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The purpose of this document is to assist Dyess AFB squadron commanders and first sergeants in making referrals for mental health services.  It serves only as a “quick reference” to give you direction on what you should ask for and when you should ask for it.  It is not designed to provide you with every answer; rather, it is designed to help you formulate better questions.  You should always feel free to consult with us telephonically or in person.  While you may find some differences between this document and mental health services or referral procedures at your next assignment, the basic decision tree (of type and severity of mental health condition) should be beneficial as you attempt to formulate a course of action (COA) when “human factors” problems surface.

Official Disclaimer (from our friendly JAGs): This product is merely a guide and does not purport to set AF policy or limit a commander’s regulatory options or a mental health provider’s (MHP) considered professional opinion regarding evaluation and treatment. Only duly promulgated laws and administrative regulations should limit the professional judgment of commanders and MHPs.

1. Occasionally commanders will encounter situations in which they wish to consult with a Mental Health Provider (MHP) about one of the members of their squadron. Listed below are examples of some of the types of problems that are routinely referred to us. This document will inform you about a few of the services that are available and provide guidelines to help you decide which services may be most appropriate for your particular needs.

2. Problem #1—Member of squadron evidences suicidal or homicidal thoughts or gestures, becomes delusional, experiences hallucinations, becomes severely agitated, or loses touch with reality. Solution—During duty hours notify the Dyess Life Skills Center (LSC) by phone (6-5380). The patient will be seen that day. Under no circumstances should such patients be left unattended or be allowed to transport themselves unaccompanied to the clinic. After duty hours: Contact the Medical Information Center (MIC) at 6-2334. They will page the on-call MHP. If you’re assigned to a Geographically Separated Unit work through your on-site independent duty medical technician as you would for any other medically related issue.  IAW AFI 44-109 paragraph 4.3.2. if a potentially dangerous AD member cannot or will not consent to be evaluated, commanders have the authority to order the member to undergo an “Emergency Commander Directed Evaluation.”  This assessment for dangerousness (i.e., to self, others, or property) may involve State authorities and a civilian judge with the power to involuntarily admit patients to psychiatric hospitalization. A MHP will explain this process to you when you contact us. While there is paperwork for you to fill out (i.e., “Commanding Officer Request for Emergency Mental Health Evaluation” and “Service Member Notification of Commanding Officer Referral for Emergency Mental Health Evaluation,” which are attached to this package and available on line at: http://members.aol.com/_ht_a/mmmmmoore), the first priority is the AD member’s safety. All paperwork can be executed after the fact, if necessary.

3. Problem #2—Member of squadron has mild marital, financial, or other life circumstance problem with minimal observable effect on duty performance. You (or the first sergeant) have talked with the member and he or she evidences no suicidal, homicidal, psychotic, or delusional symptoms. The commander currently contemplates no administrative action such as an Article 15. Solution—If problem cannot be resolved at the squadron level, member should be referred to a Chaplain, to the Family Support Center, or to the LSC (this, by the way, is your choice). If referred to the LSC, the patient will be scheduled for the next available routine appointment.

IAW AFI 90-500 the LSC is a member of the Dyess Integrated Delivery System (IDS).  This group of base helping agencies (i.e., LSC, Chapel, Family Support, Child Services, and HAWC) are tightly networked to avoid duplication of services and to facilitate referrals within the network.  Thus, busy commanders and first sergeants need not be concerned about which IDS member they contact initially, as we will help you end up at the right place!

4. Problem #3—Member of squadron has an alcohol-related incident (domestic incident, fight, driving under the influence [DUI], etc) or is observed to be consuming above average amounts of alcohol to the level of intoxication. Most likely job performance will not yet have been affected. Rather, marital, financial, or interpersonal problems, primarily off-duty will be the first indicators of difficulties. Solution—Member should be referred for a substance abuse evaluation within seven days. AFI 44-121, paragraph 3.8.1 states:

A unit commander shall refer all service members for assessment when substance use is suspected to be a contributing factor in any incident; e.g., DUI, public intoxication, drunk and disorderly, spouse or child abuse and maltreatment, underaged drinking, positive drug test, or when notified by medical personnel under paragraphs 3.9.1. - 3.9.3 of this instruction. (Commanders who fail to comply with this requirement place members at increased risk for developing severe substance abuse problems and jeopardize the mission.)

Some incorrectly believe that referrals are optional. Others think that they can be deferred if an official investigation is underway. Neither of these views is supported by the AFI. The AD member should be referred within seven days, period.

The Alcohol and Drug Abuse Prevention and Treatment (ADAPT) Program is now a medical function, having been transferred from Social Actions in October 1994. After a referral, the member will be interviewed by a certified substance abuse counselor, may undergo psychological testing and be seen for a clinical interview by a credentialed MHP. Additionally, the member may be asked to undergo blood tests to check for physiological evidence of substance misuse, check for alcohol-related health problems, and screen for HIV. After the evaluation is complete, a treatment team meeting (TTM; formerly called a commander’s decision meeting) will be convened. At this meeting the member’s commander, first sergeant, and supervisor will meet with the substance abuse counselor and the MHP to pool information and agree on a COA. While it is true that alcohol-related incidents can negatively impact PRP, FLY, or weapons bearing, keep in mind that undiagnosed and untreated alcohol problems can adversely affect readiness. We strongly encourage early identification and referral so the appropriate education and treatment can help prevent future incidents and reduce risk.

5. Problem #4—Member has a (nonmilitary) family member with educational or medically related problems that may require special services or facilities. Solution—In accordance with AFI 36-2101 the member should be referred to the Exceptional Family Member Program (EFMP) Officer on the base to discuss their family member’s needs. Once enrolled in the program, the member receives a “Q” code in their personnel record that alerts the personnel system to the existence of the special need. When processed for their next assignment, the losing EFMP officer is first tasked to contact the potential gaining bases to determine whether the necessary services are available. Family members will not be approved for travel to bases where services are unavailable. In some cases the member goes unaccompanied to an OCONUS assignment, but often a suitable accompanied assignment can be located. While many people see this as “limiting” their career choices and resist enrolling in the program, it is imperative that special needs be visible to the system prior to the permanent change of station. Families that inappropriately arrive at their new duty station where needed services are not available (especially OCONUS) have sometimes been involuntarily returned to CONUS. This is expensive for the Air Force, incredibly stressful for the family, and totally unnecessary.  Enrollment of eligible beneficiaries into this program is mandatory.

6. Problem #5—Member is involved (typically after-hours) in a domestic disturbance. This may:

· Be reported through the SF desk.

· Occur off base and fall under the jurisdiction of the local authorities.

· Be unreported to law enforcement authorities but come to your attention indirectly or through the self-report of one of the involved parties or a witness.

Solution—In accordance with AFI 40-301 the commander should notify the base family advocacy officer (FAO) of the incident (or suspected incident) and should refer the member for an evaluation as directed by the FAO, typically on the next duty day. If you respond after hours to the scene of a domestic disturbance and you believe the situation is volatile you may contact the LSC provider on-call for immediate consultation or assistance. Commanders have the legal authority to issue a disassociation (also called a “no contact”) order to squadron members (even if they are married) pending evaluation by the FAO. If issued, it should be in writing with copies for all parties. You may wish to consult with the JAG for details. Historically, dissociation orders have served as a valuable mechanism to prevent additional violence in the short term when tempers and passions are running high. Especially when alcohol is involved, your first priority is to prevent additional violence. Remember that abuse cannot be changed after it has occurred, but future abuse can sometimes be prevented! The 7th Wing supplement to AFI 40-301 addresses the use of a temporary lodging facility or dorm room for brief periods (and on short notice) to provide accommodations for those issued disassociation orders. The order can also protect AD victims from further abuse at the hands of their civilian family members (especially since your ability to control the behavior of family members is considerably less than for AD members). In the case of child abuse, (by law!) a report must be made to the local child protective services agency, regardless of whether the abuse occurred on or off base. The FAO is responsible for completing this report.  Additional information on family advocacy resources and procedures is available in the “Dyess Family Advocacy Key Personnel Briefing.”

7. Problem #6—One or more squadron members experience traumatic stress due to deployments or operations other than war, natural disasters, acts of terrorism, combat, acts of violence (with or without fatalities), deaths (anticipated or sudden), acts of sexual or physical abuse; or observation of any of the aforementioned traumatic events. Solution—In accordance with AFI 44-153 you should contact the LSC and request critical incident stress management services. Critical incident stress management may consist of critical incident stress debriefings (CISD) or defusings (short, educational sessions). Paragraph 4.4.2. states:

CISD is not therapy even though mental health and medical providers are part of the team. The goal is to encourage people to understand the normal emotional and cognitive reactions to traumatic events and to promote effective coping with their exposure to the event.

Paragraph 4.4.3. states:

Posttraumatic stress disorder (PTSD) frequently results from not talking about, and being able to put into perspective, a traumatic event. The expectation is that CISD defuses the emotional intensity before PTSD develops. Once PTSD develops, the impairment caused by the long-term emotional response to the trauma is harder to fix. Prevention is preferred.

With the increased OPSTEMPO and PERSTEMPO commanders should be sensitive to stress created by atypical situations such as planned deployments. Pre-exposure preparation (PEP) training can be provided to small or community-sized groups in advance when exposure to a potentially traumatic event can be predicted. Training focuses on practice of effective approaches to stress and avoidance of ineffective approaches. In such cases an ounce of prevention is worth not a pound, but a ton of cure.

8. Problem #7—Member of squadron has mild to severe marital, financial, or other life circumstance problem with a noticeable effect on duty performance. Previous attempts to remedy the problem(s) at the squadron level have been unsuccessful. Member evidences no suicidal, homicidal, psychotic, or delusional symptoms. Letters of counseling (LOC), letters of reprimand (LOR), or Article 15(s) may have been given. The Commander may be contemplating additional administrative action, but your primary goal and interest is in helping the member resolve their problem(s) and expeditiously returning the member to duty. Solution—Member should be asked to consider a self-referral to the LSC for a routine intake to rule out significant psychopathology that may negatively impact readiness. (NOTE: Suicidal patients are discussed in problem #1 above; AD members who are not dangerous, but decline to self-refer for an evaluation, can be ordered to undergo a Commander Directed Evaluation (see problem #9 below.) An additional (but because of the severity of the member’s situation, not a substitute) referral to the Chapel or to the Family Support Center may also be warranted. (We may also do this or recommend it to you as a COA.) Once referred to the LSC, the patient will be scheduled for the next available routine appointment. A phone call to the LSC from you or the first sergeant providing us with a brief history of the case and availing us of your concerns is both appropriate and encouraged. Information we can feed back to you under these conditions on the substance of the case is somewhat restricted by confidentiality concerns (IAW AFI 44-109). However, we can and will notify you if we believe you should modify the member’s duty-related status (such as FLY, security clearance, PRP, or weapons bearing) or if they require a profile change or need a Medical Evaluation Board.

9. Problem #8—Member is facing the stress of impending disciplinary action under the Uniform Code of Military Justice (UCMJ) and poses a genuine risk of suicide. (This happens more frequently than you might think. Studies show that the risk of suicide increases among AD members facing UCMJ charges, financial problems, and relationship problems, and is highest among those facing multiple stressors.) Solution—In accordance with AFI 44-109, paragraph 3, you should contact the LSC and inquire about an evaluation for the Limited Privilege Suicide Prevention (LPSP) Program. Essentially, this limited privilege enables an ADAF member to speak frankly and openly with a MHP. The information discussed under this program is more “protected” than information disclosed in non-LPSP therapy sessions. That is, information discussed with a MHP while the AD member is enrolled in the LPSP cannot be used against the member in subsequent UCMJ actions.  In the past, MHPs obtained “limited privilege” when the Area Defense Counsel (ADC) and the Base Staff Judge Advocate (JAG) agreed to assign the provider as a consultant to the ADC for a particular case. While this worked reasonably well, the new streamlined procedure is better because it is standardized and requires less time and paperwork to execute.

10. Problem #9—Member of squadron’s on-duty performance or off-duty behavior has become increasingly problematic in spite of counseling and administrative action. The reason for this member’s difficulties may or may not be known to you. Member evidences no suicidal, homicidal, psychotic, or delusional symptoms. The commander now contemplates additional administrative action, as there is doubt about whether this member should be retained in the current career field or even in the Air Force. (That is, the member may be fit, but unsuitable.) Solution—The commander may consider requesting a command directed mental health evaluation (CDE). However, unlike the previous problems (discussed in topics #1-8 above), which can be dealt with in a routine manner, situations like the one described in problem #9 can become extremely complex, time consuming, and frustrating for all parties involved. Therefore, before rushing to a solution, let us consider some of the recent legal and historical forces that have shaped the current policy on CDEs.

a. Scope of the Problem—MHPs have variously implemented CDE procedures in the past. Some of you may have seen CDEs requested (and accomplished) for several of the categories of problems listed above, whereas others may have seen only the more severe problems (i.e., #7) actually lead to a CDE. This rather unfortunate and confusing state of affairs was, in part, facilitated by the absence of published AF policies or regulations on CDEs. Another, but related, factor of some significance was the differing schools of thought and training models that have influenced the practice of AF MHPs.

b. Historical Context—As is often the case with other unregulated and inconsistent systems, the lack of clear guidelines led to occasional abuses of the CDE process. Whereas most patients appeared to have been treated fairly and professionally, others were, at best, inconvenienced, and at worst, emotionally harmed. I am personally aware of two cases (in the early 1990s) in which patients who had no clinical indicators for psychiatric admission were involuntarily imprisoned on locked units. Some abuse of CDEs conducted wholly in an outpatient setting also seems to have occurred, but the more problematic cases involved involuntary psychiatric admissions of “difficult” or “disliked” individuals such as alleged whistle-blowers.

c. Legal Implications—An important distinction exists between clinical work, in which the primary focus is on mental health treatment, and forensic work, in which the primary focus is on assessment and testimony in a courtroom setting. (Obviously, a MHP must continue to meet the clinical standard of care for all patients regardless of the referral question.) As you might have ascertained from the way the problem and solution examples were structured, our bias lies more toward doing clinical work. We prefer to provide treatment instead of testimony and do clinical assessment instead of making courtroom arguments. When the commander and the MHP agree that a CDE is warranted our job changes from “clinician” to “evaluator.” Rather than working clinically toward a treatment goal agreed to by the patient, we are now performing an administrative function designed to help a commander make a decision about both the fitness and the suitability of one of their squadron members. Through the process of a CDE a patient may provide information to the MHP which, when passed on to the commander, can then be used, under the “official use” exception to AFI 44-109, in adverse administrative and judicial actions. While we must always be prepared to argue in a courtroom that our professional conduct and treatments meet or exceed the “standard of care” for every patient we see, the CDE is much more likely to lead to a legal proceeding or to an administrative hearing. In fact, a CDE report, is, by definition, our professional opinion about what you, the commander, should do. Contrast this with the formulation of a clinical treatment plan, which is our professional opinion about what the patient should do.

d. Current Status of CDEs—Because of the various complaints filed by patients (and their lawyers) who felt that they had been treated inappropriately and unfairly, the Congress tasked Department of Defense (DoD) to develop regulations for CDEs in the DoD Authorization Acts of FY91 and FY92. The resulting guidelines were first circulated in the fall of 1992 in draft form, then, were later issued in their most recent form in DoD Directive 6490.1, and DoD Instruction 6490.4. (The resulting legislation was known as the “Boxer Amendment,” so named for California Senator Barbara Boxer who introduced it.) What you, as a commander, need to know about these DoD publications and Public Laws 101-510 and 102-484 is summarized below and discussed in AFI 44-109.

11. Having given you a quick overview of the historical and legal context of the recent CDE issues, we are now ready to return to the issue of what you can or should expect from the LSC when you are dealing with a difficult individual (i.e., a problem #9 type) in your squadron. First, let us assure you that we are always happy to listen to your concerns and make recommendations about your “people problems.” Our ability to help you is made easier if you attend to the following guidelines:

a. Small fires are easier to put out than large ones. TRANSLATION: We prefer to hear from you early in the process. Sometimes we are aware of options that you are not, and can help you nip problems in the bud.

b. Document everything. Many of you may have had the frustrating experience of having to deal with a “problem case” in which virtually nothing has been documented. Everyone is busy and keeping documentation is not usually an enjoyable or rewarding activity, but it is extremely difficult to prove the existence of chronic problems when no historical evidence is available. BOTTOM LINE: Neither the legal office nor the LSC will be as helpful as you’d like them to be if you haven’t documented properly.

c. Understand what you are asking for before you ask for it. If you submit documentation which details a host of administrative problems that one of your squadron members have experienced, are you prepared to act on a formal medical opinion that the member should be either separated or returned to duty? If you had hoped for the opposite recommendation, are you prepared to place yourself in some jeopardy with your boss, the SJA, or the Wing Commander by rejecting an official medical recommendation? AFI 36-3208, paragraph 5.11 states:

When a psychiatrist or psychologist confirms a diagnosis of a mental disorder, under paragraph 5.11.1, that is so severe that the member’s ability to function in the military environment is significantly impaired and the commander chooses not to initiate separation action, the commander must have that decision reviewed by the discharge authority [emphasis added].
This secondary review process was recently instituted as a direct result of the multiple shootings at Fairchild AFB by ex-Air Force Airman Melburg in 1994. In that case, three of Melburg’s previous commanders had failed to act on recommendations for discharge by MHPs. Take home message: Be a truth seeker. Fear neither good questions nor their corresponding answers. Consult with us and collectively we will work to find the best solution for all involved.

d. There are no shortcuts. The LSC cannot bypass the legal requirements of AFI 36‑3208 (for enlisted members) or AFI 36-3207 (for officers) by labeling someone with a mental health diagnosis. That is, if the JAGs say you haven’t got enough information or documentation to discharge one of your members, we will probably end up giving you a similar opinion. (The only exception to this would be when, as a result of our consultation with you new information surfaces.) The JAGs must ultimately determine the legal sufficiency of all recommendations for discharge. While it is true that the regulations allow for the separation of AF members for mental health reasons (see paragraph 12 below), these situations occur fairly infrequently. AFI 36-2308, para. 5.11. states: “Discharge under this provision is not appropriate if the airman's record would support discharge for another reason, such as misconduct or unsatisfactory performance.”  Thus, a mental health discharge can only be accomplished when a “for cause” discharge isn’t possible, and thus, is the “appeal of last resort.” Typically, we will request that you consult with legal and show them any paperwork you have on the AD member prior to asking for our help in discharging someone for mental health reasons.

e. Understand the potential time and resource investment involved in a CDE.  The inherent legal and career implications can make the CDE process a very stressful one for all parties involved. If one computes the time spent on phone calls, psychological test administration and interpretation, meetings with the evaluee, writing the report, and briefing all involved parties on the results, the typical CDE requires between ten and twenty hours of a MHP’s time. Considerably more time can be involved if the evaluee later requests a board proceeding to contend the results of an evaluation or if the case goes to trial. (E-5s and above are entitled to such boards.) This is time spent solely in evaluation, not in treatment. (Our current record is a CDE that involved over one hundred hours while still on station, then an additional five days of TDY solely to testify at the evaluated officer’s board hearing. (This particular case was open over four years before finally being resolved!)

f. Understand the differences between legal/administrative versus medical separation processes. If someone rapes or steals they have committed a crime. In such cases, commanders often decide that such members are unfit to remain under their command on active duty without needing to consult with the LSC. However, we are always available to talk with you regarding the fitness or suitability of an AD member should you feel you need this additional information. When a member is separated for administrative or legal reasons the medical group automatically performs an exit physical. The LSC is involved in this process. We always evaluate AD members to ensure that no medical problem exists for which the member should receive a Medical Evaluation Board (MEB) IAW AFI 36-2902. (Separation under a MEB is the way an AD member receives financial compensation for medical conditions caused by or exacerbated by military service.) You will not routinely need to ask the LSC just to “medically clear” someone you know you want to discharge.

In summary, if you have failed to document properly and are now stuck with a “problem case,” we will probably not be willing or able simply to label them as “diseased” and dispose of them for you. This would circumvent the mechanisms built into the regulations that protect ADAF personnel from capricious, punitive, or retributive discharge.

12. If, by this point, you are still thinking that you would like to request a CDE on one of your squadron members, consider the following before proceeding. A CDE is an arduous and time-consuming experience for everyone. Thus, if you are interested in getting one of your members “fixed” and returned to duty, we prefer that you send the patient in for the appropriate treatment rather than for assessment. BOTTOM LINE: If you are contemplating no future administrative action, your AD member may not need a formal CDE, rather, you may actually be better served by encouraging the member to voluntarily seek an assessment and the appropriate therapeutic intervention. We will be happy to keep you informed of the member’s progress in treatment if the member consents and if you so desire. Said another way, unless you plan to take some action in regards to a member as a result of the findings of a CDE, it may not be necessary to ask for one since you can always recommend to one of your members that they seek treatment at the LSC. We automatically assess the fitness and suitability of each active duty patient each time that person visits our offices, whether for a clinical visit or for a CDE. If we become concerned (or confused) about one of your squadron members, we will automatically contact you with questions.

13. Should you encounter a situation that you believe warrants a CDE IAW AFI 44-109, paragraph 4, please do the following:

a. Call the LSC and ask to speak to a provider about a CDE. There may be options that you are not aware of that will better serve your and the member’s needs. Commanders may delegate this initial contact to the first sergeant, especially if the shirt is more familiar with the details of the case. However, only the commander can direct a CDE and the MHP will need to talk directly with the CC before scheduling the AD member.

b. After the MHP has agreed to evaluate your AD member, complete the “Commanding Officer Request for Routine (non-emergency) Mental Health Evaluation,” the “Service Member Notification of Commanding Officer Referral for Mental Health Evaluation” memoranda, and the Squadron “CDE Additional Information Checklist” (these are attached to this document).  Electronic copies are available online.  Point your browser to:  http://members.aol.com/_ht_a/mmmmmoore.

After the documents are completed and signed, fax (or hand carry) a copy of the complete package to the Medical Group Command Section for coordination with the Medical Group Commander (fax # 696-4705). Please also fax or hand carry a copy of the same package to the LSC (fax # 696-5579).  Print the words, “SENSITIVE PATIENT INFORMATION” on the cover sheet of the fax.

You must personally give the AD member their copy of the “Service Member” memorandum not less than 48 hours prior to the first scheduled appointment at the LSC. The member must sign the notification that attests to having received it in your presence. If the member refuses to sign the attestation, the commander must so annotate on the memorandum. Incomplete information will delay the evaluation process. We are legally and ethically prohibited from conducting a CDE without a signed letter from the commander (not the first sergeant and not the section commander unless this individual will determine the final disposition of the case and has been placed on G‑series orders).

c. When your package is received in the LSC, it will be reviewed promptly. If we are convinced that retribution (i.e., for whistle-blowing) is not a factor in the referral, you will be notified of the date for the initial appointment. If we determine that the CDE request is retributive and if you do not withdraw the request, we are obligated by the DoD directive to notify our chain of command. Prohibited acts (defined as: referral for reprisal or restricting lawful communication with appropriate authorities) are punishable under Article 92 of the UCMJ.

d. At the first appointment the member will be briefed on the CDE process, sign an informed consent document, and be given an opportunity to talk with the ADC prior to continuing. If the member wishes to seek legal advice that will delay the start of evaluation, you will be notified. Subsequent appointments in the LSC typically include psychological testing (which requires three or four hours of the evaluee’s time) and at least one, hour-long interview. Please note that in the event a military member is determined to be a danger to self, to others, or to government property, an inpatient hospitalization may become necessary. In this case, the CDE, or a MEB, or both may be indicated. We will keep you appraised as to the medical decisions being made regarding your AD member’s care.

e. Frequently coworkers, supervisors, and other appropriate personnel are interviewed (usually via phone) to obtain relevant work performance information. (NOTE: This is done to supplement, not to supplant the information you provide.)

f. After all the data have been collected and evaluated a report will be written. Typically this report will resemble the “Memorandum from Mental Healthcare Provider to Service Member’s Commanding Officer.” The LSC policy is to discuss the findings and to answer any questions the member might have before sending the report to you. Typically, we will review the report with the evaluee and give him or her a copy of the same report that you will receive.

g. Finally, you will receive a written summary of the findings. You should allow approximately two to three weeks for this process to occur. Our goal is to have the report in your hands within a week of the evaluee’s final appointment. Please be aware that the information contained in the report is protected under the Privacy Act of 1974 and can be released only to people with a need to know. Specifically, the report is for the commander. As noted in paragraph 13a, since only the commander can request a CDE, the results of that CDE are intended only for the commander. In spite of common practice, to our knowledge the issue of whether a section commander or a supervisor (or even a first sergeant) in the member’s chain is legally entitled to have access to this document is untested in the courts. If you have questions in this regard, we strongly recommend that you consult with the JAG for an opinion before you share the report with others.

14. The issue of command directed CDEs is a complex and serious one, but don’t let that deter you from making appropriate referrals. The information in this document is provided to assist you in determining which services you may need; it does not tell you how to deal with every mental-health related management problem that you may encounter. There are many other situations that you may wish to consult with the LSC about as they arise. Please do so! We are only too happy to serve as your human resource consultants.

An earlier version of this document was reviewed by 39 JA on 23 September 1994.

An earlier version of this document was reviewed by CPD/JA on 29 April 1998.

This document was reviewed by 7 BW/JA on 30 Aug 2001.
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