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In 2004 the U.S. Preventive Ser-
vices Task Force presented rec-
ommendations on screening for

alcohol misuse among primary care
patients. They concluded that alcohol
misuse, defined as “‘risky/hazardous’
and ‘harmful’ drinking that places indi-

viduals at risk for future problems,” of-
ten leads to increased health prob-
lems, disability, violent behavior, poor
social relationships, and accidental in-
jury or even death (1). Alcohol use dis-
orders have also been strongly associ-
ated with military wartime duty and

can have a negative impact on unit ef-
fectiveness (2). Alcohol misuse has
been associated with misconduct and
separation from military service (3,4),
and one study postulated that in-
creased alcohol consumption was at
the root of increased injury mortality
for veterans of the first Gulf War (5).
Alcohol misuse can make it more diffi-
cult to treat traumatic brain injury and
posttraumatic stress disorder (PTSD),
two important conditions identified
among veterans of the current wars in
Iraq and Afghanistan (6–8).

In 2005 the Department of De-
fense (DoD) initiated one of the
largest population health screening
programs for service members. The
Post-Deployment Health Re-Assess-
ment (PDHRA) assesses service mem-
bers three to six months after they re-
turn from combat deployments to
identify and facilitate treatment for
deployment-related physical or men-
tal health concerns. To screen for al-
cohol use disorders in the PDHRA,
the DoD adapted the Two-Item Con-
joint Screen (TICS), which was attrac-
tive because of its brevity and accept-
able psychometric properties com-
pared with the Composite Interna-
tional Diagnostic Interview–Sub-
stance Abuse Module. The TICS asks
two questions: “In the past 4 weeks,
have you used alcohol more than you
meant to?” and “In the past 4 weeks,
have you felt you wanted or needed to
cut down on your drinking?”

The TICS was developed by Brown
and colleagues (9) in order to quickly
screen young and middle-aged adults
for alcohol and drug problems in
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Objective: The U.S. military conducts health screenings of service mem-
bers three to six months after they return from combat deployments.
This population health program includes a modified version of the Two-
Item Conjoint Screen (TICS), which is widely used in primary care to
screen for alcohol misuse. Rates of referral in the military for alcohol
treatment are very low, and the utility of these screening questions in
predicting serious alcohol-related behaviors is unknown. Methods:
Anonymous surveys were collected from 6,527 U.S. Army soldiers who
were screened three to four months after returning from deployment to
Iraq. Positive responses on the TICS alcohol screen were correlated with
alcohol-related behaviors. Odds ratios (ORs) were calculated using logis-
tic regression, after adjusting for gender, rank, race, and military compo-
nent (active or reserve). Results: Twenty-seven percent of soldiers screened
positive for alcohol misuse. Compared with soldiers who screened nega-
tive, those who screened positive were more likely to have recently en-
gaged in the following behaviors: drinking and driving (OR=4.99, 95% con-
fidence interval [CI]=4.31–5.76), riding with a driver who had been drink-
ing (OR= 5.87, CI=4.99–6.91), reporting late or missing work because of a
hangover (OR=9.24, CI=6.73–12.68), using illicit drugs (OR=4.97,
CI=3.68–6.71), being referred to alcohol rehabilitation (OR=7.15,
CI=4.84–10.58), and being convicted of driving under the influence
(OR=4.84, CI=3.04–7.67). Conclusions: Positive responses to a two-item al-
cohol screening tool were strongly associated with serious alcohol-related
behaviors. This study highlights the need to improve screening and access
to care for alcohol-related problems among service members returning
from combat deployments. (Psychiatric Services 61:575–581, 2010)



civilian primary care settings. The
version utilized by DoD focuses only
on alcohol use and was validated in a
military population against structured
clinical interviews (10). The decision
to include the TICS questions on the
PDHRA was further supported by a
study showing that rates of alcohol
misuse measured with the TICS
were higher after deployment than
before (11).

After implementing the PDHRA,
DoD conducted a program evalua-
tion. Overall, in these nonanonymous
questionnaires, 12% of active compo-
nent soldiers and 15% of National
Guard and reserve component sol-
diers were willing to answer yes to
one or both of the TICS questions.
Although these figures were similar
to the rates of service members
screening positive for PTSD, where
15% of active component soldiers
and 36% of reserve component sol-
diers were referred for further men-
tal health evaluation, the referral
rates for alcohol services was only
.2%–.6% (12).

The DoD program evaluation
raised questions about the utility of
the military’s populationwide postde-
ployment alcohol screening effort.
Milliken and colleagues (12) conclud-
ed that one likely reason for the lack
of parity in referral rates between tra-
ditional mental health services and al-
cohol services is the lack of confiden-
tiality of alcohol treatment in the U.S.
military. Under current military poli-
cies, alcohol treatment triggers auto-
matic involvement of a soldier’s com-
mander, in contrast to the various
protections afforded service mem-
bers who utilize other mental health
services. Military programs to address
alcohol and drug use disorders are
separate from medical programs, and
alcohol abuse and dependence are of-
ten treated as an administrative issue
in the U.S. military. Service members
can be discharged from the military if
they fail to comply with orders for al-
cohol counseling and treatment.

What ultimately brings a service
member to alcohol treatment and ed-
ucation services are the behaviors re-
lated to alcohol misuse, such as drunk
driving or work-related impairment,
rather than a clinical diagnosis from
the medical community. However,

there have been no data showing a
correlation between the TICS em-
ployed in the PDHRA and the prob-
lem behaviors most affecting occupa-
tional functioning. It is possible that
positive responses to these questions
will not, in fact, be related to behav-
iors associated with alcohol misuse.
They may, for example, measure alco-
hol use associated with seeking posi-
tive, supportive social interaction
with others who share the same expe-
riences in war (13) or relate to nor-
mative beliefs about excessive drink-
ing behavior in the military being po-
tentially adaptive (14).

The goal of this study was to assess
the association of the two-question al-
cohol screening being used on a large
scale in the military with alcohol-re-
lated behaviors that can seriously im-
pair functioning or affect a service
member’s career. Such an association
would have strong implications for
current large-scale screening efforts.

Methods
This research project analyzed data
from the Land Combat Study (11),
which examined the relationship be-
tween combat and mental health
among deployed troops using cross-
sectional survey methods. The ques-
tionnaire used in the study covered
demographic characteristics, combat
experience, health problems, and
health care utilization (11). From
December 2003 to October 2006,
self-reported survey responses were
collected from 6,527 soldiers in six
U.S. Army brigades three to four
months after they returned from de-
ployments to Iraq. The recruitment
and survey methods of the Land
Combat Study have been described
previously (11) and are briefly sum-
marized here. Under a protocol ap-
proved by the institutional review
board of the Walter Reed Army Insti-
tute of Research, a complete descrip-
tion of the study and the survey was
given to participants at their duty sta-
tions, and written informed consent
was obtained. Participation was vol-
untary, and responses were anony-
mous. Overall, 50% to 60% of sol-
diers from the participating units
were available during the survey ad-
ministration, with the remainder
away primarily because of duty obli-

gations or training. Among those in-
vited to participate, 98% signed the
consent form and completed some
portion of the survey.

An answer to at least one of these
two modified TICS screening ques-
tions was considered a positive
screen. Response rates to the TICS
were correlated with response rates
to the following questions regarding
alcohol-related behaviors. Partici-
pants were asked whether in the past
four weeks they drove after having
several drinks, rode with a driver who
had had too much to drink, were late
or missed work because of a hang-
over, used any illegal drugs or sub-
stances, or had a problem with alco-
hol or drugs that resulted in counsel-
ing by the unit or referral to ASAP
(Army Substance Abuse Program).
Participants were also asked whether
they were convicted of driving under
the influence (DUI) in the past year.

Tests of independence were used
to assess whether the proportion re-
sponding yes to at least one TICS
question varied with responses to the
alcohol-related behavior questions.
Crude odds ratios (ORs) and chi
square statistics with one degree of
freedom were calculated.

Odds ratios adjusted for gender,
race-ethnicity, rank, age, education
level, and military component (active
versus reserve) were calculated using
logistic regression (15). The determi-
nation of independent variables for
inclusion was the result of analysis
with stepwise regression, making
judgments of the stability of the coef-
ficients in the model and of multi-
collinearity among the independent
variables. Multicollinearity was found
among age, rank, and education level,
and ultimately, age and education lev-
el were dropped in the final model,
while rank was retained because of its
consistent statistically significant co-
efficients and the potential for its ap-
plication in a population-level inter-
vention. On the basis of Hosmer-
Lemeshow goodness-of-fit tests,
there was no statistically significant
deviance from fit. Adjusted and unad-
justed odds ratios were very similar,
suggesting that confounding was not a
serious issue.

Combat exposure was examined
with the 18-question Combat Experi-
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ences Scale; possible scores range
from 0 to 18, with higher scores indi-
cating higher levels of combat expo-
sure (11). The median score in this
population was 9, with an interquar-
tile range of 7 to 12. Four combat ex-
posure levels were created: first quar-
tile (score of 0–6, N=1,331), second
quartile (score of 7–8, N=1,576),
third quartile (score of 9–11, N=
1,222), and fourth quartile (score of
12–18, N=1,603). Logistic regression
was used to examine the relationship
between increasing levels of combat
experience and a TICS positive
screen.

Chi square tests were used to ana-
lyze the association between a TICS
positive screen and a positive screen
for depression, anxiety, or PTSD. The
survey utilized the Patient Health
Questionnaire (PHQ) to screen for
depression and generalized anxiety
(16) and the PTSD Checklist (PCL)
to screen for PTSD (17). A strict
screening definition was utilized for
both, requiring endorsement of
symptoms meeting criteria of the
DSM-IV-TR and serious impairment
in social or occupational functioning
(“very difficult” or “extremely diffi-
cult” level on the PHQ) or high en-
dorsement of PTSD symptoms (PCL
score ≥50) (11).

Statistical tests were conducted with
SPSS, version 13.0, for Mac OS X, and
significance levels were set at <.05.

Results
The sample of soldiers studied were
representative of the reserve and ac-
tive duty U.S. Army population (18).
Most respondents were junior enlist-
ed (57% had a rank of E1–E4), male
(97%), Caucasian (66%), and young
(71% were younger than 30 years
old). Table 1 shows the demographic
characteristics of the soldiers sur-
veyed, as well as the response rates to
the TICS questions and the rates of
TICS positive screens. Of the 6,527
respondents, 5,842 (90%) answered
both TICS questions. Response rates
for the alcohol behavior questions
ranged from 90% to 94%, with 95%
of participants responding to at least
one of the questions. Rates of yes re-
sponses ranged from 1% (DUI) to
16% (drinking and driving) (Table 2).

Answering yes to at least one of the

TICS questions was strongly associat-
ed with answering yes to the alcohol-
related behavior questions (Table 2).
Drinking and driving was the most
frequently reported behavior. DUI
convictions and referral to alcohol re-
habilitation were the least frequently
reported. Soldiers who scored posi-

tive on the TICS were five to nine
times as likely to report alcohol-relat-
ed behaviors, compared with those
who screened negative.

Other findings from the logistic re-
gression are reported in Table 3.
Compared with women, men were
more than twice as likely to report at
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Characteristics of 6,527 U.S. Army soldiers screened three to four months after
returning from deployment to Iraqa

Answered Screened 
both questions positive on

Total on the TICSb the TICSb

(N=6,527) (N=5,842) (N=1,764)

Characteristic N % N %c N %d

Age
18–19 227 3 207 91 71 34
20–24 2,928 45 2,634 90 930 35
25–29 1,486 23 1,378 93 420 30
30–39 1,425 22 1,259 88 267 21
≥40 438 7 344 79 71 21

Sex
Male 6,296 97 5,653 90 1,732 31
Female 193 3 162 84 25 15

Race
Caucasian or white 4,319 66 3,933 91 1,197 30
African American 1,094 17 918 84 234 25
Hispanic 608 9 554 91 182 33
Asian or Pacific Islander 163 3 150 92 55 37
Other 264 4 223 85 70 31

Education
High school or less 3,401 53 3,031 89 983 32
Some college 2,330 36 2,077 89 612 29
College graduate 698 11 648 93 138 21

Military gradee

Junior enlisted (rank E1–E4) 3,713 57 3,315 89 1,178 36
Junior noncommissioned

officer (rank E5–E6) 1,970 30 1,763 89 445 25
Senior noncommissioned

officer (rank E7–E9) 336 5 290 86 54 19
Officer or warrant officer 460 7 435 95 73 17

Marital status
Single or never married 2,398 37 2,292 96 842 37
Divorced 405 6 369 91 125 34
Married 2,786 43 2,558 92 545 21
Separated 248 4 237 96 97 41
Widowed or other 28 <1 26 93 11 42

Years of service
0–4 3,516 54 3,205 91 1,112 35
5–10 1,595 25 1,419 90 389 27
11–19 1,011 16 893 88 187 21
≥20 359 6 285 79 64 22

Status
Active component 4,933 76 4,610 94 1,429 31
Reserve or National Guard 1,594 24 1,232 77 335 27

a All data were not available for all persons.
b TICS, Two-Item Conjoint Screen. The TICS asks two questions: “In the past 4 weeks, have you

used alcohol more than you meant to?” and “In the past 4 weeks, have you felt you wanted or need-
ed to cut down on your drinking?” A positive answer to either question indicates a positive screen.

c The denominator is the total number of persons.
d The denominator is the total number of persons who answered both questions.
e Higher numbers indicate higher grades.



least one alcohol-related behavior
(OR=2.45, p=.001) and to report
drinking and driving (OR=2.88,
p=.003). Compared with Caucasians,
African Americans were almost half
as likely to report riding with a driver
who had been drinking (OR=.58,
p<.001) but nearly twice as likely to
report a DUI conviction in the previ-
ous year (OR=1.93, p=.022). Com-
pared with junior enlisted service
members (rank E1–E4), senior non-
commissioned officers (rank E7–E9)
and officers were less likely to report
any alcohol-related behavior (OR=
.34, and OR=.51, respectively, p<.001
for both). Compared with active duty
soldiers, soldiers in the reserves or
the National Guard had higher odds
of drinking and driving (OR=1.44,
p<.001) but lower odds of having en-
tered a substance abuse treatment
program (OR=.44, p=.004).

Regression analyses also revealed
that with higher combat exposure in-
tensity, the odds of a TICS positive
screen increased. Compared with sol-
diers in the lowest quartile of combat
experience, those in the third quartile
had 44% higher odds of having a

TICS positive screen, (OR=1.44, 95%
confidence interval [CI]=1.20–1.72,
p<.001) and those in the fourth quar-
tile had 93% higher odds of screening
positive (OR=1.93, CI=1.63–2.29, p<
.001). Finally, compared with those
screening negative on the TICS,
those screening positive were 2.5
times as likely to also screen positive
for depression, generalized anxiety, or
PTSD symptoms (OR=2.5, CI=2.15–
2.83, p<.001).

Discussion
We examined the use of the modified
TICS in postdeployment health
screening and found that the TICS
correlated strongly with high-risk
drinking behaviors that have a signifi-
cant negative impact not only on an
individual’s health and well-being but
also on his or her occupational func-
tioning. Behaviors such as missing
work because of a hangover, going to
work intoxicated, using illicit drugs,
or receiving DUI convictions impede
a person’s ability to maintain a high
level of functioning in any occupa-
tional setting, including the military.

Despite the negative stigma at-

tached to alcohol abuse and depend-
ence, 10% to 15% of soldiers were
willing to endorse at least one of the
TICS questions nonanonymously on
a PDHRA screening after returning
from combat duty in Iraq (12). The
anonymous study presented here
shows approximately double that rate
(27%). Despite this, referrals to alco-
hol rehabilitation programs as a direct
result of the postdeployment screen-
ing appear to be very rare. Of 56,350
soldiers who received the PDHRA
screening, 6,669 (12%) reported alco-
hol misuse, yet only 134 soldiers
(.2%) were referred for treatment
(12). By confirming the utility of the
DoD screening instrument in pre-
dicting high-risk alcohol-related be-
haviors, our study brings to light the
need to increase such referral rates.
In the military, the lack of confiden-
tiality regarding alcohol treatment
likely serves as a barrier to care, lead-
ing not only to low referral rates but
also to reduced self-reporting of alco-
hol misuse.

The U.S. military has shown itself
capable of reducing nicotine and illic-
it drug use and abuse in the past,
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Response rates to survey questions among 6,527 U.S. Army soldiers and adjusted odds ratios for associations between the
Two-Item Conjoint Screen (TICS) and alcohol-related behaviora

TICS positive TICS negative 
Responded to proportion proportion
the alcohol- Reported an 
related behavior alcohol-related TICS TICS
question behavior positive negative

Group screen Group screen
Alcohol-related behavior N % N % 1 (N)b (N) %c 2 (N)d (N) %e AORf 95% CI

Drinking and driving 5,842 90 1,041 16 634 1,756 36 405 4,068 10 4.99 4.31–5.76
Riding with a drunk driver 5,894 90 823 13 542 1,757 31 272 4,054 7 5.87 4.99–6.91
Late or missed work

because of a hangover 5,884 90 254 4 196 1,754 11 52 4,054 1 9.24 6.73–12.68
Illicit drug use 6,145 94 223 3 154 1,748 9 66 4,062 2 4.97 3.68–6.71
Referral to an alcohol

rehabilitation program 6,114 94 152 2 113 1,750 6 34 4,054 1 7.15 4.84–10.58
Convicted of driving

under the influence 6,130 94 90 1 61 1,748 3 27 4,050 1 4.84 3.04–7.68
Any alcohol-related

behavior 6,189 95 1,505 23 891 1,764 51 598 4,078 15 5.63 4.94–6.41

a The denominators are unequal due to the varying response rates to the alcohol-related behavior questions.
b Persons with the alcohol-related behavior and a TICS positive screen
c Number of persons with the alcohol-related behavior and a TICS positive screen / number of positive TICS screens
d Persons with the alcohol-related behavior and a TICS negative screen
e Number of persons with the alcohol-related behavior and a TICS negative screen / number of negative TICS screens
f For comparison of those with a positive screen to those with a negative screen. Results of logistic regression, adjusted for gender, race-ethnicity, rank,

and status in the reserves or active duty. For all adjusted odds ratios, calculated Wald chi square statistics yielded p<.001 with 1 degree of freedom.
Hosmer and Lemeshow tests showed no significant deviation from fit with 7 degrees of freedom.



while falling short in similarly reduc-
ing alcohol consumption (19). Re-
moving the potentially career-stigma-
tizing involvement of a soldier’s com-

manding officer in early intervention
will likely remove the main obstacle
holding back any public health bene-
fits that mass population screening

may yield. Unit leaders could still be
involved in ensuring that soldiers who
have exhibited serious alcohol-related
behaviors receive treatment. Howev-
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Predictors of alcohol-related behavior among 6,527 U.S. Army soldiers screened three to four months after returning from
deployment to Iraqa

Variable AOR 95% CI p

Any alcohol-related behavior
Male (reference: female) 2.45 1.41–4.22 .001
African American (reference: Caucasian)b .88 .72–1.07 .189
Rank (reference: junior enlisted, rank E1–E4)

Noncommissioned officer (rank E5–E6) .69 .59–.80 <.001
Senior noncommissioned officer (rank E7–E9) .34 .23–.50 <.001
Officer or warrant officer .51 .38–.69 <.001

Reserve or National Guard (reference: active component) 1.22 1.04–1.43 .016
Drinking and driving

Male (reference: female) 2.88 1.43–5.78 .003
African American (reference: Caucasian) .83 .67–1.03 .096
Rank (reference: junior enlisted, rank E1–E4)

Noncommissioned officer (rank E5–E6) .92 .78–1.09 .326
Senior noncommissioned officer (rank E7–E9) .58 .38–86 .007
Officer or warrant officer .65 .47–91 .011

Reserve or National Guard (reference: active component) 1.44 1.21–1.71 <.001
Riding with a drunk driver

Male (reference: female) 1.90 .90–3.98 .091
African American (reference: Caucasian) .58 .44–.76 <.001
Rank (reference: junior enlisted, rank E1–E4)

Noncommissioned officer (rank E5–E6) .68 .56–.82 <.001
Senior noncommissioned officer (rank E7–E9) .20 .10–.40 <.001
Officer or warrant officer .51 .35–.75 .001

Reserve or National Guard (reference: active component) 1.06 .86–1.30 .592
Missed work because of a hangover

Male (reference: female) 1.31 .46–3.70 .610
African American (reference: Caucasian) 1.39 .95–2.03 .091
Rank (reference: junior enlisted, rank E1–E4)

Noncommissioned officer (rank E5–E6) .66 .48–.91 .011
Senior noncommissioned officer (rank E7–E9) .16 .04–.66 .011
Officer or warrant officer .61 .30–1.21 .157

Reserve or National Guard (reference: active component) 1.22 .87–1.69 .248
Illicit drug use

Male (reference: female) 2.19 .53–9.14 .282
African American (reference: Caucasian) 1.23 .81–1.87 .338
Rank (reference: junior enlisted, rank E1–E4)

Noncommissioned officer (rank E5–E6) .25 .16–.39 <.001
Senior noncommissioned officer (rank E7–E9) .31 .11–.84 .021
Officer or warrant officer .00 .00–.00 .992

Reserve or National Guard (reference: active component) .89 .61–1.30 .540
Referral to rehabilitation program 

Male (reference: female) 2.72 .37–20.15 .326
African American (reference: Caucasian) 1.57 .98–2.53 .062
Rank (reference: junior enlisted, rank E1–E4)

Noncommissioned officer (rank E5–E6) .34 .20–.55 <.001
Senior noncommissioned officer (rank E7–E9) .39 .12–1.26 .115
Officer or warrant officer .09 .01–.64 .016

Reserve or National Guard (reference: active component) .44 .25–.77 .004
Convicted of driving under the influence

Male (reference: female) 2.18 .29–16.12 .446
African American (reference: Caucasian) 1.93 1.10–3.40 .022
Rank (reference: junior enlisted, rank E1–E4)

Noncommissioned officer (rank E5–E6) .64 .38–1.08 .091
Senior noncommissioned officer (rank E7–E9) .21 .03–1.51 .120
Officer or warrant officer .18 .02–1.30 .088

Reserve or National Guard (reference: active component) .81 .45–1.46 .486

a Logistic regression was performed separately for each dependent variable, with adjustment for sex, race-ethnicity, rank, military component (active
versus reserve), and Two-Item Conjoint Screen.

b There were no statistically significant odds ratios for the race-ethnicity categories of Hispanic, Asian or Pacific Islander, and other.



er, a parallel program should also be
in place to ensure that soldiers identi-
fied through health screening
processes can receive confidential re-
ferral and treatment for alcohol prob-
lems with the same level of protec-
tions afforded to those with other
mental disorders.

It becomes clear from examining
the results of the logistic regression
more closely that efforts to address
high-risk alcohol-related behavior
may benefit from targeted interven-
tions. Interventions may be different
for men than for women and for jun-
ior enlisted than for noncommis-
sioned officers or for officers. Military
units that have engaged in high com-
bat would benefit from more specific
screening and education regarding al-
cohol use postdeployment.

The findings from this study also
suggest that there are unique issues
with access to alcohol treatment for
the National Guard and the reserve
component. The findings showed that
compared with active component sol-
diers, reserve component soldiers had
a similar overall rate of alcohol misuse
but 44% higher odds of drinking and
driving, along with a 56% lower odds
of entering treatment. These differ-
ences may be due to the fact that ac-
tive component soldiers have better
access to substance abuse rehabilita-
tion programs on base, as well as a
leadership structure that is trained to
quickly intervene when a soldier is
having difficulties in occupational
functioning (20). The findings sug-
gest a need to evaluate the availabili-
ty of alcohol treatment programs for
reserve component soldiers and to
ensure high-quality screening for al-
cohol misuse upon entering the VA
health care system. Of note, the Na-
tional Guard and reserve compo-
nents, although frequently grouped
together for analysis, are in fact dis-
tinct. This study was not powered to
analyze the two separately, but one
should be aware that these differ-
ences could have implications in pub-
lic health interventions to address al-
cohol misuse. What they both have in
common is that after overseas deploy-
ments, these soldiers return to their
hometowns and do not have the kinds
of services regularly available to ac-
tive duty soldiers on base.

Increases in alcohol use after de-
ployment represent only one part of
the behavioral health issues that
troops face after war, and an associa-
tion between PTSD and increased al-
cohol use has been demonstrated (for
example, in the National Comorbidi-
ty Study) (21). Our study showed that
service members who screened posi-
tive for alcohol misuse in this study
had 2.5 times the odds of screening
positive for depression, PTSD, or
generalized anxiety. The high inci-
dence of PTSD resulting from war
zone exposures and the high comor-
bidity of PTSD and alcohol misuse
highlight the urgent need to ensure
parity of access to care.

The main limitation of this study is
its basis on self-reported data. How-
ever, response rates were high, few
respondents elected not to answer
the alcohol questions, and availability
for the study was largely a product of
unit training schedules. It is likely
that the study sample overrepresent-
ed healthy, working soldiers because
the seriously wounded soldiers or
those attending medical appoint-
ments on the days of the survey (in-
cluding appointments in command-
directed substance abuse programs)
would not have been available to par-
ticipate. Additionally, soldiers who
were discharged from the Army in
the three months after return from
deployment because of medical prob-
lems, misconduct, illicit drug use, al-
cohol abuse, or other reasons were
not included in this study. If these
were the responses from the healthi-
est segment of the population, then
the results reflect more conservative
outcomes than would be observed in
the entire population.

Self-report screening measures of
alcohol misuse cannot be assumed to
reflect alcohol abuse or dependence
and should only be used to identify
individuals in need of more compre-
hensive clinical evaluation. The
cross-sectional study methods pre-
clude drawing definitive conclusions
about causality, and direct estimates
of the risk of alcohol-related behav-
iors cannot be made using ORs.
However, the consistency and
strength of the associations support
the conclusions and policy implica-
tions of this study.

Responses to the alcohol screening
are likely affected by the context in
which they are utilized, with evidence
that anonymous assessments yield
higher rates of positive screens than
nonanonymous ones. In a setting
where there is an expectation of med-
ical confidentiality, there is likely to
be more willingness to discuss alco-
hol-related behaviors, compared with
screening processes that might result
in the involvement of one’s supervi-
sor. Although it is not possible to gen-
eralize these results beyond this mili-
tary population, the TICS was origi-
nally shown effective in a civilian set-
ting, and it is likely that the questions
would have relevance to other occu-
pational settings.

Conclusions
The association of alcohol misuse
with combat experiences provides a
likely explanation for increased rates
of alcohol use observed after deploy-
ment. However, further research is
required to better understand which
types of combat experiences confer
greater risk and whether there are
specific groups that can be targeted
for intervention. Given the tremen-
dous stigma of mental health prob-
lems, a simple screening for alcohol
misuse reveals not only who would
potentially benefit from early inter-
ventions to decrease these serious al-
cohol-related behaviors but also who
might benefit from a less stigmatizing
entry into mental health services for
symptoms related to combat and op-
erational stress responses. Screening
for alcohol misuse is likely to enhance
the overall effectiveness of screening
for other mental health problems. Ul-
timately, however, the potential utility
of screening hinges on providing a
structure of care that facilitates access
to confidential and nonstigmatizing
forms of treatment.
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