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PAIN AND DEPRESSION Senior Airman Anthony Mena in Baghdad in 2007. After his death in 2009, a toxicologist found eight prescription medications in his blood.
In his last months alive, Senior Airman Anthony Mena rarely left home without a backpack filled with medications. 

He returned from his second deployment to Iraq complaining of back pain, insomnia, anxiety and nightmares. Doctors diagnosed post-traumatic stress disorder and prescribed powerful cocktails of psychiatric drugs and narcotics. 

Yet his pain only deepened, as did his depression. "I have almost given up hope," he told a doctor in 2008, medical records show. "I should have died in Iraq." 

Airman Mena died instead in his Albuquerque apartment, on July 21, 2009, five months after leaving the Air Force on a medical discharge. A toxicologist found eight prescription medications in his blood, including three antidepressants, a sedative, a sleeping pill and two potent painkillers. 

Yet his death was no suicide, the medical examiner concluded. What killed Airman Mena was not an overdose of any one drug, but the interaction of many. He was 23. 

After a decade of treating thousands of wounded troops, the military's medical system is awash in prescription drugs - and the results have sometimes been deadly. 

By some estimates, well over 300,000 troops have returned from Iraq or Afghanistan with P.T.S.D., depression, traumatic brain injury or some combination of those. The Pentagon has looked to pharmacology to treat those complex problems, following the lead of civilian medicine. As a result, psychiatric drugs have been used more widely across the military than in any previous war. 

But those medications, along with narcotic painkillers, are being increasingly linked to a rising tide of other problems, among them drug dependency, suicide and fatal accidents - sometimes from the interaction of the drugs themselves. An Army report on suicide released last year documented the problem, saying one-third of the force was on at least one prescription medication. 

"Prescription drug use is on the rise," the report said, noting that medications were involved in one-third of the record 162 suicides by active-duty soldiers in 2009. An additional 101 soldiers died accidentally from the toxic mixing of prescription drugs from 2006 to 2009. 

"I'm not a doctor, but there is something inside that tells me the fewer of these things we prescribe, the better off we'll be," Gen. Peter W. Chiarelli, the vice chief of staff of the Army who has led efforts on suicide, said in an interview. 

Growing awareness of the dangers of overmedicated troops has prompted the Defense Department to improve the monitoring of prescription medications and restrict their use. 

In November, the Army issued a new policy on the use of multiple medications that calls for increased training for clinicians, 30-day limits on new prescriptions and comprehensive reviews of cases where patients are receiving four or more drugs. 

The Pentagon is also promoting measures to prevent troops from stockpiling medications, a common source of overdoses. For instance, the Navy, which provides medical care for Marines, has begun pill "give back" days on certain bases. At Camp Lejeune, N.C., 22,000 expired pills were returned in December. 

The Army and the Navy are also offering more treatments without drugs, including acupuncture and yoga. And they have tried to expand talk therapy programs - one of which, exposure therapy, is considered by some experts to be the only proven treatment for P.T.S.D. But shortages of mental health professionals have hampered those efforts. 

Still, given the depth of the medical problems facing combat veterans, as well as the medical system's heavy reliance on drugs, few experts expect the widespread use of multiple medications to decline significantly anytime soon. 

The New York Times reviewed in detail the cases of three service members who died from what coroners said were toxic interactions of prescription drugs. All were classified accidents, not suicides. 

Airman Mena was part of a military police unit that conducted combat patrols alongside Army units in downtown Baghdad. He cleaned up the remains of suicide bombing victims and was nearly killed by a bomb himself, his records show. 

Gunnery Sgt. Christopher Bachus had spent virtually his entire adult life in the Marine Corps, deploying to the Middle East in 1991, Iraq during the invasion of 2003 and, for a short tour, Afghanistan in 2005. He suffered from what doctors called survivor's guilt and came back "like a ghost," said his brother, Jerry, of Westerville, Ohio. 

Cpl. Nicholas Endicott joined the Marines in 2003 after working as a coal miner in West Virginia. He deployed twice to Iraq and once to Afghanistan, where he saw heavy combat. On one mission, Corporal Endicott was blown more than eight feet in the air by a roadside bomb, medical records show. He came home plagued by nightmares and flashbacks and rarely left the house. 

Given the complexity of drug interactions, it is difficult to know precisely what killed the three men, and the Pentagon declined to discuss their cases, citing confidentiality. But there were important similarities to their stories. 

All the men had been deployed multiple times and eventually received diagnoses of P.T.S.D. All had five or more medications in their systems when they died, including opiate painkillers and mood-altering psychiatric drugs, but not alcohol. All had switched drugs repeatedly, hoping for better results that never arrived. 

All died in their sleep. 

Psychiatry and Warfare 

The military medical system has struggled to meet the demand caused by two wars, and to this day it still reports shortages of therapists, psychologists and psychiatrists. But medications have always been readily available. 

Across all branches, spending on psychiatric drugs has more than doubled since 2001, to $280 million in 2010, according to numbers obtained from the Defense Logistics Agency by a Cornell University psychiatrist, Dr. Richard A. Friedman. 

Clinicians in the health systems of the Defense and Veterans Affairs Departments say that for most patients, those medications have proved safe. "It is important not to understate the benefit of these medications," said Dr. Robert Kerns, the national director of pain management for the Department of Veterans Affairs. 

Paradoxically, the military came under criticism a decade ago for not prescribing enough medications, particularly for pain. In its willingness to prescribe more readily, the Pentagon was trying to meet standards similar to civilian medicine, General Chiarelli said. 

But the response of modern psychiatry to modern warfare has not always been perfect. Psychiatrists still do not have good medications for the social withdrawal, nightmares and irritability that often accompany post-traumatic stress, so they mix and match drugs, trying to relieve symptoms. 

"These decisions about medication are difficult enough in civilian psychiatry, but unfortunately in this very-high-stress population, there is almost no data to guide you," said Dr. Ranga R. Krishnan, a psychiatrist at Duke University. "The psychiatrist is trying everything and to some extent is flying blind." 

Thousands of troops struggle with insomnia, anxiety and chronic pain - a combination that is particularly treacherous to treat with medications. Pairing a pain medication like oxycodone, a narcotic, with an anti-anxiety drug like Xanax, a so-called benzodiazepine, amplifies the tranquilizing effects of both, doctors say. 

Similarly, antidepressants like Prozac or Celexa block liver enzymes that help break down narcotics and anxiety drugs, extending their effects. 

"The sedation is not necessarily two plus two is four," said Cmdr. Rosemary Malone, a Navy forensic psychiatrist. "It could be synergistic. So two plus two could be five." 

Commander Malone and other military doctors said the key to the safe use of multiple prescriptions was careful monitoring: each time clinicians prescribe drugs, they must review a patient's records and adjust dosages to reduce the risk of harmful interactions. "The goal is to use the least amount of medication at the lowest doses possible to help that patient," she said. 

But there are limits to the monitoring. Troops who see private clinicians - commonly done to avoid the stigma of seeking mental health care on a base - may receive medications that are not recorded in their official military health records. 

In the case of Sergeant Bachus of the Marines, it is far from clear that he received the least amount of medication possible. 

He saw combat in Iraq, his brother said, and struggled with alcoholism, anxiety, flashbacks, irritability and what doctors called survivor's guilt after returning home. 

"He could make himself the life of the party," Jerry Bachus recalled. "But he came back a shell, like a ghost." 

Sergeant Bachus received a diagnosis of P.T.S.D., and starting in 2005, doctors put him on a regimen that included Celexa for depression, Klonopin for anxiety and Risperdal, an antipsychotic. In 2006, after a period of stability, a military doctor discontinued his medications. But six months later, Sergeant Bachus asked to be put on them again. 

According to a detailed autopsy report, his depression and anxiety worsened in late 2006. Yet for unexplained reasons, he was allowed to deploy to Iraq for a second time in early 2007. But when his commanders discovered that he was on psychiatric medications, he was sent home after just a few months, records show. 

Frustrated and ashamed that he could not be in a front-line unit and unwilling to work behind a desk, he applied in late 2007 for a medical retirement, a lengthy and often stressful process that seemed to darken his mood. 

In early March 2008, a military doctor began giving him an opiate painkiller for his back. A few days later, Sergeant Bachus, 38, called his wife, who was living in Ohio. He sounded delusional, she told investigators later, but not suicidal. 

"You know, babe, I am really tired, and I don't think I'll have any problems falling asleep tonight," he told her. He was found dead in his on-base quarters in North Carolina nearly three days later. 

According to the autopsy report, Sergeant Bachus had in his system two antidepressants, the opiates oxymorphone and oxycodone, and Ativan for anxiety. The delirium he experienced in his final days was "most likely due to the interaction of his medications," the report said. 

Nearly 30 prescription pill bottles were found at the scene, most of them recently prescribed, according to the report. 

Jerry Bachus pressed the Marine Corps and the Navy for more information about his brother's death, but received no further explanations. "There was nothing accidental about it," he said. "It was inevitable." 

Self-Medicating 

The widespread availability of prescription medications is increasingly being linked by military officials to growing substance abuse, particularly with opiates. A Defense Department survey last year found that the illegal use of prescription drugs in the military had tripled from 2005 to 2008, with five times as many troops claiming to abuse prescription drugs than illegal ones like cocaine or marijuana. 

The problem has become particularly acute in specialized units for wounded troops, where commanders say the trading of prescription medications is rampant. A report released last month by the Army inspector general estimated that up to a third of all soldiers in these Warrior Transition Units are overmedicated, dependent on medications or have easy access to illegal drugs. 

Some of that abuse is for recreational purposes, military officials say. In response, the Army has taken several steps to tighten the monitoring of troops on multiple prescriptions in the transition units. 

But in many cases, wounded troops are acquiring drugs improperly because their own prescriptions seem ineffective, experts say. They are self-medicating, sometimes to death. 

"This is a huge issue, and partly it's due to the availability of prescription drugs among returning troops," said Dr. Martin P. Paulus, a psychiatrist at the University of California, San Diego, and the V.A. San Diego Medical Center. "Everyone knows someone who'll say, 'Hey, this worked for me, give it a try.' " 

Corporal Endicott, for instance, died after adding the opiate painkiller methadone to his already long list of prescribed medications. His doctors said that they did not know where he got the narcotic and that they had not authorized it. 

Corporal Endicott, who survived a roadside bomb explosion, was in heavy fighting in Afghanistan, where he saw other Marines killed. After returning from his third deployment, in 2007, Corporal Endicott told doctors that he was having nightmares and flashbacks and rarely left his house. After a car accident, he assaulted the other driver, according to medical records. Doctors diagnosed P.T.S.D. and came to suspect that Corporal Endicott had a traumatic brain injury. 

Over the coming year, he was prescribed at least five medications, including the antidepressants Prozac and Trazodone, and an anti-anxiety medication. Yet he continued to have headaches, anxiety and vivid nightmares. 

"He would be hitting the headboard," said his father, Charles. "He would be saying: 'Get down! Here they come!' " 

On Jan. 29, 2008, Corporal Endicott was found dead in his room at the National Naval Medical Center in Bethesda, Md., where he had checked himself in for anger management after another car accident. He was 26. 

A toxicologist detected at least nine prescription drugs in his system, including five different benzodiazepines, drugs used to reduce anxiety or improve sleep. Small amounts of marijuana and methadone - a narcotic that is particularly dangerous when mixed with benzodiazepines - were also found in his body. 

His death prompted Marine Corps officials at Bethesda and Walter Reed Army Medical Center to initiate new procedures to keep Marines from inappropriately mixing medications, including assigning case managers to oversee patients, records show. 

Whether Corporal Endicott used methadone to get high or to relieve pain remains unclear. The Marine Corps concluded that his death was not due to misconduct. 

"He survived over there," his father said. "Coming home and dying in a hospital? It's a disgrace." 

Trying to Numb the Pain 

Airman Mena also returned from war a drastically changed man. 

He had deployed to Iraq in 2005 but saw little action and wanted to go back. He got the chance in late 2006, when sectarian violence was hitting a peak. 

After coming home, he spoke repeatedly of feeling guilty about missing patrols where a sergeant was killed and where several platoon mates were seriously wounded. Had he been driving on those missions, he told therapists, he would have avoided the attacks. 

"On my first day, I saw a total of 12 bodies," he said in one psychological assessment. "Over there, I lost faith in God, because how can God allow all these dead bodies?" 

By the summer of 2008, he was on half a dozen medications for depression, anxiety, insomnia and pain. His back and neck pain worsened, but Air Force doctors could not pinpoint a cause. Once gregarious and carefree, Airman Mena had become perpetually irritable. At times he seemed to have hallucinations, his mother and friends said, and was often full of rage while driving. 

In February 2009, he received an honorable discharge and was given a 100 percent disability rating by the Department of Veterans Affairs, meaning he was considered unable to work. He abandoned plans to become a police officer. 

Now a veteran, his steady medication regimen continued - but did not seem to make him better. His mother, Pat Mena, recalls him being unable to sleep yet also listless, his face a constant shade of pale. Shocked by the piles of pills in his Albuquerque apartment, she once flushed dozens of old prescriptions down the toilet. 

Yet for all his troubles, he seemed hopeful when she visited him in early July 2009. He was making plans to open a cigar store, which he planned to call Fumar. His mother would be in charge of decorating it. 

The night after his mother left, he put on a new Fentanyl patch, a powerful narcotic often used by cancer patients that he had started using just five weeks before. The Food and Drug Administration issued warnings about the patches in 2007 after deaths were linked to it, but a private clinic in Albuquerque prescribed the medication because his other painkillers had failed, records show. 

With his increasingly bad memory, he often forgot what pills he was taking, his mother said. That night when he put on his new patch, he forgot to remove the old one. He died early the next day. 

Was the Fentanyl the cause? Or was it the hydromorphone, another narcotic found in his system? Or the antidepressants? Or the sedative Xanax? Or all of the above? 

The medical examiner could not say for sure, noting simply that the drugs together had caused "respiratory depression." 

"The manner of death," the autopsy concluded, "is accident." 

*************************************

Pentagon questions drug study on troops

Misconduct is alleged in tests using wounded

By Mark Arsenault, The Boston Globe |  August 3, 2010

WASHINGTON — The Department of Defense is investigating whether 80 wounded American service members in Iraq were improperly used as subjects in a test of a possible treatment for brain injuries, according to the Pentagon’s Office of Inspector General.

The study, sponsored by the United States Naval Medical Center in San Diego, was designed to test whether a drug made to treat Tylenol overdoses, among other uses, could also reduce the harmful effects of traumatic brain injury, such as balance loss and brain function problems, in service members who had been hit by explosions.

The investigation, triggered by an allegation made last year to a Department of Defense hotline, is reviewing the study for possible research misconduct on human subjects. The Pentagon has not said whether anyone was hurt as a result of the administration of the drug.

In addition to the defense investigation, the US Navy is conducting an inquiry into alleged research misconduct and potential violations of the Uniform Code of Military Justice, according to Jennifer Plozai, a spokeswoman for the Pentagon’s inspector general, in response to questions from the Globe. She declined to spell out the nature of the alleged misconduct.

Medical tests on human subjects must follow strict rules in their design and execution to protect the safety of patients, said Arthur Caplan, director of the Center for Bioethics at the University of Pennsylvania. Test subjects must be competent and able to understand the test and its implications, participation must be voluntary without any pressure, and all test subjects must be fully informed of the potential risks before they consent to take part, he said.

The Pentagon investigation has delayed the normal rounds of medical peer review required for any study that suggests a potential new treatment, said Commander Cappy Surette, a Navy Medicine spokesman.

That delay has infuriated US Representative Patrick Kennedy, a Rhode Island Democrat. Kennedy, who has been briefed privately on the study, said the preliminary results suggested the treatment may be effective in reducing the harmful mental effects of mild traumatic brain injury, known as TBI.

“The irony is that the safeguards [to protect human test subjects] are blocking, it seems to me, the quick implementation of an intervention that could help mitigate the disabilities that result from the signature wound of the war,’’ said Kennedy.

Kennedy is pressing the Department of Defense to release the study or arrange for it to be reviewed by a panel of neuroscientists who can help judge if the findings are worth pursuing.

Kennedy was a prime sponsor of “mental health parity’’ legislation, passed in 2008, which requires insurance companies to cover mental illnesses the same as any physical ailment. Kennedy, whose father, Senator Edward M. Kennedy died a year ago of a brain tumor, is also an advocate for increasing the country’s emphasis on medical research in brain science, to discover treatments for injuries such as TBI.

In a war zone, vehicle crashes, blunt force, and explosive shock waves can cause tissue damage in the brain. That damage can then cause problems with memory, attention span, and the ability concentrate, as well as slow the rate at which the brain processes information, said Dr. Gregory O’Shanick, national medical director for the Brain Injury Association of America, headquartered in Virginia. These injuries can even change behavior, making some victims apathetic while damaging impulse controls in others and creating “hair-trigger’’ personalities, he said.

The Iraq study, under principal investigator Dr. Michael Hoffer from the Naval Medical Center, proposed to test the effectiveness of an antioxidant called N-acetyl-cysteine in reducing problems associated with mild traumatic brain injury when given to patients within 24 hours of suffering blast exposure, according to research specifications available from the National Institutes of Health.

Dr. Hoffer, through a spokeswoman, declined to comment due to the ongoing investigation.

The study, which began in late 2008, was slated to be completed this summer with an estimated enrollment of 150 active duty US service members, both men and women, ages 18-50, according to the specifications. Service members who needed emergency surgery for their wounds were not to be included in the study.

On May 15, 2009, the Pentagon received a hotline complaint about possible misconduct involving “alleged substandard clinical research utilizing approximately 80 US service members’’ in the TBI study, according to Plozai.

In following up the complaint, the Pentagon is looking into “possible systemic gaps and failures that allowed this research to be conducted,’’ she said in a statement to the Globe. “The Navy is also conducting a review of the standard of care provided to the service members involved in this clinical research project.’’

She declined to comment further until the investigations are complete, and could not say how long they would take.

N-acetyl-cysteine is made by numerous companies. A version made by Cumberland Pharmaceuticals, of Nashville, Tenn., is approved as an antidote to reduce liver damage after an overdose of acetaminophen, commonly known as Tylenol, according to the Physicians’ Desk Reference. A company spokesman could not be reached for comment.

N-acetyl-cysteine is also a nutritional supplement available in health food stores, marketed to improve immune function, said Dr. Daniel Amen, a psychiatrist, the author of “Change Your Brain, Change Your Life,’’ and other medical self-help books, as well as CEO and medical director of Amen Clinics Inc.

Amen said he has included N-acetyl-cysteine in his own ongoing study of retired NFL football players who show evidence of brain injuries. He said his research suggests that the drug, in combination with others, may improve brain function.

The Iraq study proposed administering N-acetyl-cysteine to patients for seven days after blast exposure, and then to watch for improvement in hearing and balance, according to the study specifications. The progress of the patients who received the antioxidant was to be compared to a group given a placebo. [image: image1.png]



Broken Warriors: Military's Drug Policy Threatens Troops' Health 


January 28, 2011 
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Between 25 percent and 35 percent of Army soldiers in warrior transition units (created to help combat-wounded troops recover), are addicted to or dependent on prescription drugs. Psychiatrist Peter Breggin says the addiction of soldiers in combat recovery programs may have started with drugs issued to during active duty to help troops cope with the stress of combat and the added stress of repeated and prolonged redeployments.
http://www.nextgov.com/nextgov/ng_20110127_7969.php?oref=topnews
IG Says up to 35 Percent of 
Warrior Transition Unit Soldiers 
Have Prescription Drug Abuse Problems
Bob Brewin / NextGov.com

(January 27, 2011) -- Between 25 percent and 35 percent of soldiers in Army warrior transition units, special organizations created to help combat-wounded troops recover their health, have become addicted to or are dependent on prescription drugs, according to an Army inspector general investigation reported Tuesday by USA Today.

The paper said soldiers have become particularly dependent on narcotic drugs provided by battlefield doctors or by military hospitals. A Nextgov investigation found US Central Command since 2001 has provided deploying troops with 90-day and 180-day supplies of prescription psychotropic drugs, some of which are highly addictive. Experts said this policy likely contributes to drug addiction problems in the military.

Last year, Army Surgeon General Lt. Gen. Eric Schoomaker estimated almost 14 percent of the force, or 74,463 troops, had been prescribed some form of opiate drug, according to an October 2010 presentation by Dr. Russell Hicks, a psychiatrist at the Madigan Army Medical Center in Tacoma, Wash.

Hicks, speaking at a conference in Yakima, Wash., said 25,761 troops had two or more active prescriptions for opiates and 72,764 had prescriptions for oxycodone, a powerful and addictive narcotic.

An internal briefing from the Walter Reed Army Medical Center Alcohol and Substance Abuse Program disclosed that at the end of 2009, 295, or 45 percent of the 630 soldiers in the Walter Reed WTU had narcotic prescriptions. The briefing said 181, or 28 percent of the troops in the unit, had a traumatic brain injury diagnosis and another 125, or 19 percent, had post-traumatic stress disorder.

Besides drug addiction, the briefings from Madigan and Walter Reed showed soldiers in the warrior transition units also had alcohol abuse problems. Hicks said 60 percent of the soldiers with PTSD seen in the Madigan intensive outpatient program have a co-occurring alcohol or drug use disorder.

Walter Reed said 69 percent of the soldiers in its alcohol and substance abuse program abused alcohol and another 31 percent abused both prescription and street drugs, including opiates, sedatives and cocaine.

Nextgov reviewed the drug records of a soldier in a warrior transition unit diagnosed with PTSD who was prescribed a wide range of drugs during the past year, including oxycodone; lorazepam, an anti-anxiety drug; trazodone, an antidepressant; and zolpidem, a sleep aid. The family of this soldier, who has been to multiple substance abuse programs, blames the Army for her addiction.

Dr. Peter Breggin, an Ithaca, N.Y., psychiatrist and author of Medication Madness: The Role of Psychiatric Drugs in Cases of Violence, Suicide and Crime (St. Martin's Griffin, 2009), said the addiction of soldiers in warrior transition units might have started with the drugs they were given while deployed.

Breggin said individuals given multiple addictive drugs during treatment sometimes seek illegal drugs to self-medicate in response to the adverse effects of the prescribed drugs.

Breggin said besides the narcotic abuse that the Army IG reported, there's a "strong likelihood that many [soldiers] are addicted to the benzodiazepines such as Xanax and Klonopin that are being given to them. These are Schedule IV narcotics, with high addiction potential. Worse, a very large percentage, while not technically addicted will be unable to come off antidepressants, mood stabilizers and antipsychotic drugs because of the severe withdrawal effects," Breggin said.

The Army IG report on prescription drug abuse dovetails with a series of reports prepared last April by the former top Pentagon official responsible for overseeing the warrior transition units, Noel Koch. Koch was fired by Clifford Stanley, undersecretary of defense for personnel last April shortly after the WTU reports were completed.

A report Koch wrote following a visit to the WTU at Irwin Army Community Hospital at Fort Riley, Kan., available on the Defense Department's Freedom of Information Act website, said some soldiers in that unit used PTSD and TBI claims to abuse drugs, alcohol, family members and "be general bad actors." Chaplains at a symposium in San Antonio, Texas, in January 2010 reported that soldiers in WTUs turn to drugs and alcohol to escape their problems.

While the Army set up WTUs to provide quality care for soldiers wounded in combat, the summary report of Koch's trips to WTUs around the country made it clear they have become a "dumping ground" for soldiers who have never seen combat.

That summary said local commanders send soldiers they view as "undesireables" to the WTUs where they "game . . . the system" by staying there for hundreds of days, frustrating motivated combat-wounded soldier who want to get better and return to duty, the report said.
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Military's Drug Policy Threatens Troops' Health, Doctors Say
Bob Brewin / NextGov.com

(January 18, 2011) -- Army leaders are increasingly concerned about the growing use and abuse of prescription drugs by soldiers, but a Nextgov investigation shows a US Central Command policy that allows troops a 90- or 180-day supply of highly addictive psychotropic drugs before they deploy to combat contributes to the problem.

The CENTCOM Central Nervous System â€¨Drug formulary includes drugs like Valium and Xanax, used to treat depression, as well as the antipsychotic Seroquel, originally developed to treat schizophrenia, bipolar disorders, mania and depression.

Although CENTCOM policy does not permit the use of Seroquel to treat deploying troops with these conditions, it does allow its use as a sleep aid, and allows deployed troops to be provided with a 180-day supply, even though the drug has been implicated in the deaths of two Marines who died in their sleep after taking large doses of the drug.

The Army endorsed Seroquel as a sleep aid in the May 2010 report of its Pain Management Task Force, which, among other things, called for a reduction in the number of prescription drugs given to troops. An appendix to that report recommended taking Seroquel in either 25- or 50-milligram doses for sleep disorders.

A June 2010 internal report from the Defense Department's Pharmacoeconomic Center at Fort Sam Houston in San Antonio showed that 213,972, or 20 percent of the 1.1 million active-duty troops surveyed, were taking some form of psychotropic drug: antidepressants, antipsychotics, sedative hypnotics, or other controlled substances.

Dr. Grace Jackson, a former Navy psychiatrist, told Nextgov she resigned her commission in 2002 "out of conscience, because I did not want to be a pill pusher." She believes psychotropic drugs have so many inherent dangers that "the CENTCOM CNS formulary is destroying the force," she said.

Dr. Greg Smith, who runs the Los Angles-based Comprehensive Pain Relief Group, which treats chronic pain and prescription drug abuse through an integrative medical approach called the Nutrition, Emotional/Psychological, Social/Financial and Physical program, said he was shocked by CENTCOM's drug policy for deployed troops. "If I was a commander I'd worry about what these troops would do," as a result of their medications, Smith said.

Dr. Peter Breggin, an Ithaca, N.Y., psychiatrist who testified before a House Veterans Affairs Committee last September on the relationship between medication and veterans' suicides, said flatly, "You should not send troops into combat on psychotropic drugs." Medications on the CENTCOM CNS formulary can cause loss of judgment and self-control and could result in increased violence and suicidal impulses, Breggin said.

The Army implicated prescription drugs as contributing to suicides in a July 2010 report, which said one-third of all active-duty military suicides involved prescription drugs.

When the suicide report was released, Gen. Peter Chiarelli, the Army's vice chief of staff, said the service needed to develop better controls for prescription drugs. "Let's make sure when we prescribe that we put an end date on that prescription, so it doesn't remain an open-ended opportunity for somebody to be abusing drugs," Chiarelli said.

But when it comes to the CENTCOM CNS formulary -- which for some drugs allows a 180-day supply when troops deploy, followed by a 180-day refill in theater, according to an October 2010 update to the psychotropic drug policy -- neither the Army nor CENTCOM sees a need for change.

In an e-mailed statement to Nextgov, Col. John Stasinos, chief ofâ€¨addiction medicine for the Army surgeon general, and Col. Carol Labadie, pharmacy program manager in the Directorate of Health Policy and Services for the surgeon general, said soldiers are supplied with up to 180 days of medications because they "serve in remote areas without easy access to pharmacies. It is important that soldiers on chronic medications do not run out of them during combat operations, because not taking the medications can be as dangerous as taking too much medication."

Abuse of prescription drugs, Stasinos and Labadie said, can be prevented by improved communication among health care providers, soldiers and commanders. Comprehensive reviews of soldiers' medication profiles by pharmacists are another way to prevent abuse, they said.

The statement from Stasinos and Labadie added that it is possible that troops could receive a 180-day supply of more than one psychotropic medication.

Navy Lt. Cmdr. William Speaks, a CENTCOM spokesman, echoed comments from the Army. He said the drug-supply policy for deployed troops was "established to ensure personnel who required these medications had an adequate supply before deployment to last through pre-deployment activities and training as well as travel to theater and initial deployment phase."

He added, "Some of these medications can cause duty-limiting side effects if they are withdrawn abruptly [i.e. if the individual runs out]. This policy prevents that from occurring."

Speaks said, "Abuse is always a possibility the prescribing clinician must consider ... demonstration of clinical stability, medication quantity limits and in-theater review of prescriptions reduces the potential for abuse."

Suicide and Drug Abuse
The Army's suicide report drew a link between a significant increase in prescription drug use among troops and the service's rising suicide rate. It also raised serious concerns about troops trafficking in prescription drugs.

Jackson, the former Navy psychiatrist, now has a civilian practice in Greensboro, N.C. She said at least one drug on the CENTCOM formulary -- Depakote, an anticonvulsant, which military doctors prescribe for mood control -- carries serious physical risks for troops. Depakote is toxic to certain cells, including hair cells in the ears, and can lead to hearing loss. Troops in a howitzer battery who already run the risk of hearing loss should not take Depakote, she said.

The medication also can cause what she calls "cognitive toxicity," also known as Depakote dementia, impairing a person's ability to think and make decisions. Jackson said that while Depakote has been investigated as an adjunct therapy for cancer, its use has been limited due to the drug's effects on cognition.

The antidepressant Wellbutrin, also on the CENTCOM formulary, likely poses a long-term risk of Parkinson's disease, especially for older troops, said Jackson, author of Drug-Induced Dementia: A Perfect Crime (AuthorHouse, 2009).

Jackson and Breggin both expressed deep concerns about Xanax, perhaps the most addictive of all benzodiazepines, a class of depressant medications used to treat anxiety, on the CENTCOM formulary.

Breggin, author of Medication Madness: The Role of Psychiatric Drugs in Cases of Violence, Suicide and Crime (St. Martin's Griffin, 2009), called Xanax "solid alcohol" and said all the benzodiazepines on the CENTCOM formulary "amount to a prescription for abuse." He also said there is no rationale for prescribing multiple psychotropic drugs to troops.

Smith said he was "flabbergasted" that military doctors prescribed Seroquel as a sleep aid, as the Food and Drug Administration has not approved such a use and other drugs are more effective. Breggin agreed, calling Seroquel "very dangerous, expensive and not proven to be more beneficial than other drugs."

Jackson noted Seroquel has the addictive potential of opioids, such heroin.

CENTCOM's allowance of Seroquel as a sleep aid also seems to fly in the face of a high-level Defense policy set in November 2006. In a memo titled "Policy Guidance for Deployment Limiting Pyschiatric Conditions and Medications," William Winkenwerder, then assistant secretary of Defense for health affairs, said psychotropic medications that would prohibit troops from deployment included those used to treat chronic insomnia.

Asked if prescribing Seroquel to aid sleep violated this policy, Stasinos and Labadie said in an e-mail, "Seroquel is not prescribed for chronic insomnia. Lower doses have been used to aid soldiers with troubled sleep for anxiety-related nightmares." They added while other sleep medications are on the CENTCOM formulary, none appears to relieve nightmares as effectively as Seroquel.

Laura Woodin, a spokeswoman for the US division of London-based AstraZeneca, which makes Seroquel, said the drug is not approved by the FDA as a sleep aid or to treat post-traumatic stress disorder. But, she added, mental health professionals often prescribe it to treat conditions not approved by the FDA. "Like patients, we trust doctors to use their medical judgment to determine when it is appropriate to prescribe medications," Woodin said.

Nightmare
Stan White, a retired high school teacher who lives in the small town of Cross Lanes, W.Va., has observed the effects Seroquel can have. When his son Andrew returned from a tour in Iraq with the Marine Reserve 4th Combat Engineer Battalion in 2007, he was diagnosed with post-traumatic stress disorder and was prescribed three psychotropic drugs, including Seroquel, by the Huntington Veterans Affairs Medical Center, White said.

VA started Andrew on 25 milligrams of Seroquel a day and upped the dose to 1,600 milligrams a day (the CENTCOM-approved dose is 25 milligrams a day). Andrew White died in his sleep Feb. 12, 2008, six months after seeking help.

White said Andrew was so befuddled by his drug cocktail, which included Klonopin, a benzodiazepine, and hydrocodone, an opiate, that his wife, Shirley, had to dole them out forAndrew. White said Seroquel did not diminish Andrew's nightmares at even such a high dosage.

While talk therapy is widely viewed as one of the most effective treatments for some mental health problems, including PTSD, White said Andrew had only a few such sessions, primarily with a local veterans' peer therapy group. It was not until the week Andrew died that a VA psychiatrist decided to begin intensive sessions with him.

Stan White says his mission in life today is to expose the dangers of Seroquel. The drug, he said, "turns people unto zombies. I cannot imagine going into battle on Seroquel."

***************************************** 
http://www.nytimes.com/2010/04/25/health/25warrior.html

Feeling Warehoused in Army Trauma Care Units
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“It is just a dark place. Being in the W.T.U. is worse than being in Iraq.” MICHAEL CRAWFORD, an Army specialist who was a sniper in Iraq, above. 

By JAMES DAO and DAN FROSCH

COLORADO SPRINGS — A year ago, Specialist Michael Crawford wanted nothing more than to get into Fort Carson’s Warrior Transition Battalion, a special unit created to provide closely managed care for soldiers with physical wounds and severe psychological trauma. 

Specialist Michael Crawford with his mother, Sally Darrow, in Michigan. He tried to commit suicide after being transferred to the transition unit. 

A strapping Army sniper who once brimmed with confidence, he had returned emotionally broken from Iraq, where he suffered two concussions from roadside bombs and watched several platoon mates burn to death. The transition unit at Fort Carson, outside Colorado Springs, seemed the surest way to keep suicidal thoughts at bay, his mother thought. 

It did not work. He was prescribed a laundry list of medications for anxiety, nightmares, depression and headaches that made him feel listless and disoriented. His once-a-week session with a nurse case manager seemed grossly inadequate to him. And noncommissioned officers — soldiers supervising the unit — harangued or disciplined him when he arrived late to formation or violated rules. 

Last August, Specialist Crawford attempted suicide with a bottle of whiskey and an overdose of painkillers. By the end of last year, he was begging to get out of the unit. 

“It is just a dark place,” said the soldier, who is waiting to be medically discharged from the Army. “Being in the W.T.U. is worse than being in Iraq.” 

Created in the wake of the scandal in 2007 over serious shortcomings at Walter Reed Army Medical Center, Warrior Transition Units were intended to be sheltering way stations where injured soldiers could recuperate and return to duty or gently process out of the Army. There are currently about 7,200 soldiers at 32 transition units across the Army, with about 465 soldiers at Fort Carson’s unit. 

But interviews with more than a dozen soldiers and health care professionals from Fort Carson’s transition unit, along with reports from other posts, suggest that the units are far from being restful sanctuaries. For many soldiers, they have become warehouses of despair, where damaged men and women are kept out of sight, fed a diet of powerful prescription pills and treated harshly by noncommissioned officers. Because of their wounds, soldiers in Warrior Transition Units are particularly vulnerable to depression and addiction, but many soldiers from Fort Carson’s unit say their treatment there has made their suffering worse. 

Some soldiers in the unit, and their families, described long hours alone in their rooms, or in homes off the base, aimlessly drinking or playing video games. 

“In combat, you rely on people and you come out of it feeling good about everything,” said a specialist in the unit. “Here, you’re just floating. You’re not doing much. You feel worthless.” 

At Fort Carson, many soldiers complained that doctors prescribed drugs too readily. As a result, some soldiers have become addicted to their medications or have turned to heroin. Medications are so abundant that some soldiers in the unit openly deal, buy or swap prescription pills. 

Heavy use of psychotropic drugs and narcotics makes it difficult to exercise, wake for morning formation and attend classes, soldiers and health care professionals said. Yet noncommissioned officers discipline soldiers who fail to complete those tasks, sometimes over the objections of nurse case managers and doctors. 

At least four soldiers in the Fort Carson unit have committed suicide since 2007, the most of any transition unit as of February, according to the Army. 

Senior officers in the Army’s Warrior Transition Command declined to discuss specific soldiers. But they said Army surveys showed that most soldiers treated in transition units since 2007, more than 50,000 people, had liked the care. 

Those senior officers acknowledged that addiction to medications was a problem, but denied that Army doctors relied too heavily on drugs. And they strongly defended disciplining wounded soldiers when they violated rules. Punishment is meted out judiciously, they said, mainly to ensure that soldiers stick to treatment plans and stay safe. 

“These guys are still soldiers, and we want to treat them like soldiers,” said Lt. Col. Andrew L. Grantham, commander of the Warrior Transition Battalion at Fort Carson. 

The colonel offered another explanation for complaints about the unit. Many soldiers, he said, struggle in transition units because they would rather be with regular, deployable units. In some cases, he said, they feel ashamed of needing treatment. 

“Some come to us with an identity crisis,” he said. “They don’t want to be seen as part of the W.T.U. But we want them to identify with a purpose and give them a mission.” 

Drugs and Addiction 

Sgt. John Conant, a 15-year veteran of the Army, returned from his second tour of Iraq in 2007 a changed man, according to his wife, Delphina. Angry and sullen, he reported to the transition unit at Fort Carson, where he was prescribed at least six medications a day for sleeping disorders, pain and anxiety, keeping a detailed checklist in his pocket to remind him of his dosages. 
The medications disoriented him, Mrs. Conant said, and he would often wander the house late at night before curling up on the floor and falling asleep. Then in April 2008, after taking morphine and Ambien, the sleeping pill, he died in his sleep. A coroner ruled that his death was from natural causes. He was 36. 

James Agee, who served two tours in Iraq, said officers in the Fort Carson transition unit verbally abused medicated soldiers. “They would say, ‘These guys can’t do this because they are crazy.’ ” 

Mrs. Conant said she felt her husband never received meaningful therapy at the transition unit, where he had become increasingly frustrated and was knocked down a rank, to specialist, because of discipline problems. 

“They didn’t want to do anything but give him medication,” she said. 

Other soldiers and health care workers at Fort Carson offered similar complaints. They said that most transition unit soldiers were given complex cocktails of medications that raised concerns about accidental overdoses, addiction and side effects from interactions. 

“These kids change their medication like they change their underwear,” said a psychotherapist who works with Fort Carson soldiers and asked that his name not be used because he was not authorized to speak publicly about the transition unit. “They can’t even remember which pills they’re taking.” 

Some turned to heroin, which is readily available in the barracks, after becoming addicted to their pain pills, according to interviews with soldiers and health care professionals at Fort Carson. 

“We’re all on sleep meds, anxiety meds, pain meds,” said Pfc. Jeffery Meier, who is in the transition unit and said he knew a dozen soldiers in the unit, including a recent roommate, who had used heroin. “The heroin is all that, wrapped into one.” 

Fort Carson officials said that addiction to prescription drugs was no more prevalent in the Army than in the civilian world, and that medication was just one element of a balanced treatment that includes therapy. 

But they acknowledged that they had found heroin abuse in the transition unit and said they were trying to reduce the use of opiates and synthetic opiates to prevent addiction, not always with success. 

“There is active resistance, because they are addicted,” said Lt. Col. Joel Tanaka, the Warrior Transition Battalion surgeon at Fort Carson. “We’ve learned if we don’t assist them and wrap our arms around them, then they go off post and get these drugs illegally.” 

Jess Seiwert offers a cautionary tale. A staff sergeant and sniper who was knocked unconscious by roadside bombs in Iraq, he returned to Fort Carson in late 2006 with post-traumatic stress disorder, burns and a variety of aches. Prone to bouts of rage, he often drank himself to sleep and began abusing the painkiller Percocet. 

Medical records show that Sergeant Seiwert’s captain thought he was a danger to his wife and needed inpatient psychiatric care. Instead, the sergeant was transferred into Fort Carson’s transition unit in 2008. 

In a recent interview, Mr. Seiwert, now discharged from the Army, said he received minimal therapy in the unit but was given ample medication, including the painkillers he abused. “I should have been in inpatient rehab to get me off the drugs,” he said. 

Last summer, just months after being medically discharged, he badly beat his wife while bingeing on alcohol and Percocet. He pleaded guilty to a second-degree assault charge and is likely to face five years in prison. 

‘Making Things Worse’ 

Like private outpatient clinics, Warrior Transition Units aim to provide highly individualized care and ready access to case managers, therapists and doctors. But the care is organized in a distinctly Army way: noncommissioned officers, known as the cadre, maintain discipline and enforce rules, often using traditional drill-sergeant toughness with junior enlisted soldiers. 

At the top of the command are traditional Army officers, not health care professionals: Brig. Gen. Gary Cheek, head of the Warrior Transition Command, was an artillery officer, and Colonel Grantham an intelligence officer. 

Beneath them is what the Army calls its triad of care. Members of the cadre keep a close eye on individual soldiers, much like squad leaders in regular line units. Nurse case managers schedule appointments and assist with medications and therapy. And primary care managers — doctors, physicians’ assistants or nurse practitioners — oversee care and prescribe medicines. 

The structure is intended to ensure that every soldier gets careful supervision and that Army values and discipline are maintained. But many soldiers at Fort Carson complained that discipline and insensitive treatment by cadre members made wounded soldiers feel as if they were viewed as fakers or weaklings. 

James Agee, a former staff sergeant who transferred into the transition unit after returning from his second tour of Iraq in 2008, said he frequently heard cadre members verbally abuse medicated soldiers who were struggling to get out of bed for morning formation or stay awake for all-night duty. 

 “They would say, ‘These guys can’t do this because they are crazy,’ ” said Mr. Agee, who received a medical discharge from the Army. “It would make you feel like you were inferior.” 

One Army specialist in the unit, who received diagnoses of post-traumatic stress syndrome and traumatic brain injury, said he was ordered to perform 24-hour guard duty repeatedly against the orders of his doctor. The specialist, who asked to remain anonymous because he feared repercussions, said he experienced flashbacks to Iraq during the long hours by himself. 

In many cases, the noncommissioned officers have made it clear that they do not believe the psychological symptoms reported by the unit’s soldiers are real or particularly serious. At Fort Hood, Tex., a study conducted just before the shooting rampage there last November — which found that many soldiers in the Warrior Transition Unit thought their treatment relied too heavily on medication — also concluded that a majority of the cadre believed that soldiers were faking post-traumatic stress or exaggerating their symptoms. 

Christina Perez, the wife of a transition unit soldier from Fort Carson, said she got into an ugly fight with a member of the cadre who was furious that she had gone over his head to request additional therapy for her husband, a sergeant first class who had sustained a brain injury during one of two tours in Iraq as a tank gunner. 

In a meeting, the noncommissioned officer shouted that Ms. Perez’s husband did not deserve his uniform and that he should give it to her instead, Ms. Perez said in a police complaint. No charges were brought. 

Eventually her husband, who has headaches and memory loss, was transferred to an inpatient psychiatric clinic in Denver while he awaits a medical discharge. “All they do is make things worse,” Ms. Perez said of the transition unit. 

Last year, The Associated Press reported that the transition unit at Fort Bragg in North Carolina had a discipline rate three times as high as the 82nd Airborne Division, the base’s primary occupant. 

General Cheek said the Army’s own survey of other major posts showed that discipline rates in transition units were about the same as in regular units. 

He asserted that most cadre members, who receive extra pay and training for the job, do their jobs well, working long hours and spending weekends checking on soldiers. Discipline, he said, is a form of tough love. 

“If we are going to maintain safe discipline, all rules must apply,” the general said. “We do have an expectation that our soldiers want to get better.” 

Bureaucratic Delays 

Sgt. Keith Nowicki was an intelligence analyst who was sent back early from his second deployment to Iraq in April 2008 because of severe post-traumatic stress disorder, said his wife, Ashley. Assigned to the Fort Carson transition unit, he spent nearly a year waiting for his medical discharge. 

Instead of getting the help he hoped for, he spent much of the time in the unit alone, growing increasingly angry, drinking heavily and abusing Percocet. In early 2009, he separated from his wife. While on the phone with her in March 2009 he shot himself to death. He was due to be discharged at the end of the month. 

Though Ms. Nowicki does not attribute her husband’s suicide to the long wait for his discharge, she said the slowness of the process and the lack of support from the transition unit added to his sense of hopelessness. 

“It was just a bunch of red tape,” Ms. Nowicki said. “He would spend days trying to track down his own medical records.” 

Army officials acknowledged that wait times for medical discharges at Fort Carson had grown. A major reason is that Fort Carson is part of a pilot program with the Department of Veterans Affairs in which the Army and the V.A. collaborate in evaluating soldiers’ injuries. The collaboration between the two bureaucracies is expected to speed up veterans benefits once a soldier leaves the Army, but it can lengthen the initial evaluation period, officials said. 

Michael Crawford has been waiting more than a year for his medical discharge. As his anxiety and depression have worsened, so have his problems in the unit. His rank was recently reduced to private in punishment for overstaying leave and using marijuana. 

But things are looking up, his mother believes: he will be able to stay with her in Michigan while awaiting his discharge. His mother, Sally Darrow, has already seen one son commit suicide. She believes that Michael would become the second if he had to return to Fort Carson and the transition unit. 

“At home, with family and schoolmates, he’s dealing with things better,” Ms. Darrow said. “He’s not safe there.” 

