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PREFACE 
 
This Public Health Information Paper (PHIP) is part of a broader series dedicated to evaluating 
and improving the health and readiness of the U.S. military. The following is an outline of the 
PHIPs in this series: 
 

1. Mental Health (MH) and Social Health (SH) Definitions for Military Public Health Practice  
• Purpose: To establish common MH and SH definitions as the foundation for 

advancing the health and readiness of military personnel and their families. 
2. MH and SH Factors, Outcomes, and Readiness Metrics for Public Health Practice 

• Purpose: To describe the MH and SH outcomes, factors, and metrics for use in 
public health practice to inform policies, programs and services that promote the 
health and readiness of military populations.  

3. Gaps in the Study of Military MH and SH to Inform Public Health Practice 
• Purpose: To determine gaps in the literature related to MH and SH among Active 

Component service members and prioritize future public health studies to inform 
policies, programs, and services that support recruiting and retaining a ready 
military force. 

 
SUMMARY 
 
The scope of MH and SH outcomes pertinent to military public health practice is broad. A 
literature review was conducted to identify gaps in knowledge and guide prioritization of public 
health studies to inform policies, programs, and services to recruit and retain a ready military 
force. 
 
Fifteen MH and SH domains were identified and deemed to be insufficiently explored among 
U.S. military populations. These domains were then ranked using a standardized scoring sheet 
with categories including prevalence, impact on readiness, and data availability. The top five 
identified priority areas were personal firearm safety, financial readiness, substance use and 
misuse, protective factors, and exposure to violence. 
 
PURPOSE 
 
The objective of this project was to conduct a comprehensive literature review to assess the 
landscape of MH and SH research within the Active Component of the U.S. military. This paper 
identifies critical data gaps to prioritize future investigative efforts. These findings are intended to 
shape evidence-based policies and programs that optimize force readiness, recruitment, and 
retention. 
 
BACKGROUND 
 
Extensive studies have been published on the MH and SH of U.S. military veterans; however, 
very few studies have been published that seek to characterize the MH and SH of current U.S. 
military service members. MH and SH conditions represent the second highest cause of 
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medical encounters for U.S. Army service members (DCPH-A 2022). Examples of MH- and SH-
related medical encounters include adverse effects due to substance misuse (e.g., binge 
drinking); compromised mental and physical performance due to food insecurity; posttraumatic 
stress disorder resulting from occupational violence exposure (e.g., combat-related trauma); 
and anxiety resulting from high operational tempo (OPTEMPO) and insufficient sleep. In 
contrast, certain MH and SH factors, including resilience, unit cohesion, and transformational 
leadership, may mitigate adverse health conditions. Although MH and SH have been studied 
extensively in military veteran populations, they are less well-understood among those currently 
serving in the U.S. military. A greater understanding of the association between MH and SH 
domains and military readiness is important to identify, quantify, and mitigate adverse health 
conditions, thus improving readiness and ensuring combat lethality. 
 
METHODS 
 
Part I – Identification of MH and SH Domains in the Military 
 
MH and SH domains of military significance were identified through review of previous Mental 
Health Epidemiology Division (MHE) epidemiological study deliverables (e.g., public health field 
studies and epidemiological analyses), staff experience and expertise, and peer-reviewed 
literature. Findings from quantitative and qualitative analyses completed between 2018 and 
2022 were reviewed. A focus group consisting of DHA–Public Health MHE and U.S. Army 
Medical Command (MEDCOM) staff with 3 or more years of experience in MH clinical, 
epidemiological, and public health met to determine domains associated with MH and SH in the 
military. Lastly, additional domains and gaps in existing domains were identified through peer-
reviewed literature about both the Active Component and Reserve Component populations, 
including work by the Army Study to Assess Risk and Resilience in Servicemembers (STARRS), 
RAND Corporation, Health Related Behaviors Survey, Millennium Cohort Study, and Walter 
Reed Army Institute of Research.  
 
The literature search included both peer-reviewed studies and publicly available reports. 
Findings for each domain were summarized and documented in a spreadsheet including the 
following columns: 
 

• First Author’s Last Name 
• Year of Publication 
• Full Article Title 
• Main Findings 
• Limitations 
• Population under Study (i.e., Active Component and Reserve Component service 

members and veterans) 
 
A domain was deemed sufficiently studied if “five or more high-quality studies of ≥1,000 active-
duty service members” were identified in the published peer-reviewed literature. An example of 
a domain that was considered sufficiently studied is suicidal behavior in the military.  
 
Part II – Developing a Standardized Schema for Domain Ranking 
 
A standardized schema (see Appendix) was developed to rank the remaining 15 priority 
domains based on the findings of the literature search (Table 1). The schema design was based 
on the criteria for prioritizing injury prevention programs and policies (Canham-Chervak et al. 
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2010), a guide to prioritizing public health problems (CDC 2013), and the criteria for the 
prioritization of public health interventions for climate-sensitive vector borne diseases (Hongoh 
et al. 2017).  
 
Prior to rating the 15 identified domains, the team conducted pilot testing to examine differences 
in ratings and rationales among multiple disciplines and the effect of differences on prioritization 
among MH and SH domains. The pilot test team represented disciplines including military and 
civilian clinicians, public health scientists, social scientists, and epidemiologists with expertise in 
both qualitative and quantitative analysis. Two rounds of pilot testing were conducted, with 
iterative refinements to the schema taking place between rounds and at the conclusion of 
testing. The schema was used to rate and prioritize two MH and SH problems: hazardous 
alcohol use and food insecurity. Input from the team was incorporated into a final version of the 
schema and used to outline a process for implementation (see Appendix). 
 
Part III – Using the Standardized Schema for Domain Ranking 
 
Each of the six staff members was assigned two domains to rank. Given the odd number of 
domains, one staff member received three domains to rank. Each of the 15 domains was rated 
on the above criteria with higher scores indicating a higher priority than lower scores. After 
adjusting for differences in average scores by rater, the scores were ordered from highest to 
lowest to determine the five highest priority areas for further investigation (Table 2). 
 
Part IV – Aligning Available Data Sources with Prioritized Domains 
 
Following domain prioritization, the team inventoried and aligned secondary data sources to 
address gaps in the study of domains. The resulting data source inventory was developed 
through triangulation of an internal survey among public health clinicians and scientists; 
literature reviews; and historical knowledge of the analysts.  
 
In 2019, the DHA–Public Health Clinical Public Health and Epidemiology Directorate (CPHE) 
established a comprehensive inventory of epidemiological data sources to inform injury, 
disease, occupational health, and MH and SH work. CPHE developed and disseminated a 
survey to its divisions, including MHE, to identify data stewardship and management practices, 
as well as key data sources to inform mission completion. The staff members expanded the 
resultant list based on identification of additional data sources from military population studies 
included in the literature review. Finally, DHA–Public Health MHE and MEDCOM personnel, 
including epidemiologists and data managers with a combined 20 years of experience working 
with military populations and military data, expanded the list of data sources. The final list was 
organized by data source type: military surveys, military administrative data, and national 
population surveys or surveillance systems. To date, the data source inventory consists of a 
total of 110 data sources, comprising 49 military administrative sources, 40 military surveys, and 
21 national population health surveys. 
 
Once established, the inventory data sets were aligned with the prioritized MH and SH domains. 
To be included in the alignment activity, each dataset had to contain at least one question, 
scale, or instrument that could be used to define or operationalize the exposure or outcome of 
interest, as well as key confounders. If a dataset lacked key confounders but included identifiers 
that would facilitate linkage with other data sources, it was still considered a viable option for 
supplementation. This alignment process ensured that the selected data sources were relevant 
and useful for addressing the identified gaps and supporting further study. 
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FINDINGS AND DISCUSSION 
 
Eighteen MH and SH domains were deemed to be insufficiently explored in U.S. military 
populations (listed alphabetically below): 
 

1. Experience/Perpetration of Sexual Assault, Domestic Violence, or Intimate Partner 
Violence; Exposure to Violence 

2. Extremism 
3. Financial Readiness (e.g., financial stress, food insecurity) 
4. Firearm Storage and Safety 
5. Health of the Family/Family Readiness 
6. Loneliness/Lack of Social Support 
7. Health Disparities 
8. Misinformation/Disinformation (e.g., vaccine side effects) 
9. Prior Behavioral or Mental Health Diagnosis (e.g., past diagnosis either before or 

during military service)  
10. Protective Factors (e.g., resilience, community involvement, social support) 
11. Psychosocial Circumstances (e.g., spousal job loss, victim of sexual harassment, 

experienced adverse childhood events) 
12. Reproductive Health 
13. Sleep Hygiene 
14. Substance Use (vaping, cigarettes, chewing tobacco, legal marijuana, misuse of 

prescription drugs, use of illicit drugs) 
15. Interaction of Total Force Fitness and Holistic Health and Fitness Domains and MH 

and SH Outcomes 
16. Unintentional Injury and MH Outcomes 
17. Unit Cohesion 
18. Work-related Stress (e.g., toxic leadership, OPTEMPO, social pressure, social norms) 

 
Following the literature review, it was determined that three domains could either be merged 
with other domains or were more useful as definitions. As a result, Psychosocial Circumstances, 
Reproductive Health, and Total Force Fitness/Holistic Health and Fitness were excluded from 
the ranking process. The remaining 15 MH and SH domains were ranked from highest to lowest 
priority (Table 1). 
 
 
Table 1. Adjusted Scores for the 15 Ranked MH and SH Domains 

Domain Adjusted Score 

Firearm Safety 29 

Financial Readiness 26 

Substance Use 25.5 

Protective Factors 24.5 

Exposure to Violence 24.5 

Unintentional Injury 23.5 

Occupational Stress 23.5 

Previous MH 23 

Extremism 23 
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Domain Adjusted Score 

Family Readiness 22.5 

Sleep Hygiene 22.5 

Social Support 21.5 

Health Disparities 21.5 

Unit Cohesion 20.5 

Disinformation 14 
 
Table 2 outlines the gaps in the study of the top five priority domains as identified by DHA–
Public Health and service-aligned public health personnel.  
 
Table 2. Identified Gaps for the Top Five Prioritized MH and SH Domains 

Domain Findings Identified Gaps in Study 

Firearm Safety 
and Storage 

The primary method for death by suicide 
among U.S. Service members is by 
firearm. If not stored properly, firearms 
may also result in unintentional injury to 
family members. 

Future investigation of this domain was 
ultimately paused because comprehensive 
data sources on firearm safety are not 
currently available to DHA–Public Health. 

Financial 
Readiness 

Over one-fourth of service members are 
food insecure, and financial stress is 
connected to numerous non-medical 
factors, (e.g., education, family member 
employment, housing, social and 
community context), overall health status, 
and MH outcomes (e.g., anxiety, 
depression, suicide ideation).  

• Association between financial 
readiness and mental health 

• Connection of various financial 
stressors (measured in the Status of 
Forces data collection tool) to 
intention to re-enlist 

Substance Use Hazardous alcohol consumption and 
smokeless tobacco use prevalence are 
higher among service members than 
civilian samples and could affect health 
and readiness. 

• Understanding the extent of 
substance use under-reporting 

• Investigation into the social and 
contextual environment of alcohol use 
in the military 

• Association between substance use 
and readiness 

Protective 
Factors 

Civilian studies have demonstrated that 
protective social health factors (e.g., 
social support) may reduce, or protect 
against, deleterious mental health 
outcomes (e.g., anxiety, depression, 
hazardous alcohol use, death by suicide). 

Protective factors for hazardous alcohol 
use and intimate partner violence in the 
military 

Exposure to 
Violence 

Exposure to violence, including adverse 
childhood events, intimate partner 
violence, and workplace harassment, can 
have long-reaching effects on service 
member and dependent well-being, unit 
cohesion, and mission readiness.  

• Unique aspects of military life (i.e., 
combat deployment) and the 
association with violence perpetration 
and victimization 

• Understanding public perceptions of 
service member safety and workplace 
environment to better inform public 
affairs and recruitment strategies 

• Association between adverse 
childhood events and violence 
perpetration in the military 
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The team then comprehensively identified secondary datasets to inform study of firearm safety, 
financial readiness, substance use, protective factors, and exposure to violence for U.S. service 
members. Findings are shown in Table 3. 
 
 
Table 3. Secondary Datasets Identified to Address MH and SH Gaps* 

Domain Military Administrative Data Sources Military Survey Data Sources 

Firearm Storage and 
Safety 

• Data not available • Behavioral Health Assessment Team 
(BHAT) 

Financial Readiness  • Periodic Health Assessment (PHA) 
• Risk Reduction Program (RRP) 

• Epidemiological Consultations (EPICONs) 
• Community Strengths and Themes 

Assessment (CSTA) 
• Unit Risk Inventory (URI) 

Substance Use  • Periodic Health Assessment (PHA) 
• Drug and Alcohol Testing Management 

Information System (DAMIS) 
• Pharmacy Data Transaction Service 

(PDTS) 
• Behavioral Health Data Portal (BHDP) 
• Military Health System Data Repository 

(MDR) 
• Risk Reduction Program (RRP) 

• Health-Related Behaviors Survey (HRBS) 
• Land Combat Survey (LCS) 
• Substance Use and Psychological Injury 

Combat Study (SUPIC) 
• Soldier Global Assessment Tool (GAT) 
• Epidemiological Consultations (EPICONs) 
• Unit Risk Inventory (URI) 

Protective Factors  • Master Resiliency Training (MRT) • Community Strengths and Themes 
Assessment (CSTA) 

• Army Community Service Needs Survey 
(ACSNS) 

• Family Global Assessment Tool (FGAT) 
• Soldier Global Assessment Tool (GAT) 
• Health-Related Behaviors Survey (HRBS) 
• Land Combat Survey (LCS) 
• Epidemiological Consultations (EPICONs) 
• Military Family Life Program Surveys 

(MFLPS) 
• Supervision, Awareness, Fatigue, 

Environment, Training, Yourself (SAFETY) 
Exposure to Violence  • U.S. Army Criminal Investigation 

Division (CID) 
• Defense Sexual Assault Incident 

Database (DSAID) 
• Interactive Personnel Elective Records 

Management System (iPERMS) 
• Army Central Registry (ACR) 
• Defense Incident-Based Reporting 

System (DIBRS) 
• Integrated Case Reporting System 

(ICRS) 
• Risk Reduction Program (RRP) 

• Health-Related Behaviors Survey (HRBS) 
• Women’s Reproductive Health Survey 

(WRHS) 
• Workplace and Gender Relations Survey 

(WGR) 
• Epidemiological Consultations (EPICONs) 
• Recruit Assessment Program (RAP) 
• Unit Risk Inventory (URI) 

* Legacy system names reflect historical nomenclature but are actively transitioning to align with the 2026 
  Office of the Assistant Secretary of War for Health Affairs (OASW(HA)) Memorandum (OASW(HA) 2026). 
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Finally, MHE projects that were active at the time of the analysis (n=25) were reviewed for 
alignment with one or more prioritized domains to ensure relevance and potential of ongoing 
work to inform the literature base for military MH and SH and their relationship with readiness. 
Findings are outlined in Table 4. 
 
 
Table 4. Alignment of Current MHE Projects with Prioritized Domains 

 Prioritized Domains* 

 1. Firearm 
Safety 

2. Financial 
Readiness 

3. Substance 
Use 

4. Protective 
Factors 

5. Exposure 
to Violence 

Active MHE Projects at the 
time of analysis (n=25) 0 7 8 20 6 

*Projects may address more than one domain, so the total will add up to more than 25. 
 
 
The literature search for this analysis had notable limitations. First, the literature search team 
focused on data between 2018 and 2022 only. Therefore, insufficiently explored domains not 
documented in the 5-year period may have been missed. Second, the literature search team 
primarily focused on samples of Active Component service members. If data were not available 
for Active Component sample populations, then priority was given to Reserve Component 
(Reserve and National Guard) samples, followed by the veteran and civilian populations. 
Foreign militaries were excluded from the queries due to different social contexts in which their 
military populations live and work. Therefore, there may be influencing factors and readiness 
outcomes pertinent to foreign militaries that have not yet been identified as a priority for the U.S. 
service member population. Lastly, the literature search team focused on peer-reviewed studies 
since they met the highest standards of scientific rigor. There may be other evidence in 
unexplored government reports (i.e., Defense Technical Information Center, or DTIC, reports) 
that could have further contributed to the evidence base but were not reviewed as part of this 
project.  
 
Similarly, there were limitations in the data inventory and alignment processes. While useful, the 
effectiveness of data source alignment was limited by the lack of comprehensive information 
available for some data sources. Specifically, the absence of detailed information on domains or 
data elements for certain sources made it challenging to determine their potential to fill gaps for 
prioritized topics. Nonetheless, the scarcity of data sources on domains such as firearm safety 
and storage hindered the ability to fully understand and address these critical issues. Despite 
these limitations, data source inventory and alignment are essential to ensuring researchers 
identify relevant data sources, assess existing data gaps, and determine whether primary data 
collection is necessary to fill those gaps. Taking this proactive approach will ensure effective 
study of prioritized MH and SH domains is informed by the best available data. 
 
CONCLUSION  
 
Understanding MH and SH in the military will allow for increased military readiness for U.S. 
service members. By elucidating the risk and protective factors for, and consequences of, 
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priority domains and deleterious outcomes, the U.S. military can be better prepared to fight and 
win armed conflicts. 
 
RECOMMENDATIONS 
 
DHA–Public Health MHE recommends leveraging findings from its gap analysis to inform future 
MH and SH epidemiology work in the military. Next steps to accomplish this appear below.  
 

1. Align current and future work with prioritized domains whenever possible. 
2. Identify partners to further refine gaps.  
3. Improve collaboration across DHA–Public Health, DHA, and the Department of War 

(DoW). 
4. Develop public health guiding questions in alignment with priorities from the Secretary 

of War and the Secretaries of the Army, Navy, and Air Force and in support of 
readiness.  

5. Develop data acquisition plans and/or adapt civilian scales for future use in public 
health questionnaires and studies using the module function for the MH Pulse (a 
standardized periodic mental health assessment used in units across the enterprise) 
for domains where secondary data are largely unavailable (e.g., Firearm Storage and 
Safety).  

6. Iteratively analyze and report findings, to include submission to peer-reviewed 
publications. 

7. Collaborate with DHA Public Affairs to ensure that published findings are disseminated 
through various channels to increase awareness of risk and protective factors across 
the force.  

8. Review the domains on an iterative basis to capture changes in prioritization, identify 
emerging domains, and ensure maximal contribution of work to enhance readiness. 
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APPENDIX. STANDARDIZED PRIORITIZATION SCHEMA FOR MENTAL AND SOCIAL 
HEALTH PROBLEMS 
 
The following table presents the criteria for prioritizing mental health and social health problems 
in mental health epidemiology. 
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Criteria for Prioritizing Mental Health and Social Health Problems in Mental Health Epidemiology 

MH/SH Problem:     

Criterion 
Preliminary Rating 
( 1 = Low; 2 = Medium; 3 = High) Final Score and Comments 

A. IMPORTANCE OF PROBLEM TO SOLDIER HEALTH AND READINESS (15 points) Subtotal>>  
Considerations: (15 points) (15 points; 5=low, 15=high) 

1. Magnitude of the problem (e.g., frequency, rate) 
2. Severity of the problem (consider its effect on personnel readiness) 
3. Cost of the problem (consider training, property, and personnel costs) 
4. Size of the population at risk 
5. Degree of concern (consider command concern, public and service member) 

1. [ ] Low [ ] Medium [ ] High  
2. [ ] Low [ ] Medium [ ] High  
3. [ ] Low [ ] Medium [ ] High  
4. [ ] Low [ ] Medium [ ] High  
5. [ ] Low [ ] Medium [ ] High Comments:  

B. MODIFIABILITY OF PROBLEM (18 points) Subtotal>>  
Considerations: 18 points) (18 points; 6=low, 18=high) 

1. Cause(s) of problem are identifiable. 
2. Modifiable through available evidence-based interventions. 
3. Evidence-based assessment tools are available to track modifiability. 
4. Modifiability is possible at a large scale across the population. 
5. Degree of modifiability of problem. 
6. Policy exists at multiple levels to modify the problem. 

1. [ ] Low [ ] Medium [ ] High  
2. [ ] Low [ ] Medium [ ] High  
3. [ ] Low [ ] Medium [ ] High 
4. [ ] Low [ ] Medium [ ] High 
5. [ ] Low [ ] Medium [ ] High 
6. [ ] Low [ ] Medium [ ] High Comments: 

C. FEASIBILITY OF INTERVENTIONS, PROGRAMS, OR POLICIES TO ADDRESS 
PROBLEM (18 points) Subtotal>>  
Considerations: (18 points) (18 points; 6=low, 18=high) 
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Criteria for Prioritizing Mental Health and Social Health Problems in Mental Health Epidemiology 
MH/SH Problem:     

Criterion 
Preliminary Rating 
( 1 = Low; 2 = Medium; 3 = High) Final Score and Comments 

1. Existence of infrastructure to support implementation and sustainability of interventions, 
programs, or policies (consider medical staff and facilities, safety staff and resources, cadre 
availability). 
2. Adequacy of funding to support implementation and sustainability. 
3. Authority to implement and sustain interventions is held or obtainable by the implementing 
organization(s).  
4. Interventions, programs, or policies will not undermine essential missions.  
5. Political and cultural acceptability of interventions, programs, or policies. 
6. Accountability and responsibility for implementation and sustainability exists or can be 
established. 

1. [ ] Low [ ] Medium [ ] High  
2. [ ] Low [ ] Medium [ ] High  
3. [ ] Low [ ] Medium [ ] High  
4. [ ] Low [ ] Medium [ ] High  
5. [ ] Low [ ] Medium [ ] High  
6. [ ] Low [ ] Medium [ ] High Comments: 

 
 
D. TIMELINESS (6 points) 

 
 

Subtotal>>  
Considerations: (6 points) (6 points; 2=low, 6=high) 

1. Implementation time 
2. Results time 

1. [ ] Low [ ] Medium [ ] High  
2. [ ] Low [ ] Medium [ ] High Comments: 

E. EVALUATION OF INTERVENTIONS, PROGRAMS, OR POLICIES TO ADDRESS MH 
PROBLEM (9 points) Subtotal>>  
Considerations: (9 points) (9 points; 3=low, 9=high) 

1. Ability to evaluate effects of intervention exists (consider if a metric is possible). 
2. Benefits of intervention outweigh the costs of implementation and sustainability (e.g., 
opportunity to affect current rates with new interventions). 
3. Collateral benefits as a result of implementation (i.e. increased readiness, decreased attrition, 
and decreased other health problems). 

1. [ ] Low [ ] Medium [ ] High  
2. [ ] Low [ ] Medium [ ] High  
3. [ ] Low [ ] Medium [ ] High Comments: 

F. ADDITIONAL CRITERION AS NEEDED (9 points) Subtotal>>  
Considerations: (9 points) (9 points; 3=low, 9=high) 
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Criteria for Prioritizing Mental Health and Social Health Problems in Mental Health Epidemiology 
MH/SH Problem:     

Criterion 
Preliminary Rating 
( 1 = Low; 2 = Medium; 3 = High) Final Score and Comments 

1. Political will to address issue 
2. Health Equity 
3. MH/SH problem across location categories, such as CONUS vs. OCONUS or garrison vs. 
operational environments 

1. [ ] Low [ ] Medium [ ] High  
2. [ ] Low [ ] Medium [ ] High  
3. [ ] Low [ ] Medium [ ] High Comments: 

 TOTAL SCORE (or 75 with Additional Criterion)>>  
 

 


