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Today we will cover a range of topics related to psychological health conditions, 
especially the role that stigma and harassment play in preventing service members 
in your unit from coming forward.

Specifically, we will discuss: 

• What stigma is and why it is a barrier to seeking care

• Some common myths and misconceptions about psychological health and 
seeking care

• Harassment and discrimination based on psychological health status faced by 
service members

Finally, we will provide information on how to recognize psychological health issues 
with service members as well as covering your role as leaders in getting your 
service members to seek care. 
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The eight objectives we hope to achieve after today’s training include: 

• Listing the three types of stigma commonly associated with psychological health 
conditions

• Listing at least three negative consequences resulting from this stigma

• Listing at least four common misconceptions related to seeking treatment for 
psychological health conditions

• Describing the two situations in which patient confidentiality must be broken

• Providing at least two examples of unit discrimination or harassment

• Describe two ways leaders can reduce discrimination and harassment at the unit 
level

• List two possible changes in behavior which may be due to a psychological 
health condition
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• List at least three resources for service members

3



The first topic we will be covering today is stigma. 
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At the end of this section you should be able to: 

• List the three types of stigma associated with psychological health conditions

• List at least three negative consequences resulting from this stigma 
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• What is Stigma?

• According to the Combat Operational Stress Control center, stigma is defined as 
being “marked” or “branded.” Individuals who suffer from psychological health 
problems are sometimes stigmatized by their peers or supervisors due to having the 
disorder and / or seeking care 

• We know that stigma associated with psychological health is a nationwide 
problem in the United States when it comes to having a condition and seeking care 
for psychological health issues.  Stigma is also widespread throughout the U.S. 
military and often leads to harassment and discrimination 
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There are three types of mental health stigma: self stigma, organizational stigma 
and peer stigma. 

• Self stigma happens when someone suffering from stressful problems unfairly 
blames himself for those challenges after having absorbed negative attitudes 
about stress from those around him

• Organizational stigma is based on policies, procedures and informal rules about 
worthiness to contribute to the mission

• Peer stigma refers to the language and behaviors that groups use to include or 
exclude members 

All these forms of stigma are based on ignorance and can be defeated with 
knowledge, awareness and understanding. Teaching these important stigma-
defeating qualities is the responsibility of all military leaders.
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Stigma is one of the biggest problems facing the Defense Department when it 
comes to preventing suicide and other negative events.

• The primary reason why service members delay or avoid coming in for help is 
that they have seen fellow service members discriminated against or accused of 
malingering when they sought care

By the time many service members can be convinced to come in for help, their 
careers and personal lives are often already damaged 

• Delaying care worsens psychological health conditions, may make recovery 
more difficult and increases the likelihood of adverse events

• These adverse events, such as a DUI or spousal abuse, lead to loss of rank, 
money and social status. All these losses make it harder to recover from 
conditions such as depression or PTSD, if the member is in the middle of a 
divorce or in legal trouble at work

• These losses are preventable, if we can eliminate the stigma of seeking care 
seeking care
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There is an enormous cost to service members and the Defense Department when care is 
delayed. One very important cost is the risk of suicide. This graph shows the rate of suicide 
among service members from 2001-2009. 

• For the Army and Marine Corps, the suicide rates have continued to rise and 
have recently passed the age and gender adjusted civilian rate. Untreated 
psychological health conditions are a major risk factor for suicide

• Untreated psychological health conditions can lead to adverse events like DUI’s, 
making the service member more likely to face administrative separation for 
these behaviors 

• Living with a person with an untreated psychological health condition, such as 
PTSD, can be challenging.  Some services are seeing increases in the levels of 
spousal and/or other domestic abuse, with the Army reporting a 177 percent 
increase over the last six years (10) 

• If untreated for too long, these disorders can worsen to the point that the member 
needs a medical discharge. We are seeing high numbers of patients being 
referred to the VA for conditions such as PTSD, which can impact a unit’s 
mission capability 

We know that stigma is the leading cause of delaying seeking care. How can we address 
and get rid of stigma? Stigma largely based on not understanding reality; we can learn the 
facts/ reality surrounding PTSD.
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The second topic we will cover are common myths and misconceptions about 
psychological health. 
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At the end of this section you should be able to: 

• List at least four common misconceptions related to seeking treatment for psychological 
health conditions

• Describe two situations in which patient confidentiality must be broken
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The majority of service members believe psychological treatment will hurt their 
career. A study showed that 51 percent of Army personnel believe that seeking 
mental health care negatively affects their careers.[3] 

• Coming in for care will hurt my career
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This is actually a myth, the reality is that seeking care can help save your service 
members’ careers

• Getting treatment for a psychological health condition is more likely to strengthen 
ones’ career by preventing losses, such as spouse, rank, friends, status, etc. 

• Seeking help decreases a person’s symptoms (such as anger, drinking to 
manage anxiety and oversleeping) and therefore decreases the likelihood of 
adverse events, such as DUI, spousal abuse and being late to work—all of which 
can lead to administrative separation
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Another myth about psychological health care is that “I  will lose my security 
clearance if I seek help.”
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The reality is that your service member’s security clearance is much more likely to 
be compromised if they do not seek treatment!

As a leader you need to know the truth and ensure your service members know:

• Most mental health conditions will not result in loss of clearance -- in fact, less 
than 1 percent of 800,000 people who applied for security clearance in 2006 
were denied due to mental health status

• Changes to regulations regarding security clearances allow service members 
who receive treatment for deployment-related psychological health conditions  
and/or marital, family or grief counseling to answer “No” on the SF86 security 
screening questionnaire, which asks if they have ever “consulted with a health 
care professional regarding an emotional or mental health condition” in the past 
seven years
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Another myth or misconception is that “I will lose leadership roles and trust of my 
unit, etcetera.”
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This is largely a misconception. It’s not totally a myth, as some people have been 
removed from leadership positions or received harassment due to getting help. The 
question is, should they have been?  

As a leader, can you trust a service member who has received psychological help? 
One test for this is to think about two service members in your unit who have had 
PTSD, and ask yourself, “who would I rather have on patrol with me?” 

• A service member who had the fortitude to seek help for PTSD and is now 
symptom free or a service member who never got help, sleeps about 3 hours a 
night, can’t concentrate, and is always on edge or losing their temper? 

• As an NCO or officer, you should be doing your best to ensure that your service 
members seek help for stress-related problems when they need it and that it 
doesn't affect their role or promotion status in your unit -- ensuring that you and 
your unit are as fit as possible to complete your mission
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Another myth is that “I will be administratively or medically separated if I see 
someone about this.”
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The reality is that service members can not be administratively separated for PTSD 
or depression. Both are considered treatable conditions and most service members 
are expected to make a full recovery and return to duty. 

• A service member can be separated due to a pattern of misconduct, such as 
multiple DUI’s, being late for duty, insubordination and other events that can arise 
from untreated psychological health conditions

• In very rare instances, service members can be separated for conditions such as 
adjustment disorder or personality disorder

A medical evaluation board (MEB) recommends service members for medical 
separation only as a last resort, and only after months of aggressive therapy have 
not helped. However, service members always have the option of appealing this 
decision if they wish to stay in and continue to serve. 

When you get your service member to seek care early, the condition is more 
receptive to treatment and he will be less likely to have adverse events that can 
lead to administrative separation.
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Another myth is that “Only weak people get psychological health conditions.”  

This sentiment is behind General Patton’s famous statement in 1943, “ I won’t have 
the hospitals cluttered up with these sons of bitches who haven’t got the guts to 
fight,”  when he saw a service member who likely had combat stress in a field 
hospital.
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The reality is that psychological health conditions have nothing to 
do with “toughness”

• Even the highest levels of military leadership now recognize that 
conditions like PTSD and depression are not caused by 
weakness. They are the result of how the brain responds 
differently after exposure to traumatic or stressful events. 

• Psychological health conditions, like depression and PTSD, can 
affect anyone in the chain of command, from the newest recruit 
to the commander in chief.  Both President Lincoln and British 
Prime Minster Churchill – experienced major depressive 
disorder and other leaders from more modern times have also 
had psychological health disorders, such as Maj. Gen. David 
Blackledge, who received treatment for PTSD  

• Lincoln won the Civil War and Churchill helped the Allied Powers 
defeat Hitler, these men were tough, yet they were still men and 
were affected by these conditions
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Another common myth is that “PTSD isn’t real; it is all in their heads.”

A survey of service members working at the Fort Hood wounded warrior barracks 
revealed that a large percentage don’t believe PTSD is real.
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The reality is that PTSD is a very real condition, caused by very real events --
traumatic events cause changes in how the brain functions and affect how one 
reacts to the world. 

Leaders and service members need to understand that PTSD produces measurable 
changes in the brain and body after trauma exposure and these changes can not be 
faked or malingered.

• For example, a scan of the activity levels in combat veteran’s brains is shown 
here. Compared to  those without PTSD, the brains of combat veterans with PTSD 
show much higher activity levels when they are shown war-related pictures, 
showing that their brains are working differently due to the PTSD.  This kind of 
reaction cannot be faked and is completely outside the control of the service 
member

• Besides these involuntary changes in the brain, PTSD causes changes in how 
one’s body reacts to the world; service members with PTSD often experience bouts 
of sweating, blurry vision and other symptoms that aren't under their control.  The 
image of the service member with his hand on his head by the fan is example of 
someone having a flashback, which results in sweating
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Another myth about PTSD is that “If PTSD were real, everyone exposed to trauma 
would get it.”
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• There is a dangerous misconception that PTSD is somehow a ‘made up’ 
condition because it doesn’t affect all trauma-exposed service members 
in the same way. While only a percentage of those exposed to combat 
get PTSD, this is due to several specific factors

• The reality is that each individual has a unique set of risk factors for 
developing PTSD, related to a combination of genetics, history of other 
traumas and the degree or duration of their exposure to traumatic 
events, among other factors

• A key factor regarding who develops PTSD is whether the brain “alarm 
circuit” is triggered during the trauma. This alarm circuit helps determine 
what experiences become “engraved” in memory. A person’s alarm 
circuit will be more likely to fire if he is sleep deprived, under stress or 
has high levels of caffeine or nicotine in their body

• The more often one is exposed to traumatic events and the greater the 
intensity of  trauma, such as combat, the more likely one is to develop 
PTSD
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This graph shows the  amount of combat soldiers were exposed to during 
deployments, with the number of firefights they were involved in across the bottom, 
and the number of PTSD symptoms across the top [2].  As you can see, the 
frequency of combat exposure is directly related to the rate of PTSD symptoms 
among soldiers—the more combat one is exposed to, the more likely one will 
develop PTSD symptoms. 
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Another myth is that “People who were not wounded should not have PTSD.”

27



The reality is that someone can experience a traumatic event even if the person isn’t 
physically injured.

Trauma can also involve things like seeing others dying-such as seeing others die in 
combat 

Traumas also occur in the civilian population.  September 11th is a good example of this, 
wherein rescue workers and recovery crews, as well as the survivors of the Towers 
themselves, suffered PTSD. 

• Many people in the towers escaped unharmed, but had to watch helplessly while 
thousands died, including their friends and co-workers. Even though many escaped the 
towers without physical harm, they still developed PTSD 

• The rescue workers who picked through rubble to find survivors and recover victims also 
suffered PTS. Approximately 20 percent of Sept. 11th rescue and recovery crews reported 
symptoms of PTSD [4]. Although uninjured, the recovery crews’ experiences of picking 
through debris to locate victims, and handling body parts caused PTSD 

Scenarios where you see friends die; are in personal danger yourself; have to take another 
person’s life and have to handle dead bodies are unfortunately part of war and put our 
troops at great risk for PTSD -- even if they weren’t physically harmed.
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Another myth is that “Treatment does not work.”
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Several effective evidence-based treatments exist, all of which have been 
extensively tested and proven to work by decades of research. 

The two general categories of treatment for psychological health conditions are: 

• Psychotherapy – which involves learning about the disorder and practicing proven 
ways of making it better

•Medications – which are effective for managing symptoms for depression and 
anxiety disorders, like PTSD

Unfortunately, most service members do not hear about the success stories of 
treatments working. When a service member goes in for treatment of depression 
and it resolves, usually no one even at their unit knows about it happening. 
However, with the increased focus on wounded warriors in the press, if a single 
service member has a bad outcome, it might make national news.  This is what 
people hear about -- even though the vast majority of people get better from 
depression and PTSD.

Contrary to what many hear, there are many very well established treatments, which 
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have been reviewed and endorsed by panels of experts from the Defense 
Department, the VA and the civilian sector.
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Another myth about treatment is that “Psychotherapy is just handholding and people 
complaining about their lives.”
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A recent car insurance commercial shows a retired drill sergeant working as a 
therapist and yelling at his patient for being a “namby-pamby.” This is an example of 
the misconceptions regarding psychotherapy and seeking help many people hold. 

• The reality is that proven therapies involve a tremendous amount of work and 
commitment, which are quite the opposite of  “handholding and complaining” 

• One of the most effective therapies for PTSD involves deliberately being near 
objects or situations that trigger intense physical fear reactions and staying in the 
situation until your heart rate drops down, you stop sweating and you feel calmer.  
This type of therapy isn't handholding. It’s very hard work; however, the benefit of 
this therapy far outweighs living with the condition
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Another myth is that “If you seek care for mental health, everyone in your unit will 
know.”
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• Psychological health care providers seek to keep all care confidential and only 
violate confidentiality when a service member is a danger to himself or others, or 
when the chain of command needs to know about a duty restriction, such as not 
being able to carry a weapon 

• If the chain of command has to be informed, details of the service member’s 
condition are not revealed. The chain of command is only informed of the 
restrictions the service member may have (not using weapons, complying with 
care, etc.), their diagnosis and expected return to duty.  The provider usually only 
speaks with the officer in charge or SNCOIC

• Greater levels of confidentiality regarding care can 
be found by seeing a chaplain or several other 
anonymous resources. These resources are 
described in one of your handouts 

• Sometimes people at a person’s unit will find out they are being seen for a 
psychological health issue. Normally when people find out, it isn’t as bad as the 
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member feared. Usually the worst thing that happens is that the service member 
catches flack from a few of their peers  
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The third topic we will be addressing today is regarding recognizing harassment and 
discrimination. 
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At the end of this section you should be able to:

• Provide at least two examples of discrimination or harassment at the unit level
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Many service members have experienced harassment and discrimination because 
they decided to seek psychological health care. While many refer to this as part of 
“the stigma of mental health”--its actually no different from harassment or 
discrimination for other differences, such as religion or race.

What are harassment and discrimination? 

• Harassment is a behavior intended to disturb or upset service members who seek 
psychological health care

• Discrimination is prejudicial treatment of service members who seek psychological 
health care 

• In a recent study, the Department of Defense suicide task force concluded that 
some leadership environments result in “discriminatory and humiliating treatment of 
service members” who seek help for psychological concerns. As leaders, you 
should not tolerate any form of discrimination or harassment in your commands; 
such behavior affects morale, discipline and unit cohesion. Service members should 
be encouraged to seek professional care if they have psychological concerns 
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•There is no place for harassment or discrimination in our military, we have zero 
tolerance policies on discrimination based on gender, religion, and race
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Harassment and discrimination based on gender, race or religion are all banned in 
all branches of the military-- why?  We have zero tolerance policies on these 
because these behaviors have a negative impact on service members, as 
individuals and on entire units.  

• Harassment and discrimination can lead to visits from the inspector general, a 
drop in morale, loss of good order and discipline, and attrition of service    
members who don’t want to serve in an environment where they can be 
constantly harassed or discriminated against

• For similar reasons, harassment and discrimination based on medical status, 
especially psychological health conditions, have a negative impact on units and 
our service members. Such behaviors should be dealt with just as firmly as other 
forms of harassment/discrimination, and require leaders involvement to reduce 
and eliminate them
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These are some common examples of harassment and discrimination that a service 
member seeking psychological care may face. 

• Some examples of harassment are: negative comments about the person’s 
condition, calling a service member “crazy”, implying they are malingering, and 
negative comments about “not being tough enough” or non-hacker”, etcetera 

• Examples of discrimination are: receiving unwarranted negative evaluations, 
being removed from leadership roles, being assigned to task below one’s rank 
and being blocked or not recommended for promotion due to psychological 
health issues

Leaders play a critical role in the task to eliminate stigma surrounding psychological 
care. How you deal with one service member who is seeking care for psychological 
concerns can set the climate throughout your command, and could encourage or 
discourage others from seeking care.  
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• While it is true that one should not be blocked from promotion for having PTSD 
or other behavioral health concerns, incidents such as DUI or domestic   violence 
can affect a service member’s career 

• Because many service members experiencing PTSD or other behavior health 
concerns do not seek care until after they have had one or more adverse event 
(DUI, domestic abuse, insubordination, etc.), many of these members are also 
blocked from promotion or lose leadership positions 

• Unfortunately, the perception is wrongly created that the service member is being 
punished or demoted because of behavioral health issues, rather than because 
of the DUI or domestic violence incident. Such stories may get passed around 
such as “Sgt. Jones saw psych and now he is not getting that platoon sergeant
billet.”  This contributes to the belief that members who seek care don’t get 
promoted -- in many cases the damage was done BEFORE they decided to 
come in for care 

• It is critical that service members get help early
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The second to last topic we will address today is how to recognize psychological health 
issues with service members. 
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At the end of this section you should be able to:

• Describe two ways leaders can reduce discrimination and harassment at the unit 
level

• List two possible changes in behavior which may be due to a psychological 
health condition 
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As leaders, part of your role is to know your service members and be able to recognize behavioral 
health concerns if they have them. You should also be able to encourage them to seek professional 
help. Keep in mind that what your service member shows at work will only be some of the symptoms, 
your job as a leader is to know that there may be more to a situation and to ask about other issues…

Here is a breakdown of common symptoms people have with these three conditions, as well as a 
description of what you as a leader might see “on the surface:” 

• Depression : Symptoms -- insomnia, irritable, hopeless about their future, sadness, being tired all 
the time

• What a supervisor will see- more mistakes than normal, frequently being late for work, 
appearing tired and lacking motivation, irritable, etc

• Substance misuse: indicators- drinking more than expected, going into withdrawal when not able 
to drink, drinking more to get the same effect, blackouts, not fulfilling ones roles 

• What a supervisor might see-late for work, unkempt appearance, often sick or injured, 
may smell of alcohol

• PTSD:  Symptoms-dissociation (members seem to be in a daze), insomnia, poor concentration, 
outbursts

• What a supervisor will see -- irritability, sweating for no reason, being easily startled and 
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constantly scanning their surroundings -- being “hypervigilant”
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• If you believe your service member may have psychological health concerns, 
discuss this with them in a private setting

• Discuss the risk and benefits of seeking care. Let them know that if the problem 
is significant, delaying getting care can cause harm because the condition can 
get worse and lead to problems in their careers and relationships

• If the service member is hesitant to seek care, encourage them to use 
anonymous resources, including the chaplain as a first step

• Support your service member, assure them that seeking care will not harm their 
careers and let that you will help them get to the appropriate health care provider 
if they wish to get help
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• As stated previously, leaders play a critical role in the task to reduce the stigma 
surrounding psychological health

• The psychological health of your people is a critical piece of your unit’s ability to 
meet its mission 

• It is important that you identify any form of harassment and/or discrimination in 
your unit and act to prevent these behaviors

• Military leaders must create an environment where service members are willing 
and able to get help early for psychological health issues to prevent loosing 
important resources in their lives

• Leaders who have psychological health issues and don’t seek care due to stigma 
are actually setting an example for their subordinates, an example that 
discourages their people from getting help

45



So, how should you address harassment or discrimination in your unit? 

This is an example scenario where a NCO observes a lower enlisted member being 
harassed by fellow service members because he sought care for psychological concerns:

• Event: Cpl. Jones has symptoms of PTSD and is responsibly seeking care. Other 
squad members give him flack for seeking care, telling him that he is making up being 
depressed to get out of work, or that he should “just suck it up” 

• What should the NCO do?

• First, the NCO must be willing to act as a leader. The NCO could remind the 
service members who are doing the harassing of the zero tolerance policy on any 
form of harassment, including harassment based on medical condition 

• Next, the NCO should advise the other squad members to stop the harassing 
behavior 

• Finally, the NCO should follow-up to ensure the behavior has stopped, and if it 
hasn’t, the NCO could then move the issue up the chain of command for possible 
administrative action 
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• This is another fictional scenario where a fellow NCO/junior officer is making 
harassing comments to a lower ranking service member. The NCO/ junior officer 
tells the lower ranking service member that going to therapy is a waste of time 
and implies that the service member is malingering. 

• Event: Staff Sgt. Jimenez tells Cpl. Jones that going to therapy is a waste of 
time and implies that he is malingering

• What should a fellow NCO or officer do?

• Act as a leader, pull the NCO/Junior Officer aside and inform them of the 
zero tolerance policy on any form of harassment 

• Advise them to stop the behavior 

• Follow-up:

• Monitor the situation to ensure the behavior stops. If the behavior 
continues, inform the chain of command for possible administrative action

• If serious enough, for instance if the staff sergeant told the entire unit formation 
that Jones was in treatment and told them he thinks Jones is malingering, 
immediately take the matter up the chain of command. The chain of command 
should takes step to ensure that the rest of the unit knows that the NCO/junior 
officer’s comments were inappropriate

47



The last topic we will discuss today is resources for your service members. 
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At the end of this section you should be able to:

• List at least three resources for service members
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These are some of the anonymous resources services members can access to address 
psychological health concerns. Most of these resources provide 24-hour service through 
several mediums (phone, internet or face-to-face).

• The DCoE Outreach Center serves all services, is available 24-hours and provides 
information by phone, online chat, or email. 

• Afterdeployment.org serves all branches of the military along with their families, provides 
online information targeting PTSD, depression, anger, sleep, relationship concerns and 
other mental health challenges. 

• The Tri-Care Assistance Program is available to all active-duty members and their 
families.  Assistance counselors are available for confidential, private discussions about 
what's going on in your life, they are available using systems such as video chat and 
instant messaging.

• The SuicideOutreach.org website supports all services, both active-duty and reserve 
component personnel, our veterans, families, and providers. It is a comprehensive 
resource that provides ready access to hotlines, professional resources and other 
resources designed to link you to others. 

• Military OneSource supports all services by providing face to face, online and 
telephonic access to consultants, as well as online resources for webinars and other 
resources 

These resources are covered in the one of your handouts
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• Service members also have the option to talk to the chaplain or seek care at 
their local military treatment facility (MTF)

• The chaplain is a good “first-stop” if the service member just wants to talk and is 
unsure about wanting to get formal medical help. All conversations held with a 
chaplain are entirely confidential and there is no diagnosis made, but chaplains 
can refer the service member to treatment if they are willing

• Military treatment facilities provide world-class treatment to service member 
seeking help for psychological concerns. Service members are cared for by 
primary care managers or behavioral health care providers skilled in providing 
evidence based treatments

• Medical diagnosis are recorded in service members medical records 

• Confidentiality is held unless the service member is a danger to self, others, or 
there is a duty restriction  

• When discussions about care with the chain of command do occur, the details 
of the service member’s condition are not provided 
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DCoE Outreach: http://www.dcoe.health.mil/24‐7help.aspx
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