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Who Is a Veteran ?




Veteran
O S

Anyone who has

,S&errrr\]/gg Egr%gsay In HM INn2016 there were an estimated 2.5
million UK Armed Forces veterans.

Almost twehirds of veterans were
estimated to be aged 65+ (6%)

+ Merchant Navy (on operations)
+ FormerPolish forces under British Command

A Not all are combat veterans
A Issues with definition
A Future changes in age distribution



Who Is a Veteran?
O S

Themajority do well after leaving the armec
forces

- with life opportunities improving due to
service

E.Q.
87.5% of those who left were In fulttime
employment

(Iverser2005)



OVetoertadmnt 1 f 1 c a

o
+ Veterans may also A Is the question important ?

use other termsto A How do you ask the
describe themselves  dquestior??

4 They may not A Recording thejuestion
identify as a
OVeterano

A Some do not want to

admit they are a
Veteran



The Covenant ( 20000 date )

o
Service in the armed forces is different from other
occupations. o
i Relinquish soneé theircivil liberties T LTARY
e.g. military law vs statue law W ) COURT

4 Uncertainties ENTRE

e.g. posting, deploymenistc

A Dangers

Riskof deathin the army overall approx. 1in '* &
1000 per year ~

(approx. 150 x generaworking populatior) _ DANGER

MILITARY FIRING RANQE'

Because of ththe Government promises to help
and supporpeople in the armed forces when the
need it most.




What the covenant means
O S

No disadvantage

Continuity of public
services

Properreturn for
sacrifice

Remembrance

i Key areas for NHS

Transitioninto NHS Care
(with Armed Forces)

Prosthetic provisiorfor
veterans

ImplemenMH services
for veterans andamilies

i Informal understandigg

not legally enforceable



Priority treatment
-

Veteransshould receive
prioritytreatmentor a

condition that relates to thei

service subject to clinical
need
- NHS England

OThose 1 njur
should be cared for in a
way which reflects the
nati on0sS mor
to them py healthcare
professionals who have
an understanding of
Armed Forces cultdre

- NHS England




NHS long term plan

O S
Sates:

"To ensure all GPs in England are equipped to best
serve our veterans and their families, over the next
five years we will roll out a veterans accreditation
scheme In conjunction with the Royal College of GP



Structure and organisation
_

Service Ranks and organisation

SO8X Oroyal
ARMY  AIRFORCE




Why needed ?

A Function

Chain of command
i Effective

i Efficient

Layers of teams

2!
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OLI fe depends on 110



Reservists

Increasingreliance on reservists and increasing numbers

—~

BACK IN THE OFFICE
A MIONIDAY

Increase imumbersleployed
Returno civilian employment

Return to care of NHS not military
healthcare

Returrdirectly to families/ not to uni

A Impact of redundancies of regular
d premature transition to civilian life
with less preparation + loss of role
etc.

P!

v

P

Consider the consequences of this



Military Culture and Values
_

Core values
Selflessommitment

Courage

Discipline

Integrity
Loyalty

Respect for others




Culture and values

Highly organised
- hierarchicalstructured, layersf teams

Professionalism
- pride in efficiency, discipline, problem solvin
highstandards/expectations

Preparedness
- quick response, timekeeping
A Macho
- consider females
A Resilient/stoic
- trained to face danger cope
A Team cohesion and leadership
- comradeship , mutual dependency / suppori
strong sense 0@farsoofnaef

i Eyewitnes® thebest andthe worstdf humanity

Pal
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FIND WHERE YOU BtLONG

Sa
oLI f e depensmcﬂ ARMY



Transitio® Issues
I

A Mode of discharge

egmedical , TU, SNL R ranger@hlegkigsylack of
i Resettlement recognition of skills

A Supportnetwork d loss/change A EarlyService Leavers

. o vulnerable (see later)
A Adjustmentsto civilian life 8 , . .
A Returning to environments

0 paced f may have joined up to leave

o sSpeedotresponse A More time with families/ in-

o differentstandards laws

o attitudes A Trauma triggers

o lossof militaryfamily A Losses

o doing things that were previously 4 Dysfunctional coping
arranged mechanisms alcohol,

e.g.housing finances, medisalvices aggression



Barriers to care

Physical health

Mentalhealth
Substance misuse
Risk

Other

-familes

- facitiousetc



https://cdn.shopify.com/s/files/1/0601/7817/products/wounded_veteran_lapel_badge_1024x1024.jpeg?v=1435930037

Barriers tccare (part 1)
-

> T > I > S > S > B > 1!

Stigmgprotectivan the battlefield )
Ol l Il ness = weaknesso
OHel p seekamigeakoéastudies!| o
Poor social and domestic suppofencouragement
Anger and fear of loss of control
Guilt/ shameand not being worthy of help
Inclsurvivolguilt

Protecting otherg.g. families from the things the have seen
and done

Public perception-0 her o rol e 0 O un
Recognisinghey have a problemeg alcohol



Barriers to care (part 2)
-

I D>t >t D

!

Poor knowledge of services and access

Anticipate not being understood by health workers
Hearing of colleagues failingyeterans talk to each other
Self medicated alcohol use and its impact

Perceptions of NHS Staffexpectations, dress code,
attitudeetc

AutoDischarge on DNA /Opt in systems
Multiple Assessments

Not being given full plan of care and goal of getting
better



Military Mental Health




Attitudes to mental health
O S

Improving awareness A Morenegative attitudes relating to
the nature of mental iliness,
compared to the general populatior

Widely-heldbelief that personnel

R with mental illness will experience
( notbdue toweakness, LMF etc..) careerd i f pcul ti es

e.g. educationlriM decompressicgtc

A Military held morepositive attitudes
about thecausesof mentalillness .

(Forbest al2013- serving personnel)

Mental Health
Issues

o~

EXPRESS‘II\(l;iv MY EMOTIONS

mumms WIIIM”‘*’”“

YOU YOU

You're no longer

AND YOUR COMPASSION any use, youe no

longer wanted!




Attitudes to mental health

A However majorityfrom
cohorts with differing
exposure to education
and attitudes

i Delay to access
treatment reducing

A wasapprox 15 yrs

A nowless than 12yrs

A but 2yrsin
Irag/Afghanistan
Veterans




Mental health 1ssues In Veterans

The most common mental health
problems in veterans, in
approximate order of

prevalence

i Adjustment disorders o st
& Alcohol misuse Ea Ak
i Depressive disorders - 5/
A 36rsonality disorders ..,IZN ‘

s Postiraumatic stress disorder

A Drug misuse

lversen Greenberg 2009



Risk factors for poor mental health

US study UKveteran population (smaller study)
-veteransmore likely to have poor mental -thosemost at risk of reporting mental
health if healthproblems

A female A army

A younger A single

A less educated A lower ranks

A single

A White (Iverser2005)

A shortterm service enlisted personnel

A army personnel




Risk factors for poor mental health

i UKand the USA studies

Combatants who hgolre-
enlistment/childhood
adversity were more likely
to experience mental
health problems on return
from deployment

( lversenGreenberg 2009)



Risk factor® Early service leavers

Mental health problems were ESL associated wih

more commonly reported

amongearly service leavers Ayounger age

than other service leavers Afemale sex

Anot being in a relationship
Aower rank

Aserving in the Army

Aa trend of reporting higher leve
of childhoodadversity

( Buckmant al 2012)



Protective factor@mental health

Greater levels ofgelf reported)
A Unit cohesion

A morale

A perceived good leadership

All associated witlower levelsof common
mental disorder and PTSD

0 M ahglp to modulate the effects of
combat exposure and the subsequent
development of mental healphr o b | e ms 0

(UK Armed Forces personnel deployed to
AfghanistanJonest al 2012



Reservists

Pal

A O
A 0 HI gategaf PTSD and CMD are also

evident in deployed reserve personribaAn
regular counterparts

A suggestingthat further efforts to improve
reserve forces mental health may be
warranted 0O

KCMHR



Reservists vulnerabllity to mental hea

Eroblemsfi factors
]

On return from deployments
A military socialnetworks may belost.

(andreplaced by civiliammelationshipsncl.
DENOELEEERSCEICHIGCI\AN employers and colleaguesmay offerless

to understandingohnd support fo
R ey concerns
of military obligations A may experience more exposure to declime

overall support for conflictfrom the wider
C|V|I|an somety

have differentlevels of
preparedness and fithess

be more likelyto have
been deployed as
Individual reinforcements

| BLAIR LIED .
THOUSANDS DIED

. CTODWAY Of

- can lead to anincrease in the risk of psychiatrit
injury
(IversenGreenberg 2000



Adjustment

_
Consider adjustment in terms Examples

of military identity culture 4 Emotionabenefits of militar

and experiences in veterans reinforced in service mae lost

(pride, comradeship, purpose, self
esteem)

A Isolation

Loss of social netwodkprev high
level support

May be suspicious, or distrustful of
peoplewhoarenof r om t he
groupo

Perceiveot her peopl e :
groupo

o May prevent seekinghelp

o May prevent making new friends,
and exposureo new groups with
the emotional benefits

(socialnd workgroups)




PTSD is a problem for a

minority of Veterans.

In 2014/16 rate of PTSD
servingegularcombatpersonnel =
6%

In serving combat servisepport
personne¥4 %.

ex-service regulars who had not
deployed =5.0%

ex service regular who deployed
=9.4%.

Considerablalifferences in the
rates of PTSD dependent on thé&e
troops had in their last deployment
before leaving service.

For those veterans whose last
deployment had been in a combat
role the rate of PTSD was 17%

compared to 6% among veterans
whose last deployment was in a
service support role.



PTSD

A Thecomplexity of the
disorder tends to be
much greater in
veterans.

i Different themes
predominant

e.g. guilt, shame,
responsibilitytcrather
than fear ( see moral
Injury)

Often occurs with other
comorbidities etc

pain
disability
substance misuse,

particularly alcohol
misuse

other adjustments /
losses/ transitional issues

pre-service
vulnerabilities



PTSD

i LowerPTSD prevalence in British troopf) S
Reasons include

A variations in combat exposures

4 demographic differences

4 higher leader to enlisted soldier ratios

4 shorter operational tour lengths

A differences in access to leteym health care



Triggers

o
Further traumatic experiences

Bonfire night
Remembrance / memorials / annivers:
Smell® meat, fire

Ethnic minorities

Built up areas , traffic janedc
TV newetc

!

> IS ~T S >SS T I > 7!

!

Think about how to prepare the veteran to manage triggers



PTSPtreatment issues
O S

A Due to comorbiditiesomplexity and severity
treatment sequencing Is imperative

- stabilisation, risk management, management of
comorbidities, traumfacussedherapyetc

i Dementia and exacerbation of presentation
difficulties In management



Moral injury
-

An emerging/developing concept ( not a diagnosis )
-the psychic fallout of

amorally injurious events such as perpetrating, failing to prevent, or bearing witness to act
t hat transgress [oneds own] deeply hel d

Examples

killingor harmingpthers

makingdecisions that affect the survivabtbiers
medicsnot able to care for all who wdrarmed

freezingor failing to perform a duty during a dangerous or traumatic event (for example
falling asleep on patpol

failingto report an event that violates rulestbics
A engagingn or witnessing acts of disproportionatkence
4 feelingnothing or exhilaration while causing harm to or kitlegs

o I > P

To

Was it a factor in the increased alcohol misuse seen in veterans depl®@shta?



Moral njury
-

A characterisedy guilt, shame,
disgust and selfondemnation

A Moral injury in PTSD increase
severity of PTSD , secondary
depressive features and
suicidality

i to be considered in those who
are difficult to treat with
standard PTSD interventions

A because moral injury relates to
ethical behaviour, the meaning
attached to events and
perceptions of the self,

moral philosophicahnd spiritual
approaches couldontribute to the
design oftreatments




Alcohol

We are alreadyin
an area of high
misuseates!




Alcohol misuse In Veterans

The most common mental health problems in veterans,
approximate order of prevalence

Adjustment disorders
Alcohol misuse

Depressive disorders
Personality disorders
Posttraumatic stress disorder
Drug misuse

lversen Greenberg 2009

>t P Pt v P




Risk factors for alcohol use related to

occuBation N general
]

Includes

A High stress

A Long irregular working hours
A High disposable pay

A Working away from hometc




Alcohol misuse in military personne

The levels of drinking are higher in those who are currently
serving or have served in the military c.f. gepn.
Fear2007

Inboth sexes, for all ages, the military have a higher prevalence
of hazardous drinking

AUDIT >&
A 67% of men in UK Armed Forces (38% of menpygm)

i 49% of women in the UK Armed Forces (16% of women of
Genpopn

Alcoholuseseenasd t he nor maomigusermaytnbti s
be seen by a veteran as problematic

Harmful alcohol use has decreased over the years, but still
remains high and is now significantly increased in deployed
reserves.



Heavy drinking in military men
-

Among military men, heavy
drinking (AUDIT score 16+
harmful/dependent ) was
associated with

4 holding a lower rank
being younger

being single

Navy or Army

being deployed( to Iraq)
not having children
being a smoker

having a combat role

having a parent with a drink
or drug problem.

( Fear 2007 )

o Do Bo Po Do Do o Do



Alcohol misuseask factors
O S

A Higher levels ofomradeship

i Deploymenalongside one's
parentunit associatedvith
heavy drinking

a factors acting to increase the
bonding of troops alsocseem to
actto increase the levels of
alcohol use following
deployment.

(Browne 2008)

A Undertakingan unfamiliar role
Intheatre

i Peacekeepingpecifically
associated with increases in
alcohol consumpti@iVessley
2007)



Alcohoimisusecomorbidity

i el f medPTSerotherméntalf ¢ m O6sel f medi c
health symptomeg sleep problems) for chronic painconside® assoc
maladaptive coping strategies trauma , combinationith pain

medication, healtrel to alcohol

4 New onset or persistent symptoms of etc
probable PTSD was associated with an
Increase in AUDIT sco(€eand015) :

A Alcohol increases

4+ 35% of PTSD cases had probable alcohol COMplexity and

dependence complicates management
(Comorbidity igenerabopn approx. of comorbid physical

30%) /mental illness

(Iverson 2005) - treatmentneeds to reflect

this



Alcohob treatment implications
-

A

A

Not seen as a problem

Makes other symptoms worse

Masking / misinterpretation

Not moving people®n/ access denied to services

Maladaptive

PTSD often predates the alcohol misuse/escalation in comorbidity
Impact on PTSBprocessing of trauma

Treatment for PTSD can improve their substance midugaf
dependent then the substance misuse @itreyo implications for
seguencingreatment

Physical comorbidify Korsakoffs interpretation in past brain
Injury, PTS[2tc

Note most of the research concentrat®sind alcohod consider
other substance use






