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Introduction 
 

A workshop, entitled “Return-to-Duty Assessment Methods and Standards: Developing a 
Research Agenda,” was held at the Hilton Garden Inn, Frederick, MD, on 19-20 September 
2012, and was sponsored by the US Army Medical Research and Materiel Command’s 
(USAMRMC) Military Operational Medicine Research Program (MOMRP).  The MOMRP, 
directed by COL Carl A. Castro, includes three Task Areas (TA) with the goal of providing 
evidence-based criteria for standards to determine the level of operational competence and 
performance of a Soldier after injury.  The need for return-to-duty (RTD) assessment criteria 
includes the spectrum of injury and disease experienced by U.S. Soldiers, Airmen, Sailors and 
Marines.  

 
TA P1, managed by Dr. John S. Crowley, U.S. Army Aeromedical Research Laboratory 

(USAARL), focuses on injury effects on human neurosensory function, including those resulting 
from blast, blunt, and ballistic threats.  Injuries of interest include those resulting from trauma to 
the neural, acoustic, vestibular, and visual systems.  In developing these RTD standards, the 
research program determines the effect of injury on both general and specific Warfighter 
abilities. 

 
TA P2, managed by Dr. Edward Zambraski, U.S. Army Research Institute of Environmental 

Medicine (USARIEM), focuses on injury effects on human neuro-muscular function.  
Musculoskeletal injuries during deployment can be the result of many factors.  Combat related 
exposure to blast, physical impact and ballistic threats can cause severe musculoskeletal injuries.  
These causative factors are compounded by musculoskeletal injuries caused by the physical 
demands associated with locomotion, load carriage, lifting and the completion of many normal 
Soldier tasks.  

 
TA WX, managed by COL Paul Bliese, Walter Reed Army Institute of Research (WRAIR), 

focuses on a wide spectrum of mental health issues and neuropsychological injuries.  Mental 
health issues may include symptoms of Post-Traumatic Stress Disorder (PTSD), depression or 
anxiety, suicide attempts or ideation, and alcohol abuse and prescription drug use. 
Neuropsychological injuries include single or multiple concussive events along with other 
concomitant neurological effects associated with mental health interventions. 

 
This report records the proceedings of the workshop in the form of descriptive text, edited 

spoken text or copies of projected slides, and makes recommendations about the direction of 
MOMRP’s RTD research programs.  The conference agenda is presented in figure 1.  The 
attendee list appears in the appendix. 

 
 

Workshop Objectives 
 
The workshop objectives were 1) to ensure that MOMRP RTD research programs are 

targeting the most important gaps and current Department of Defense (DoD) needs, 2) to 
establish a dialogue among the various key performers and stakeholders, and 3) to synchronize 
the efforts of various RTD and fitness-for-duty research programs across the DoD.  The 
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underlying intent was to describe the development of RTD standards and assessment tools 
addressing the most common injuries across DoD: neurosensory injury (i.e., concussion), 
musculoskeletal injury (i.e., training-related), and psychological injury (i.e., PTSD, depression).   

 
The two-day workshop was organized into three general sessions, each with specific aims and 

objectives.  First, the morning of Day 1 introduced the workshop to the attendees with a series of 
progressively more detailed briefings, describing the three RTD research programs.  
Presentations from managers and researchers highlighted the common approach followed by the 
three programs, and presented the latest research findings. 

 
The second session, on the afternoon of Day 1, addressed the perspectives of the users of RTD 

standards - practitioners in the clinical fields of physical medicine, physical and occupational 
therapy, psychology and psychiatry, as well as the administrators of the DoD RTD process.  
These presentations and the ensuing discussions captured experience with the current process 
and identified research gaps in need of further study. 

 
The third session, commencing on the morning of Day 2, provided an opportunity for general 

discussion in plenary sessions, and then more focused discussions of each research task area in 
three breakout groups.  These small group sessions addressed specific research gaps, strategies, 
and challenges of the various research programs comprising the MOMRP RTD research 
program. 
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Figure.  Return to Duty Research Working Group agenda. 
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Figure (cont.).  Return to Duty Research Working Group agenda. 
 
*  Note that LTC Edward Brusher, U.S. Army Medical Command, Office of the Surgeon 
General (MEDCOM OTSG), presented in place of COL Rebecca J. Porter. 
 

  

* 



 

5 
 

	

 
 
Figure (cont.).  Return to Duty Research Working Group agenda. 
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Workshop Sessions – Day 1 Wednesday, 19 September 2012 
 

0800 – 0815: Welcome and Administrative Announcements – Dr. John Crowley, USAARL, and 
COL Carl Castro, MOMRP 
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Comment highlights: 
 

Dr. Crowley welcomed the attendees to the workshop. Dr. Zambraski and COL Bliese were 
identified as the co-hosts of the conference.   

 
COL Castro, MOMRP Director, provided welcoming comments and thanked all attendees for 

their help in “grappling with RTD issues.” He noted that this was the first [MOMRP] RTD 
Workshop to be held. The goal, he continued, is to provide evidenced based criteria to the 
medical community for making RTD decisions. It is broad, and includes physical and 
psychological health, which overlap. There is co-morbidity. It is complex. This is the first 
attempt to do this systematically. 

 
Kathy Helmick: How this effort related to LTC Chessley R. Atchison’s TECD [Technology 

Enabled Capability Demonstration Program - Brain in Combat: Resilience, Assessment and 
Intervention (7d)] work? 

 
COL Castro: It does not directly synchronize with what COL Atchison does with the TECD. 

TECDs are not comprehensive. They have only a 2-year focus. This [effort] will be more than 
for far forward use. This will also be used in garrison. It will be prioritized and more 
comprehensive. It will include the concept of quick wins and longer running efforts as the good 
fruit is often what is up top rather than low hanging.  

 
COL Paul Bliese: Please provide a lot of input on the topic. Keep it informal.  
 
Dr. Crowley briefly reviewed the agenda and explained that other competing events have 

limited the number of attendees.   
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0815 – 0830: Background and Overall Research Strategy – Dr. Edward Zambraski, USARIEM 
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Comment highlights: 
 

Dr. Zambraski’s presentation noted that about 30% of the males and 60% of the females in the 
8-9 weeks of Basic Combat Training require medical attention. Eighty percent of Active 
Component Soldiers are on prescription NSAIDs (nonsteroidal anti-inflammatory drugs).   

 
COL Bliese: That seemed very high.  
 
Dr. Zambraski: Eighty percent were prescribed an NSAID within the first year, with some 

receiving more than one prescription. Motrin is often counted twice, as a prescription and as over 
the counter [OTC] drug.  

 
COL Dana Renta: Motrin is the first drug used in treatment.  
 
MAJ Owen Hill: I often give Soldiers prescriptions (rather than as OTC) for Motrin while on 

the line. 
 
In the context of Soldier performance requirements, COL Castro: It is appropriate not to 

include the word disability. The VA disability system definition does not mean the individual 
cannot perform. The person could be 100% disabled yet fully employed under the VA definition. 

 
MAJ Hill: It was important to note that the outcome variable is loss of duty time. Clinicians 

have discrete outcomes; this is different. We need a metric to define what is meant as loss of 
duty time.  
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LTC Deydre Teyden: The RTD issue needs to include policies. As an example, 20-year old 
programs are being used, but RTD policies have changed and now can’t capture that in the 
programs. They need to look at those policies that prevent good science from being 
institutionalized. There is a need to bridge that gap. 

 
COL Bliese: When thinking psychological RTD, clinicians don’t know what to do for certain 

psychological conditions. The trick is to identify the intersection of high prevalence and difficult 
decisions, like depression.  

 
MAJ Hill: When time is a variable within the model, it becomes complicated. 
 
Dr. Crowley: A test for balance problems is medical test. It may not affect duty performance 

depending on the Soldier’s MOS [military occupational skill]. 
 

0830 – 0930: RTD after Neurosensory Injury  
 
Task Overview and Current DoD Research – Dr. John Crowley, USAARL 
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Comment highlights: 
 

Dr. Crowley: This task area is the oldest of the three task areas. It was started in FY10. The 
goal is to develop evidence based standards to determine the level of operational competence. In 
FY15, we’ll be starting a new task area that will look at the long term effects of the injuries that 
are occurring now such as TBI [traumatic brain injury], hearing, and vision effects. We’ll see 
how well our guidelines serve to predict performance.  

 
COL Bliese: The criteria to evaluate the effectiveness of whatever strategy is developed is 

important. Think of other strategies to employ across all three areas. Perhaps employ the 
supervisor to rate the RTD person on a checklist for the different types of injuries after 3 months.  

 
MAJ Hill: We’ll need comparative baseline data. We’ll need to do ubiquitous rating of all 

Soldiers in advance. 
 
Dr. Art Estrada: The WRRC [Warrior Resiliency and Recovery Center] at Ft Campbell is 

developing a program to follow Soldiers after their “graduation” from their recovery program. Its 
Military Functional Assessment Program will follow Soldiers for 1 year following treatment 
requesting assessment from supervisors. 

 
COL Bliese: Now we only have attrition as a metric. That could allow further dissection of the 

issues following RTD. 
 
Dr. Estrada: We thought that perhaps the number of return visits to the mental health clinic 

could be a metric of trouble returning to duty; however, it could be that return visits are an 
indication of greater mental fitness and healthy self assessment.   

 
Ms. Helmick: Regarding the continuum of care and looking at RTD, should all persons be 

considered for it? Might need discharge planning. Are [caregivers] to focus on period of time in 
recovery or the full assessment piece? 

 
MAJ Matthew Scherer: The clinical model looks at body function. Evaluation metrics must 

look at function. The goal is return to performance level.  
 
Dr. Crowley: In looking at effects of mTBI [mild TBI] on Soldiers, they frequently have 

balance effects. I encourage researchers to address low hanging fruit. Purpose here is the medical 
center RTD rather than far forward decision making.  

 
COL Bliese: Yes, focus on medical center RTD decisions. There is flexibility in the program.  
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Epidemiology of MTBI and Neurosensory Injury – Dr. Benton D. Lawson, USAARL 
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Comment highlights: 
 

Ms. Helmick: Did you do a re-look of the ICD-9 [International Classification of Diseases] 
codes in the following year, to find out if poor decisions were made about RTD? 

 
Dr. Lawson: Good idea, but no, that was not done. Instead we created a 9-10 year database of 

primary diagnoses.  
 
Ms. Helmick: Not sure there are data to suggest there really is a problem.   
 
Dr. Lawson: If a job analysis is done, the focus can be on problem areas. Or we could try to 

find where to focus existing efforts, more globally. We could look at existing tests to find out 
which picked up critical cases.  
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Development and Validation of a Sensitive Marksmanship Task – Catherine Webb, USAARL 
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Comment Highlights: 
 

Ms. Helmick: Will you add a cognitive task?  
 
Ms. Webb: I can do a shoot/don’t’ shoot task; I want to incorporate it.  
 
Dr. Karen Kelly: I have incorporated a shoot/don’t shoot task at NHRC [Naval Health 

Research Center] in San Diego.  
 
Ms. Webb: Great idea. 
 
COL Bliese: Consider if other populations also show deficits; they know those with 

depression also show reaction time deficits. This is a key task relevant to all services, to be able 
to shoot. If there are deficits across different injuries this would be convincing measurement. 

 
Dr. Kelly: With the Marines, I did similar a test and had them run, then do the shooting test. I 

once got to 30% declined among lower ranking Marines compared to the NCOs [Non-
commission officers]. It was a physically demanding task.  

 
Dr. Lawson: Regarding Ms. Webb’s shooting task, there are measures of aim trace. When 

posture is studied, you want to note it is more than sway. You can do it with a functional skill. 
 
COL Bliese: I can see how someone with ankle or knee injuries would also be sensitive. 
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Dr. Crowley: If anyone is aware of others doing research in this area, let me know, to include 
them in this exchange. Also, Sister Kenny Research Center [SKRC] has been addressing some of 
these issues. 
 
The Assessment of Military Multitasking Performance – Dr. Maggie Weightman, SKRC 
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Comment highlights: 
 

COL Bliese: There is potential. Are there IRB [Institutional Review Board] issues?  
 
Dr. Weightman: My colleagues have visited with BAMC [Blanchfield Army Medical Center]. 

We are working on IRB forms now. 
 
MAJ Scherer: The challenge is getting onboard with BAMC. It would be helpful to have them 

as the referral source in order to meet projected sample size. 
 
COL Bliese: There may be the ability to follow the 80 people and get attrition rates, 

supervisor reviews, and to get predictive validity.   
 
Dr. Weightman: AMMP [Assessment of Military Multitasking Performance] scores are 

unlikely to do everything. A whole statistical approach is needed to determine the best 
predictors, including demographic data 

 
Dr. Zambraski: It’s a good model to pull expertise from many areas and coordinate the 

funding.  
 
Dr. Estrada: Getting access to an mTBI population has been difficult. If Soldiers have mTBI 

and PTSD, the may be restricted from holding a weapon.  
 
Ms. Webb: In her population, all had a blanket statement in their profiles to not allow access 

to weapons.  
 
MAJ Scherer: Dr. Rábago, have you had any issues with your population?  
 
Dr. Christopher Rábago: We went for a broad assessment battery. Not all were related to 

weapons handling. I skipped that portion of the battery for some individuals. Not all participants 
did all parts of the battery. I wanted to get a large sample size. I also got referrals through the 
WTU [Warrior Transition Unit]. 
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Functional Hearing Test Development – MAJ David McIlwain, USAARL 
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Comment highlights: 
 

MAJ McIlwain: In many functional hearing assessments, they don’t take into account the pre-
flight [phase]. Future tests might take that into account.  

 
LTC Teyden: I have worked with pilots. It would be hard to get volunteers for this test.  
 
MAJ McIlwain: I acquired this protocol following the PCS [permanent change of station] of 

LTC Kristy Casto. It was her protocol. There are trust issues among those with hearing loss.   
 
Dr. Lawson: Do participants get flight hours?  
 
MAJ McIlwain: Yes, they do for participating.  
 
Dr. Estrada: What is the age range for participation?  
 
MAJ McIlwain: It is active duty only.   
 
Dr. Estrada: At Fort Rucker, there are ample retirees for studies, but they don’t usually 

qualify.  
 
MAJ Scherer: Is complexity of environment related to performance? 
 
MAJ McIlwain: My thoughts are experience plays a role, but I lack any data. After 20 years, 

one can fly in ones sleep.  
 
Dr. Crowley: This way of operationalizing a clinical test would apply to other occupations.  
 
MAJ McIlwain: Other studies have worked with the armor community, but they didn’t 

develop a functional hearing test. If we can prove that it works in one arena, it may catch hold.   
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0945 – 1045: RTD after Musculoskeletal Injury  
 
Task Overview and Current DoD Research – Dr. Edward J. Zambraski, USARIEM 
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Comment highlights: 
 

Dr. Zambraski: There is a wide array of musculoskeletal injuries. Accurate reporting and/or 
recording of musculoskeletal injuries is a problem which is starting to be studied more. Over use 
is the most common cause of injury. Overuse injuries versus acute musculoskeletal injuries are 
far more complex and difficult to treat. We need better clinical research to assess whether the 
injury has healed.  

 
MAJ Hill: Recently, a [military] base began a 5 day-a-week, 90 minute PT [physical training] 

program; the problem is not ubiquitous.  
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Characterization of the RTD Musculoskeletal Problem – MAJ Owen T. Hill, USARIEM 
 

 
 

 
*The above slide printed as presented 
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Comment highlights: 
 

MAJ Hill: I manage the TAIHOD [Total Army Injury and Health Outcomes Database] 
database. It has data on over 5 million Soldiers. Musculoskeletal injuries are known to be 
detrimental. Knee, ankle/foot; lumbar/spine, and shoulder are most prevalent sites of injuries. At 
some point we need to draw the line and begin to analyze the data. Considerations include what 
DoD systems contain the essential RTD data elements: eProfile, TAIHOD, DMDC [Defense 
Manpower Data Center], or MDR [Master Data Record]? Who should store and steward the 
RTD data? Which databases can talk to each other?  

 
Dr. Estrada: Many researchers can’t get access to databases.  
 
MAJ Hill: Yes; it is a challenge. 
  
Dr. Susan Proctor: eProfile is not set up for research access.  
 
MAJ Hill: That is true. I look for ways to access it because of its granularity. 
 
Dr. Weightman: Regarding Medical Evaluation Board decisions, if her [clinical] tests show 

that the Soldier is not progressing, how does she know if the Soldier ended up being successful 
in civilian life; or if he/she could have stayed in the military? Should I be following them in 
civilian life? 

 
MAJ Hill: Yes. We could develop a VA [Veterans Affairs] relationship to look at that. I 

capture what occurs throughout the career of those in the military.  
 
Dr. Kelly: I have a 9-week rehabilitation program. I will be doing a follow-up survey up to 

one year after the rehab to determine if tools were effective in their everyday lives, especially 
after they separate from the military.  

 
Dr. Weightman: Is the idea of VA follow-up reasonable? 
 
Dr. Rábago: There is a mandate to do DoD-VA translation research. 
 
LTC Deydre Teyhen: That is significant; historically funds were divided.  
 
Dr. Estrada: If [MAJ Hill] could de-identify the data, I could provide research assistants to do 

the analyses.   
 
MAJ Hill: Those datasets aren’t comprehensive enough to do everything. In TAIHOD, we end 

up with de-identified data. It captures occupational and demographic data, skill sets, 
vaccinations, etc.  
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Musculoskeletal Injury Return to Duty – Dr. Karen R. Kelly, USARIEM 
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Comment highlights: 
 

Dr. Kelly: Thirty percent of those entering the USMC [United States Marine Corps] Image 
Study already have pre-existing injuries. Yet the majority is unaware of injury(ies) and reports 
no pain. [The Navy] is considering doing an MRI [magnetic resonance imaging] in advance of 
SEAL [Sea, Air, and Land] training to identify those with injuries. It may be useful in separating 
malingerers from those with actual injuries. For those with PTSD or depression, [we] are 
studying the value of daily exercise to make physiological changes, and improve sleep and 
mood. The protocols are not designed [with] RTD metrics but could be modified to address it.  

 
Dr. Estrada: As you describe CAREN [Computer Assisted Rehabilitation Environment], I can 

see the applications to measure progress in treatment. Is there an effort to collect normative data 
to use as assessment? 

 
Dr. Kelly: Yes, I do collect normative data. There’s not much published on it so far. It’s hard 

to measure in the field.  
 
Measures of Soldier Physical Task Performance in Relation to Return to Duty Decisions – 
Marilyn A. Sharp, USARIEM 
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Comment highlights: 
 

Ms. Sharp: APFT [Army Physical Fitness Test] is the only universal Army test. Goal is to 
develop and validate tests to assess a Soldier’s readiness to perform physically demanding 
warrior tasks. The focus is on general warrior skills. Future efforts will address whether Soldiers 
are meeting minimum standards. 

 
Dr. Lawson: Can you elaborate on combat rush 30 meter test? 
 
Ms. Sharp: You start by lying down with a load on. Then you jump up and rush to another 

location; do it 5 times.  It’s a timed test and it’s realistic.  
 
Dr. Kelly: My combative fitness test is similar; including the load. It made a difference.  
 
Ms. Sharp: Yes. You could argue what load to wear and whether to go down to their knee. 

The Canadians interviewed subject matter experts and forced them to create a scenario for the 
evaluations.  

 
Dr. Kelly: Also noticed in scoring of tests there was a point system. I took those in highest 

percentile of their class and yet of 65% of the high scorers missed their grenade targets. Many of 
those coming in don’t know the biomechanics of throwing a grenade.  
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1045 – 1145: RTD after Psychological Injury 
 
Prevalence of Psychological Injury and Task Overview – COL Paul Bliese, WRAIR 
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Comment highlights: 
 

COL Bliese: The Psychological RTD Program only began 6 months ago. I hope to establish a 
group to look at the program put in place and make modifications to it. We’ll always rely on 
clinical judgment, but we need tools to help assist the user. This Workshop’s goal is to define the 
problem and present a preliminary research plan to the stakeholders, and then refine the research 
plan with the stakeholders’ feedback. In 1990, mental health disorders were the second most 
likely to hospitalize after pregnancy.   

 
Unidentified: Adjustment disorder. It is caused by multiple disorders. 
 
MAJ Scherer: Adjustment disorder is not a code. The Army petitioned to have it added in the 

future.  
 
LTC Teyhen: There is research that has to be done to list what the criteria are for expediting a 

person out of the service.  
 
COL Bliese: Great point. The system lacks the means to get a person out. NIH [National 

Institute of Health] has a standard battery of tests.  
 
LTC Teyhen: The line might value expediting out as much as returning them to duty.  
 
COL Bliese: Of those evacuated due to TBI, 86% did not return. For those evacuated for 

depression or bipolar disease, 94% did not return.  
 

Dr. Kelly: What percent of those coming in are depressed? Are they pre-screened? What 
about preemptive measures? 

 
COL Bliese: The bottom line is difficult. Tests of prior histories are sensitive, but would 

exclude too many who would end up doing just fine. The present common theme reflects the fact 
that prior injury is a risk factor. Tomorrow’s goal will be to get stakeholder input and modify the 
task area plan as needed. 
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State of the Practice: RTD Decision-Making in a Deployed Environment – LTC Ronald J. 
Whalen, WRAIR 
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Comment highlights: 
 

COL Bliese: I asked LTC Whalen to recount experiences as a deployed provider in theatre, in 
terms of RTD.  

 
Dr. Estrada: In your experience, was there an active duty and National Guard difference in 

command climate among those who were deployed?  
 
LTC Whalen: Yes, I did notice a difference anecdotally. In 2003 I worked with a National 

Guard Battalion with a variety of issues. That Commander got OPCON [operational control] 
help for them through his own efforts. He wanted his guys involved in the fight. The sense 
among his Soldiers was the Commander was more ambitious than was healthy for the unit. 

 
Dr. Estrada: Was the command more sympathetic toward mental health issues?  
 
LTC Whalen: Yes, but it could be due to natural variation. There was more sympathy in the 

National Guard unit. The longevity was better in that unit. 
 
COL Bliese: Would your [LTC Whalen’s] job been easier if had more tools to use in 

communicating with his leadership, e.g. actigraph readings in association with cognitive tests?  
 
LTC Whalen: Yes. I wanted to discuss issues related to patient health information 

confidentiality and occupational health impairment information being provided to the Command.  
 
Dr. Estrada: LTC Whalen is one deep with the service members. That has impacts.  
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State of the Science & Current Research Efforts Pertaining to RTD and Psychological Health: 
Neuropsychological and Neuroimaging Tools as Potential RTD Decision Tools – Dr. Susan P. 
Proctor, USARIEM 
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Comment highlights: 
 

LTC Teyhen: There is an article coming out in a journal in November that demonstrated that 
when pain improves, it impacts the other co-morbidities.  

 
COL Bliese: The key is to have thought about ANAM (Automated Neuropsychological 

Assessment Metrics] as related to concussion and TBI. But what [Dr. Proctor] is showing may be 
more sensitive to changes in depression and PTSD symptoms.   

 
LTC Teyhen: Her battery includes more than ANAM. PTSD and depression have their own 

set of changes.  
 
Ms. Helmick: Is there science to look at expectations regarding treatment?   
 
COL Bliese: Good point. In a study, a provider showed patients how they were improving 

compared to where they were when they arrived.  
 
LTC Edward Brusher: There is an IT system that has screening measures for depression and 

PTSD. It will become standard across MEDCOM. It’s a clinical tool to show patient where they 
are over time.  

 
LTC Teyhen: It may go across other domains. In Australia, they used an expectation model 

regarding back pain. I did a similar effort in Fort Sam Houston. Those that got the announcement 
had a rate decrease in pain. 

 
Ms. Helmick: The strongest mTBI evidence is from Australia. It is worth a look in all 3 areas 

as to how to incorporate expectations for recovery. 
 
CPT Michael Dretsch: We know that cognitive performance is affected by affect. Something 

to consider when seeing any cognitive impairments; work to regulate anxiety and depression 
symptoms. 
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Neurobehavioral, Brain Imaging, Proteomic, and Lipidomic Biomarkers of TBI and PTSD: 
Metrics for Making RTD Decisions for the U.S. Warfighter – CPT Michael N. Dretsch, 
USAARL  
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Comment highlights: 
 

CPT Dretsch: It is important to build on something. Looking at neurocognitive testing, there is 
a need for objective measures for assessing recovery from mTBI and PTSD. There is a strong 
interest and potential with blood-based biomarkers for TBI and PTSD. 

  
Dr. Fiona Crawford: We’re using an unbiased approach to our screening. We are trying to 

identify lipidomics when they occur. The field [of study] is exploding. Many are still under 
development at the moment. In animal studies, they are looking at TBI models of head injury. 
We’ll look at cytokinesiology. Future directions – lipidomic assays have potential as biomarkers 
for PTSD and TBI. 

 
Ms. Helmick: This PTSD/TBI work is intriguing. There is a PTSD consortium. CPT Dretsch 

should link up with those studies. Synergize with their findings with that of 17 studies. 
Diagnostic differentiation and assessments. The 5-year consortium is ending; find areas for 
leverage. Also, regarding TBI definition – if you concentrate on the loss of consciousness group, 
it’s unfortunate. Consider instead to make sure that you are inclusive of the whole concussion 
group.   

 
CPT Dretsch: Agreed. We’ll include all [groups] once we have the full dataset together. 
 
Dr. Kelly: CAREN Central puts subjects through simulation of Afghanistan theatre, along 

with cognitive tests, and saliva and blood tests. Consider accessing their samples.  
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1300 – 1330: RTD Research at the Center for the Intrepid  
 
Return to Duty: Ecologically-Based Assessment in Virtual Reality – Christopher A. Rábago, 
DoD-VA Extremity Trauma and Amputation Center of Excellence 

 

 
 

 



 

142 
 

	

 
 

 



 

143 
 

	

 
 

 
  



 

144 
 

	

 
 

 
  



 

145 
 

	

 
 

 
  



 

146 
 

	

 
 

 



 

147 
 

	

 
 

 
  



 

148 
 

	

 
 

 



 

149 
 

	

 
 

 
  



 

150 
 

	

 
 

 
  



 

151 
 

	

 
 

 
  



 

152 
 

	

 
 

 



 

153 
 

	

 
 

 



 

154 
 

	

 
 

 



 

155 
 

	

 
 

 



 

156 
 

	

 
 

 
  



 

157 
 

	

 
 

 



 

158 
 

	

 
 

 



 

159 
 

	

 
 

 



 

160 
 

	

Comment highlights: 
 

Dr. Estrada: Did the participant have PTSD?  
 
Dr. Rábago: No, it was a hit in the head with a softball. They are now are doing co-morbid 

RTD assessments; they want to look at convergent validity.  
 
Dr. Estrada: Could the participant see the metrics on the screen?  
 
Dr. Rábago: Yes, he could see some of them. The distance is fixed. 

 
1330 – 1430: Current Approach and Problems with RTD Care – User Perspectives and Research 

Needs 
 
Return to Duty Following Musculoskeletal Injury – LTC Deydre S. Teyhen, Telemedicine and 
Advanced Technology Research Center 
 
Slide presentation withdrawn by presenter’s request. 
 
Comment highlights: 
 

LTC Teyhen: Seventy-three percent of all VA disability cases have a musculoskeletal 
component. Measuring risk of injury from a musculoskeletal perspective is multi-factorial. There 
is a need to measure many tasks to calculate the likelihood of injury. Reports go to unit Fitness 
Test coordinators to use in preventing injuries. The new model is to send the patient immediately 
to the physical therapist rather than to a specialist and imaging. It’s better to get to rehab early. It 
decreases cost and RTD time. There is a need to build the Soldier athlete focus on mobility, 
strength, and endurance. The Army does not do musculoskeletal screening annually, yet it is its 
#1 type of injury. 

 
MAJ Hill: Regarding the slide with physical readiness strategy title, what happens if the 

Soldier scores low? 
 
LTC Teyhen: If at the Basic Combat Training [BCT] level, the Soldier gets specific exercises.  

Those in the orange category meet with a coach. Those in the medical referral category are sent 
to someone who does a full evaluation. 

 
Dr. Estrada: Does it have to do with the current generation being one that plays video games 

rather than getting physical exercise? 
 
LTC Teyhen: Yes. At TATRC [Telemedicine and Advanced Technology Research Center], 

we now have tests to screen for that. The platform could be expanded for implementation at the 
Brigade level. 

 
Dr. Kelly: What about expanding the standards? What if they didn’t train to weakest link? 
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LTC Teyhen: The negative trend with performance training was that it was squad based and 
trained to lowest denominator. When does that make musculoskeletal injuries worse? We need to 
give them more than a walking track as means of reintegrating? 

 
Dr. Kelly: The same is true for nutrition. Are you seeing correlations between poor nutrition 

and healing? 
 
LTC Teyhen: This is scalable. The Indianapolis Colts use this. Our movement tests are the #2 

criteria for the football draft.  
 
The Military Functional Assessment Program: An Occupational Therapy Perspective on RTD 
after TBI – Jenny Owens, Blanchfield Warrior Resiliency and Recovery Center 
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Comment highlights: 
 

LTC Whalen: What kind of command support do you have?  
 
Ms. Owens: My experience has been good. We get good command buy-in and support. 
 
LTC Whalen: What if the recommendation is to not return or to return under a different 

MOS? 
 
Ms. Owens: At that point the person goes in front of a board and is beyond me. The board 

usually recognizes the degree of injury. [Our assessment] can help with the decision. 
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Current Approach and Problems with RTD Care after mTBI – Kathy Helmick, Deputy Director, 
Defense and Veterans Brain Injury Center 
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Comment highlights: 
 

LTC Whalen: What about the unit level data?  
 
Ms. Helmick: I am crossing the unit with the type of events. I am looking at those involved in 

an event, then those that got a concussion. I also had RTD and symptom data to share. 
 
Dr. Proctor: What is the source of the data?  
 
Ms. Helmick: The Armed Forces Response Center is the source of data. JTAPIC [Joint 

Trauma Analysis and Prevention of Injury in Combat] also provides data to us. We are gathering 
helpful trend information on commander waivers for rest periods after concussion. We can bring 
it to attention to other commanders. Our analysis informed policy makers and those on the line. 
As for prognostics for those who will RTD, I am not hearing anecdotally that people are not 
ready to return. 
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1445 – 1515: Clinical Psychology and Psychiatry 
 
Behavioral Health Service Line – LTC Edward A. Brusher, MEDCOM OTSG 
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Comment highlights: 
 

COL Bliese: Who manages the data? Will it be collected at regular intervals? 
 
LTC Brusher: Because we had to start faster than we were ready, it is all being done on hard 

paper copies. Soon it will be in electronic forms that others can access. 
 
LTC Whalen: Is behavioral health involved in eProfile?   
 
LTC Brusher: Yes.    
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1515 – 1545: The TRADOC Perspective – Practices and Problems in RTD 
 
TRADOC Surgeon – COL Carolyn A. Tiffany, TRADOC 
 
Slide presentation withdrawn by presenter’s request. 

Comment highlights: 

COL Tiffany: Army 20/20 is doctrinal concept recently rolled out by TRADOC [U.S. Army 
Training and Doctrine Command] over the next 20 years. The Human Dimension concept is part 
of it. The Army is doing a paradigm shift. TRADOC has moved beyond the OEF [Operation 
Enduring Freedom] and is focused on the next conflict. Human Dimension is looking at the 
soldier as a type of weapon to be fitted with what they need to operate.   

 
The master fitness trainer (MFT) course ended in 1998. It has been reinstituted since then. The 

lesson plans have been revised. The MFT will be overseen by the PT [physical therapist], who 
will be at the mid-level. They are considering putting master resiliency trainers into the military 
initial entry training stage (BCT).    

 
During AIT [advanced individual training] [is when] to find out the mental [requirements for 

MOSs; i.e.,] infantry versus a combat engineer or “Sappers,” who are combat engineers who 
advance with the front-line infantry. It turns out women are often better Sappers than men. The 
combat exclusion for women will be gone in the next few years. It will be gender neutral and 
specific to the MOS. [TRADOC] RTD issues include when the cost/benefit is not worth keeping 
the person in the military. If they haven’t completed BCT, is it worth keeping them? What are 
the criteria for drawing that line? What is the length of time in terms of weeks? It’s about 
returning them to training instead of deploying them. Behavioral health problems need to be 
identified early; what is a temporary versus permanent problem?  

 
LTC Brusher: For recruiting purposes, if they disclose, it’s a responsibility of the PMO 

[Project Management Office]. They are going to dig into records never explored before.  
 
Dr. Estrada: What about Facebook? Should postings be used to provide behavioral health 

data? 
 
COL Renta: Most behavioral health issues occur beyond BCT [basic combat training]; for 

example, bipolar and schizophrenia. Has that been discussed?   
 
COL Tiffany: There are some genetic components to try and screen for. There are mental 

health indicators. Recruiters screen for behaviors that indicate issues (drinking, relationships; 
school related). 

  
LTC Whalen: Any thought to extending the 6-month period given the level of obesity, etc., 

once at the permanent duty station? It’s more likely that some problem will first occur [then].   
 
COL Tiffany: No, the 6-month period is a law that can’t be changed. The problem isn’t 

usually service induced; they get a medical board. 
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Dr. Estrada: As a futuristic approach, if CPT Dretsch comes up with the genotype with PTSD 
susceptibility, would that be politically acceptable? 

 
COL Tiffany: The reality is that the Army would love it. But, she has had to answer 

congressional inquiries about not taking people who are already permanently disabled. It’s 
unlikely that [anyone] would be able to set those entrance criteria. If we could find a biomarker 
that indicates the ability to adapt to changes, to transitions, and to have the strength to survive 
those changes, that would be really important.  

 
Dr. Kelly: We measured biomarkers and found no relationships in those kicked out or choose 

to leave with injuries. Within a few weeks, the inflammatories returned to baseline levels during 
training. They might or might not have known what to expect.  

 
MAJ Hill: There is a delayed BCT training program showing benefits. 
 
COL Tiffany: I do not know if it’s effective. I don’t know what proportion of the recruits is in 

it.  We don’t want to lose people with skills. What should be done in terms of return to duty to 
retain them? We need screening tests [for recruits] for use by drill instructors and recruiters. 
[That] would help. [We would] need to identify those drill instructors that might become a 
predator and act inappropriately. Recruiters are coming up with criteria like [identifying] no 
alcohol or drug problems in the recruits. Can those with mTBI and PTSD perform these jobs?  

 
Dr. Estrada: Regarding TRADOC, it does not fund research. It would be nice if TRADOC 

could identify [problem] issues and fund some research to address those issues. 
 
COL Tiffany: I don’t have a research budget. It’s a four-star level command. If my 

Commander wants to do something, he can request it. I can find funds, if relevant, but I don’t 
fund research.  
 

1545 – 1630: Summary and Discussion 

There were no questions or comments. Dr. Crowley thanked all the presenters.  
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Workshop Sessions – Day 2 Wednesday, 20 September 2012 
 

0800 – 0830: Welcome and Administrative Announcements – Dr. John Crowley, USAARL 
 

Dr. Crowley: Yesterday went well. As a plenary, is there any discussion desired before we 
start the breakout sessions? I will start the discussion by looking at some problem issues for my 
task area – RTD after neurosensory injury - we have timeline issues. There is a need to tighten 
up what to pursue, such as, the marksmanship task, the Sister Kenny study… COL Bliese, per his 
talk yesterday, has issues with identifying the psyche problems that his RTD program should 
target, so he is targeting epidemiology first. What psychological disorders account for lost duty 
time that drives his program; what things should he target for RTD standards?   

 
COL Bliese: We’ll probably discuss that in my breakout group. It’s difficult. I’m not sure of 

the value in going after specific conditions. A practical perspective would be that any condition 
could be relevant, PTSD, depression, etc. Tools that are applicable across all conditions are more 
valuable. I liked Dr. Crowley’s idea of a battery of tests that focus on a gamut of psychological 
injuries and tests that are predictive of a broad number of them. 

 
LTC Teyhen: My data is not that clean. It’s interesting in my single leg test, I was picking up 

upper quarter injuries which was unexpected. It’s hopeful. It’s different that functional reach, 
which is for impaired populations. 

 
Dr. Crowley: The other part of the equation is more than diagnosis. Its impact on performance 

of duty is what matters. We need to add into the equation how to expend funds. Also, the 
different task areas, or research domains face very different challenges, in between suicide 
attempts the servicemember may be fine, just as between episodes, the same is true for 
alcoholics. But with musculoskeletal injuries, the condition is more ongoing.  

 
COL Bliese: I hope we do not address suicide [in this workshop]. For other psychological 

issues, general tools may have utility; for example, sleep and cognitive performance. Perhaps we 
could push actigraphs out to the provider community and use sleep statistics to incorporate in 
RTD decisions. There is a need for sensitive things that target a broad range of disorders.  
Reaction time and impulsivity measures may be generalizable.  

 
MAJ Scherer: [Some] Soldiers will fight to get a PTSD diagnosis as it is acceptable to have it, 

but will fight against an anxiety disorder diagnosis even though the compensation is similar.  
 
COL Bliese: These are somewhat arbitrary distinctions. They may not have physiological 

basis. Also, co-morbidities weigh in. 
 
COL Renta: For us, it’s not about the diagnosis. Instead, we care about functional impairment.  

Although looking at depression parameters [is important], we need to address judgment and 
decision making impairments. That’s not well documented. 

 
LTC Teyhen: Those at the three-star level are looking at that. The EVAR [Evaluation of 

Risks] evaluations of risk survey tool might predict problems across the three domains. 
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CPT Dretsch: Decision making is a complex function. Measures capturing impulsivity and 
risk taking show advances in combat environments. There are measures like EVAR and the Iowa 
Gambling Task that tap into aspects of decision making. 

 
Dr. Zambraski: We need to focus on RTD. Other task areas address screening and prediction 

for recruiters. The RTD effort is to shrink the ready for duty pool. 
 
MAJ Hill: We need to develop strategies for intervention; provide evidence that [the 

strategies] are working. Policy makers will build off of that. Don’t build everything at once. The 
top musculoskeletal condition for RTD decisions should be the focus. 

 
Dr. Estrada: COL Castro wants us to look at everything. 
 
Dr. Weightman: In neurosensory/mTBI, if it’s acute, no duty. When it’s resolved, RTD. 

Perhaps rehabilitation is beyond the scope 
 
Dr. Crowley: In the TBI world, you don’t want to return to the work environment so as to 

prevent another TBI. In the musculoskeletal world, they do return to the work environment. It’s 
reasonable to assume the injury will recur. It’s valuable to have strength test criteria studied in an 
epidemiological study. Was it predictive of ready to return? 

 
Ms. Helmick: If you look at the continuum of care, it covered it: neurosensory, psychological 

health or musculoskeletal injury. What tools are available that can stimulate the effect of RTD on 
the injury? The desired end state is to make the pool waiting to return to duty smaller. She sees 
success in decisions to prevent another injury or failure to perform tasks  

 
Dr. Rábago: With CAREN, they reproduce the situation and measure overlay in functional 

problems. My job is to make referrals, to reduce the pool size. I may uncover new problems.  
Soldiers come in with limb salvage, but in CAREN, post concussive symptoms may be revealed. 
So we can send them for rehab and then bring them back to be reassessed.  

 
MAJ Scherer: We need to look at opportunities to decrease the medically non-ready pool. Is 

this the appropriate way to go? 
 
Dr. Crowley: Criteria for go/no go are made by the same people who are assessing 

occupational performance.  
 
MAJ Scherer: If we see a gap as a community and the overall aims we are seeking to achieve, 

COL Castro will support filling them. 
 
Dr. Crowley: We need to define “management of person level assessments.” 
 
Ms. Helmick: The fear is of new information or hearing that someone else is doing something 

similar. The portfolio needs to be thinned out. The worry is how much we dip into other’s lanes.  
 
MAJ Scherer: Our group mandate is to “look at performance level issues.”   
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Ms. Helmick: A gap analysis has been done for TBI. You could read the Jan 2012 Gap 
Analysis of DoD Research Portfolio for background. Terry Rauch in DMRDP/HA [Defense 
Medical Research and Development Program/Health Affairs] published it. 

 
Dr. Kelly: CAREN use is not practical. There are too few of them. Is there a field measure to 

use instead for screening? Could they develop something as a musculoskeletal battery of tests?  
 
Dr. Rábago: Agreed. CAREN is impossible to implement as a whole. My study looks at 

current clinical standards and compares to other tests that predict the work environment. 
 
LTC Teyhen: Perhaps [we could use a] tiered process. For musculoskeletal injuries, have 

simple clinical tests for baseline. If they pass that then go to functional tests. The third tier would 
be a way to automate to get quantitative measures. The top tier might be the same for all three 
domains. Perhaps the servicemember wears sensors that measure all three domains at the top tier.  
An integrated approach might be very fundable. We would integrate tests to make RTD decision 
more standard. 

 
Dr. Rábago: She is describing functional limitation levels to performance to occupational 

readiness. 
 
Ms. Sharp: We need to include safety measures. 
 
Dr. Rábago: We already have physiological monitors. Ideally, we want them to be in field. 

Virtual reality provides more control. Once we confirm hypotheses, we want to take the 
components as tools to the field. We want to use the same tools for training, for evaluation and 
for RTD. 

 
Dr. Estrada: Simulators do cause nausea. Have you studied it with CAREN?   
 
Dr. Rábago: Yes, we have studied it. CAREN does not cause the simulation sickness as it is 

immersive. Being in an artificial state can cause problems.  
 
COL Bliese: In the psychological health program, perhaps we use tiered approach. I want 

field expedient devices. Also, think about how to evaluate the RTD decision, something more 
than did they attrit. Should they [decision makers] be in contact with the immediate supervisor 
for his rating? Use it in both cognitive and physiological domains. Also, there is a need for 
intervention; we need an actual study of technology given to providers. Did it help the 
servicemember after RTD? We need to measure the degree of being returned and how well they 
performed after returned.  

 
Dr. Crowley: Dr. Estrada tried to collect supervisor data and had IRB problems with consent. 

And accessing [treatment] records is very difficult. 
 
Dr. Estrada: The present study is being conducted as program evaluation. If the study is 

successful, we will provide the findings to the command.  
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Dr. Proctor: There are more steps to getting the [supervisor and treatment] data.  
 
CPT Dretsch: It is IRB dependent. 
 
MAJ Hill: Using secure data is dicey. Making the right assumptions is critical.  
 
COL Renta: Could the data [be retrieved] from G1 records that are de-identified to answer 

questions? Disability Evaluation System (DI-ES) is held by G1 [personnel section], by service. 
Each service has different criteria. It identifies orthopedic measures of limb functionalities.  
Behavioral health evaluations and their affect on function could be used to fuel future studies. 

 
LTC Teyhen: MAJ Al Nelson is working on his dissertation. The research is intended to 

predict those in the military who will fail after injury. He may be using same dataset.  
 
MAJ Hill: We need a comprehensive description of each injury that results in high attrition. It 

may be in the DI-ES. Physical Disability Agency (PDA) controls it. It’s both narrative and 
quantitative data.  

 
MAJ Hill: TAIHOD has a potential role in RTD. One could consider outcome variables, 

methods, and design. 
 
Dr. Zambraski: Yes, TAIHOD can be applicable. Exploring DI-ES should be a major 

recommendation of this working group.  
 
Dr. Crowley: Are there any initiatives to identify that cross the domains; elements of batteries 

that cross? [For example], sleep, if not restored, affects psychological and musculoskeletal 
health. 

 
COL Renta:  There is another working group looking at sleep and performance.  The goal is to 

prevent injuries.  Keep the roadmap in mind to create screening tools. 
 
Dr. Rábago: Could we have basic combat training groups wear actigraph bands before and 

during basic combat training to collect sleep pattern data? 
 
Ms. Helmick: That would be fabulous. Breaking the line between sick and well is difficult.  

This may help. Thresholds and normal sleep definitions may be difficult. With sleep, we can 
establish norms. It would be an aid to decision making.   

 
Dr. Crowley: We would need to have a link to performance as well. 
 
LTC Teyhen: Sleep could be Tier 1 assessment.   
 
CPT Dretsch: With younger Soldiers, they have to want to sleep. I’m unsure how to get them 

to sleep.   
 
COL Renta: The sleep working group is looking at sleep hygiene training issues.  
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Dr. Rábago: If we could get normative values and look at sleep patterns in civilian students, I 
could establish those norms.   

 
MAJ Leonard Mason: The FORSCOM [U.S. Army Forces Command] drive wears down 

servicemembers rapidly. They tag people to fill voids months in advance. Commanders want a 
body. The younger troops are the ones more likely to have injuries.  

 
COL Renta: We need better criteria for RTD; functional at the MOS level or not at all.   
 
MAJ Mason: The waiver process: it’s a fight at the unit level.  
 
Dr. Estrada: A few years ago, RTD assessments became ability based, not disability based.  

Philosophy seemed to be changed.   
 
MAJ Mason: If a servicemember can’t go to war, FORSCOM commanders want them moved 

out.   
 
COL Renta: FORSCOM is the exception. The main group that can function can do so with 

some disabilities.  
 

0830 – 1200: Break-Out Groups (Facilitator Led) 
 

The general discussion concluded with Dr. Crowley inviting the attendees to form into their 
assigned break-out groups. Dr. Zambraski provided his thoughts by encouraging the discussion 
to link Warrior Task Battle Drills due to their importance to TRADOC. Attendees were 
encouraged to focus on the RTD population and how get more information about them. The 
groups were instructed to define where their program lies in the 6-step research approach (as 
relevant to each task), to consider developing the research plan to focus on RTD, and to prioritize 
any new efforts. The other group objectives were reviewed: a) identify gaps or threats, b) 
identify proposed research to address data gaps, c) identify changes to existing research plans, 
and d) identify competencies, capabilities, and funding required to address threats. Also, each 
group was to consider ways to integrate with the other 2 task areas, or with the RAD5 
(rehabilitation) and think about tangible products, like Technical Bulletins Medicals, that could 
result from the work. It was suggested that a summary state of the science paper could be drafted 
by the leaders. 
 
Neurosensory Break-Out Group Discussion – Dr. John Crowley, USAARL, Facilitator 
 
Participating group members 

 Dr. John Crowley, USAARL 
 Dr. Arthur Estrada, USAARL 
 Katherine Helmick, DVBIC      
 Dr. Benton Lawson, USAARL 
 Jenny Owens, Blanchfield WRRC 
 MAJ Matthew Scherer, USARIEM 
 Dr. Margaret Weightman, SKRC 
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Action Items 

 Dr. Estrada & Dr. Crowley 
o Complete the Task Area Out-brief PowerPoint presentation 
o Obtain alogrithm cards concerning the exertional test in process since 2007 

 Ms. Helmick 
o Send introductory email to her 4 POCs at the Vision COE [Center of Excellence] 

concerning RTD initiatives to connect them with USAARL 
o Can send the study on boxing and reaction time to Ms. Owens 
o Send Continuum of Care Studies slide to group members. 
o Begin efforts to propose a Practice Based Evidence study. 

 MAJ Scherer 
o Provide Dr. Crowley a copy of the VA paper that discusses mTBI affecting brain 

circuits that prevent PTSD 
 Dr. Weightman 

o Send Ms. Helmick a 1 page paper discussing Practice Based Evidence 
 
Dr. Crowley: We want to continue a free flowing discussion from our participants who are 
looking at our program from outside the lab; what you saw about our neurosensory program, 
deliverables, what we’re generating, and how on target or off target we are. 
 
Discussion Summary 

 Ms. Helmick 
o RTD has a natural linear correlation to TBI, but those in the Vision Center of 

Excellence and auditory focused persons would say there is too much focus on 
TBI. (There is power in DCOE [Defense Center of Excellence] advocacy because 
issues are greater than just TBI.) 

o Vision and hearing injuries, in their own right, should be [included]. 
o As the Neurosensory group, we need to be comprehensive to look at performance 

and functions needed for those two particular neurosensory groups that have 
developed Centers of Excellence to look at certain conditions that affect unit 
readiness. 

o COL Don Gagliano (Army), Chief of the Vision Center of Excellence is a good 
POC to find out if there is any activity concerning Vision and RTD.  

o I will do an introductory email for USAARL to COL Gagliano. 
 

 Dr. Crowley 
o Hearing loss is one of the Army’s greatest issues. We are doing things related to 

end organ injury and its relationship to RTD. 
 

 Dr. Lawson 
o Need to identify what are the most frequently and disturbing effects to one’s job. 
o Vision is obvious as it is part of the brain. 
o Others are clearly relevant, such as vestibular. 
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 MAJ Scherer  
o 80 percent of spatial orientation is from vision. 
o The vestibular system can be damaged from hazardous noise as well. 
o Polytrauma of vision and vestibular issues is a concern. 
 

 Ms. Helmick 
o The VA held a conference in 2009 on dual sensory impairments.  
o It seems there is little research in this area and needs to be enhanced. 
o The message that TBI and PTSD overlaps has even gone to the Secretary of 

Defense level. 
o The publicized issue of repeat concussions with NFL [National Football League] 

players has helped to identify TBI as its own field. 
o Now that we have more data and leadership indicating failure in the area of TBI 

and PTSD, TBI is more accepted as its own condition/discipline. 
o Part of the issue is the concern of stigma with TBI and access to care issues, 

similar to the situation with PTSD. 
o We are so deeply invested in this new thought that we will not go back. The 

future projects will focus on TBI as its own condition. 
 

 Dr. Weightman 
o The VA system in Minneapolis and a few others believes that mTBI is there for 

about 7, 8, 9 months and they say that all the rest is PTSD is coming from the 
TBI. Concerning basic science, they are in the same brain circuit. 

o The damage from TBI affects the limbic system. 
 

 MAJ Scherer 
o Has a copy of the VA paper discussing mTBI affecting circuits of the brain that 

prevent PTSD. 
o Cortisol has indiscriminate effects concerning TBI/PTSD. 
 

 Ms. Helmick 
o The biggest pocket of people who get concussion (70 to 80%) feel better after 24 

hours (pure TBI) and get back in the swing. The majority do not get treatment. 
o The largest proportion of people injured on the battlefield gets checked out 

immediately, per policy, and are told to come back tomorrow. If they pass 
exertional testing and say they feel better, they are considered good to go. 

o Evidence indicating we are making poor decisions: they come back worse, with 
another concussion, and cannot perform. 

o There are no data on these items, which is problematic. 
o What group is the program going to focus on – the one where they go back after 

24 hours, or the one where they end up in a concussion care center for weeks or 
months? 

 
 Dr. Weightman 

o She has identified that the exertional test is not sufficient where patients look 
good, but she feels a dual task combination of exertion is needed. 



 

193 
 

	

o Evidenced in sports literature, therapists are concerned, having instrumented 
testing and finding problems (reaction time is off) for weeks after, even though 
patients are sent back. 

o There is the need to identify if current testing is not sufficient. 
 

 Dr. Crowley 
o If there is published literature that current exertional tests may not be adequate, 

this research can be taken to and discussed with the exertional test proponent. 
o Research Question: Do we need to adjust course to address this issue? 

 If there is enough data to support conceiving a dual task or if there is a 
disagreement in the community and a research study needs to be done. 

 
 Ms. Helmick 

o The two-minute exertional test is not acceptable. Patients report they are ok when 
they are not. Laundry and EOD [explosive ordnance disposal] are considered the 
same type of task. I believe that most of the leadership would say that the test is 
not acceptable. 

o We need to develop a basic template to identify common functions as a 
performance approach and focus on the biggest population. This approach will 
affect the end state – The strongest force possible, whether or not injured. 

 
 Dr. Crowley 

o We need a driver from MEDCOM OTSG indicating the test is not adequate. 
 

 Ms. Helmick  
o OTSG has already said they are not happy, and requested an RTD workshop. 
 

 Dr. Crowley 
o So, what research question do we want to pursue? 
 

 MAJ Scherer 
o In theatre now, the last step before RTD is the equivalent of an exertional test. 
o We could make the test more ecologically valid and need to do better than 

symptom self-report. 
 

 Dr. Crowley 
o We would need to prove (with a long term study) that those who were cleared 

with the two-minute exertional test actually have long term effects. 
 

 Ms. Helmick 
o We have enough high level support to not need to identify problems.  
o We need to show the common symptoms or impairments are following mTBI.  
o Consider the ultimate end state: Optimal unit readiness and Soldiers are not a 

threat to themselves or the unit. 
o Match the common deficits to performance. Evaluate how well the Soldier will do 

in the actual scenario. 
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o Policy makers would want validity of the test. 
o There is a tolerance for the threshold of evidence based guidance on mTBI and 

the consensus of what is best now is acceptable to not wait for the research. 
o However, the tests need validity studies and mapping to common deficits. 
 

 MAJ Scherer 
o There is a gap for clinicians in the field for functional assessments. Symptoms are 

not enough and they do not know about function. 
 

 Dr. Lawson 
o Other groups will probably also say to make the test realistic, but this may not be 

adequate for the neurosensory component. 
o The neurosensory component in simulated environments is not the same. 

 E.g., pilots more sick in simulations. They are calibrated for reality. 
o We should focus on real tests and not try to make it realistic by making it virtual. 
o Feedback from various members: Get data, duplicatable, control conditions. 
 

 Dr. Weightman 
o Part of the problem in realistic settings (e.g., Fort Campbell) is conditions are not 

the same in every setting. Need to rate it reliably across the board. 
o We are looking for as much technology to put in that is sensitive. 
 

 Dr. Crowley 
o You need a sensitive tool/test to be applied to the correct populations and not 

misapplied where everyone will pass or normal subjects would fail. 
o We need to determine how to test for and detect the “Don’t feel right” component. 
 

 MAJ Scherer 
o This is why we need sensitive technology with granularity, better than a clinical 

test.  
o For example, OHSU [Oregon Health and Science University] has an inertial 

sensor system that test effects in concussed athletes. 
o With single domain impairment level clinical tests, patients can compensate. 
 

 Dr. Lawson 
o A tiered approach would fix this problem. First quick field functional test  if 

any red flags, go to aid station for more tests  then to a full care center. 
 

 Ms. Helmick  
o We could start this with a slide (Ms. Helmick has) indicating symptoms and 

manifestation. The manifestation and impact pieces can be modified. 
o Use this tool (if accurate) to target to look at performance based on symptoms. 
o Quick win/Low hanging fruit – to offer a battery of validated tests (like a Chinese 

menu) to pick what is appropriate for the individual patient situation. This could 
expand both acute and chronic realms. This could be expanded upon to different 
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MOSs. Can determine what percolates to the top as the most debilitating 
concussive issue. This would be military relevant for safety, etc. 

 
 MAJ Scherer 

o Neurosensory group needs to pursue the functional/performance Warrior Task-
based line of research.  

o We need opportunities to collaborate with RAD5. 
o This could be good since there is a gap in ecological validity of TBI, that we have 

license to fill. 
 

 Ms. Helmick 
o Headache: #1 reported symptom, attached to other issues such as sleep 

disturbances and vision, and somewhat ignored as not conducive to objectivity. 
o Would like to see studies on cerebral blood flow after headache. 
o Significant to performance. 
o A study (Terrio, 2009) suggests physical symptoms surge acutely, but chronically, 

cognitive symptoms are reported and physical symptoms decrease. 
o Amy Boles identified different acute symptoms (headache, sleep disturbances, 

and memory) than Heidi Terrio’s symptoms (headache, dizziness, imbalance, 
attention/memory problems) 

o Feedback - Dr. Lawson – Others found that 80 to 90% of people have balance 
issues  

o This is due to selective bias – the population is people who come into the clinic 
o Based on a MACE [Military Acute Concussion Evaluation] study, if everyone at 

the table had a concussion, everyone would report three different symptoms. Not 
all people out of 100 would complain of dizziness.  

o This makes objective testing difficult. If someone only has one symptom, but the 
test used is not indicative of that symptom, the test may yield a false negative 
concerning diagnosis of concussion. 

 
 Dr. Lawson 

o We definitely need an objective test, but the question now is the top symptoms to 
focus on for a test to pick up (construct validity). 

 
 Ms. Helmick 

o The two, Reaction Time and Marksmanship, cover it all (including cognitive and 
vestibular). We have covered most of the common symptoms. 

o Headache is a glaring area though.  
 

 Dr. Weightman 
o Therapists can clinically measure headache. 
 

 Ms. Helmick 
o Richmond, VA has studies on headache and intensity. Goal to get validated tools 

to better understand prognostically post traumatic headaches. Unfortunately, focus 
on severe penetrating population in patient rehab. 
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o Of the studies that have been funded, we are at 94% of understanding. 
o There is a statistical continuum of care slide (built by COL Hack and Dr. Curley, 

RAD2) indicating how many studies there are for each section and how much 
money that correlates to. It is frequently updated. – Ms. Helmick will send this to 
table members. – There is a portfolio manager for each sector. 

o To get our studies in a database, they should be sent to the central repository, 
MRMC.  

o TBI work is done by MOM[RP] [Military Operational Medicine Research 
Program] some and CCC[RP] [Combat Casualty Care Research Program] 
 

o Practiced Based Evidence 
 Look at current practices and comorbidities and problems of patients and 

define them across the board. Multisite involvement. Describe the patient 
populations. Define/describe specifically the details of the unique 
therapies of different programs. Everyone must agree on the definitions. 
Everyone must code things the same way. Collect data from all programs. 
Data is of interventions noted in medical records. MAJ Owen Hill is 
familiar with this. Determine from data what intervention factors result in 
better outcomes. Describe the outcomes. The first part is only objective 
data collection (and perhaps follow over time), not policy change, then 
look at the outcome measures to see what interventions worked. 

 This is done in rehabilitative medicine. This is done before randomized 
control studies. 

 You could use this method to look at policy. 
 Feedback – Dr. Crowley: So, you could compare what interventions they 

are using at Fort Campbell, Fort Carson, Fort Bliss, etc. and determine 
best practices and niches. You can determine what works best for that 
particular population care center. 

 The challenge is the effort needed up front. All therapists at the site must 
agree how to define the intervention the same way.  
 

 Dr. Weightman 
o Many groups use Practice Based Evidence (PBE), but the electronic medical 

records make a huge difference. Everyone must score and agree on the definitions 
and code comorbidities and outcomes the same. 

o We need to measure the therapist interventions for the system of Wounded 
Warriors. This would be better to give money to one particular site for a particular 
intervention. We need to look at the many interventions out there. 
 

 Ms. Helmick 
o We need to involve the right players. There are 52 army TBI programs and we 

should use a joined platform/institute that you can control and is high caliber.  
o There are nine NICOE [National Intrepid Centers of Excellence] satellites 

building ground now (seven Army, two Marine)  
o NICOE is struggling with outcome metrics as they only have information from 

NICOE-Bethesda, which has only been open 18 months. Satellite decisions have 
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only been based on SECDEF-accepted [Secretary of Defense-accepted] 
philanthropist donations, not data or business case analysis. 

o Practiced Based Evidence would sell well with a controlled laboratory of nine 
MTFs [Medical Treatment Facilities] (1. Fort Campbell, 2. Fort Bragg, 3. Fort 
Bliss, 4. Fort Hood, 5. Fort Carson, 6. Fort Lewis, and some more) with robust 
programs. 

o The people running these programs have the goal of standardization, but there is 
wiggle room, which exactly points to PBE. 
 

 Dr. Weightman 
o Susan Horn (in Nevada) is well known for this and would love to help the 

military. 
 

 Ms. Helmick 
o It would help to have a small 1-page paper describing Practiced Based Evidence, 

that it is well entrenched in the literature, and what the benefits are. This will help 
their proposal look more put together. 

o (Dr. Weightman will send a PBE paper to Ms. Helmick) 
  
Musculoskeletal Break-Out Group Discussion – Dr. Edward Zambraski, USARIEM, Facilitator 
 
Participating group members 

 Dr. Edward Zambraski, USARIEM 
 MAJ Mark Thelen, U.S. Army-Baylor 
 LTC Deydre Teyhen, TATRC 
 Marilyn Sharp, USARIEM 
 Dr. Karen Kelly, NHRC 
 MAJ Leonard Mason, FORSCOM 
 MAJ Owen Hill, USARIEM 
 Dr. Christopher Rábago, BAMC 
 Sarah Campbell, MOMRP/CITS 

 
Working Group Goals and Task Area P2 “endstate” objectives 

 Evaluate our research portfolio relative to Levels I-VI. 
 To determine when new efforts are needed to fill in identified research gaps. 
 Formulate those studies and fund those efforts. 
 To foster collaboration across the Services. 
 To build upon prior research and accomplishments of other international military 

organizations; develop collaborative efforts.  
 

General Notes 
 Was a clear consensus that “Soldier Performance” should be linked to WTBD [Warrior 

Tasks and Battle Drills]. 
 The group stated the importance of focusing on the “medically not ready” individuals to 

characterize this group and determine outcomes. 
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 For RTD Musculoskeletal the research program was very strong and established 
specifically for Levels I and IV. 
 

Review of Levels I-VI 
 

I. Based on epidemiological data, define the top 5-7 conditions responsible for loss 
of duty time. 
 
a. Strong evidence in musculoskeletal area 
b. Sites: lower leg, ankle, knee, back, shoulder – identifiable pathologies 
c. MAJ Hill (USARIEM):  The TAIHOD could be used to address these items 

i. Produce expected loss of duty time durations 
ii. Provide a wealth of normative data 

iii. Facilitate comparing observed vs. expected 
d. MAJ Hill will discuss with his supervisor the time and effort required to explore 

these analyses. 
 

II. Relevant metrics: amount of lost duty time, when they returned, issue of re-
injury, those who never return, etc. 
 
a. This is an area that all three TAs need to address. 
b. Downtime and cost is unknown. 
c. Address gap by studying that population through various inputs or sources of 

information (e.g., individuals, supervisors, epidemiological). 
d. MAJ Hill: Most important goal – to clearly define RTD. 
e. ACTION ITEM:  See attached definitions of “RTD” (levels/descriptors vs. 

epidemiologic data). 
i. MAJ Leonard Mason – FORSCOM, extremely helpful with these 

classifications or descriptors. 
f. How to evaluate RTD data – and benefit to link identifiable data to other medical 

records? 
i. Link on injuries needed. 

g. Can we get data later on the subjects’ actual fates on survey form? 
i. Survey data on medically not ready individuals is needed. 

ii. What were the outcomes? 
h. LTC Teyhen’s Fort Carson study was discussed. 

i. Potentially 300 to 500 medically not ready subjects could be studied 
i. ACTION ITEM:  

i. Consider amending the Fort Carson study  – assess the fate and 
features of individuals within this RTD population 

 
III. The “clinical” approach: current practices, evidence of efficacy 

 
a. There was prolonged discussion on “models” of screening and testing that might 

be used. See Attachment. 
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b. It was indicated that the R&D [research and development] might be to test the 
efficacy of the model but it was not within our TA to necessarily develop the 
model. 
 

IV. Development of Assessment Tools/Decision Aids 
 
a. Agreement to link functional tests to WTBDs 
b. Relevant to Marilyn Sharp’s work developing tests of Soldier performance 
c. USARIEM has been testing primarily the physical aspects; tests could be 

expanded to include the neurosensory and psychological 
d. Mimic what Soldiers would face in Afghanistan 
e. The Marine “MC-LEAP” [Marine Corps – Load Effects Assessment Program] 

testing course was identified. 
f. A major RTD study is underway at USARIEM (Dr. Barry Spiering-PI [Principal 

Investigator]) 
i. Take common tasks – do task analysis, develop tests 

ii. Plan to measure large numbers of Soldiers  
iii. Series of predictive tests will be developed from this (capacities) 
iv. Collect and examine  normative data 
v. Issue of what is acceptable (Level V) 

1.  SMEs [Subject Matter Experts] –either rate actual performances 
and/or show them a film of people performing a task and then rate  

2. Acceptable could be either Pass/Fail or a certain number of 
standard deviations within normative data 

vi. Minimal acceptable level would correlate with “successful” ability to 
complete the task in an operational environment.  This would be MOS 
specific. 

 
V. Define “standards” for Soldier physical/sensory/cognitive performance 

 
a. One of the most difficult issues to resolve. 
b. Does this help improve clinical decision making? 
c. Use of screening tools 
d. Example:  Functional movement screening  

i. Predictive of performance versus predictive of injury 
ii. Screening is predictive 

iii. Referral to treatment 
iv. The treatment can prevent injury 

e. Work in this area is well advanced in the Canadian Armed Forces 
f. The USARIEM study described above is an important contribution to this area. 

 
VI. Application of Assessment Tools/Standards: Determine if metrics change (Are 

we decreasing the pool of “Medically Not Ready”?) 
 
a. Don’t want to test a clinical approach for basal activities (ADLs) [Activities of  

Daily Living] 
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b. Want to test assessment tools that would benefit clinicians to make soldier 
performance RTD decisions. 

c. Could we assess using WTB [Warrior Transition Battalion] drills then funnel 
down to other efforts existing in musculoskeletal detailed areas 

d. ACTION ITEM   
i.  See attached model for tiered testing at different levels. 

ii.  (Global problem first, refer down for detailed evaluations) 
iii. When using a tiered approach – determine the re-injury rate 

e. How would we test for the efficacy of a new treatment paradigm 
i. Start with 20 tests initially – see who does and does not get injured 

ii. Still need to make the battery of tests (does not exist) 
iii. Currently individual based (by clinicians) 
iv. Issue of access to the correct population 
v. Can create reliable study and follow individuals 

vi. Possible subjects:   In garrison population at Ft. Sam, non TRADOC 
population – if DPT [Doctor of Physical Therapy] students team with 
BAMC 

f. Tentative Proposal 
i. Predicting re-injury rates through functional screening at point of 

discharge 
ii. Assessed on how many discharges (patient) 

iii. After visits, PT says ok – see if reinjured or excel 
iv. Need big N [population] since study needs some to get reinjured 
v. Stratify degree of injury. 

vi. Psychological batteries included – predict who will seek medical care 
 

Other Comments Pertaining to additional Task Area Goals:  
 
ACTION ITEMS (Longer term) 
 

 Discuss with NHRC an RTD study using Marines (Drs. Zambraski [USARIEM] and 
Kelly [NHRC]) 

 Fort Bragg has an RTD program – Womack.  Evaluate what they are doing and what 
populations/conditions they are involved with. Possible efficacy study with them. The 
focus would be to follow the individuals and characterize outcomes.  

 Expand opportunities to work with Australians and Canadians on their RTD studies, and 
in particular, there processes and data on defining acceptable soldier performance 
standards. Marilyn Sharp (USARIEM) 

 Revise P2 TA Plan (Zambraski/Spiering) 
 
ACTION ITEMS (Short term) 
 

 Provide Dr. Crowley some immediate feedback on the group’s discussions and 
PowerPoint Slides (Zambraski) 

 Clean up notes and diagrams – send to group (Zambraski). 
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MUSCULOSKELETAL GROUP DIAGRAMS   
 

Categories/Descriptors

No Profile

Permanent Profile

Temporary Profile

Deployable

Non‐Deployable

Able to Perform MOS/Rank Specific

‐ Reclassify (Unit, Less Demanding)

Able to Perform WTBD

Not Able

Database metrics/sources of 
information

• E‐profile

•UIC (WTU)

•ARFORGEN Cycle (CTS)

• Recurrence Rates

•USR (Deployability Variable)

• 360°

Database

• Individual

• Individual Supervisor

• Unit S1

• Commander /ISG

Survey

Tests and Measures

Defining Return to Duty

 

RTD

FTX

Reset Training

WTBD

Reconditioning and 
Reintegration Training

Clinical Care D.C Decision Mode 
Rehabilitation

MS NS Psyc

Common 
Sleep

MOM

CRM

Tiered and Progressive Testing/Evaluations 

 

Screening/Testing
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Psychological Break-Out Group Discussion – COL Paul Bliese, WRAIR,  Facilitator 
 

Participating group members 
 COL Paul Bliese, WRAIR 
 Dr. Susan Proctor, USARIEM 
 LTC Ronald Whalen, WRAIR 
 Dr. Joshua Wilk, WRAIR 
 Dr. Fiona Crawford, Roskamp Institute 
 LTC Edward Brusher, MEDCOM OTSG 
 CPT Michael Dretsch, USAARL 
 
Action Items: 
  

 COL Bliese will connect LTC Brusher with UMD [University of Maryland] researcher 
Tom Britt regarding other funded study that could support TRADOC’s impulsivity 
research needs. 

 COL Bliese will connect LTC Brusher with Larry James at Georgia Tech on the ANAM 
battery of tests that predict stealing, etc. 

 LTC Whalen will email parameters to LTC Brusher to ask in regards to how many CDE 
[command-directed evaluations] are seen in BH [behavioral health] clinics on training 
bases.  

 LTC Brusher will provide the information to LTC Whalen and COL Bliese. 
 

Discussion Summary 
 
 COL Bliese, WRAIR 

o Provided detailed description of TA plan 
o Wants executable set of plans for LTC Whalen to use and to brainstorm with this 

group 
o Key elements – area funds split across USARIEM, WRAIR, and USAARL 
o After FY [fiscal year]13, Dr. Proctor doesn’t have funds 
o USARIEM has epidemiological focus. Data to be ready at end of year. 
o Biased toward being practical; want tools for providers to make clinical judgments 
o CPT Dretsch focused on basic research questions; looking at SSRIs [selective 

serotonin reuptake inhibitors] and imaging but won’t be able to use in RTD decisions 
for those in field; data to be used to understand the pathophysiology; are validating 
instruments being used. 

o Three potential areas: CPT Dretsch data; Ft. Campbell data; and Dr. Proctor data 
o Could pick a handful of neuropsychological (NP) tests to computerize to predict BH 

outcomes; see if reaction time correlates with PCL [Post Traumatic Stress Disorder 
Checklist]/depression, for anxiety, PTSD symptom levels. If not predictive, we don’t 
want to use it.  

o Dr. Proctor found many tests; her paper found 2 to 3 related to PCL/depression 
scores; others with similar functional domains. 
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 LTC Brusher, MEDCOM OTSG 

o If looking for access to resources, new top down driven requirement from the 
Secretary of the Army to expend $30 million for product that will last 1 week; 
directed toward a test battery addressing sleep deprivation, impulsivity, and 
trustworthiness.  

o Performance and functionality measurements for senior leader use in predicting 
Soldiers will perform appropriately and be trustworthy; there is a requirement to 
address these. It will open doors across the commands. There is latitude for 
approaching at individual or group level.  

o Perhaps battery will have a week’s worth of predictability. Will need Secretary of the 
Army to direct TRADOC to mandate incoming soldiers do battery of tests and then 
follow them. 

 
 COL Bliese, WRAIR 

o It is too much of a stretch for RTD. Impulsivity might fit; others fall under a different 
task area. It is more a trait assessment 
 

 LTC Brusher, MEDCOM OTSG 
o It is an opportunity to vet RTD measures 

 
 Dr. Proctor, USARIEM 

o This would be a new task area, to look at novel tools to assess impulsivity 
 

 CPT Dretsch, USAARL 
o What about decision-making?  Impulsivity is a part of that on the battlefield 
o How do behavioral performance measures mesh with decision-making in the combat 

environment? How do they adapt to battle drills? 
 

  LTC Whalen, WRAIR 
o How will they evaluate the functional impairment? 

 
 COL Bliese, WRAIR 

o Start brainstorming:  
1. Epidemiology area – USARIEM working it; will be delivered; Dr. Proctor has 

OTSG deployment outcomes data that could link to TAIHOD; potentially to 
other datasets. Deployment history; characteristics data can be linked into. 
Need to craft the right questions. Perhaps link to other datasets? FY13 has 
been funded. Dr. Proctor has ANAM records for 750,000; can link to pre- and 
post-deployment; probably a pre-deployment predictor of PH [psychological 
health] diagnoses and RTD status. Instead of only looking at TAIHOD, it is 
more valuable to look at ANAM data, for retention, those diagnosed with MH 
[mental health] problem while deployed; there are other reasons Soldiers go to 
care and get ANAM testing while deployed; look to see ANAM predictive of 
anything; get population norms from it.   
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2. Policy Capture area – provide different scenarios to different providers; 
analyze as to what factors providers pay attention to in making decisions. It 
would be a formal study with a protocol; time consuming; need to get enough 
providers to participate; need someone experienced in policy capture. 
 

 Dr. Wilk, WRAIR 
o Pro argument is the needed understanding of what is useful in decision-making. This 

would give clues as to what helps influence the changes in practice.  
 

 COL Bliese, WRAIR 
o Could they leverage MHAT [Mental Health Advisory Team]?  

 
 Dr. Wilk, WRAIR 

o They are looking at adoption of evidence based practices; get attitude information 
from it 
 

 COL Bliese, WRAIR 
o They could modify the task area to leverage the MHAT to include policy capture to 

increase likelihood of success 
3. Brainstorming of third area – after finish analyses, identify five prominent 
things. Then consider how to design study that would involve BH providers 
testing a 10-minute PC-based packet of tools. Would roll out during intake 
process, to determine what to do with newly injured SM during BCT; use to make 
RTD or more evaluation needed decision. Or, try to work with BH providers to do 
the study, to note when a patient is evaluated if packet would be useful. Or, roll it 
out at the unit level.  
 

 LTC Whalen, WRAIR 
o Do it as a pre-deployment screen step as in a decision cycle stage; will be motivated 

to do it.  
 

 COL Bliese, WRAIR 
o By the time the study gets underway, the U.S. may no longer be in Afghanistan. 
 

 LTC Brusher, WRAIR 
o Only ePortal is to be used; it’s been selected for others to merge into it; it is garrison-

based care.  At PC [Primary Care] clinics there is now something based on 
RESPECT-MIL [Re-Engineering Systems of Primary Care Treatment in the 
Military].  It’s a user burden at the administrative level, but they could tie the study to 
its PTSD and other screens.  Within BH clinics, they would tie into ePortal.  Perhaps 
for deployed force they could make it a theatre portal that can be dialed in to.  There 
will be a need for BH to use tools (AHLTA-T [Armed Forces Health Longitudinal 
Technology – Tactical] tools don’t exist now) in making RTD decisions when 
deployed. 
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 Dr. Proctor, USARIEM 
o Perhaps we could try to tie tool into the primary care educational system rather than 

BH.  
 
 COL Bliese, WRAIR 

o Would it provide tools to the leaders? 
 
 LTC Brusher, WRAIR 

o There is interest in that; concern is not to use clinical skills. Don’t turn leaders into 
pseudo-clinicians.  
 

 Dr. Proctor, USARIEM 
o Not sure how one would validate it. Do tools make more sense in leadership or 

provider context? 
 

 CPT Dretsch, USAARL 
o How sensitive are tests for a single person?  The need is for a large sample; combine 

with other tests to be more realistic.  I would prefer a functional task for assessment.  
 
 Dr. Wilk, WRAIR 

o People are already making decisions; these could be used as confirmatory of clinical 
decisions.  
 

 COL Bliese, WRAIR 
o Get with Mil Brown early in the process; engage early; integrate tests early; show 

efficacy.  
o Don’t compete with ePortal; build on its efficacy; propose updates to the system. 

 
 LTC Brusher, WRAIR 

o ePortal is modular and builds over time. Future design includes risk prediction 
capability; these tools might help; might have Commander dashboard to view 
Soldiers’ function. RTD decision may be Command-directed and made right then. In 
routine care, a functionality assessment is always made. Limitations are noted.  The 
requirement is to notify Command of them per policy regardless of HIPAA [Health 
Insurance Portability and Accountability Act] concerns. Need to have assessment 
module at the front end.  
 

 COL Bliese, WRAIR 
o We need to have criteria to evaluate its value.  

 
 CPT Dretsch, USAARL 

o We can look at the literature to determine the criteria.  We’ll get five things from the 
ANAM.  We need to establish the dependent variables upfront.  
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 LTC Whalen, WRAIR 
o It’s return to functionality with or without limitations; return to functionality within 

the original, or transferred, unit. 
 
 COL Bliese, WRAIR 

o Don’t compound with the treatment.  How should we design the study of decisions 
made after treatment as ready/not ready for RTD?  
 

 LTC Brusher, WRAIR 
o You add a tool for the primary care provider to use, measure PTSD and other rate 

changes, across the grades, and the National Guard, as component of the annual 
Periodic Health Assessment (PHA).  
 

 COL Bliese, WRAIR 
o We’ll have a huge n and we can randomize by post as to which post gets chosen to 

have addition of tools with questions to the PHA.  PHA has BH questions in it being 
updated to reflect new two-stage process. This tool would pick up those that were 
already on profile and note the change in rates associated with the scale as well. Plan 
it in combination with PHA that is already mandated and simply augment it.  PHA is 
timed by an individual’s requirement, not a unit requirement.  There will be a central 
repository; right now enhanced BH part is a hard copy scan into AHLTA.  It’s not 
usable now. The fix is to come 1 October with the new DoD forms.  It will be more 
user-friendly. 

o What if it’s integrated into RESPECT-MIL instead of PHA?  Yes, it could do that, 
will continue to screen everyone, and will migrate to the portal.  The tools could be 
added to it. It would be done at troop medical clinics.  It is being implemented now, 
but the mining of data will be delayed.  They’re still hiring the Mental Health 
providers.  Every patient-centered primary care clinic will have RESPECT-MIL.  It 
may provide a broader measure of functionality at a higher level beyond BH.  
 

 LTC Brusher, WRAIR 
o I suggest putting tools into both RESPECT-MIL and PHA.  PHA occurs through a 

PC, annually; RESPECT-MIL collects data at each medical encounter while sick. 
 

 CPT Dretsch, USAARL 
o There are platforms: ANAM, timing, and training issues. Perhaps we could see a 

CDE measure of functionality process?  
 

 LTC Brusher, WRAIR 
o We could probably get enough CDEs to use in the study.  We could get clinicians’ 

perspective on its utility and referral rates.  It would serve leadership and they would 
be more receptive to it.  It could be done at brigade and BCT levels.  With no forms 
to fill out, it will support radical change in how business is conducted. CDE can be 
requested at the lieutenant level. 
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 COL Bliese, WRAIR 
o If they said the focus was on CDE, it would be simple to do.  It would be less 

intrusive to the BH community who lack a current tool to predict RTD. The 
evaluation would be a bit ambiguous.  You don’t have to do initial integration into the 
portal at the beginning.  You could do that later.   We would first need to do a study 
to establish its utility.  One criteria variable would be the percent admitted and the 
percent returned to duty; and whether the right decision was made by 3 month follow-
up with the person requesting the CDE or their peers.   You would focus first on BCT 
RTD as its finite.  Passing BCT after RTD would indicate that the right decision was 
made.   
 

 LTC Brusher, WRAIR 
o We need to include the impulsivity test to get TRADOC funds.  It will provide access 

to TRADOC bases.  
 

 COL Bliese, WRAIR 
o We can try to implement with TRADOC funds.  Not sure about integrating more than 

impulsivity.  
 
 LTC Whalen, WRAIR 

o There are DA [Department of the Army] directed CDEs for drill sergeants, perhaps 
we could study them.  
 

 CPT Dretsch, USAARL 
o A tool to measure impulsivity, cognitive control, working memory, reaction time for 

functionality assessment would be useful to recruiters. 
 

 Dr. Proctor, USARIEM 
o It’s a pattern of performance test rather than a single test that is needed.  

 
 LTC Whalen, WRAIR 

o We could study from BCT through Advanced Individual Training and first duty 
station or through the life of a career if we use TRADOC funds for research. 

 
 COL Bliese, WRAIR 

o I want the task area to look at NP tests that are not all cognitive.  It should include self 
composure.  The ANAM has many other batteries that might be useful.  I want to 
look at both groups that are CDE identified as problematic and the normals, and track 
them over time.  Other complementary efforts might apply to a TRADOC funded 
study.  We could focus study on CDE for BCT or AIT population at Ft. Jackson.  
 

 LTC Whalen, WRAIR 
o We need reasons to separate servicemembers during the AIT phase; a protocol to look 

at datasets years later that evaluate variables for predicting long-term outcomes. 
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 Dr. Wilk, WRAIR 
o That is politically acceptable and will streamline the CDE process. 

 
 COL Bliese, WRAIR 

o Does it fit in with the Warrior Task and Battle Drill?  It fits with BCT for cognition 
and decision-making; the concrete tasks and criteria and gets around BH qualitative 
measures and notes being used for decisions.  Measures will indicate whether they 
can facilitate doing a soldier-specific task.  The predictability will be that the 
servicemember can do the particular task.  RTD will be to do a particular task which 
is what the leader wants.   
 

 Dr. Proctor, USARIEM 
o We need to think through outcomes and statistical power.  We need to validate and 

repeat the administration of the same tool and measure scores over time.  Some will 
vary normally.  It needs to be obvious when a person is faking their test results. 
 

 COL Bliese, WRAIR 
o We could get 10 item functional assessments from the Drill Sergeant or platoon 

leader of SM [service member] sent back to BCT with limitations: we can’t measure 
the percent that actually go back to the BCT.   
 

 LTC Whalen, WRAIR 
o The diagnosis, presenting problem, functional performance, and the supervisor 

evaluation could be studied.  
 
 COL Bliese, WRAIR 

o We need to indicate what approach provides the highest quality decision. 
 

 LTC Whalen, WRAIR 
o We could repeat the tool at successive visits to predict improvement or need for more 

treatment.  Might get a chapter recommendation at first session but we could see 
again during follow on sessions.  RTD could be simply for administrative separation.  
It could use good functional scores to alleviate command concerns. 
 

 COL Bliese, WRAIR 
o If chosen by the CDE, it could be touch-point to put an actigraph on the Soldier.  It 

could be used as tool to recommend more treatment.  On that basis, it could continue 
to do sleep measurements over time, to inform treatment planning and finalize 
support services.  

 
1145: Closing Comments – Dr. John Crowley, USAARL 

 
Attendees were thanked for their time, insights, and contributions, and contact sheets were 
distributed to facilitate continued correspondence and collaboration.  
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Workshop Summary and Concluding Comments 
 
This two-day workshop was the first time the various players in DoD Return-to-Duty research 
had gathered together with each other and their stakeholders to discuss user needs and research 
issues.  It was immediately apparent that many of the challenges and goals in developing 
standards and criteria for RTD are shared across the three domains represented—neurosensory, 
musculoskeletal, and psychological—yet there are highly unique aspects to these research 
domains as well.   

Common challenges to the RTD programs presented at the workshop include the need for better 
definition of how military performance relates to specific diagnoses or illnesses, and what 
constitutes ‘adequate’ performance of military jobs, especially from cognitive and sensory 
standpoints.  It was also significant that the three TA Managers were quick to agree on a 
common research approach to RTD standards development, recognizing that minor differences 
in detailed approach would be inevitable.  The presence at the workshop of researchers from the 
U.S. Air Force (USAF) and U.S. Navy (USN), as well as academia, was invaluable and 
presented many opportunities for efficiency and collaboration.   

The TA Managers were able to clearly articulate to the audience the important differences among 
the three research areas.  Aside from the obvious differences in clinical domains (neurological 
vs. musculoskeletal vs. psychological), the programs are at different stages of maturity, with the 
psychological program being the newest.  These differences translated into differing 
programmatic needs—the psychological program is deciding which disorders are important 
causes of disability and unfitness, while the other more mature programs are ensuring customers 
will endorse research products currently under development.  The relevance of the common RTD 
research approach to the three programs, despite the maturity differences, was reassuring to the 
research managers. 

In an era of shrinking resources for military medical research, it is critical to achieve maximum 
efficiency—delivering well-researched products that are targeted at real Warfighter needs, at the 
right time and cost.  Collaborative research planning workshops such as this can be invaluable in 
achieving these goals.  The enthusiastic response and support received from all of the attendees 
during the workshop serve as an indication of the importance and relevance of the MOMRP 
RTD research program(s), and should reassure those providing funding that their investment is 
wise.  Numerous actions were taken from the meeting and their successful completion will 
assure the value of this workshop.   
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Appendix. Return to Duty Workshop Attendee List 
19-20 September 2012 

Frederick, MD 
 

Name Organization E-mail Address 
COL Paul Bliese WRAIR paul.d.bliese.mil@mail.mil 
LTC Edward Brusher MEDCOM OTSG edward.a.brusher.mil@mail.mil 
Ms. Sarah Campbell MOMRP/Capitol IT sarah.a.campbell21.ctr@mail.mil 
COL Carl Castro MOMRP carl.a.castro.mil@mail.mil 
Dr. Fiona Crawford Roskamp Institute fcrawford@rfdn.org 
Dr. John Crowley USAARL john.s.crowley.civ@mail.mil 
CPT Michael Dretsch USAARL michael.n.dretsch.mil@mail.mil 
Dr. Art Estrada USAARL arthur.estrada.civ@mail.mil 
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MAJ Owen Hill USARIEM owen.t.hill.mil@mail.mil 
Dr. Karen Kelly Naval Health Research Center karen.kelly@med.navy.mil 
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MAJ David McIlwain USAARL david.s.mcilwain.mil@mail.mil 
Ms. Jenny Owens Blanchfield Warrior Resiliency 

and Recovery Center 
jenny.l.owens4.civ@mail.mil 

COL Rebecca Porter MEDCOM OTSG rebecca.i.porter2.mil@mail.mil 
Dr. Susan Proctor USARIEM susan.p.proctor.civ@mail.mil 
Dr. Christopher Rábago Brooke Army Medical Center Christopher.a.rabago.civ@mail.mil 
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Ms. Becky Runyen MOMRP/GDIT rebecca.a.runyen.ctr@mail.mil 
MAJ Matthew Scherer USARIEM matthew.r.scherer2.mil@mail.mil 
Ms. Marilyn Sharp USARIEM marilyn.a.sharp.civ@mail.mil 
LTC Deydre Teyhen TATRC deydre.s.teyhen.mil@mail.mil 
MAJ Mark Thelen U.S. Army-Baylor mark.d.thelen.mil@mail.mil 
COL Carolyn Tiffany TRADOC Surgeon carolyn.a.tiffany.mil@mail.mil 
Ms. Sue Tripp GDIT susan.c.tripp3.ctr@mail.mil 
MAJ Dave Walsh USAARL david.v.walsh.mil@mail.mil 
Ms. Catherine Webb USAARL Catherine.Webb@erau.edu 
Dr. Margaret Weightman Sister Kenny Research Center Margaret.weightman@allina.com 
LTC Ronald Whalen WRAIR ronald.j.whalen2.mil@mail.mil 
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