS/OCONUS, and other high stress situations.

III.  Division Mental Health Service STAFFING
Division Mental Health Service is staffed by three mental health officers (Psychiatrist, Psychologist, and Social Worker) and seven enlisted Mental Health Specialists and Non-Commissioned Officers (MOS 91X).

IV.  REASON FOR REFERRAL

A.  If a service member feels that mental health counseling is necessary, that individual may self-refer him or herself to Division Mental Health Service.  Please advise service members that DMHS does not routinely provide discharge statements or chapter separation recommendations for those who desire a discharge from the military.  If the service member requires a follow-up appointment, the service member will be provided an appointment slip designating their next appointment time, date, mental health provider, and location.

B.  If a Commander has a concern that a service member needs a mental health evaluation based on concerns for safety or well being through observations or reports or others, then he/she must follow the procedures outlined in USAEUR Reg 40-6, Referring Soldiers for Mental Health Evaluations.

C.  Counseling and consultation is available to help service members and the unit with the following problems or concerns:

(1)  
Suicidal or Homicidal Ideation (Thoughts)

(2)  
Adapting to Military life / Environmental Changes

(3)  
Marital Conflicts (Referral Sources Only)

(4)  
Personal / Interpersonal Problems

(5)  
General Situational Adjustment

(6)  
Depression, Anxiety, Tension, Etc.

(7)  
Stress Management / Conflict Resolution / Communication Skills

(8)  
Evaluation for Suitability for Military Service

(9)  
Sanity Board Evaluations (Initiated through JAG)

(10) Security Clearance and Special Schools Evaluations (Drill Instructor,  

Recruiter, Sniper, etc.)

D.  Personality Disorders (Chapter 5-13, AR 635-200, Personnel Separations)

     Members being considered for discharge because of personality disorders will be evaluated by a psychiatrist or licensed clinical psychologist.  The unit may arrange for an evaluation by following the procedures in USAEUR Reg 40-6, (Referring Soldiers for Mental Health Evaluations).  The initial screening may be completed by a Mental Health Specialist or Non-Commissioned Officer to acquire basic information, but the psychiatrist or clinically licensed psychologist will make the determination to recommend a service member for separation from service.  The psychiatric diagnosis for this type of discharge may have an adverse effect later in life (i.e. problems acquiring a job) and therefore is not commonly used.

E.  Other discharges under AR 635-200 that require, or may require a Mental Status Examination (MSE) to be completed by a mental health professional are chapters 5, 13, 14, 15, and 18.  For all other chapter separations the MSE is normally performed during the physical exam, unless, the physician feels that further evaluation by a mental health professional is warranted.  Exceptions to these guidelines are:  (1)  If the service member is being seen as a patient at DMHS and is considered for one of the above chapters, the MSE is to be completed by a psychiatrist or psychologist.  (2)  If the service member waives the physical exam, a mental status exam by a mental health professional is necessary.

V.  REFERRAL PROCEDURES TO DMHS AND SCHEDULING

A. Command Referrals

(1) Emergency Evaluations.

a. When the Commander makes a clear and reasoned judgment that the case constitutes an emergency, the commanding officer’s first priority shall be to protect the service member and potential victims from harm.  Appropriate emergency referrals include when a Service member, by actions or words, such as actual, attempted, or threatened violence, intends or is likely to cause serious injury to himself or others and when the facts and circumstances indicate that the service member’s intent to cause such injury is likely.  Another possibility warranting immediate referral is when the commander believes that the service member may be suffering from a severe mental disorder.

b. The Commander shall make every effort to consult a mental healthcare provider, or other privileged healthcare provider if a mental healthcare provider is not readily available, prior to referring or sending a Service member for an emergency mental health evaluation.  The purpose of this consultation shall be to communicate the circumstances and observations about the service member that led the Commander to believe that the service member’s behavior constituted an emergency.  The Commander shall forward a memorandum as per USAEUR Reg. 40-6 by facsimile, overnight mail, or courier documenting the information discussed.

c. The Commander shall take actions to safely convey the service member to the nearest mental healthcare provider, or if unavailable, a physician, or the senior privileged non-physician provider present, as soon as practical.

d. The Commander shall, as soon as practical, provide the service member a memorandum and statement of rights as per USAEUR Reg. 40-6.

(2) Routine Referrals.

a. Prior to referral of a service member for a routine (non-emergency) mental health evaluation, the Commander shall first consult with a mental health provider, or other healthcare provider, if a mental health provider is not available.

b. The Commander shall counsel the service member about the reasons for the referral at least two business days before the scheduled mental health evaluation as per USAEUR Reg 40-6.  This time period is allotted to afford the service member the right, to meet with an attorney, IG, chaplain, or other appropriate party.

(3) Chapter Evaluations.

When a command sends a soldier in for a mental status evaluation strictly in connection with a chapter elimination proceeding, there is no requirement that the provisions set out in DOD Directive 6490.1 be met.  This type of evaluation is not conducted at the discretion of the commander, as it is required by AR 635-200, paragraph  1-34.  No memorandum is required.

B. Medical Referrals

(1) Referral from other medical facilities, clinics, or agencies should be made on SF 513 (Consultation Sheet).

(2) Response will be made on same and may be followed up with a telephone contact.  When appropriate, additional documentation will be made in the medical record on SF 600 (Chronological Record of Medical Care).

     C.  Self Referrals

(1)  Service members, as well as, family members, and retirees, when space permits, may set up appointments to be seen for the whole scope of therapeutic services offered by DMHS.  These beneficiaries may be seen on an urgent or emergent basis as well by contacting the clinic.

(2)  Because of confidentiality guidelines, feedback will not normally be given to command when a service member self-refers to DMHS.  The exceptions are:  when a service member is determined to be a danger to himself or others, if the service member is involved in family abuse, is abusing alcohol or drugs, or when the service members’s difficulties or treatment (medications) may impair or interfere with their normal duties.  The commander is authorized to know whether or not the service member is making scheduled appointments (accountability).  If the commander has a desire to have specific questions answered regarding one of his/her service member, he/she should make a command referral in accordance with the guidelines above.

VI.  RECOMMENDATIONS AND RESPONSES TO COMMANDERS

When a mental health provider returns a service member to their command, either following an outpatient evaluation or upon discharge from an inpatient status for which dangerousness was an issue, the provider shall make written recommendations to the service member’s commander about, at least, the following three issues.

1.  Proposed Treatments.  Treatments shall be based upon the potential for therapeutic benefit as determined by the mental healthcare provider.

2.  Precautions.  Recommendations shall be based on the mental health provider’s good faith clinical judgment of the need for, and feasibility of, reducing or eliminating the service member’s ability to cause injury to him/herself, or another; or for avoiding any precipitating events that might lead to such injury.  Recommendations for precautions shall be considered especially in cases of those service members who have demonstrated the potential to become dangerous in the past, as evidenced by violent or destructive behavior.  Recommendations for precautions may include, but are not limited to, an order to move into military barracks for a given period; an order to avoid the use of alcohol; an order not to handle firearms or other weapons; or an order not to contact a potential victim or victims.

3.  Fitness and Suitability for Continued Service.  The mental health provider shall advise the commanding officer about a recommendation for return of the service member to duty, referral of the service member to a Medical Evaluation Board for processing through the Disability Evaluation System, or administrative separation of the service member for  personality disorder and unsuitability for continued military service.

*  If the service member is clinically determined to be unsuitable for continued service based upon a Diagnostic and Statistical Manual of Mental Health Disorders (DSM IV) Axis II diagnosis of personality disorder, which is sufficiently severe so as to preclude satisfactory performance of duty, a summary of the mental health evaluation and recommendation for routine administrative separation shall be forwarded to the Service member’s commanding officer.

**  It is important for leaders to keep any information provided to them about a service member as confidential as possible.  DO NOT DISCUSS CONFIDENTIAL INFORMATION WITH OR IN FRONT OF OTHERS.  This is essential for maintaining the service member’s trust in their leadership, their mental health counselor, and for giving the soldier the best opportunity to function at his or her full capacity.

VII.  DMHS PROCEDURES FOR PSYCHIATRIC HOSPITALIZATION

A.  Psychiatric hospitalization is generally indicated for service members who are dangerous to themselves or others, are so emotionally distraught that they cannot continue with normal duties, are unusual management problems, or require observation for evaluation of medical fitness for retention or separation.  Hospitalization generally is not required for those with personality disorders or simple alcohol intoxication, nor for those with purely motivational, adjustment, or disciplinary difficulties.  IAW AR 40-216, Neuropsychiatry and Mental Health, the evaluation, treatment, and disposition except in unusual cases will be on an outpatient basis to facilitate therapy and reduce ineffectiveness.

B.  Procedure:  The unit will be notified of the impending hospitalization and requested to provide an escort to transport the service member to Landstuhl In-patient Psychiatry or the emergency room for admission.

C.  Once the service member is hospitalized, the Commander should consult with the attending physician to obtain diagnosis and prognosis.  Visits with the hospitalized service member are strongly recommended to enhance the service member’s identity as a soldier and unit member, as well as, to enhance his or her prognosis for a full return to duty.

D.  Upon discharge from the hospital, the service member’s escort should receive a medical consultation form referring the service member to an appropriate agency (i.e. DMHS, ADAPCP/CCC) for continued treatment.

VIII.  CONSULTATION

A.  Command consultation may be provided in regards to a specific service member, a specific issue in the unit (i.e. a death of one of its members), or more general organizational issues affecting the cohesion, morale, or effectiveness of the unit.

B.  The Division Mental Health Service is also available and mandated to provide preventative and educational programs on Combat Stress/Battle Fatigue.  Other topics and services which can be provided by DMHS include, but are not limited to:

(1)  
Stress Management

(2)  
Anger Management

(3)  
Crisis Intervention

(4)  
Critical Incident Stress Debriefings

(5)  
Suicide Awareness (Chaplains have the primary suicide prevention 

mission)

(6)  
Pre-deployment and reunion briefings to soldiers and their families 

(Primary mission to ACS)
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