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BACKGROUND: Recognizing that clergy and spiritual
care providers are a key part of mental health care sys-
tems, theDepartment of Veterans Affairs (VA) andDepart-
ment of Defense (DoD) jointly examined chaplains’ cur-
rent and potential roles in caring for veterans and service
members with mental health needs.
OBJECTIVE: Our aim was to evaluate the intersection of
chaplain andmental health care practices inVA andDoD in
order to determine if improvement is needed, and if so, to
develop actionable recommendations as indicated by eval-
uation findings.
DESIGN: A 38-member multidisciplinary task group
partnered with researchers in designing, implementing,
and interpreting a mixed methods study that included: 1)
a quantitative survey of VA and DoD chaplains; and 2)
qualitative interviews with mental health providers and
chaplains.
PARTICIPANTS: Quantitative: the survey included all
full-time VA chaplains and all active duty military chap-
lains (n=2,163 completed of 3,464 invited; 62 % response
rate). Qualitative: a total of 291 interviewswere conducted
with mental health providers and chaplains during site
visits to 33 VA and DoD facilities.
MAIN MEASURES: Quantitative: the online survey
assessed intersections between chaplaincy and mental
health care and took an average of 37 min to complete.
Qualitative: the interviews assessed current integration of
mental health and chaplain services and took an average
of 1 h to complete.
KEYRESULTS:When included on interdisciplinarymen-
tal health care teams, chaplains feel understood and val-
ued (82.8–100 % of chaplains indicated this, depending
on the team). However, findings from the survey and site
visits suggest that integration of services is often lacking
and can be improved.
CONCLUSIONS: Closely coordinating with a multidis-
ciplinary task group in conducting a mixed method
evaluation of chaplain-mental health integration in

VA and DoD helped to ensure that researchers
assessed relevant domains and that findings could be
rapidly translated into actionable recommendations.
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INTRODUCTION

Persons with mental health problems face an array of barriers
that can prevent access to health care. Among these are issues
of stigma,1 low perceived need of care,2 inadequate healthcare
coverage,3 socioeconomic and racial healthcare disparities,4,5

general distrust of healthcare systems,6 and regional shortages
of trained mental health care providers. 7 Additionally, many
patients interpret their psychosocial functioning through a
broader lens than that offered by the traditional psychiatric
diagnostic model, and may perceive that mental health pro-
viders do not share their values or worldview.8,9 For these and
other reasons, a significant proportion of persons with mental
health problems seek help from clergy, chaplains, or other
types of spiritual care providers.10–13

Spiritual care providers, such as chaplains, pastoral coun-
selors, and clergypersons, are a key part of the U.S. mental
health care system,14 and they serve particularly unique roles in
caring for many veterans and service members with mental
health needs. Particularly in the military where fears persist
about mental health treatment potentially leading to negative
career repercussions or perceptions that one is weak,15–20Published online October 30, 2014
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chaplains are often considered a safer, trusted, and more confi-
dential option.21,22 Veterans and service members may also
seek out chaplains because chaplains are able to address salient
spiritual dynamics related to depression, posttraumatic stress
disorder (PTSD), and other common psychiatric problems. For
instance, research suggests that PTSD severity, chronicity, and
treatment seeking are often interwoven with issues of guilt,23,24

forgiveness,25,26 religious faith,27–29 meaning and purpose,27,30

and moral injury.31–33

Recognizing that chaplains can be an important part of the
mental health care systems for veterans and servicemembers, the
Departments of Defense (DoD) and Veterans Affairs (VA) ad-
vanced a focus on chaplaincy as part of developing a large-scale,
coordinated, cross-departmental vision for attending to the men-
tal health needs of veterans and service members in the post-9/11
era. This effort, termed the VA/DoD Integrated Mental Health
Strategy, started in November of 2010 and was designed to run
for three years.34 Chaplaincy was one of 28 different strategic
focus areas. Hence, “integration” in the present study alludes to
both cross-departmental VA/DoD collaboration and cross-
disciplinary integration between mental health and chaplaincy.
Integration has been defined by a variety of healthcare orga-

nizations.35–37 The present study took a broad view of integra-
tion consistent with the World Health Organization's definition
as “a concept bringing together inputs, delivery, management
and organization of services related to diagnosis, treatment,
care, rehabilitation and health promotion.”37 While more spec-
ified models of integration have helped to advance the imple-
mentation of multi-disciplinary care practices in systems like
VA,38–41 a broader view was adopted in the present study
because of the exploratory nature of the project and the exten-
sive variance in contexts wherein mental health and chaplain
work is practiced across VA and DoD. For instance, VA chap-
lains work in healthcare settings and provide care almost ex-
clusively to patients with identified health problems, while
DoD chaplains work mainly in non-healthcare settings where
the focus is on maintaining a resilient, fully functioning, ready
military force. VA typically determines chaplain staffing needs
based on a medical center's size and complexity, and while this
is generally consistent with staffing practices for military med-
ical facilities, non-clinical military chaplain staffing is depen-
dent on numerous variables, including number of service mem-
bers in a command as well as the command's mission. Com-
plexities such as these required a robust methodological ap-
proach. The current study used a mixed methods quantitative/
qualitative design to evaluate the intersection of chaplain and
mental health care practices in VA and DoD, with the final aim
of developing an actionable set of recommendations for better
integrating mental health and chaplain services.

METHODS

The present study was conceived as a gap analysis to examine
the discrepancy between current practices in chaplaincy and

mental health, and a future desired state. Current practices
were illuminated via quantitative and qualitative data gather-
ing methods, and the future desired state was defined in an
iterative fashion through continuous engagement with key
partners. Data collection efforts in the quantitative and quali-
tative arms of the study were approved by appropriate author-
ities within VA and DoD and relevant institutional review
boards.

Partnered Study Design

National leadership for the VA/DoD Integrated Mental
Health Strategy selected a core team of five mental health
and chaplain personnel from VA and DoD to anchor the
project on chaplains' roles in mental health. The core team
then identified a task group consisting of 38 members: 17
from VA, 14 from DoD, and seven from external research
and academic entities. Task group members came from
various disciplines—chaplaincy, psychology, psychiatry,
social work, medicine, and epidemiology—and served in
a range of roles, representing leadership, research, clinical,
and military operational perspectives.
Task group members were involved in the stages of study

design, data collection, interpretation of results, development
of recommendations, and implementation of recommenda-
tions. In addition, input from the task groupwas systematically
solicited and recorded on four different occasions: 1) a two-
day kickoff meeting; 2) a two-day multidisciplinary forum that
included additional subject matter experts (n=71: 27 mental
health professionals, 24 chaplains, 14 affiliated health care
professionals, and six other); 3) two three-month sub-task
groups focused on issues of documentation, assessment, and
screening; and 4) a final two-day group meeting.

Quantitative Data Collection: VA/DoD Chap-
lain Survey
Survey Development. Following the task group kickoff
meeting, a survey was drafted and sent to key members of
the task group for their feedback. Their suggestions were
incorporated into a refined survey. The survey then
underwent further revisions in response to comments from
other stakeholders and approving bodies in VA and DoD.
Revisions at this stage included making demographic
questions less precise in order to further de-identify informa-
tion, and placing a subset of questions deemed less essential in
a "supplemental survey" to decrease the time burden of com-
pleting the "core survey."

Survey Sample. The sample frame included all full-time VA
chaplains and all active duty DoD chaplains. Part-time VA
chaplains and Reserve/National Guard chaplains were not
included due to their distinctiveness (e.g., part-time VA chap-
lains often fulfill sacramental duties while not typically being
“clinical chaplains” who would participate as part of
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healthcare teams), as well as difficulties contacting these
populations. DoD chaplains included active duty Army, Air
Force, and Navy chaplains (Navy chaplains also support the
Marine Corps and Coast Guard). Of the 585 VA chaplains
who were contacted, 440 completed the survey (75 % re-
sponse rate). Of the 2,879 DoD chaplains who were
contacted, 1,723 completed the survey (60 % response rate).
The high response rates may be partially attributed to partic-
ipation being encouraged by VA and DoD chaplaincy leaders
and task group members. Based on consultation with VA and
DoD chaplaincy task group leadership regarding known de-
mographic characteristics of VA and DoD chaplains, the
survey samples appear to be generally representative.

Survey Measures. The core survey assessed the following
domains: populations served by chaplains; chaplain work
settings; chaplain work activities; interaction with mental
health professionals; training needs and desires; additional

professional activities; and demographics. The core survey
required approximately 37 min to complete (M=36.80, SD=
18.11) Surveys were completed between November 2011 and
April 2012.

Survey Analysis. The main survey comparisons presented in
this report are between VA chaplains, DoD healthcare
chaplains, and DoD non-healthcare chaplains. Most statistical
analyses were descriptive cross-tabulations and means. Statis-
tical significance for these data was assessed using t-tests (or
ANOVA in the case of three-group comparisons).

Qualitative Data Collection: VA/DoD Site Visits
Site Visits Development.A series of site visits to VA and DoD
facilities were planned and designed based on preliminary
findings from the VA/DoD Chaplain Survey, as well as

Table 1. Demographic Characteristics from the VA/DoD Chaplain Survey of Chaplains in Healthcare and Non-healthcare Settings, n =2,163*

Characteristics VA Healthcare
Chaplains (n=440)

DoD Healthcare
Chaplains (n=164)

DoD Non-Healthcare
Chaplains (n=1,269)

p valuesNo. (%) No. (%) No. (%)

Sex < 0.001
Male 330 (82.9) 153 (93.9) 1,206 (96.1)
Female 68 (17.1) 10 (6.1) 49 (3.9)

Age < 0.001
< 45 y/o 19 (4.8) 45 (27.8) 527 (42.1)
45–64 y/o 274 (69.0) 117 (72.2) 719 (57.5)
≥ 65 y/o 104 (26.2) 0 (0) 6 (0.5)

Race 0.215
White 288 (73.1) 114 (71.7) 972 (79.5)
Black 72 (18.3) 17 (10.7) 75 (6.1)
Asian 13 (3.3) 13 (8.2) 85 (7.0)
Other 13 (3.3) 9 (5.7) 62 (5.1)
Multiple 8 (2.0) 6 (3.8) 28 (2.3)

Education/Certification
Doctoral degree 114 (28.2) 47 (28.7) 179 (14.2) < 0.001
≥ 3 units of CPE 290 (71.8) 134 (82.2) 297 (23.6) < 0.001
Board Certified Chaplain 197 (49.4) 37 (23.1) 309 (25.1) < 0.001
≥ 20 years as chaplain 173 (42.9) 41 (25.0) 277 (21.8) < 0.001

Religious Affiliation < 0.001
Evangelical Protestant 105 (26.1) 64 (40.3) 678 (54.5)
Mainline Protestant 119 (29.6) 46 (28.9) 244 (19.6)
Catholic 83 (20.6) 10 (6.3) 102 (8.2)
Historically Black Protestant 20 (5.0) 5 (3.1) 14 (1.1)
Other 43 (10.7) 21 (13.2) 111 (8.9)
Multiple 32 (8.0) 13 (8.2) 96 (7.7)

Military Experience†

Veteran/Service member 213 (53.6) - -
Rank≥O4 109 (27.4) 109 (67.7) 678 (53.9)
Iraq deployment 29 (7.3) 113 (69.3) 860 (67.8)
Afghanistan deployment 24 (6.0) 66 (40.5) 401 (31.6)
Deployed in combat zone – 54 (32.9) 243 (19.1)
Deployed in non-combat zone – 49 (29.9) 139 (11.0)

CPEClinical Pastoral Education
* Percentages in the table are based on the total number of chaplains that responded to each question. Prior to completing questions in the
“Demographics” portion of the VA/DoD Chaplain Survey, participants were explicitly reminded that “answering these questions is voluntary and
there is no penalty for not answering.” The majority of chaplains still answered these questions. For the VA sample (n=440), missing data for the
above variables ranged from 36 (8 %) to 46 (10 %) cases. For the DoD sample (n=1,723), 290 (17 %) chaplains did not answer the question about
the setting in which they currently serve, and so are not included in the breakdown of healthcare and non-healthcare chaplains in DoD. Participants
who indicated belonging to an infrequently endorsed racial or religious category were combined into the Other category, and those indicating
belonging to more than one racial or religious category were included in the Multiple category
†Veteran/Service member refers to any history of military service, past or present (e.g., Guard/Reserve). Rank refers to highest achieved rank for
veterans and current rank for active duty. Iraq and Afghanistan deployment refers to any history, past or present, of serving as part of Operation Iraqi
Freedom or New Dawn (Iraq) or Operation Enduring Freedom (Afghanistan). Deployed in combat zone/non-combat zone refers to current status at the
time of completing the survey
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guidance from the task group. Via interviews with mental
health care providers and chaplains, the site visits aimed to
identify factors that contributed to or detracted from the inte-
gration of chaplain services with mental health care services.

Site Visits Sample. There are 152 medical centers in VA,42 56
hospitals in the military health system,43 and over 200 military
bases within the U.S. From these, a total of 33 locations (17 VA,
15 DoD, and one joint facility) were selected to ensure diversity
on the basis of the following characteristics: 1) current chaplain
practices with regard to mental health services; 2) innovative
models of chaplain-mental health integration; 3) geographic
location; and 4) facility type (e.g., large medical center, smaller
outpatient clinic). Most site visit interviews were conducted
individually (n=246) and somewere conducted in small groups
(n=45). The majority of interviews lasted 45–60 min. In VA,
interviews with chaplains included chiefs of chaplains, hospital
staff chaplains, and CPE supervisors and residents. In DoD,
interviews with chaplains included supervisory and staff chap-
lains in DoD medical centers as well as supervisory and staff
chaplains in operational commands. Interviews with mental
health providers included psychologists, psychiatrists, social
workers, psychiatric technicians, substance abuse treatment
professionals, nursing, and general medical providers who treat
patients with mental health problems.

Site Visits Measures. Interviewers were two Ph.D. and one
Masters level researchers who in coordination with task group
members developed a semi-structured interview template. Pri-
mary domains of inquiry included: characteristics of sites; char-
acteristics and needs of the populations being served (i.e., vet-
erans and servicemembers); relationships betweenmental health
and chaplaincy (i.e., description of formal and informal cross-

disciplinary relationships, interactions, and awareness of other
discipline); and models of interdisciplinary collaboration (i.e.,
description of communication practices, joint provision of care,
referral and consult practices, and professional boundaries). Site
visits were conducted between January 2012 and June 2012.

Site Visits Analysis. The unit of analysis was the interview (i.e.,
interviews conducted in a group format were treated as one
interview). The above-described interviewers initially coded
interviews using the constant comparative technique44,45 to
arrive at nine major thematic families, and then developed a
more complete code book with 118 separate themes/codes. To
establish inter-rater reliability, Randolph's free-marginal multi-
rater kappa46,47 was calculated for three rounds (five interviews
per round). Disagreements in coding were discussed by raters
and the coding definitions adjusted to increase agreement after
each round. Following the third round of coding to determine
reliability, each rater was assigned interviews to code. The
kappa score was periodically calculated, and any shift in reli-
ability was addressed through review of coding disagreements.
Free-marginal kappa scores ranged between 0.828 and 0.883 at
five periodic testing points.

RESULTS

Quantitative Findings from the VA/DoD Chap-
lain Survey

Demographic characteristics of chaplains who completed the
VA/DoDChaplain Survey are presented in Table 1. Compared
to chaplains in DoD, VA chaplains were more likely to be
female (t=6.61, p< 0.001), older (t=27.52, p< 0.001), board

Table 2. Inclusion of Healthcare Chaplains on Clinical Teams and Chaplains’ Perceptions of Whether Teams Understand and Value the
Chaplain's Role

Clinical Team Member of Clinical Team Feel Understood and Valued

VA Healthcare
Chaplains (n=440)

DoD Healthcare
Chaplains (n=164)

VA Healthcare
Chaplains

DoD Healthcare
Chaplains

No. (%) No. (%) p value No. (%) No. (%) p value

Inpatient medical/surgical team 230 (53.2) 84 (51.2) 0.818 215 (93.5) 81 (96.5) 0.108
Inpatient psychiatric/mental health team 203 (47.0) 63 (38.4) 0.087 186 (92.1) 56 (88.9) 0.830
Substance use clinic team 148 (34.3) 38 (23.2) 0.009 141 (95.2) 36 (94.7) 0.901
PTSD clinic team 103 (23.8) 36 (22.0) 0.706 100 (97.1) 33 (91.6) 0.157
Outpatient mental health clinic team 91 (21.1) 43 (26.2) 0.162 87 (96.7) 39 (92.8) 0.506
OEF/OIF clinic team 84 (19.4) 35 (21.3) 0.537 79 (95.2) 34 (97.1) 0.626
Other mental health related team 83 (19.2) 29 (17.7) 0.740 74 (89.2) 24 (82.8) 0.894
Women's health clinic team 39 (9.0) 15 (9.1) 0.914 39 (100.0) 15 (100.0) 0.184
TBI clinic team 31 (7.2) 24 (14.6) 0.013 27 (87.1) 22 (91.6) 0.606
None 68 (15.7) 35 (21.3) 0.107 – – –

OEF/OIFOperation Enduring Freedom/Operation Iraqi Freedom; PTSDposttraumatic stress disorder; TBItraumatic brain injury
Respondents were first asked to select the clinical settings “in which you as the chaplain are included as a member of the care team.” Only if
respondents indicated being a member of a clinical team were they then asked to indicate their agreement with feeling that the team “understands and
values my role as a chaplain.” Percentages in the table are based out of the total number of chaplains that responded to each question. For the VA
sample (n=440), eight (2 %) chaplains did not answer the question about being a member of a clinical team, and missing data for the question about
feeling understood and valued ranged from zero (0 %) to one (1 %) cases. For the DoD healthcare chaplain sample (n=164), no (0 %) chaplains did
not answer the question about being a member of a clinical team, and missing data for the question about feeling understood and valued ranged from
zero (0 %) to one (1 %) cases.
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certified (t=8.73, p< 0.001), to have at least 20 years of
experience as a chaplain (t=6.84, p< 0.001), and to identify
their religious affiliation as something other than evangelical
Protestant (t=6.27, p< 0.001). Taking healthcare chaplains as
a group (all VA chaplains plus DoD chaplains in healthcare
settings), they were more likely than DoD chaplains in non-
healthcare settings to hold a doctoral degree (t=5.69, p<
0.001) and to have at least three units of clinical pastoral
education (t=25.90, p< 0.001).
Healthcare chaplains in VA and DoD were highly similar in

terms of the clinical teams to which they belong and their
perceptions of being valued on these teams. Healthcare

chaplains in both VA and DoD were most likely to be mem-
bers of an inpatient medical or surgical team (52.2 % are
members in VA; 51.2 % in DoD), followed by the inpatient
mental health team (46.1 % in VA; 38.4 % in DoD). When
chaplains were members of a clinical team, they largely indi-
cated feeling that the team understood and valued their role,
with between 87.1 % and 100 % of VA chaplains and 82.8 %
and 100 % of DoD healthcare chaplains indicating this for the
nine different clinical teams listed (see Table 2).
When asked about the frequency and manners of engage-

ment with mental health professionals, DoD non-healthcare
chaplains were significantly less likely than healthcare

Figure 1. Frequency of chaplains' engagement with mental health in different activities scale options were: never; less than monthly; monthly;
weekly; daily or almost daily. Percentages in the table are based out of the total number of chaplains that responded to each question. For the
VA sample (n=440), missing data for the above variables ranged from 26 (6 %) to 30 (7 %) cases. For the DoD healthcare chaplain sample (n=
164), missing data for the above variables ranged from nine (5 %) to ten (6 %) cases. For the DoD non-healthcare chaplain sample (n=1,269),
missing data for the above variables ranged from 91 (7 %) to 98 (8 %) cases. DoD chaplains in non-healthcare settings were significantly less
likely (p<0.001) than VA or DoD healthcare chaplains to engage in all of the above listed activities with mental health except for making
referrals. VA chaplains were significantly more likely (p<0.001) than DoD healthcare chaplains to receive referrals from mental health

professionals, have mental health professionals ask for help in assessing the importance of spirituality, participate with healthcare teams about
planning for a veteran's mental health treatment needs, and discuss care of a Veteran's mental health needs with an individual health care

provider.
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chaplains in VA and DoD to engage with mental health in a
variety of ways (see Fig. 1). In general, Figure 1 indicates that
a relatively limited number of chaplains are regularly engaging
with mental health professionals around activities such as
exchanging referrals and collaboratively participating in treat-
ment planning.

Qualitative Findings from the VA/DoD Site Visits

Demographic characteristics from the VA/DoD site visits are
presented in Table 3. Because some interviews were conduct-
ed individually and some in a group format, demographics are
displayed both at the level of the interview (the unit of
analysis used for coding purposes) and at the level of indi-
vidual interviewees. Interviews were approximately evenly
split between VA and DoD, as well as between chaplains
and mental health care providers. Of the 94 chaplains
interviewed in DoD, 55.3 % were in non-healthcare settings,
38.3 % were in healthcare settings, and 6.4 % were Family
Life Center chaplains (an outpatient pastoral counseling
setting).
Overall, chaplains and mental health professionals in VA

and DoD noted many of the same themes in the interviews
(see Figs. 2 and 3). Both disciplines frequently noted that
effective integration of services often hinges on the exis-
tence of good professional relationships. As one VA chap-
lain stated, “We need to build trust. This is a very key
piece. The base of any operation has got to be trust. It is

not earned overnight.” Mental health professionals and
chaplains also frequently acknowledged a need to learn
more about one another's disciplines, with both disciplines
being somewhat more likely to acknowledge a need for
mental health providers to learn about chaplaincy. As a
DoD chaplain said, “There is a need to educate each other
and gain a sense of mutual respect. We had a battalion
doctor who was surprised at how much counseling chap-
lains do. I don't think she was clear about why that would
be the case and how that would work.”

DISCUSSION

Pairing intensive guidance and input from a multidisciplinary
38-member task group with the collection of extensive quan-
titative and qualitative data resulted in a rich understanding of
the intersection between chaplaincy and mental health care in
VA and DoD. Findings from the survey and site visits suggest
that while VA chaplains, DoD healthcare chaplains, and DoD
non-healthcare chaplains are distinct in a number of ways,
chaplains from both departments frequently care for veterans
and service members with mental health needs21 and can
function as important members of integrated care teams. Sur-
vey results indicate that when VA and DoD chaplains serve as
members of integrated healthcare teams, they overwhelmingly
feel that their role is understood and valued by the rest of the
team.
However, survey and site visits findings also indicate

awareness from both mental health care providers and chap-
lains that integration of services is often lacking. Encourag-
ingly, providers across the spectrum generally displayed an
openness to and interest in further integrating services. Re-
gardless of departmental (VA/DoD) or disciplinary (chaplain/
mental health) affiliation, the most common themes to emerge
from site visit interviews focused on the disciplines needing to
become more familiar with one another. Enhancing familiarity
is likely to dispel many fears or misconceptions that the
disciplines may have about one another, such as that negative
perceptions of the other discipline and “turf” concerns prevent
integration, a thememuch more frequently noted in interviews
with chaplains than mental health providers. Indeed, rather
than feeling protective of mental health turf, one of the most
frequent themes from interviews with mental health providers
was that chaplains could benefit from training in evidence-
based psychotherapies (importantly, many such statements
qualified which psychotherapeutic approaches might be ap-
propriate and not appropriate).
The present evaluation has a number of limitations, includ-

ing that direct input from veterans and service members was
not obtained, that mental health providers had input in the site
visits but not in quantitative surveys, and that recommenda-
tions remain to be evaluated. Some of these limitations are
being addressed in ongoing implementation work.

Table 3. Demographic Characteristics from VA/DoD Site Visit
Interviews and Interviewees

Interview Characteristics
(n=291)

Interviewee
Characteristics (n=396)

No. (%) No. (%)

Interview Format Sex
Individual 246 (84.5) Male 249 (62.9)
Group 45 (15.5) Female 147 (37.1)
Department Department
VA 140 (48.1) VA 194 (49.0)
DoD 146 (50.2) DoD 186 (47.0)
Army 51 (17.5) Army 65 (16.4)
Navy 45 (15.5) Navy 65 (16.4)
USMC 31 (10.7) USMC 36 (9.1)
Air Force 6 (2.1) Air Force 7 (1.8)
DoD NOS 13 (4.5) DoD NOS 13 (3.3)
Joint VA/DoD 5 (1.7) Joint VA/DoD 16 (4.0)
Discipline Discipline
Chaplain 156 (53.6) Chaplain 195 (49.2)
Mental Health 135 (46.4) Mental Health 201 (50.8)

NOSNot Otherwise Specified (This includes DoD personnel working in
settings that combine military branches, e.g., Walter Reed); USMC
United States Marine Corps
The Interviewee Characteristics column includes data from the 246
persons who were interviewed individually and from the 148 persons who
were interviewed as part of 45 group interviews (see Interview
Characteristics column). Only four of the group interviews contained
mixed disciplines (i.e., chaplains and mental health professionals), and as
the minority discipline accounted for≤20 % of the group makeup in each
of these four interviews, these interviews were coded as either "chaplain"
or "mental health" according to the majority of the group makeup
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From Evaluation to Implementation

A key reason for partnering with the various stakeholders and
subject matter experts involved in the current project was to
increase the potential for rapidly translating research findings
into actionable recommendations. A holistic consideration of
study findings in conjunction with task group members' input
helped produce the following three recommendations: 1) de-
velop an intensive mental health certification training program
to equip select VA and DoD chaplains to more effectively
operate in mental health settings, collaborate with mental
health providers, and care for those with mental health

problems; 2) conduct a learning collaborative that brings
together motivated teams of chaplain and mental health repre-
sentatives to use systems redesign principles for implementing
interdisciplinary practices; and 3) share VA and DoD training
resources to provide broad-based, cross-disciplinary training
opportunities.
These recommendations are currently being implemented

with support from a VA/DoD Joint Incentive Fund grant. Early
indications suggest that efforts are helping to enhance cross-
disciplinary understanding. Training chaplains in appropriate,
evidence-based psychotherapeutic modalities in a manner that

Figure 2. Common themes from VA site visit interviews. EBP=evidence-based psychotherapy. The top ten most frequently received codes for
VA chaplains (n=60) and for VA mental health professionals (n=80) are included in this graph.
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retains pastoral identities is important, given the barriers to
mental health care that exist for many veterans and service
members, such as fear than information will not remain con-
fidential or that one will be perceived as weak. Whatever the
reason for turning to a chaplain, veterans and service members
need chaplains who can effectively address psychosocial

problems that are within the chaplain's scope of practice and
who can knowledgeably and efficiently refer to professional
mental health services when needed. Conversely, veterans and
service members need mental health professionals who under-
stand what chaplains can offer and who can make appropriate
referrals when indicated. Current systems redesign efforts

Figure 3. Common themes from DoD Site Visit Interviews EBP=evidence-based psychotherapy. The top ten most frequently received codes for
DoD chaplains (n=94) and for DoD mental health professionals (n=52) are included in this graph.
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provide a model and suggestions for improving integrated care
practices (e.g., via improved cross-disciplinary procedures for
screening, referrals, documentation, assessment, and commu-
nication), while allowing precise determination around scopes
of practice and processes for cross-disciplinary collaboration
to be informed by the unique characteristics of local facilities.

Partnered Evaluation: Challenges and Benefits

Coordinating efforts across multiple agencies is often difficult.
There can be challenges navigating differences with respect to
agencies' internal processes, authority structures, reporting
requirements, values and priorities, target populations (e.g.,
veterans vs. service members), funding structures, domains of
expertise, methods for motivating employees, and desires to
collaborate. Yet, there are benefits to conducting research in
close coordination with multiple partners. First, coordinating
with partners can allow organizations to take advantage of
previously unrecognized synergies and efficiencies. Second,
engaging diverse partners can inspire constructive challenging
of traditional assumptions and methods, whether those of a
discipline, organization, or work group. Third, developing true
partnerships creates avenues of communication and under-
standing that may stimulate creative endeavors beyond the
originally conceived project.
Last, and most important, involving partners helps prevent

research efforts from being squandered. Closely coordinating
with task group members helped us ensure that we asked
relevant questions in our survey and site visits. In addition,
rapidly translating study findings into recommendations has
allowed us to retain engagement from a significant proportion
of stakeholders, thus promoting more effective and large-scale
implementation. Not all health research ought to be highly
partnered, as independent efforts certainly have important
advantages, but spanning the research–practice divide to en-
sure optimal patient care requires partnership at some point.
The views expressed in this article are those of the authors

and do not necessarily reflect the position or policy of the
Department of Veterans Affairs, or the US government, or
other affiliated institutions.

Acknowledgements: Contributors: We would like to thank the VA/
DoD Chaplains' Roles Task Group, which in addition to the authors
included John Paul Allen, Ph.D., MPA; David Ballantyne, DMin, BCC,
AAMFT; Robert M. Bray, Ph.D.; Theodore L. Bleck-Doran, DMin, BCC,
AAMFT; Michael Carter, MRE; Carla Cherry, MDiv, ThM, BCC; Susan
Cross, DMin; Kent D. Drescher, Ph.D., MDiv; Will Kinnaird, DMin, MDiv;
JohnMilewski, MDiv, KCHS; ThomasMills, MDiv; Michael Pollitt, DMin,
BCC, CADC;Marion Thullbery, Ph.D., MDiv; Commander KimDonahue,
CHC, USN; Colonel David Graetz, CHC, ARNG; Lt Colonel Abdul R.
Muhammad Sr., CHC, USA; Lt Colonel Kim Norwood, CHC, USA; Cap-
tain Shelia O'Mara, CHC, USN; Lt Colonel Michael Reynolds, CHC,
ANG; Major Steven Richardson, CH, USAF; Captain Jessie Tate, CHC,
USN; Ms. Renee Tribbett; Major Abner Valenzuela, CH, USAF; Major
Kleet Barclay, CH, USAF; Lt Colonel Robert Wichman, CHC, USA;

Penny Brierley-Bowers, Ph.D.; Jennifer Clarke, Ph.D.; George Fitchett,
Ph.D., DMin; George Handzo, MDiv, BCC; and Glen Milstein, Ph.D. We
additionally appreciate the data analysis assistance provided by Tarik
Abdel-Monem, Amy S. Jeffreys, and Maren K. Olsen. Finally, we would
like to thank all the additional VA and DoD personnel who contributed
to the completion of this project.

Funders: Funding support provided byDepartment of Veterans Affairs
and Department of Defense Integrated Mental Health Strategy (VA/
DoD IMHS) and the VA/DoD Joint Incentive Fund.

Conflict of Interest: The authors declared that they have no conflict of
interest

Corresponding Author: Jason A. Nieuwsma, Ph.D.; VA Mid-Atlantic
MIRECC, Legacy Towers 800B, 411 West Chapel Hill St., Durham, NC
27701, USA (e-mail: jason.nieuwsma@duke.edu).

REFERENCES
1. Corrigan P. How stigma interferes with mental health care. Am Psychol.

2004;59(7):614–25.
2. Mojtabai R, Olfson M, Sampson NA, et al. Barriers to mental health

treatment: Results from the National Comorbidity Survey Replication.
Psychol Med. 2010;41(08):1751–61.

3. Rowan K, McAlpine DD, Blewett LA. Access and cost barriers to mental
health care, by insurance status, 1999–2010. Health Aff (Millwood).
2013;32(10):1723–30.

4. Young AS, Klap R, Sherbourne CD, Wells KB. The quality of care for
depressive and anxiety disorders in the United States. Arch Gen Psychi-
atry. 2001;58(1):55–61.

5. Ojeda VD, Bergstresser SM. Gender, race-ethnicity, and psychosocial
barriers to mental health care: An examination of perceptions and
attitudes among adults reporting unmet need. J Health Soc Behav.
2008;49(3):317–34.

6. Armstrong K, Rose A, Peters N, Long JA, McMurphy S, Shea JA.
Distrust of the health care system and self-reported health in the United
States. J Gen Intern Med. 2006;21(4):292–7.

7. Pepper CM, Thompson VM, Nieuwsma JA. Providers' perceptions of
barriers to the treatment of emotional disorders in non-urban
primary care cl inics. Pr im Care Community Psychiatry.
2008;13(2):59–65.

8. Armstrong K, McMurphy S, Dean LT, et al. Differences in the patterns of
health care system distrust between Blacks and Whites. J Gen Intern Med.
2008;23(6):827–33.

9. Curlin FA, Odell SV, Lawrence RE, et al. The relationship between
psychiatry and religion among U.S. physicians. Psychiatr Serv.
2007;58(9):1193–8.

10. Nieuwsma JA, Fortune-Greeley AK, Jackson GL, Meador KG, Beckham
JC, Elbogen EB. Pastoral care use among post-9/11 veterans who screen
positive for mental health problems. Psychol Serv. 2014;11(3):300–8.

11. Hall SA, Gjesfjeld CD. Clergy: A partner in rural mental health? J Rural
Ment Health. 2013;37(1):50–7.

12. Milstein G, Manierre A, Yali AM. Psychological care for persons of diverse
religions: A collaborative continuum. Prof Psychol Res Pract.
2010;41(5):371–81.

13. Oppenheimer JE, Flannelly KJ, Weaver AJ. A comparative analysis of
the psychological literature on collaboration between clergy and mental-
health professionals–Perspectives from secular and religious journals:
1970–1999. Pastor Psychol. 2004;53(2):153–62.

14. Wang PS, Berglund PA, Kessler RC. Patterns and correlates of contacting
clergy for mental disorders in the United States. Health Serv Res.
2003;38(2):647–73.

15. Hoge CW, Castro CA, Messer SC, McGurk D, Cotting DI, Koffman RL.
Combat duty in Iraq and Afghanistan, mental health problems, and
barriers to care. N Engl J Med. 2004;351(1):13–22.

S893Nieuwsma et al.: Mental Health and ChaplaincyJGIM



16. Kim PY, Britt TW, Klocko RP, Riviere LA, Adler AB. Stigma, negative
attitudes about treatment, and utilization of mental health care among
soldiers. Mil Psychol. 2011;23(1):65–81.

17. Kim PY, Thomas JL, Wilk JE, Castro CA, Hoge CW. Stigma, barriers to
care, and use of mental health services among active duty and National
Guard soldiers after combat. Psychiatr Serv. 2010;61(6):582–8.

18. Elbogen EB, Wagner HR, Johnson SC, et al. Are Iraq and Afghanistan
Veterans using mental health services? New data from a national random-
sample survey. Psychiatr Serv. 2013;64(2):134–41.

19. Pietrzak R, Johnson D, Goldstein M, Malley J, Southwick S. Perceived
stigma and barriers to mental health care utilization among OEF-OIF
Veterans. Psychiatr Serv. 2009;60(8).

20. Wright KM, Cabrera OA, Bliese PD, Adler AB, Hoge CW, Castro CA.
Stigma and barriers to care in soldiers postcombat. Psychol Serv.
2009;6(2):108–16.

21. Nieuwsma JA, Rhodes JE, Jackson GL, et al. Chaplaincy and mental
health in the Department of Veterans Affairs and Department of Defense. J
Health Care Chaplain. 2013;19(1):3–21.

22. Bulling D, DeKraai M, Abdel-Monem T, et al. Confidentiality and mental
health/chaplaincy collaboration. Mil Psychol. 2013;25(6):557–67.

23. Henning KR, Frueh BC. Combat guilt and its relationship to PTSD
symptoms. J Clin Psychol. 1997;53(8):801–8.

24. Langman L, Chung MC. The relationship between forgiveness, spirituality,
traumatic guilt and posttraumatic stress disorder (PTSD) among people
with addiction. Psychiatr Q. 2013;84(1):11–26.

25. Witvliet CVO, Phipps KA, Feldman ME, Beckham JC. Posttraumatic
mental and physical health correlates of forgiveness and religious coping in
military veterans. J Trauma Stress. 2004;17(3):269–73.

26. Orcutt HK, Pickett SM, Pope EB. Experiential avoidance and forgiveness
as mediators in the relation between traumatic interpersonal events and
Posttraumatic Stress Disorder symptoms. J Soc Clin Psychol.
2005;24(7):1003–29.

27. Fontana A, Rosenheck R. Trauma, change in strength of religious faith,
and mental health service use among veterans treated for PTSD. J Nerv
Ment Dis. 2004;192(9):579–84.

28. Drescher KD, Foy DW. Spirituality and trauma treatment: Suggestions for
including spirituality as a coping resource. Natl Cent Post-Trauma Stress
Disord Clin Q. 1995;5(1):4–5.

29. Bonner LM, Lanto AB, Bolkan C, et al. Help-seeking from clergy and
spiritual counselors among Veterans with depression and PTSD in primary
care. J Relig Health. 2013.

30. Fontana A, Rosenheck R. The role of loss of meaning in the pursuit of
treatment for Posttraumatic Stress Disorder. J Trauma Stress.
2005;18(2):133–6.

31. Litz BT, Stein N, Delaney E, et al. Moral injury and moral repair in war
veterans: A preliminary model and intervention strategy. Clin Psychol Rev.
2009;29(8):695–706.

32. Drescher KD, Nieuwsma JA, Swales P. Morality and moral injury:
Insights from theology and health science. Reflective Pract Form Superv
Minist. 2013;33:51–61.

33. Drescher KD, Foy DW, Kelly C, Leshner A, Schutz K, Litz B. An
exploration of the viability and usefulness of the construct of moral injury
in war veterans. Traumatology. 2011;17(1):8–13.

34. DoD and VA. Department of Defense (DoD) and Department of Veterans
Affairs (VA) Integrated Strategy for Mental Health: Summary Paper.
Washington, DC: Department of Defense and Department of Veterans
Affairs; 2010.

35. Leichsenring K. Developing integrated health and social care services for
older persons in Europe. Int J Integr Care. 2004;4:e10.

36. Kodner DL, Spreeuwenberg C. Integrated care: Meaning, logic,
applications, and implications–a discussion paper. Int J Integr Care.
2002;2:e12.

37. Gröne O, Garcia-Barbero M. WHO European Office for Integrated
Health Care Services. Integrated care: A position paper of the WHO
European Office for Integrated Health Care Services. Int J Integr
Care. 2001;1:e21.

38. Post EP, Van Stone WW. Veterans Health Administration primary care-
mental health integration initiative. N C Med J. 2008;69(1):49–52.

39. Zeiss A, Karlin B. Integrating mental health and primary care services in
the Department of Veterans Affairs health care system. J Clin Psychol Med
Settings. 2008;15(1):73–8.

40. Klein S. The Veterans Health Administration: Implementing Patient-
Centered Medical Homes in the Nation's Largest Integrated Delivery
System; 2011. Available at: http://www.commonwealthfund.org/~/me-
d i a / F i l e s / P u b l i c a t i o n s / C a s e % 2 0 S t u d y / 2 0 1 1 / S e p /
1537_Klein_veterans_hlt_admin_case%20study.pdf.; Accessed September
3, 2014.

41. Trivedi AN, Grebla RC. Quality and equity of care in the veterans affairs
health-care system and in medicare advantage health plans. Med Care.
2011;49(6):560–8.

42. Department of Veterans Affairs. Women veterans health care fact sheet.
2012. Available at: http://www.womenshealth.va.gov/WOMENSHEALTH/
docs/WH_facts_FINAL.pdf. Accessed September 3, 2014.

43. Jansen DJ. Military Medical Care: Questions and Answers. Congressional
Research Service: Washington, D.C; 2014.

44. Glaser BG, Strauss AL. The Discovery of Grounded Theory : Strategies for
Qualitative Research. Aldine de Gruyter: Hawthorne, N.Y; 1967.

45. Lincoln YS, Guba EG. Naturalistic Inquiry. Beverly Hills, Calif.: Sage
Publications; 1985.

46. Randolph J. Free-Marginal Multirater Kappa (multirater ⬚free): An
Alternative to Fleiss’ Fixed- Marginal Multirater Kappa. In: Joensuu,
Finland; 2005.

47. Warrens MJ. Inequalities between multi-rater kappas. Adv Data Anal
Classif. 2010;4(4):271–86.

S894 Nieuwsma et al.: Mental Health and Chaplaincy JGIM

http://www.commonwealthfund.org/%7E/media/Files/Publications/Case%20Study/2011/Sep/1537_Klein_veterans_hlt_admin_case%20study.pdf
http://www.commonwealthfund.org/%7E/media/Files/Publications/Case%20Study/2011/Sep/1537_Klein_veterans_hlt_admin_case%20study.pdf
http://www.commonwealthfund.org/%7E/media/Files/Publications/Case%20Study/2011/Sep/1537_Klein_veterans_hlt_admin_case%20study.pdf
http://www.womenshealth.va.gov/WOMENSHEALTH/docs/WH_facts_FINAL.pdf
http://www.womenshealth.va.gov/WOMENSHEALTH/docs/WH_facts_FINAL.pdf

	Collaborating Across the Departments of Veterans Affairs and Defense to Integrate Mental Health and Chaplaincy Services
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	METHODS
	Partnered Study Design
	Quantitative Data Collection: VA/DoD Chaplain Survey
	Qualitative Data Collection: VA/DoD Site Visits

	RESULTS
	Quantitative Findings from the VA/DoD Chaplain Survey
	Qualitative Findings from the VA/DoD Site Visits

	DISCUSSION
	From Evaluation to Implementation
	Partnered Evaluation: Challenges and Benefits


	REFERENCES


