
Introduction
The ‘invisible wounds’ of war are everywhere visible at Fort Hood, Texas. As the largest US Army 

installation, Fort Hood has been home to the highest deployment rates in the country since 

2001.1  Nationally, a total of over 2.6 million service-members have deployed to the wars in Iraq 

and Afghanistan,2  with another 9,000 soldiers deployed to Afghanistan during the winter of 

2013-14.3  Fort Hood’s III Corps Headquarters recently returned from their April 2013 deployment 

to Afghanistan as part of the drawdown to 34,000 US troops in Afghanistan as of February 

2014.4 Now entering its thirteenth year, the war in 

Afghanistan is the longest-running war in US 

history, and as of this writing is faced with 

uncertain future US troop levels and looming post-

war insecurity. As this report will address, the tens 

of thousands of soldiers returning from 

Afghanistan also face uncertain futures here at 

home, as they return to fight for their own medical 

and mental health care in the military and Veterans 

Affairs (VA) health systems.

As the first large-scale engagements of the US 

military since the Vietnam War, the wars in Iraq 

and Afghanistan were also the first major 

engagements of the all-volunteer military. Since 

2001, the rules and regulations concerning soldier 

deployment have been revised, and many times 

neglected, in order to provide the military labor force necessary to engage in simultaneous wars in 

two different theaters. Never before have US service-members been expected to repeatedly 

deploy to combat operations on such a massive scale. Over one million veterans of these 

conflicts have deployed twice or more—43% of veterans who have served since 2001.5 Of these, 

20% of active duty soldiers have completed three or more tours, and many special forces units 
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have completed up to eight deployments.6  What has been required of a soldier—and their 

support system—has been drastically different than in previous generations. 

Fort Hood and the Right to Heal
This report will present testimony from active duty service-members and veterans who have 

served at Fort Hood, most of whom have deployed to Iraq and Afghanistan more than once.7 

Their stories testify to the impacts of the current era of US warfare on soldiers, their families, and 

communities. Their testimonies highlight the effects of multiple deployments on the experience of 

trauma, injury, and what it would take to recover. Their testimonies also reveal the unique context 

of military policies and practices that have made this era of warfare possible, often to the 

detriment of soldiers and their families.

The Department of Defense (DoD) dictates that all US military departments must “promote and 

sustain a healthy and fit force, prevent injury and illness, protect the force from health hazards, 

and deliver the best possible medical and rehabilitative care to the sick and injured anywhere in 

the world.”8  Medical and mental health professionals in the military are tasked with the physical 

and psychological evaluation and treatment of soldiers, which must be coordinated with the 

soldier’s chain of command. However, often, the only point of contact between the military health 

professional’s evaluation and the soldier’s 

command is a slip of paper. This is the soldier’s 

‘Physical Profile,’ which details medically 

necessary work restrictions. It remains legal under 

DoD directives for commanding officers without 

medical training to override a Physical Profile.9 

Despite the DoD’s stated aspiration to provide 

unparalleled medical care to its forces, DoD policy 

also ensures that commanders are able to override 

work restrictions deemed to be medically 

necessary by military health professionals—up to, 

and including, the redeployment of medically non-
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deployable soldiers. Commanders maintain complete discretion over soldiers’ medical treatment.

	

For a soldier with medical 

or mental health concerns 

that should limit his or her 

work duties, the profile 

governs everything from the 

routines of daily life and 

physical training (PT) to 

whether he or she can carry 

a weapon or deploy to war. 

A phys i ca l i n j u r y, f o r 

example, could necessitate 

the soldier’s profile to order 

that she not lift over 30 pounds, or that he should “run at his own pace and distance” instead of 

being required to run in the unit’s formation at all times. For soldiers suffering mental health 

concerns, a profile can direct them to work limited hours, to not handle weaponry or hazardous 

materials, or to depart regularly from unit activities to attend appointments. 

	

In contrast to DoD policy, at Fort Hood, US Army III Corps Command policy mandates that 

commanders “must ensure [that] leaders at all levels in their command” adhere to the assessment 

of soldiers’ health restrictions or limitations stipulated by military medical and mental health 

professionals, as documented on the soldier’s profile.10  Despite its own command policy, profile 

violation practices remain widespread at Fort Hood—up to, and including, soldiers with ‘non-

deployable’ profiles having been forced to re-deploy to Iraq and Afghanistan, against medical 

orders. 

	

Rampant profile violation at Fort Hood during the decade-plus of war in Iraq and Afghanistan has 

meant that traumatized and injured troops have been re-deployed; that soldiers enduring 
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psychological trauma have been repeatedly made to work in conditions  unsafe for their mental 

health needs; and that the physical health of countless soldiers has been deteriorated because 

they were forced to complete work tasks harmful to their medical needs. The practice of profile 

violation at Fort Hood has also meant that commanders and first-line supervisors have been 

going against command policy, a well-known fact which is met with total impunity. 

In response to the military’s abuse of soldiers’ access to medical and mental health care, Iraq 

Veterans Against the War (IVAW) began its Operation Recovery campaign in 2010, to demand 

that the military stop deploying traumatized troops, and that Fort Hood enforce its own policy 

mandating commanders to respect medical orders. 

IVAW based its work during Operation Recovery at Under the Hood Cafe and Outreach Center, a 

GI coffeehouse modeled after the Vietnam era GI coffeehouse movement, located in Killeen, 

Texas, just outside the gates of Fort Hood. During the summers of 2011 and 2012, members of 

IVAW and Civilian-Soldier Alliance (CivSol) organized outreach drives at Fort Hood, speaking to 

hundreds of active duty soldiers on base about their rights and their experiences accessing 

treatment for injuries and trauma, including post-traumatic stress,11 Traumatic Brain Injury (TBI), 
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and military sexual violence.12  Operation Recovery was an explicitly anti-war campaign; IVAW 

knew that the US military lacked the power to hold down wars in multiple theaters with an all-

volunteer force without enforcing multiple deployments, which in effect meant deploying troops 

who had been found medically unfit for re-deployment. The Operation Recovery outreach effort 

was also undertaken in order to build community and help service-members and veterans 

transform their own conditions. For many soldiers and veterans, the campaign became a site of 

their own leadership development, as well as personal transformation—from surviving war and 

military service to actively participating in work that could transform militarism.
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Our conversations quickly revealed 

that many soldiers and veterans 

who have served after 2001 now live 

with extensive histories of abuse 

and neglect within the military health 

care system, with little available 

recourse. The testimony gathering 

that lead to this report began from a 

need to tell those histories in a more 

in-depth form. We imagined these 

conversations at Fort Hood would 

give soldiers the opportunity to break the isolation and pathologization surrounding their own 

struggles. As organizers, we also felt that soldier and veteran testimony could bolster advocacy 

efforts to change the working conditions of the military and stop the deployment of traumatized 

troops to war. 

	

The testimony in this report evidences a host of barriers to adequate medical and mental health 

care in the military, beyond profile violation. One of the most devastating barriers is a military 

culture that stigmatizes admissions of vulnerability and injury. This stigma not only functions as an 

informal social norm, but is also institutionalized within the military chain of command and 

treatment facilities. Many soldiers at Fort Hood testified that they waited until the last possible 

moment to seek help for their health concerns because of the pervasive culture of stigma. This 

often exacerbated their injuries and mental health conditions far beyond what might have 

occurred with immediate treatment. Soldier testimony on this issue shows the military to be often 

an extremely alienating and punishing context for soldiers who are wounded, which is a hidden 

factor underlying the surge of active duty and veteran suicides in the last several years. 	

Military suicides reached an all-time high in Summer 2011, when one active duty service-member 

died by suicide every 36 hours, a rate which far outpaced combat deaths and was nearly double 

the civilian suicide rate.13 Suicides among veterans continue to be very high as well, with the VA 
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estimating that an average of 22 veterans die by suicide each day.14 Active duty suicides at Fort 

Hood were especially high between 2008 and 2012, peaking in 2010 with 22 soldiers dying by 

suicide that year. Fort Hood’s 19 soldier suicides in 2012 translates to a rate of 42 per 100,000, 

which is more than double the civilian suicide rate. Suicides at Fort Hood dropped significantly in 

2013, but the community continues to grieve the many who have taken their own lives in the last 

decade.15  Suicide is most prevalent among young, low-ranking service-members. Moreover, 

nearly a third of active duty suicides happen among service-members who have never been 

deployed, suggesting that a military culture stigmatizing health concerns in an era of multiple 

deployments and rampant trauma takes a toll on all of its members.

	

As the military reduces its size following troop surges and the end of the Iraq War, the stakes are 

even higher for soldiers in need of care. As testimony from Fort Hood reveals, behavioral 

infractions that were routinely overlooked in previous years are now being punished severely. This 

is an especially alarming practice given that many returning veterans are being disciplined for 

infractions attendant to their traumatic injuries 

incurred during service.  Disciplinary discharges, 

classified as Other than Honorable, disqualify 

service-members from benefits promised upon 

enlistment, and represent a method by which 

the US military skirts accountability for the 

continued care of its injured troops. Alternately, 

soldiers who seek treatment despite the 

pressures of stigma now face the increasing 

possibility of being medically discharged, without 

adequate care for their traumatic injuries, and 

often unprepared for work in the civilian sector. 

	

For active duty soldiers who experience these issues during service, not only is their overall health 

adversely affected, but the lack of necessary medical or psychological attention and 

documentation of conditions by the military communicates their needs poorly to the Veterans 
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Affairs (VA) system they will enter following discharge. Veterans of Fort Hood who were 

discharged without adequate recognition by the army of their service-related disabilities, testified 

that they spent months advocating for their illness to be recognized by the VA. In other cases, 

veterans who were ultimately recognized as disabled by the VA had been unable to receive an 

appropriate disability rating by the military, and thus were unsupported in their transition. Taken 

together, these issues testify to a military and VA system whose response to the widespread 

experience of traumatic injuries since 2001 remains underprepared at best, and dismissive at 

worst. 

Soldiers and veterans coping with post-traumatic stress, traumatic brain injury, and military sexual 

trauma—along with diverse experiences of physical injuries—have been severely affected by 

these systemic issues. A primary result of the technological advancement in US war-fighting and 

combat equipment has been that service-members more often survive attacks and injuries that 

have historically proven fatal. However, while such technology has allowed more soldiers to live 

through the events of their injuries, resources for the institutions that would help them rehabilitate 
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afterward have lagged far behind. Veterans’ struggles with TBI are unique to the current era of 

warfare for this very reason, as improvements in armor and immediate medical response have 

allowed troops to survive blasts and head injuries as never before possible. Up to 30 percent of 

service-members have been affected by some kind of brain injury,16 and the symptoms of TBI 

correlate with those of depression and post-traumatic stress, making it difficult to diagnose and 

treat. As a result, by 2009, 20-40% of soldiers leaving on repeated deployments were reporting 

symptoms of past concussive injuries.17  The effects of TBI are wide-ranging and can result in 

long-term cognitive deficits, memory loss and impairment, physical disabilities, seizures, 

personality changes, emotional dysregulation, difficulties communicating, and future development 

of neurodegenerative disorders such as dementia of the Alzheimer’s type and Parkinson’s 

Syndrome.18

Post-traumatic stress is also extremely prevalent amongst service-members and veterans who 

have served since 2001. VA records reveal that 30% of veterans serving after 2001 have been 

diagnosed with PTSD.19 This figure underestimates the prevalence of PTSD, as only a fraction of 

veterans leave the military with claims that have already been processed by the VA, and some 

veterans never enroll in VA care. There is also strong evidence indicating that military and VA 

health practitioners routinely under-diagnose PTSD in favor of conditions that lessen veteran 

benefit percentages, or disqualify them for benefits altogether.20  Soldiers and veterans of Fort 

Hood testify in this report to their own such experiences of military and VA diagnostic practices. 

The high prevalence of post-traumatic stress amongst service-members since 2001 has also 

stemmed from the nature of counterinsurgency operations in Iraq and Afghanistan, which have 

been characterized by patrols of civilian populations, extension of the combat zone into civilian 

sectors, and the absence of a clearly defined ‘front line.’ These factors may serve to compound 

service-members’ stress effects, such as hyper-vigilance and difficulty distinguishing between 

conditions of safety and danger.21 Further, with each re-deployment the likelihood of developing 

post-traumatic stress and its severity both increase. Bearing witness to, and indeed feeling 

responsible for, the effects of the US occupations on Iraqi and Afghan civilians can further 

contribute to a sense of moral injury, which is central to the experience of post-traumatic stress 
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for many service-members and veterans.22

Military sexual trauma remains epidemic within the US military, with extremely high prevalence for 

all service-members. ‘Military sexual violence’ (or military sexual trauma, MST) refers to the 

particular features of sexual violence in the military, wherein survivors are violated by those 

responsible for ensuring their safety within high-stress, dangerous contexts. Servicewomen make 

up 14.5% of the armed forces and 11.4% of post-2001 veterans,23  and one in three 

servicewomen experiences sexual harassment 

and/or assault within her command.24 Women’s 

experiences of sexual assault in the military are 

often not isolated incidents by a single 

perpetrator.25  Among servicewomen, military 

sexual violence is the leading indicator of post-

traumatic stress, yet PTSD claims based on 

sexual trauma are approved far less often than 

those based on combat experience.26 

Servicewomen experience a much higher prevalence of MST proportional to their population in 

the military than do men, and around 16%—or one-in-six—transgender service-members have 

experienced military sexual trauma.27 According to the DoD’s own record-keeping, the proportion 

of male active duty service-members experiencing military sexual assault is far lower, at 1.2%, or 

about one in a hundred male service-members. However, due to the much larger male population 

in the armed services, that percentage equals approximately 38  men per day experiencing MST, 

in comparison to 33 women per day.28  Additionally, due to the culture of hyper-masculinity and 

homophobia within the military, male-on-male rape is likely underreported. Sexual assault is 

usually perpetrated down the chain of command, presenting major barriers to reporting assaults 

and holding perpetrators accountable. Even after the DoD created the Sexual Assault Prevention 

and Response Office (SAPRO) in 2005, only 13.5% of assaults were reported, even by the DoD’s 

own estimates. Only a fraction of reported assaults are later prosecuted (21%), as SAPRO has 

failed to work in conjunction with the disciplinary arm of the DoD.29 Despite recent Congressional 
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advocacy to end commander discretion in MST cases, military officers within the chain of 

command remain in charge of deciding whether or not to prosecute MST cases.30

Service-members enduring all of these conditions are subject to ridicule and stigma, excessive 

waiting lists, violations of confidentiality, and heavy medication in the place of counseling. Those 

who are able to access care or report sexual assaults have been redeployed, made to work in 

proximity to their abuser, and in general faced with a context of degrading abuse and stigma while 

continuing to serve in the military. We believe that these issues amount to a widespread pattern of 

disregard for the well-being of service-members and their right to heal from the violence of war 

and military life. The effects of this dismissal are shouldered by civilian populations who continue 

to live under US occupation in Afghanistan, and those who lived under the former occupation of 

Iraq, who are forced to contend with traumatized and non-combat-ready troops performing 

operations in their communities.31 The military’s abdication of responsibility for the treatment of 

traumatized service-members is also shouldered by the families and communities to which they 

return.
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We engaged in the interviews at Fort Hood as a practice of alliance building, between civilians 

and veterans, or veterans and active duty soldiers, and as part of a transformative organizing 

effort that recognizes the dialogue as having its own potential, for transformation—or simply, the 

disalienation that can come from telling one’s story. The following section will review the methods 

we employed throughout the project. Chapter four will then present findings and analysis drawn 

from the testimony, followed by a human rights analysis of the issues at stake for injured soldiers 

in Chapter five, and a section of recommendations organized by policy area. Finally, Chapter 

seven will present the testimony of Fort Hood service-members and veterans, in a narrative 

format which has been edited to protect the anonymity of testifiers who chose not to speak 

publicly. We believe that active duty service-members, veterans, and their families are uniquely 

positioned to hold the US military accountable. We hope the testimony and analysis provided 

herein will further their efforts to win the right to heal.

	

How to Use this Report
This report was constructed to be amenable to a range of uses, and includes several elements 

designed to assist readers in engaging with the material. Readers of general interest may choose 

to read the Executive Summary at the beginning of this document, which summarizes the project, 

its methodology, and major findings and recommendations. For readers who would like to 

encounter the first-hand experiences of Fort Hood soldiers and veterans in-depth, reading the 

testimony archive first may help contextualize the project and accompanying analysis presented in 

the full report. 

	

Throughout the report sections, sources and brief comments are indicated by endnotes, which 

are presented in full at the end of the report. Following the report’s Findings and 

Recommendations sections is the most extensive portion of the report—the edited first-person 

testimonies of Fort Hood service-members and veterans. Throughout the testimony, endnotes 

mark technical terms, acronyms, and some military slang. These are also collected for reference 

in the Glossary of military terms and acronyms, immediately following the end of the Testimony 
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section on page 452.

	

To assist readers who would like to focus on specific issues included in the testimony, these are 

compiled in a Testimony Index immediately following the Glossary. This serves as an index of the 

central topics in the report, along with some topics that came up repeatedly as soldiers and 

veterans testified to their experiences. It is in no way exhaustive of the issues represented in their 

stories, but has been included in order to facilitate further engagement with the material and 

advocacy on behalf of those affected. Where a topic appears in a particular testimony, the page 

number on which that testimony begins is indicated in the Index. Finally, the last pages of the text 

are devoted to a small set of Appendices, which include some of the most critical policies in need 

of reform at Fort Hood and beyond. 
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