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EXECUTIVE SUMMARY 
EPIDEMIOLOGIC CONSULTATION NO. 14-HK-OB1U-09 

INVESTIGATION OF HOMICIDES AT 
FORT CARSON, COLORADO 
NOVEMBER 2008–MAY 2009 

 
1. PURPOSE.  The purpose of this multi-disciplinary behavioral health (BH) epidemiological 
consultation (EPICON) to Fort Carson was fourfold:  (1) to examine rates and trends in violent 
deaths involving Soldiers within tenant organizations of Fort Carson vs. Army and FORSCOM 
comparison groups; (2) to identify risk factors associated with the violent deaths; (3) to assess 
the adequacy of behavioral health programs, resources, and social support; and (4) to recommend 
strategies to enhance current programs and reduce the installation’s incidence of violent death. 
 
2. BACKGROUND.  Allegedly, 8 homicides in the previous 12 months were perpetrated by 6 
Soldiers from units at Fort Carson.  In response to this apparent clustering of violent behavior at 
Fort Carson, Colorado, Senior Mission Commander, MG Mark Graham, initiated a Task Force in 
October 2008 to investigate Soldiers currently or recently assigned to Fort Carson units alleged 
to have committed homicide, attempted homicide, or been accessories to a homicide since 2005.  
Based on broader concerns voiced by Army and Congressional Leadership, a wider review was 
initiated to assess the potential impact of Army waiver policies on the observed criminal activity 
and assess the adequacy of available BH resources.  
 
3. METHODS.  The US Army Center for Health Promotion and Preventive Medicine 
(USACHPPM) formed an EPICON team for this investigation, which initially deployed to Fort 
Carson on 3 November 2008.  A 24-member team was led by the USACHPPM Behavioral and 
Social Health Outcomes Program Manager and supported by USACHPPM, the Office of The 
Surgeon General, and Great Plains Regional Medical Command staff.  This team conducted an 
extensive epidemiologic and clinical analysis that included detailed examination of the 
individual crimes, interviews with key leaders and staff at Fort Carson, a comparison (cohort) 
study of over 20,000 Soldiers assigned to 2 Brigade Combat Teams (BCT), a survey of over 
2,700 Soldiers, and  focus groups with over 400 Soldiers.  The EPICON-guiding questions are 
listed below.  Other significant activities are discussed in the body of this report.   
 

a.  Are there common threads among alleged homicide perpetrators (hereafter referred to as 
index cases)? 
 b.  Is increasing violent or criminal behavior unique to Fort Carson? 
 c.  Are moral, BH, or educational waivers associated with the index cases and/or an increase 
in violence?
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d. Are there unique characteristics in the BCT to which a majority of the index cases were
assigned (hereafter referred to as the index BCT) that could account for an increase in aggressive
behavior?

e. Is there a relationship between deployment and risk factors for aggressive behavior?
f. Does Fort Carson have adequate BH resources and social support programs to meet current

and anticipated demands?
g. Are there barriers to seeking BH resources and social support programs?

4. LIMITATIONS. This EPICON was a field investigation that occurred under a compressed
90-day time schedule. The following limitations should be carefully considered when
interpreting the results of this EPICON:

a. Risk factors identified in the 14 index cases may not be representative of all Army
homicide perpetrators.

b. Results from the BCT comparison study, focus groups, and survey are based on
characteristics of Soldiers in two units, one of which experienced a unique set of circumstances
and an unexpected clustering ofviolent crime. Soldiers in these units are probably not
representative of all Army Soldiers and results from these studies are probably not representative
of the overall Army.

c. Criminal data was not available for the BCT comparison study. This limited the ability to
fully assess potential relationships between risk factors of interest and the primary outcome of
interest, criminal behavior.

d. Since every Army installation is unique, caution should be used in interpreting
comparisons between installations.

e. In spite of these limitations, this EPICON represents the most in-depth examination to
date ofviolent crimes in the Army in the context ofcommunity behavioral health risk factors and
combat exposure.

5. CONCLUSIONS.

a. Soldiers allegedly involved in crimes related to homicide at Fort Carson from 2005-2008
were, in retrospect, at risk for engaging in violent behavior based on a clustering ofknown risk
factors for violence, namely prior criminal behavior and psychopathology. The risk factors
alone, however, do not entirely explain the apparent clustering of crime in this population. In
addition, these crimes remain very rare events in a large population of Soldiers who, to varying
degrees, share many of the same risk factors but did not participate in criminal behavior.

ES-2
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b. Alleged homicide perpetrators were clustered within one BCT and one infantry (IN)
battalion (BN) at Fort Carson. No single demographic or risk factor characteristic of the
populations accounts for the observed difference in criminal behavior. However, the BCT and
IN BN of interest experienced significantly higher levels of combat intensity (as represented by
combat death rates during Operation Iraqi Freedom deployments and post-deployment BH
diagnosis rates) than the comparison BCT and the comparison IN BN. Survey data from this
investigation suggest a possible association between increasing levels of combat exposure and
risk for negative behavioral outcomes. The cross-sectional nature of the survey data does not
allow for making causal inferences. However, these findings are consistent with recent research
on combat exposure and subsequent behavioral outcomes among Soldiers. The combination of
multiple pre-existing personal risk factors in given individuals, combat intensity/exposure, and
other unmeasured unit factors may have increased the risk for violent behavior in some ofthe
Index cases.

c. Stigma and lack of referral to the Anny Substance Referral Program (ASAP) for required
substance abuse screening were important barriers to Soldiers from the index BCT
seeking/receiving treatment for BH problems that are risk factors for violent behavior. Stigma
was multi-factorial and experienced differently across rank groups. Peer and personal factors
were at least as important in perpetuating stigma as leadership issues.

d. Data from the BCTs analyzed in this study and Anny overall demonstrate an increasing
trend ofmoral waivers l from 2004-2007 with the highest increase in the serious non-traffic
offense category. Three of 14 index cases received an enlistment Conduct or Drug & Alcohol
waiver, but there was no difference in the proportion of Soldiers with these waivers across the
two BCTs analyzed. Thus, waivers cannot account for the clustering of index cases. Since
individual crime data was not available in time for inclusion in the comparison study, we were
unable to determine if Conduct waivers were associated with an overall increase in crimes.
However, the data available did show that Soldiers in the BCTs analyzed who were granted a
waiver for alcohol/drugs were approximately 2 to 3 times more likely to test positive for illicit
drugs and more likely to attrit from the Anny due to misconductlUniform Code ofMilitary
Justice violations.

e. Once in the military, individuals are potentially exposed to environmental factors (such as,
combat exposure and stigma) which may increase risk for development ofmental health (MH)
problems (such as post-traumatic stress disorder, depression) and substance abuse. The

I Moral waivers were reclassified as Conduct and Drug & Alcohol waivers in 2008 per DOD Memorandum, Under
Secretary of Defense, Personnel and Readiness, 27 June 2008, subject: Directive-Type Memorandum (DTM) 08­
018 - "Enlistment Waivers". Data obtained for this investigation predated the reclassification, so the term "moral
waivers" is used throughout the report.

ES-3
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combination ofmultiple co-morbid risk factors may increase the potential for expression of
violent behavior in some individuals.

f. The findings from this EPICON suggest a combination of individual, unit, and
environmental factors converged to increase the population risk in the index BCT which made
clustering of negative outcomes more likely. Accumulating BH risk based on individual
predisposing factors such as prior criminal behavior, drug and/or alcohol abuse, and behavioral
health disorders; unit factors such as combat exposure/intensity, leadership, and barriers to
seeking care; and environmental factors such as OPTEMPO and installation/community level
factors and trends, may increase overall population-level risk for negative outcomes. This
potential risk could be balanced by mitigating strategies which decrease both individual and
population-level risk such as improved screening and case management to identify and follow up
high risk Soldiers/units, measures to enhance unit cohesion and Soldier resilience, elimination of
barriers to substance abuse and BH treatment, enhanced resources and training for small unit
leaders, expedited processes for providing treatment and/or military discharge as appropriate,
and improved social support programs for Soldiers and Families. More comprehensive studies
of the potential impact of deployment, combat exposure, and the relative weights of various
individual, unit, and environmental factors on violent behavior and criminal outcomes in Army
populations are required in order to understand the impact on the Army overall.

6. KEY CONSIDERATIONS.

a. Identify highly combat-exposed Soldiers/units prior to redeployment and provide
enhanced reintegration support.

b. Ensure that there is no humiliation or belittling of Soldiers who seek or receive BH or
ASAP assistance.

c. Ensure Commanders comply with regulatory referral requirements to ASAP (according to
new Army Regulation, The Army Substance Abuse Program, 2 February 2009), and establish a
confidential ASAP self-referral process.

d. Fully staff Modification Table of Organization and Equipment Behavioral Science Officer
(BSO) positions. The BSO positions should be filled no later than 180 days prior to deployment
and be stabilized for at least 180 days post-deployment.

e. Evaluate current anti-stigma programs, and modify as needed to deliver more targeted
messages.

f. Develop training to equip noncommissioned officers and junior officers to better manage
Soldiers with BH problems.

ES--4
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g. Develop methods and programs for the identification and follow-up ofhigh risk
individuals.

h. Conduct an Anny-wide study to assess a possible link between deployment, combat
intensity, and aggressive behavior.

i. Conduct an Anny-wide study to assess the impact ofchanges in waiver policy on level of
attrition, crimes, and other adverse outcomes.

j. See the main report for additional considerations.

ES-5
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EPIDEMIOLOGICAL CONSULTATION NO. 14-HK-OB1U-09 
INVESTIGATION OF HOMICIDES  
AT FORT CARSON, COLORADO 

NOVEMBER 2008-MAY 2009 
 
1. REFERENCES.  Appendix A contains the references used in this report. 
 
2. PURPOSE.  The purpose of this epidemiological consultation (EPICON) was to respond to a 
request from the Fort Carson Senior Mission Commander, MG Mark Graham, to examine an 
increase in violent deaths within tenant organizations of Fort Carson.  Allegedly, 8 homicides in 
the previous 12 months were perpetrated by 6 Soldiers from units at Fort Carson.  The EPICON 
team was asked to conduct a multi-disciplinary investigation to examine rates and trends in 
violent deaths vs. Army and US Forces Command (FORSCOM) comparison groups, identify 
risk factors associated with the violent deaths, and assess the adequacy of behavioral health (BH) 
programs, resources, and social support in order to recommend strategies to reduce the 
installation’s incidence of violent death.  
 
3. AUTHORITY.  In response to the apparent clustering of violent behavior at Fort Carson, 
Colorado, MG Graham initiated a Task Force in October 2008 to investigate Soldiers currently 
or recently assigned to Fort Carson units alleged to have committed homicide, attempted 
homicide, or been accessories to homicide since 2005.  In response to a request initiated by 
Senator Kenneth Salazar to the Secretary of the Army, the Honorable Pete Geren, a broader 
review was initiated to assess the potential impact of Army waiver policies on the observed 
criminal activity and assess the adequacy of available BH resources.  MG Graham subsequently 
coordinated with the Office of The Surgeon General (OTSG) and the US Army Center for Health 
Promotion and Preventive Medicine (USACHPPM) to conduct a detailed investigation in 
coordination with the existing Task Force.  The USACHPPM Directorate of Epidemiology and 
Disease Surveillance sponsored a multi-disciplinary EPICON team, led by the Behavioral and 
Social Health Outcomes Program (BSHOP), to identify factors contributing to violent behavior 
among Soldiers assigned to Fort Carson. 
 
4. BACKGROUND. 

a. Fort Carson is located in eastern Colorado at the base of the Rocky Mountains.  It is just 
southwest of Colorado Springs in El Paso County and is 60 miles south of Denver.  Also called 
the Mountain Post, the main installation and down-range training areas comprise 138,523 acres.  
An additional training area, named the Pinion Canyon Maneuver Site, comprises of another 
235,000 acres.  The housing area on Fort Carson boasts 13 neighborhoods with over 2,800 
homes.  Housing is provided for officers, enlisted Soldiers, and their Families.  The installation 
has four schools, a 78-bed hospital, childcare facilities, chapels, banks, restaurants, post 
exchanges, two swimming pools, six physical fitness centers, a catering and conference center, 
an outdoor recreation complex, and other community facilities. 
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b. Fort Carson's mission is to train, mobilize, deploy, and sustain the Enhanced Separate
Brigades ofthe 4th Infantry Division (ID) and other combat-ready forces assigned to the
Mountain Post. It accomplishes this mission by operating as a Post-Mobilization Maneuver
Training Center and power-projection platform. Fort Carson maintains 43 different training
areas with 2 impact areas, which support artillery tank:, Bradley, and other gunnery ranges.

c. During the in-brief from the Fort Carson leadership to the EPICON team on 4 November
2008, MG Graham presented the Task Force findings summarizing data on alleged homicide
perpetrators from 2005-2008. This data described the alleged crimes, prior criminal history,
current and pending Uniform Code ofMilitary Justice (UCMJ) actions, and relevant
demographic characteristics, such as educational levels, Anned Services Vocational Aptitude
Battery (AFQT) scores, and deployment history. MG Graham discussed his concerns about the
apparent clustering ofviolent behavior at Fort Carson and the tragedies associated with the
events. He requested that the existing Task Force and the EPICON team work collaboratively to
identify any common threads between the index cases, which might explain the homicides. In
concert with the request from Senator Salazar, MG Graham requested a full evaluation of any
factors which may have impacted the occurrence ofviolent behavior among Soldiers assigned to
Fort Carson.

5. METHODS AND DATA SOURCES.

a. Team Composition.

(1) The EPICON team consisted of the following individuals/positions:

(a) Four Physician Epidemiologists.
(b) The OTSG Psychology Consultant.
(c) The Great Plains Regional Medical Command Social Work Consultant.
(d) One PhD Psychiatric Epidemiologist.
(e) Two PhD Social Epidemiologists.
(f) Three PhD Social Workers.
(g) One Forensic Psychologist.
(h) One Forensic Psychiatrist.
(i) One Anny Public Health Nurse.
G) One PhD Qualitative Researcher.
(k) One Chaplain.
(1) One Headquarters, Department of the Anny GI Representative.
(m)One Headquarters, Installation Management Command Representative.
(n) One Headquarters, Criminal Investigation Division (CID) Representative.
(0) One Fort Carson Staff Judge Advocate (SJA) Representative.
(P) One Fort Carson Hospital Liaison.

2
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(q) One Health Risk Communication Specialist.
(r) Two Data Entry Technicians.
(s) One Operations Officer.
(t) One Senior Non Commissioned Officer (Psych Tech)

(2) The team liaison to the Command was Division West (First Anny) and Fort Carson
Secretary ofthe General Staff.

b. Dates ofTeam Activities.

(1) Phase I: Initial data gathering and interviews at Fort Carson (3-6 Nov 08).
(2) Phase II: Focus Group and Survey development at USACHPPM (17-21 Nov 08).
(3) Phase III: Focus Group (1-5 Dec 08) and Survey Implementation (2-19 Dec 08).
(4) Phase N: Data Analysis at USACHPPM (8 Dec 08-30 Jan 09).
(5) Phase V: Synthesis of findings and Outbrief generation at USACHPPM (2-6 Feb 09).
(6) Phase VI: Out-briefto Fort Carson Leadership (9-10 Feb 09).
(7) Final report generation and staffing (11 Feb 09-23 Mar 09).
(8) Final report delivered to MG Graham (24 Mar 09)
(9) Briefings on report findings to key Anny Leaders and Congress (25 Mar 09-14 Jul 09)

c. The EPICON Analytic Approach.

(1) The EPICON team identified seven guiding questions to answer in order to address
the concerns raised by MG Graham, Senator Salazar, and Anny Leadership-

(a) Are there common threads among homicide index cases?
(b) Is increasing violent or criminal behavior unique to Fort Carson?
(c) Are moral, BH, or educational waivers associated with the index cases and/or an

increase in violence?
(d) Are there characteristics unique to the index BCT that could account for an increase

in aggressive behavior?
(e) Is there a relationship between deployment and risk factors for aggressive behavior?
(f) Does Fort Carson have adequate BH resources and social support programs to meet

current and anticipated demands?
(g) Are there barriers to seeking BH resources and social support programs?

(2) Six primary taskings were designed to aid in answering the guiding questions. Brief
descriptions of each analysis follow, with more detail provided in the appendices to this report.

(a) Index Case Analysis (see Appendix B).
(b) Confinee Interviews (see Appendix B).

3
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(c) Analysis of Installation Level Trends (see Appendix C).
(d) Cohort Analysis of Index BCT and Comparison BCT (see Appendix D).
(e) Soldier Focus Groups and Leadership Interviews (see Appendix E).
(f) Aggression Risk Factors Survey ofcurrent index BCT Soldiers (see Appendix F).

d. Index Case Analysis.

(1) Index cases were defined as any Soldier assigned to Fort Carson (or recently
discharged from Service after having served at Fort Carson) charged with the crime ofhomicide,
attempted homicide, or accessory to homicide from 2005-2008. Fourteen Soldiers were
identified as index cases for the analysis. Formal charges were not filed in one instance because
the perpetrator committed suicide immediately following the homicide.

(2) Demographic, medical, administrative, and legal information on the index cases was
obtained from Fort Carson, the Armed Forces Health Surveillance Center (AFHSC), the US
Transportation Command (TRANSCOM) Regulating and Command and Control Evacuation
System (TRACES2), and the Defense Civilian Intelligence Personnel System as detailed below
and further described in Appendix B-

(a) The cm reports.
(b) Medical and BH records.
(c) Amy Substance Abuse Program (ASAP) records.
(d) Family Advocacy Program (FAP) records.
(e) Enlistment records (including medical and moral waiver information2

).

(f) Outpatient and inpatient medical encounter data.
(g) Deployment dates and locations.
(h) Air-evacuation data.
(i) Combat injury data.

e. Confinee Interviews.

(1) Interviews were conducted with 9 of the 14 index cases who were incarcerated and
consented to be interviewed during the period ofthe EPICON. Since many of the confinees
were still involved in the judicial process or pending an appeal, the following measures were
taken to ensure both confidentiality and ethical treatment (see Appendix B for full details):

2 Moral waivers were reclassified as Conduct and Drug & Alcohol waivers in 2008 per DOD Memorandum, Under
Secretary of Defense, Personnel and Readiness, 27 June 2008, subject: Directive-Type Memorandum (DTM) 08­
018 - "Enlistment Waivers". Data obtained from this investigation predated the reclassification, so the term "moral
waivers" is used throughout the report.

4
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(a) The interview team was limited to two individuals (a forensic psychiatrist and a social
worker); the larger EPICON team only saw consolidated, de-identified data.

(b) Questions were drafted in such a way so as to NOT ask about specific alleged crimes.

(c) At the beginning of each interview, the interviewers identified themselves, the
purpose for the interview, and emphasized that they did NOT want to know anything about their
alleged crime(s). They explained that the interview was voluntary and that the individual being
interviewed retained the right to refuse to participate, to refuse to answer any particular question,
or to terminate the interview at any time.

(2) All interviews were carried out in private, with one or both interviewers and the
confinee. In two instances (one who consented to an interview and one who declined to be
interviewed), the confinee's legal counsel was present in the interview. Most interviews were
60-90 minutes in duration.

(3) A standardized script and series ofquestions were developed and used during the
interviews (Appendix B).

f. Analysis of Installation-Level Trends.

(l) Installation-level data were analyzed from Fort Carson from 2005-2008 where
available. Analyzing population-level data may reveal trends in the community that reflect
changing levels ofpopulation stress and/or distribution ofrisk factors related to negative
behavioral outcomes such as aggression and violence. While these trends mayor may not be
directly applicable to any given criminal case, they provide context for understanding the
population from which the cases arose. Where possible, data from Fort Carson were compared
to data from a comparison group ofFORSCOM installations and/or overall Army. Full details
are provided in Appendix C.

(2) Crime rate data from cm for major crime charges and/or arrests (such as, murder,
rape, aggravated assault, aggravated sexual assault, and arson); suicide data from Army G-I for
2001-2008; Risk Reduction Program (RRP) data from the Fort Carson RRP coordinators for the
previous three quarters (data not collected during earlier periods); the Reintegration Unit Risk
Inventory (R-URI) data from the Army Center for Substance Abuse Programs (ACSAP); BH
diagnosis rates from the Defense Medical Surveillance System (DMSS); and BH services
utilization (on post and network care) from the Outcomes Management Division, Evans Army
Community Hospital (ACH), Fort Carson were obtained.
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g. Cohort Analysis of Index BCT and Comparison BCT.

(1) A cohort analysis was conducted to assess differences in exposures and BH outcomes
between the index BCT and another Fort Carson BCT with similar OIP deployment experiences.

(2) In order to assess the potential cumulative effect of operational tempo (OPTEMPO)
and deployments on the outcomes of interest (such as, criminal events, domestic violence, BH
diagnosis, and illicit drug-test positives) as well as the effect of moral, medical, and educational
waivers, records were obtained for all Soldiers assigned to the two BCTs from the beginning of
the 1st outside continental United States assignment during 2003 through the date of the most
recent homicide (n::=: 20,737). Overall Army waiver data was obtained for comparison from
ArmyG-l.

(3) Using administrative and personnel information collected for all Soldiers throughout
the Army, the EPICON team conducted two types of cohort comparison analyses: (la)
Comparative study between all Soldiers in the index BCT vs. the comparison BCT, (lb)
Comparative study between all Soldiers in each of the BCTs within each battalion (BN); and (2)
Comparative study of deployment cycles for index BCT vs. the comparison BCT.

h. Soldier Focus Groups and Leader Interviews.

(1) Focus groups were conducted with Soldiers from every rank and every BN in the
index BCT in order to obtain a detailed understanding of the BCT. The E l-E4 Soldiers were
over-sampled as there are more Soldiers at this level and the perpetrators were all junior enlisted
Soldiers. Soldiers from Infantry (IN) BN A (the index IN BN) were also over-sampled, as a high
percentage of the homicide index cases were from this BN. There were 402 Soldiers in total.
Nearly 15 percent of available Soldiers in the index BCT participated in focus group discussions.

(2) A total of 59 focus groups were conducted, consisting of approximately 8-10 Soldiers
per group. Soldiers in each group were of similar rank, so they could speak more freely and
honestly without a superior present. Each group was asked the same questions, with only slight
variations based upon rank. The following questions were asked:

(a) Awareness and utilization ofBH resources.
(b) Command climate.
(c) Discipline standards.
(d) Quality of Soldiers.
(e) Responses to the increase in homicides and suicides.
(f) Considerations for change.
(3) Battalion commanders and BH service providers were either interviewed individually

or participated in a single group interview.
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1. The Aggression Risk Factors Survey.

(1) A survey was developed to assess the experiences, attitudes, and climate ofthe Army
population with whom many ofthe perpetrators served. The survey instrument was developed
by a multi-disciplinary group of EPICON team members that included military and civilian
epidemiologists, social workers, nurses, physicians, and psychologists. Full methods and the
survey instrument are available in Appendix F.

(2) Domains for the questionnaire items were initially based on a list ofthe main
contributory factors ofcriminal behavior provided by the team forensic psychologist. These
factors include mental illness, criminal history/past history ofviolence, substance abuse, and
antisocial attitudes (Stea et aI., 2002). Antisocial attitudes were eliminated due to lack ofan
instrument that could be administered in the time and manner available. Instead, attitudes
towards noncombatants and improper behaviors during deployment that could indicate
antisociaVsocial attitudes were measured using a scale drawn from the Mental Health Advisory
Team (MHAT)-IV report
(http://www.globalpolicy.org/security/issues/iraq/attacklconsequences/2006/
1117mhatreport.pdf)

(3) Additional domains included gender, age, race/ethnicity, level of education, and
current marital status (Karch et aI., 2008). General military information added included years in
the military, grade and rank, and ifthe individual was given any type ofwaiver for enlistment in
the Army.

(4) Additional military information obtained included entry and duration oftime in the
index BCT, history of deployment, number ofdeployments, and location of deployments.
Company of assignment was included to allow for comparisons between IN BN A and IN BN B
within the index BCT.

(5) Physical aggression was quantified using the Revised Conflict Tactics Scale (CTS2©)3
by assessing types ofminor and severe aggression. We slightly modified the CTS2© to identify
and quantify levels of physical aggression among both married and single Soldiers in the context
ofthe larger environment, to include abuse outside a spousal relationship. (CTS2© was

3 Material from the CTS2 copyright © 2003 by Western Psychological Services. Adapted and reprinted by the US
Army Center for Health Promotion and Preventive Medicine, for use in specific investigation under license of the
publisher, WPS, 12031 Wilshire Boulevard, Los Angeles, California 90025, U.S.A. (rights@wpspublish.com). No
additional reproduction, in whole or in part. by any medium or for any purpose, may be made without the prior,
written authorization ofWPS. All rights reserved.
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developed by Western Psychological Services (Strauss, Hamby, and Warren, 2003) and used
according to strict licensing agreements.)

(6) Combat exposure was assessed using the Combat Exposure Scale used in previous
military assessments and publications (Hoge, 2004).

(7) In an attempt to quantify resiliency related to deployments, we included the Post­
Traumatic Growth Inventory (Tedeschi and Calhoun, 1996), a 21-item Likert-type scale, which
assesses five components related to resiliency: (1) Relating to Others, (2) New Possibilities,
(3) Personal Strength, (4) Spiritual Change and (5) Appreciation for Life.

6. THE EPICON TEAM FINDINGS AND RESULTS.

a. General Observations.

(1) Overall, most Soldiers are doing well.

(2) Fort Carson's openness and willingness to address these issues provides a unique
opportunity to improve and benefit processes Army-wide.

(3) Fort Carson has already begun multiple initiatives to reduce population behavioral
health risk and improve care.

b. Homicide Index Case Analysis.

(1) From 2005-2008, 13 Soldiers at Fort Carson were charged with homicide (n=10),
attempted homicide (n=2), or accessory to homicide (n= I). One Soldier was included who
committed homicide/suicide and, thus, was never charged.

(2) Several common threads were identified among the index cases. These included unit
of assignment, deployment/combat exposure, military occupational specialty (MaS), and
behavioral risk factors-

(a) Unit of Assignment: 71 percent (n=IO) of index cases were assigned to the index
BCT and 43 percent (n=6) were assigned to an IN BN ofthe index BCT.

(b) Deployment History/Combat Exposure: 86 percent (n=I2) of index cases were
deployed at least once to alP. All 10 index cases in the index BCT deployed to alP at least
once (2 deployed twice), and 50 percent (n=5) deployed from Korea to Iraq in August 2004.
This deployment experienced higher levels ofcombat intensity (based on casualty data) than

8
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other deployments by units at Fort Carson and was also associated with significant disruptions in
family/social support.

(c) Early Redeployment: 50 percent (n=6) of index cases who deployed, redeployed
early (1 for combat injuries, 1 for a suicide attempt, 1 for suicidal ideation, 2 for misconduct, and
1 for family reasons) and, therefore, did not receive normal reintegration training.

(d) MOS: Just over half of the index cases (54 percent) were IN Soldiers (lIb).

(e) Enlistment Waivers: Five of 14 index cases (36 percent) received an enlistment
waiver-3 were for moral waivers relating to prior criminal or drug/alcohol related charges, and
two were for medical conditions.

(f) Behavioral Risk Factors: Behavioral risk factors were highly prevalent among the
index cases including a history of substance abuse (79 percent), BH diagnoses (71 percent), and
criminal activity (UCMJ or civilian charges) while in the military (78 percent).

(3) There was no evidence that home of record, location ofmilitary training, or gang
activity account for the apparent clustering ofcrime at Fort Carson or in the index BCT.

(4) Index cases were at very high risk for negative behavioral outcomes compared to the
overall Fort Carson population and the index BCT based on three of the four main contributory
factors of criminal behavior: mental illness, criminal history/past history of violence, and
substance abuse (Stea et aI., 2002). The fourth risk factor, antisocial attitudes, could not be
assessed with available data. Fifty-seven percent (57%) (n=8) had documentation of all 3 major
risk factors; 3 had at least 2, and 3 had at least 1 (see Figure 1).

9
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Figure 1. Distribution of Population and Index Case
Risk for Violent Behavior

(5) Index cases were much more likely to exhibit criminal behavior and at least one other
negative behavioral risk factor (such as, alcohol abuse, drug abuse, mental health (MH) disorder,
domestic violence) than other Soldiers who deployed with the BCT (based on a comparison of
index case data with self-reported criminal behavior and other risk factors among Soldiers who
participated in the Aggression Risk Factors Survey).

(6) Suicides from the same time period did not cluster by BCT or BN.

c. Analysis of Installation Trends.

(1) Rates of arrests for major crimes (such as, murder, rape, aggravated assault,
aggravated sexual assault, and arson) have increased across the Army and comparison
FORSCOM installations since 2003, with the highest rate of increase from 2007-2008. (Note:
These data represent arrests, not convictions.)

(2) Rates of arrests for major crimes were higher at Fort Carson than comparison
installations in 2007 and 2008, and the murder rate doubled from 2003-2008. Murder remains a
very rare event, however, with an average of2 murders per year at Fort Carson from 2003-2006
and 4 per year in 2007 and 2008. Observed differences in rates based on small counts may
reflect random variation rather than a statistically significant change.
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(3) Rape arrests at Fort Carson have increased since 2006 with 7 per year from 2003­
2006, 14 in 2007, and 20 in 2008. The rate per 10,000 Soldiers was over 2 times greater than
comparison installations in 2008.

d. Deployment-Related Findings for the Index BCT.

(1) Based on combat death data provided by the BCTs, Soldiers who deployed with the
index BCT most likely experienced greater combat intensity than Soldiers who deployed with
the comparison BCT (see Figure 2).

(2) Based on data from the cohort analysis, Soldiers in the index BCT experienced higher
levels ofpost-deployment BH problems, traumatic brain injury (TBI) (see Figure 3), and positive
tests for illicit drugs than Soldiers in the comparison BCT. However, a focused study ofTBI in
the index BCT following their first deployment may have resulted in a disproportionate number
ofTBI diagnoses among those Soldiers. This potential ascertainment bias makes interpretation
ofobserved differences in TBI rates difficult.

(3) Based on responses from the Aggression Risk Factors Survey, increasing levels of
self-reported combat intensity were associated with increased risk for self-reported acts of
aggression, problematic alcohol use, criminal conviction, BH problems, and engaging in physical
altercations with a significant other (see Figure 4). The cross-sectional nature of the survey data
does not allow for making causal inferences between combat intensity and negative behavioral
outcomes.

IndexBCT Comparison BCT Rate Ratio
Battle Related Deaths

Deployment A 23.2 0.1 >100

Deployment B 13.0 0.8 >16

*Data Source: Urnt Casualty Rosters, Fort Carson
* p<0.05 for difference between BCTs for both deployments

Figure 2. Comparison of Combat Death Rates· (per 1,000)
by Deployment for the Index BCT and a Comparison BCT

11



EPICON NO. 14-HK-OB1U-09, July 09

IndexBCT Comparison BCT

Deplo mentA Deplovment B Deplovment A De loymentB

Pre Post Pre Post Pre Post Pre Post

Any MH diagnosis 258.2 2515.0· 2009.5 4087.3 776.6 1380;2 2403.7 3739.4

Acute Stress 7.5 269.5· 95.0 187.0 3.8 115.3 92.9 218.5

PTSD 11.2 621.3· 118.7 780:6 19.2 176.•9 202.1 718.4
Anxiety disorders,
notPTSD 18.7 160§ 65.3 374.0 46.1 69.2 150.2 284.1
Adjustment
disorder 104.8 434.1· 270.1 875.6 103.8 157.6 458.9 715.7

Mood disorder 67.4 505.2· 270.1 572.9 130.7 238.4 401.5 680.1

Substance related disorders 44.9 632.5· 382.9 418.5 184.5 303.7 393.3 543.6

Traumatic Brain Injury 11.2 250.7· 95.0 1392.1 38.4 65.4 103.8 1526.9
*Indicates p<O.OI companng dIagnosIs rates by Pre- and Post-Deployment penods between the two BCTs.
Notes: Post-Deployment data reflects diagnoses in the 6 months following redeployment. A focused study ofTBI in the
index BCT following their fIrst deployment may have resulted in a disproportionate number ofTBI diagnoses.

Figure 3. Description of Mental Health Diagnoses, Substance Related Disorders,
and TBI for Soldiers by BCT and Deployment (Rates/IO,OOO Soldiers)
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Adjusted* odds ratios (aOR) for the association between combat intensity5 and behavioral outcomes among Soldiers

who completed the Aggression Risk Factors Survey (n=2,775)

Minor Major Problematic
Aggtesslon1 Aggresslon1 AicoholUse2

CrlmlnalSel("!ilepbrted
Convlctlon3 BHPi'oblem+

Physical
Altercation

w/Slg Other'
Total

n % aOR % aOR $ aOR % aOR % eOR % aOR

Never Deployed 865 19.0 24.1 14.6 2.1 19.0 5.9

Low Intensity 571 19.3 1.29 18.0 1.07 13.7 1.25 3.9 1.79 26.8 1.57· 10.7 1.81*

Moderate Intensity 597 22.6 1.57· 22.8 1.39* 16.8 1.57~ 4.0 1.81 33.3 2.t4* 8.4 1.36

High IntensIty 666 37.5 3.40· 39.2 3.07" 26.3 2,88· 6.8 3.01* 48.4 4.00* 13.1 2.30·

·p<O.05

Notes:
'CTS2, 2003, by Western Psychological Services, within past 12 months.
2RAPS42+.
3Any after joining Army.
4Any in lifetime.
5Deployment intensity based on number ofevents encountered on deployments (15-item scale).
Data Source: Aggression Risk Factors Survey.
*Odds Ratios (aOR) adjusted for race/ethnicity, grade/rank, education, marital status, and served in IN BN.

Figure 4. Comparison of Adjusted Odds Ratios for the Association
between Self-Reported Combat Intensity and Behavioral Outcomes

e. Findings Related to Substance Abuse in Index BCT.

(1) Data from the focus groups revealed a strong theme of Soldiers using alcohol and
drugs to "self-medicate"; Soldiers also perceived inconsistent discipline for substance abuse,
positive drug tests, and misconduct.

(2) On the Aggression Risk Factors Survey, Soldiers who had deployed reported higher
levels ofproblematic alcohol use than Soldiers who had never deployed,

(3) Many Soldiers in the two BCTs analyzed, who tested positive for illicit drugs, did not
receive required ASAP screening (see Figure 5). The percent screened by ASAP within 30 days
of testing positive for illicit drugs (date of sample collection, not commander notification) was
20 percent; by 180 days, nearly 60 percent had been screened. Screening rates were similar
between the two BCTs.
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Figure 5. The ASAP Screening Rates for Soldiers Testing Positive
for Illicit Drugs

(4) Of the illicit drug positive tests from Soldiers in the Index BCT, approximately 60
percent were for cocaine, amphetamines, methamphetamines, and ecstasy. Soldiers in the
Comparison BCT were slightly more likely to test positive for marijuana and slightly less likely
to test positive for other drugs.

f. Enlistment Waiver Analysis.

(1) The proportion of Soldiers receiving enlistment waivers of any type increased from
2003-2007 across the Army and among Soldiers who were assigned to the index BCT and
comparison BCT. There was no difference, however, in the proportion of Soldiers with moral
waivers across the two BCTs analyzed.

(2) 3/14 homicide index cases (21 percent) received an enlistment moral waiver. On
average, 10.5% of all Soldiers enlisting in the Army between 2004 and 2008 were granted a
moral waiver (range 6% to 15%).

(3) In the two BCTs analyzed, Soldiers granted a waiver for alcohoVdrugs or serious non­
traffic offenses were approximately 2 to 3 times more likely to test positive for illicit drugs and
were significantly more likely to be discharged from the Army for misconduct and/or UCMJ
violations (see Figure 6).
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2.00*1.361.61*

Any AlcohollDrug
Serious

Multiple
Non-Traffic

Waiver Waiver
Waivers

Waivers

RR RR RR RR

1.41* 3.31* 1.83* 2.17*

Attrition for
misconductlUCMJ

·p<O.05; Adjusted for sex, race/ethnicity, horne of record, marital status, age, grade, time in service, BN, and brigade
RR: relative risk

Figure 6. Adjusted Relative Risks for Negative Outcome among
Soldiers Receiving Waivers

g. Behavioral Health Resourcing.

(1) The Index BCT deployed to Iraq in 2004 without a Behavioral Science Officer
(BSO). On its subsequent deployment, the position was filled with a Professional Filler System
(PROFIS) Officer, instead of a provider assigned to the unit. (A PROFIS Officer is an officer
assigned to the unit for the period of the deployment only.)

(2) Post-deployment utilization ofBH resources by Active Duty Soldiers at Fort Carson
has increased four-fold since 2004. This increase likely reflects a combination of: (1) increased
burden of disease, (2) increased screening through PDHA and PDHRA, and (3) other efforts to
decrease stigma related to BH.

(3) Overall staffing for BH resources at Evan's ACH from 2006-2008 was at 65 percent
of authorized positions. For FY 2008, Psychiatry was 64 percent filled (9 of 14 authorized
positions), Psychology was 56 percent filled (13 of23 authorized positions), and Social Work
was 78 percent filled (14 of 18 authorized positions).

(4) Approximately 50 percent of outpatient BH care received by Active Duty Soldiers has
shifted from the military treatment facility to the purchased-care network since 2004, suggesting
a need for increased emphasis on case management and continuity of care.

(5) Unit leaders requested additional feedback mechanisms from BH to help them better
understand Soldier needs.
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(6) Soldiers and unit leaders who participated in focus groups reported difficulty
accessing BH services at Fort Carson and perceived an over-reliance on phannacotherapy,
particularly from on-post providers.

h. Barriers to Seeking Behavioral Health Care.

(1) Stigma remains a key barrier to seeking BH care and is experienced differently across
rank groups. Junior-enlisted Soldiers from the Index BCT report being viewed as "weak" or
labeled as "bad Soldiers" by their peers if they seek BH care or receive a BH diagnosis. Senior­
enlisted Soldiers and officers reported concerns that seeking BH care would negatively impact
their military career. Peer and personal factors were at least as important in perpetuating stigma
as leadership issues.

(2) Junior Soldiers expressed fear ofretaliation, such as being ridiculed or treated
differently by unit Leaders and fellow Soldiers, for seeking BH services. They also perceive a
lack of confidentiality when using on-post providers because of information shared with and by
unit leaders (public announcement ofBH appointments during formation, discussions about
personal BH issues where other Soldiers can overhear).

(3) Senior enlisted Soldiers reported concerns that seeking BH care would reflect
negatively on their leadership abilities.

(4) Soldiers feel that overuse of "No weapons profiles" contributes to stigma. They also
report concerns that off-post providers lack an understanding ofmilitary culture and war.

(5) Concerns about delayed homecoming motivate Soldiers to minimize symptoms
reported on the Post-Deployment Health Assessment (PDHA) screening.

(6) Competition between addressing the needs of the individual Soldier and the demands
of the mission in an environment ofconstrained BH may contribute to stigma.

1. Fort Carson Initiatives.

(1) Prior to this EPICON, Fort Carson had already begun to address many ofthe issues
identified.

(2) Ongoing/current actions include-
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(a) During the fall of2008, Evans ACH increased staffing and implemented BH outreach
and mobilization teams to address these issues and provide dedicated BH assets at the BCT level.
According to Leader interviews, feedback has been very positive.

(b) Enhanced reintegration training for redeploying Soldiers.

(c) Mental toughness training for the deploying units.

(d) Increased utilization of installation prevention team to help the Command identify
trends, Soldier care issues, and treatment options.

(e) Innovative efforts to improve the Soldier Readiness Processing (SRP) process by using
screening methods that overcome Soldier reluctance to truthfully answer the PDHA.

7. KEY FINDINGS: DISCUSSION/CONCLUSIONS.

a. Soldiers allegedly involved in crimes related to homicide at Fort Carson from 2005-2008
were, in retrospect, at risk for engaging in violent behavior based on a clustering ofknown risk
factors for violence, namely prior criminal behavior and psychopathology. Psychopathology
(particularly alcohol/drug disorders, mood disorders, and anxiety disorders) are clear risk factors
for aggression individually and particularly in conjunction with one another (Elbogen and
Johnson, 2009). Nearly 80 percent (11 of 14) of alleged homicide perpetrators in this analysis
had documented alcohol or drug abuse problems, and less than half of those individuals had
evidence of receiving alcohol and drug treatment from the ASAP. Over 80 percent (9 of 11) of
those with alcohol and drug abuse problems were charged for criminal activity while in the
military but prior to the alleged homicide, either by civilian law enforcement or the UCMJ.
These individuals, therefore, were at particularly high risk for continued criminal and/or violent
behavior. The index BCT, however, did not have a higher proportion of individuals with
psychopathologic risk factors (such as, drug and alcohol abuse) over time than the comparison
BCT, so the risk factors alone do not entirely explain the apparent clustering of crime in this
population. In addition, these crimes remain very rare events in a large population of Soldiers
who, to varying degrees, share many of the same risk factors but did not participate in criminal
behavior.

b. Alleged homicide perpetrators were clustered within the index BCT compared to other
BCTs at Fort Carson and clustered within an IN BN compared to other BNs in the index BCT.
No demographic or risk-factor characteristics of the two BCTs or the IN BNs within the index
BCT account for the observed difference in criminal behavior. However, the index BCT and the
IN BNs, in particular, experienced significantly higher levels of combat intensity (as represented
by combat death rates during OIP deployments and post-deployment BH diagnosis rates) than
the comparison BCT and the comparison IN BNs.
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c. Survey data from this investigation suggest a possible association between increasing
levels of combat exposure and risk for negative behavioral outcomes. The cross-sectional nature
of the survey data does not allow for making causal inferences. However, these findings are
consistent with recent research on combat exposure and subsequent behavioral outcomes among
Soldiers (Killgore, 2008; Dedert, 2009). The combination ofmultiple pre-existing personal risk
factors in given individuals, combat intensity/exposure, and other unmeasured unit factors may
have increased the risk for violent behavior in some of the Index cases.

d. Plutchik and van Praag's model ofaggression (Plutchik and van Praag, 1989) suggests
aggressive impulses are expressed as overt aggressive behaviors mitigated by the influence of
"amplifiers" and "attenuators," which increase and decrease the probability of aggressive
behavior, respectively. Examples of amplifiers in their model include distrust, access to
weapons, and a tolerant attitude toward the expression of aggression. Examples of attenuators
include timidity, close social relationships, and appeasement from others. Applying this
framework to the present EPICON, additional amplifiers could include combat intensity and
exposure to combat experiences such as being responsible for the death of an enemy combatant
or engaging in hand-to-hand combat. Stigma associated with seeking help for BH problems may
also have acted as an amplifier by promoting a climate of distrust and preventing some
individuals from seeking needed care. However, the population analyzed during the EPICON
also contains additional potential attenuators such as the close social structure ofmilitary units,
the availability of comprehensive medical and BH care, and unit cohesion. Findings from the
present EPICON, in the context of this framework, might suggest Soldiers in the index BCT and
the index IN BN experienced more "amplifiers" and fewer "attenuators" than Soldiers in other
units, perhaps driven by differences in deployment experience and combat intensity.

e. Although 3 of the index cases received an enlistment conduct waiver, there was no
difference in the proportion of Soldiers with Conduct or Drug & Alcohol enlistment waivers
across the two BCTs analyzed. Thus, waivers do not account for the clustering ofhomicides
perpetrated by Soldiers in the index BCT. Since overall crime data was not available for all
Soldiers in time for inclusion in the comparison study, we were unable to determine if Conduct
waivers were associated with an increase in overall crimes. Data obtained for this investigation
clearly demonstrate, however, that Soldiers from the index BCT or the comparison BCT, who
received an enlistment waiver for alcohoVdrugs or serious non-traffic offenses4

, were
significantly more likely to test positive for illicit drugs while in the military. Soldiers who
received enlistment waivers for alcohoVdrugs were also more likely to be discharged from the

4 Examples of serious non-traffic offenses include conviction or adverse disposition for carrying of weapon on
school grounds; an act of violence including threats against any school faculty members; domestic battery/violence

not resulting in a qualifying Lautenberg conviction (Public Law 104-208, 1996; 18 USC, Section 922, 1996);
conviction or other adverse disposition for driving while intoxicated, driving under the influence or driving while
impaired; and possession of marijuana or drug paraphernalia.
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Anny for misconduct and/or UCMJ violations. Data from the index BCT, the comparison BCT,
and the Anny overall demonstrate an increasing trend of Conduct waivers from 2003-2007 with
the highest increase in the serious non-traffic offense category.

f. Scientific literature regarding developmental pathways leading to aggression against
others (Loeber and Stouthamer-Loeber, 1998) suggests that three pathways exist from early
childhood that can lead to aggression: the overt pathway, the early pathway, and the covert
pathway.

(1) The overt pathway is characterized by an escalation of violent behavior beginning with
bullying and leading to severe violence.

(2) The early pathway is characterized by stubbornness, followed by defiance and
avoidance of authority.

(3) The covert pathway starts with minor disruptive behavior and property damage,
leading to delinquency and severe crime (Hillbrand, 2001). An overlap may exist between the
character traits in these overt early and covert pathways with the types of misconduct covered by
the serious non-traffic offense waiver.

(a) If this is true, Soldiers with known criminal activity (either prior to or during
enlistment) may represent a population with higher pre-existing risk factors for negative
behavioral outcomes, including both substance abuse and propensity for rule-breaking behavior.
Unit and environmental factors may play an important role in mitigating, or increasing, risk for
subsequent misconduct.

(b) Prior research demonstrates that pre-existing risk factors playa much greater role
than exposure to combat stress in the expression of antisocial behavior (Fontana and Rosenheck,
2005). However, once in the military, this population is potentially exposed to environmental
factors (such as, combat exposure) which further increases risk for development of mental health
(MH) problems (such as, post-traumatic stress disorder (PTSD» and substance abuse (Prigerson,
et aI., 2002).

(c) The existence of multiple co-morbid risk factors in individuals poses the greatest risk
for potential expression ofviolent behavior (Elbogen and Johnson, 2009; Swanson et aI., 1990).
An increase in the proportion of Soldiers with these risk factors, in conjunction with increased
risk due to unit and/or environmental factors, may shift the overall population risk to the right,
creating a population with higher risk for violent outcomes (see Figure 7). It is plausible that
multiple factors converged to shift the population risk in the Index BCT to the right, putting
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Figure 8.  Affect of Population-Based Interventions  
on Population Risk 

 
8. LIMITATIONS.   
 
 a. Factors Contributing to Limitations in Conclusions.  This EPICON was a field 
investigation that occurred under a compressed 90- day time schedule.  The following limitations 
should be carefully considered when interpreting the results of this EPICON:  
 
  (1)  Risk factors identified in the 14 index cases may not be representative of all Army 
homicide perpetrators. 
 

 (2)  Results from the BCT comparison study, focus groups, and survey are based on 
characteristics of Soldiers in two units, one of which experienced a unique set of circumstances 
and an unexpected clustering of violent crime. Soldiers in these units are probably not 
representative of all Army Soldiers and results from these studies are probably not representative 
of the overall Army. 

 
 (3)  Criminal data was not available for the BCT comparison study.  This limited the 

ability to fully assess potential relationships between risk factors of interest and the primary 
outcome of interest, criminal behavior.  

 
 (4)  Since every Army installation is unique, caution should be used in interpreting 

comparisons between installations. 
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(5) In spite ofthese limitations, this EPICON represents the most in-depth examination to
date of violent crimes in the Anny in the context ofcommunity BH risk factors and combat
exposure.

9. CONSIDERATIONS.

a. Command Issues.

(1) Ensure that there is no humiliation or belittling of Soldiers who seek or receive BH or
ASAP assistance.

(2) Identify highly combat-exposed Soldiers/units prior to redeployment and provide
enhanced reintegration support

(3) Review reintegration processes to ensure that Soldiers who redeploy early receive the
appropriate screening, referral, and training.

(4) Adopt optimal reintegration strategies that integrate theater as well as post­
deployment screening and care.

(5) Review Anny Force Generation policies in terms of their impact on unit cohesion in
the transition period following deployment.

(6) Review consistency of disciplinary actions for substance abuse/misconduct.

(7) Reinforce Anny permanent change of station policies that require an SRP as part of
individual out-processing the unit.

b. Considerations: ASAP.

(1) Ensure Commanders comply with regulatory referral requirements to ASAP
(according to Anny Regulation (AR) 600-85, 2009).

(2) Establish a confidential ASAP self-referral process.

(3) Ensure capacity of ASAP will meet demand.

c. Considerations: BH Issues.

(1) Improve communication interchanges between the hospital, TRICARE BH Network,
and Commanders.
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(2) Fully staff Modification Table of Organization and Equipment (MTOE) BSO
positions. The BSO positions should be filled no later than 180 days prior to deployment and be
stabilized for at least 180 days post-deployment.

(a) The US Army Medical Command (MEDCOM) recognizes these needs, but there is a
shortage ofuniformed providers.

(b) The expansion of training programs for psychologists and social workers should
mitigate this problem in 1 to 2 years.

(3) Formalize/expand monitoring ofBH treatment and referral patterns as part of the
peer-review process to ensure that patients are offered the range of treatment options that are
clinically appropriate to their situation

(4) Fully implement and optimize Evans Mobile BH Team concept as a demonstration
project at Fort Carson.

d. Considerations: Training.

(1) Evaluate current anti-stigma training and modify as needed to deliver more targeted
messages.

(2) Evaluate current reintegration training, and augment as needed for high risk
units/groups.

(3) Develop specialized BSO training that includes large-system assessment and
intervention.

(4) Develop training to equip noncommissioned officers (NCOs) and junior officers to
better manage Soldiers with BH problems.

(5) Incorporate training on leading Soldiers with BH problems into leader development
curricula.
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e. Considerations: Future Studies.

(I) Conduct an Army-wide study to assess a possible link between deployment, combat
intensity; and aggressive behavior.

(2) Conduct an Army-wide study to assess the impact of changes in waiver policy on
level of attrition, crimes, and other adverse outcomes.

(3) Conduct a pilot screening/referral program for high-risk individuals involved. in
misconduct.

(4) Approve EPICON team follow.up to conduct focus groups and administer Aggression
Risk Factors Survey on the comparison BCT ,pproximately6 months post-deployment

(5) Consider a study ofrape/sexual assault on and around Fort Carson.

rb)(6) I

b)(6) IMD, MPtI
Behavioral Health Epidemiologist
Directorate·ofHealth Promotion and WeLlness

Approved:

(b)(6) IMD, ~PH
LTC,MC
Manager, Behavioral and Social Health

Outcomes Program

!(b)(6l
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APPENDIXB

INDEX CASE ANALYSIS
CONFINEE INTERVIEWS

B-1. INDEX CASE ANALYSIS.

One of the guiding questions for the EPICON was, "What are the commonalities in the index
cases?" To answer this question, the EPICON team developed a list ofhomicide suspects who
would be considered index cases. Index cases were defined as any Soldier assigned to Fort
Carson (or departed from Fort Carson or discharged from service within 90 days of the event)
charged with the crime ofhomicide, attempted homicide, or accessory to homicide during the
time period of 1 January 2005 through 30 October 2008. During the initial visit to Fort Carson,
the EPICON team worked with Fort Caron personnel to develop a list. Using this initial list, the
EPICON team obtained additional data from multiple sources to develop a fuller picture of the
index cases, incidents, and victims. Data sources included-

a. The cm, Fort Carson. Provided a list of suspected crimes and access to their case files.

b. The Office of the SJA, Fort Carson. Provided information of the legal situations of each
index case and helped to coordinate access to other data sources.

c. Army Community Service (ACS), Fort Carson. Provided information on any contact
they had had with an individual or Family connected to an index case incident. Contacts
included financial assistance, sexual assault or victim assistance, attendance in marital, parenting
or other preventive classes, and so forth.

d. Evans ACH, Fort Carson. Provided access to four distinct sets of patient records­
medical, mental health, alcohoVdrug, and family maltreatment.

e. The DMSS administered by the AFHSC. Provided demographic, deployment, and
inpatient and outpatient medical data for each ofthe index cases.

f. Accession Medical Standards Analysis and Research Activity (AMSARA), Walter Reed
Army Institute ofResearch (WRAIR). Provided enlistment and enlistment waiver data for each
individual associated with an index case.
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g. The TRACES2 administered by the US Air Force. Provided air-evacuation data on those
index-case individuals who had deployed to a combat zone and were then evacuated from theater
for medical or MH reasons.

h. "Confinee" Interviews. Although gathering data on the index case, suspects themselves
were not the purpose of the confinee interviews; in a few cases, self-reported data from the
interviews helped fill missing holes in the database.

i. Investigative Reports by Civilian Journalists. Investigative reports were published by
reputable local and national newspaper chains on some ofthe index case events, suspects, and
victims. These reports often contained interviews with the Family members and/or friends of
those involved in the index case events which revealed background information that could not to
be found in other available sources.

Data from these various sources were merged together into a single database for summary
analysis. Where there was a discrepancy and no confirmatory information was available from a
third source, the data source most likely to be correct, based on the judgment of the reviewer,
was used to resolve the discrepancy. One limitation was that data were not available from all
sources for all index cases.

Medical records were shipped to Aberdeen Proving Grounds where they were scanned. Scanned
copies were made available to EPICON team members in various locations so that these records
could be reviewed and abstracted by a multi-disciplinary team.

Data were first used to examine the demographics ofthe index cases (Table B-1). Demographics
for the index cases were compared to demographics for the current Fort Carson population
(Table B-2). These data were also used to determine the number of deployments for each index
case along with which index BeT deployments the case was on and the specific unit that they
deployed with (Table B-3). Education levels and AFQT scores for the index cases were
compared to the Army (Table B-4). The EPICON database created above was reviewed to
summarize how many of the index cases had certain characteristics potentially associated with
violence (Table B-5). Finally, the team reviewed the database along with administrative records
to create a listing of risk factors for each index case (Table B-6). Even though information was
gathered about victims, the information available was so limited in most cases that not much
analysis was conducted. Victim information was examined to ensure that there was no
connection or commonality among the victims. Available information on victims is shown in
Table B-7.

The team social worker conducted interviews with as many ofthe suspects as possible.
Methodology used for the interviews is summarized in Section B-2, paragraph a. The interview
script is shown in Section B-2, paragraph b. Results ofthe interview are summarized in Section
B-2, paragraph c and Table B-7.
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All ofthe tables created were reviewed to determine what commonalities existed among the
index cases. Observed commonalities included criminal history, mental health issues, domestic
violence, substance abuse, and deployments.

B-2. INTERVIEWS OF CONFINEES.

a. Methodology.

(l) In order to interview "confinees" (thus labeled to avoid the implication of guilt
among the index cases involved individually at various points in the judicial and/or corrections
systems), we initially made contact with both prosecutors and defense attorneys through the Fort
Carson Office of the SJA.

(2) Some of the defense counsels advised us to contact the local District Attorney and ask
for a letter of immunity, thus, granting us permission to interview the confinees with the
assurance that the prosecuting attorneys would exclude any testimony given to us by the
confinees from discoverability in court. We did approach the local District Attorney, but the
confines were denied a letter of immunity.

(3) Our interactions with the defense counsels were mixed. Some were difficult to
contact and/or were hostile to our cause. Most were affable, saw the importance ofour task and
wanted to cooperate, even when they had to refuse for the sake oftheir clients' best interests.

(4) Due to time constraints on our part, our inability to obtain a blanket letter of immunity
and the fact that it was neither illegal nor unethical (in our role as public health officials) to
directly approach each confinee without the consent ofhis attorney, we decided to take the direct
approach.

(5) Since we were directly approaching the confinees, and many ofthem were still
involved in the judicial process or pending an appeal, we decided to take the following measures
to ensure both confidentiality and ethical treatment:

(a) We limited the interview team to two individuals; the larger EPICON team only saw
consolidated, de-identified data.

(b) We specifically drafted the questions in such a way so as to NOT ask about their
specific alleged crimes-our interests lying primarily with deficits in the Army and ways that
those could be improved.

(c) At the beginning of every interview, we identified ourselves, our purpose for asking
for the interview, and pointed out that we did NOT want to know anything about their alleged
crime(s). We explained that the interview was voluntary, that they could refuse to participate
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out-right, that they could refuse to answer any particular question, or that they could ask to
tenninate the interview at any time. Furthennore, in cases which we knew that their defense
counsel had specifically declined pennission for us to interview their client, we told the confinee
that and left the final decision to participate to each confinee.

(d) During the interviews, if a confinee got close to discussing an alleged crime, we
would steer him away or stop him. In our note-taking, we purposefully did not record any
infonnation that we thought could be incriminating to the confinee personally.

(e) In questioning the confinees about things that occurred in Iraq, we carefully
instructed each confinee not to use names or to directly incriminate themselves as being active
participants in any battlefield misconduct.

(6) The Fort Carson Office of the SJA was very helpful in contacting the local county jail
and the state corrections system to obtain their pennission for us to access the confinees. We
traveled throughout Colorado to the various confinement facilities to perfonn the interviews.

(7) All interviews (save for one telephone interview with a confinee in a different state)
were carried out in private, with both interviewers and the confinee present. In two cases (one
who consented to an interview, and one who declined to be interviewed), the confinee's legal
counsel was present in the interview. Most interviews took 60-90 minutes, not including the
time to clear the confinement facility's security and to get the confinee(s) from their cells into the
interview rooms (all of which took significant amounts oftime).

b. Confinee Interview Schedule (with standardized introduction).

"Hello, my name is . I am part of a team from the Anny Medical Command
looking into why there has been an increase in the number ofhomicides and suicides at
Fort Carson. We will NOT be asking (nor do we want you to tell us) about any crime in
which you are being/were charged. The purpose of this interview is to understand your
experiences and general thoughts regarding Soldier support, deployment experience, and
command climate in order to improve things in the Anny. All ofyour responses will be
edited and combined with others' responses so that what you tell us will not point to you.
This interview is completely voluntary on your part; if you desire, we can stop at any
time, and if you are uncomfortable with any question, we can skip it. Having said that,
we would greatly appreciate your help and honesty.

1. Regardless of what happened, you are now in jail. Are there areas in which you believe
the Anny could have provided more assistance to avoid this situation?

2. How could unit leaders have provided more assistance to avoid this situation?
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3. How could your buddies have provided more assistance to avoid this situation?

4. As you know, the Army offers a number of services to help Soldiers and Families. Did
you ever take advantage of any of these programs? Ifso, what was it and was it helpful? If
not, then looking back, what prevented you from doing so?

5. Have you ever deployed to a combat zone? YES NO (UNO, SKIP to #8).
5a. Did you deploy with the [index BCT]? YES NO (UNO, SKIP to #5c).
5b. Did you deploy from Korea to Iraq with the [index BCT]? YES NO
5c. How has your deployment to a combat zone impacted your current situation?

6. How have you and your family been affected by the deployments and moves?

7. I don't want you to incriminate yourself or anyone by name, but while deployed, did you
at anytime observe or hear about incidents that bothered you or that would be considered war
crimes under the Geneva Conventions (i.e., purposeful torture, killing of civilians or non­
combatants, willful destruction of property, etc.)? YES NO

7a. If you experienced such things, how could the situation have been prevented?
7b. What could the Army do to reach out to those who have experienced such things?

8. Is there anything else you would like to add?"

c. Results.

(1) Of the thirteen (13) index case confinees, we approached all of them-in two cases
telephonically. Three declined interviews, and one agreed but then broke off contact; we were
unable to interview him in the time allotted for gathering data. In sum, nine (9) were
interviewed.

(2) Using thematic analysis, the results of the interviews are "quantitized" in the Table
B-6. Also included are the more salient quotes related to particular themes.
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d. Discussion.

(1) Setting aside the personal backgrounds and potential underlying sociopathy of the
individuals interviewed, most of these men experienced significant combat exposure, and more
than half ofthe interviewed confinees reported they had witnessed unethical conduct while in
Iraq. Upon returning home, they found themselves struggling with the consequences ofwhat had
occurred in Iraq-both psychologically and morally. In particular, they-

(a) Felt "naked"/unsafe without a weapon, and consequently carried weapons around with
them-potentially making the commission ofcrimes easier.

(b) Suffered from various BH problems-PTSD, depression, anxiety, interpersonal,
family, or other problems.

(c) Used drinking, taking illegal drugs, or misuse ofprescription medications as a
common coping mechanism. However, many ofthe confinees reported that their efforts to self­
medicate only complicated their problems and, in some cases, numbed their minds and made
getting "real" help more difficult.

(d) Didn't transition well from combat to home-particularly when it came to shifting
roles and conventions. This was particularly true for those who had witnessed or participated in
ethical violations in Iraq. As one confinee put it, "There [in Iraq] we were the law; here the cops
are the law."

(2) The confines reported mixed support ofcommand and peers for getting help, but on
the whole, command and peers did not promote help-seeking. In some cases, leadership verbally
supported help-seeking, but their subsequent actions contradicted their message and ultimately
discouraged help-seeking in others who witnessed the treatment of those "test cases." Leaders
seemed to particularly overlook cases of alcohol and drug use, a problem behavior often
identified by the confinees as a sign that Leaders should have recognized and acted upon.
Indeed, a number of the confinees stated that they wished their leaders would have mandated
treatment-psychological, family, and/or alcohol and drug-rather than to have looked the other
way.

(3) The perception of the confinees, on the whole, came home to a BH system that was
overwhelmed, severely short-staffed, fragmented, and poorly organized. To the confinees who
did engage the BH system, the system seemed chaotic, sporadic, and uncaring.

(4) Finally, one confinee asked ifhe could make a videotaped message to other Soldiers
telling them to get help. We relayed that idea to several other confinees, several of
whom were

(5)
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* Data Source:  DMSS AFHCS. 
** Data through September 2008. 
 

Figure C-1.  Rate of 1st Hospitalization for Recurrent Depression, Fort Carson,  
FORSCOM Comparison Installations, and Army, 2001–2008* 

 
 

 
 
*Data Source:  DMSS, AFHSC. 
** Data through September 2008. 

 
Figure C-2.  Rate of 1st Hospitalization for PTSD, Fort Carson,  
FORSCOM Comparison Installations, and Army, 2001–2008* 
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C–4 

 
* Data source:  RRP, ACSAP 

 
Figure C-3.  Unit Risk Inventory Data for Fort Carson and Comparison  

FORSCOM Installations, 2007–2008* 
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E–5 

 1-E4  
(IN BN) E1-4 E5-6 E7-8 O1-3 CO-1SG O4 and 

above/CSM  
 

Groups 

Stigma  X**  X**  X**  X*  X*  X  X  (Stated by All Groups)
Malingering  X*  X**  X*  X**  X**  X**  X  (Stated by All Groups)
Confidentiality  X**  X**  X  X  X  X  (Stated by 6 out of 7) 
Knowledge of Resources  X  X  X  X  X  X  (Stated by 6 out of 7) 
Recruitment Standards  X*  X*  X*  X*  X*  X*  X  (Stated by All Groups)

Issue with MH service providers  X**  X**  X**  X**  X*  X**  X  (Stated by All Groups)

Soft Army-lax discipline/ 
consequences/basic training  X*  X  X**  X**  X**  X*  X  

(Stated by All Groups)

SRP process  X*  X*  X*  X*  X*  X  (Stated by 6 out of 7) 
Chaptering out  X*  X  X*  X  (Stated by 4 out of 7) 
Mission readiness vs mental 
health     X  X   X  (Stated by 3 or less) 

Family/relationship/work stress 
(long hours)  X**  X**  X*  X*  X*  X  X  (Stated by All Groups)

Substance abuse  X*  X*  X  X*  X  X  X  (Stated by All Groups)

Low morale/few activities/living 
conditions/BOSS prgm   X*  X  X     

(Stated by 3 or less) 

Mandatory promotion - NCO  X  X X* X* X* X* X  (Stated by All Groups)
Concern About Gang activity  X*  X  X  (Stated by 3 or less) 
Deployment cycle  X*  X*  X  X*  X  X*  X  (Stated by All Groups)
Develop/improve training  X*  X*  X  X  X  (Stated by 5 out of 7) 

Financial situation  X  X  X  (Stated by 3 or less) 

Command issues  X  X  X  (Stated by 3 or less) 

No correlation with Army  X X (Stated by 3 or less)

Command is supportive   X  X  X  Depe
nds  X   

(Stated by 4 out of 7) 

 
 
 
 
 
 

**stated as extremely important. 
*  stated as very important.  
 

Figure E–2.  Themes Identified by Rank 

 Stated by all groups  
 Stated by 6 out of 7  
 Stated by 5 out of 7  
 Stated by 4 out of 7  
 Stated by 3 or less  

 
 
 
 
 

 
 
 










































































