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THE PROBLEM
   Lifetime U.S. PTSD rates range from 4% for males without trauma history to 20% for females with trauma history. Prevalence rates are much higher for combat veterans. Almost 40% of Vietnam combat veterans developed PTSD.  For recent conflicts the current rates are: Gulf War, 10%; OEF, 6-11.5%; and OIF, 12-20% (Hoge et al. 2004; Kange, et al. 2003).  Combat-related PTSD is disproportionably associated with multiple deployments and delayed onset (months or years after the traumas). Therefore, PTSD rates for the latter theaters are expected to increase. In addition to delayed onset, combat related PTSD has more refractory symptoms. Thus OIF/OEF related PTSD prevalence rates are likely to balloon over time and manifest particularly problematic symptom courses.
Eighty percent of veterans with combat related PTSD have at least one other psychological disorder (most commonly Major Depressive Disorder, another anxiety disorder, and substance abuse). Veterans with PTSD are 150 times more likely to have employment problems, 40 times more likely to experience academic failure, and 60 times more likely to have marital problems as veterans without PTSD. Violence perpetration and physical disorders (infectious diseases, cancer, diabetes, respiratory disorders, etc.) are also increased (Kessler 2000; Kulka, et al., 1990; Prigerson, et al. 2001).  
Because of these alarming realities, PTSD prevention is critical. Known obstacles to effective prevention include time constraints, lack of access to evidenced-based programs and motivational barriers (e.g. stigma, fear of career impediment, lack of risk/problem recognition). In this proposal we describe an evidenced based program designed to prevent PTSD development in pre-deployed military personnel by removing motivational and structural barriers to program access.

OVERCOMING BARRIERS
This proposal uses a telemedicine approach to service delivery. In telemedicine, telephone and/or internet technology is used to deliver information, consultation, and mental health services. Telemedicine is relatively new, but has documented efficacy in primary care settings, emergency consultation and continuing education.  
Some research indicates that telemedicine may be uniquely able to overcome barriers to care relevant to military personnel (e.g. challenges in preserving confidentiality and cultural barriers to utilization; Roberts, Battaglia & Epstein,1999). In particular clients perceive telemedicine to be less stigmatizing than traditional practice and report greater satisfaction. (Rohlans et al., 2000; Kennedy & Yellowlees, 2000; Mair & Whitten, 2000).  Unfortunately, while telemedicine removes many structural barriers to treatment for military personnel (e.g. rural access and time constraints) motivational obstacles in the form of stigma, lack of awareness and career concerns remain. 
This proposal is specifically targeted at removing motivational obstacles to engage in a PTSD prevention intervention as well as boost the effectiveness of PTSD intervention with military personnel. Although a number of motivational approaches exist, the most effective is motivational feedback (Walters & Neighbors, 2005).  This procedure involves assessing individuals on problematic behavior (substance use, medication compliance, diet, exercise, etc.) and providing personalized feedback of their results compared to national and clinical norms using an evidenced-based treatment engagement approach called Motivational Interviewing (Miller & Rollnick, 2002).  In this approach the individual’s self-assessment of the problem is compared to healthy norms to increase awareness of personal risk and build motivation to change behavior.  Evidence for the ability of these interventions to increase treatment engagement, retention and outcome is strong (Rensicow, DiLorio, Soet, Borrelli, Hecht, & Ernst, 2002).  In addition to increasing engagement, Motivational Interviewing techniques boost the effectiveness of other prevention and remediation modalities (e.g. psycho-education and skills training). Although motivational interventions are most often delivered face-to-face, recent interventions have been developed to be delivered through the internet, with similar effectiveness. (Walters, Vader, & Harris, 2007).  
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The proposed program prevents combat stress reactions by combining empirically validated motivational interventions with empirically validated skills training via an online personalized PTSD prevention intervention. In this program all military personnel will be assessed for PTSD risk prior to deployment and will be provided with a prevention program that is tailored to their PTSD risk profile.
Recent data suggests that a number of measurable factors predict combat stress reaction severity. These factors include: history of abuse, prior trauma, family history of psychopathology, neurological soft signs, dissociation, intelligence, lack of social support, perceived stigma and impaired problem-solving (e.g. coping through substance use).  Mitigating variables for combat stress reactions include high perceived unit cohesion and high perceived leadership. 
Military personnel in this program will be assessed for PTSD risk through a confidential online portal using empirically validated assessments. Individuals will be assessed for family history of psychopathology, current/past psychological symptoms, substance use, trauma/abuse history, neurological soft signs, IQ, perceived social support, dissociation, anger, and social problem solving skills.  The problem solving skills protocol employed will empirically evaluate the individual’s tendency to make dysfunctional attributions, choose inappropriate outcome expectancies and engage in ineffective coping strategies. The assessment process will result in a personal feedback report designed to increase motivation to engage in preventions skills training.  Individuals will  also have the option of connecting with a trained clinician to review their feedback. The clinician will use Motivational Interviewing techniques to further increase motivation to engage in skills training. 
Individuals displaying known risk factors will participate in a targeted online prevention skills training protocol designed to reduce the impact of combat stress.The prevention skills protocol will deliver online skills training, aided by a clinician through an instant messaging platform. The protocol will consist of 5 modules.  Modules One and Two consist of assessment and education. The first module is training in identification of behaviors and responses indicative of combat stress.  The second module is assessment of the individual’s pre-existing stress management skills and strengthening of appropriate pre-existing skill sets.  
Modules Three, Four and Five are tailored to the individual and are built on data obtained in Modules One and Two.  Module Three is an introduction to self-management skills known to decrease stress reactions. It is important to note that the skills presented will be personally tailored to that individual’s profile.  For example, if an individual reports problematic anger management during assessment, anger control and diffusion skills will be delivered as part of that individual’s skills training.  If they are prone to dissociation, anti-dissociation skills will be trained.  In Modules Four and Five individuals will be exposed to combat stress scenarios designed to assess their likely response to combat stress. The purpose of these modules is to train and apply appropriate problem-solving and emotion regulation responses to combat scenarios. Individuals will be given feedback on the effectiveness of their responses and re-trained as needed until they do not display high risk combat stress responses. 
The telemedicine design and delivery of this protocol will include text, video, interactive messaging and online feedback. The language and style are informed by combat operational stress control protocols developed by military personnel. Individuals can log on from home and complete the protocols at their own pace.  To avoid stigma all references to treatment, PTSD, coping, and clinicians/psychologists will be avoided.  Although all data will be maintained offline, certificates of completion will be sent to appropriate military supervisors as desired by the military.  
Efficacy and fidelity data will be collected from protocol inception.  These data will feed back into the assessment protocol, allowing for intervention flexibility that is tailored in real time to changes in military stressors.  The telemedicine platform allows for continuous feedback to military supervisors regarding deficits at any unit level.  Finally, longitudinal trends in PTSD risk factors and post-combat prevalence can be delivered throughout the term of the proposal.

