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Who am I 

• Defence Professor of Mental Health 

 

• Royal Navy Surgeon Captain 

 

• Consultant Psychiatrist 

 

• Varied military career – ships, submarines, 

Royal Marines 



 



 



Plan for my talk 

• What is trauma and what is PTSD 

 

• Organisational Prevention 

– Primary 

– Secondary 

– Tertiary 

 

• Summary and Conclusions 

 

 



 Prof Richard Layard 2005 

“Worklessness caused by anxiety and depression 

is the single largest contributor to the national 

incapacity benefit bill” 



 



Why is mental health (MH) important? 

• In 2008 ~ 13.5 million days were lost to work-
related stress in the UK 

 

• With MH conditions, reduced productivity 
accounts for 1.5 X as much working time lost as 
SA 

 

• Mean time certified for a person with MH 
problems (15/52) nearly twice as long as the 
mean for all conditions (8/52) 

 

 

 



MH and Incapacity benefit 

 



Not all industries are the same 





Lockerbie 



Kings Cross Fire 



Herald of Free Enterprise 



Bradford F.C. Fire 



Hillsborough 



But don’t forget… 

• Journalists 

• Emergency services personnel 

• Train drivers 

• Diplomats 

• Private security contractors 

• Healthcare professionals 

• and so on…. 

 

 

 



Important Caveat 

• PTSD is not the only post incident 

psychological health problem 

 

• Depression, Anxiety, adjustment disorders 

and substance misuse common 



PTSD is not the most common MH disorder 

in UK AF who have deployed 
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What is PTSD? 

 



The PTSD Diagnosis 

• Experience or witness an event which causes: 

– intense helplessness 

– intense horror 

– intense fear  

• Symptoms  (for more than a month) 

– Re-experiencing 

– Avoidance 

– Arousal 

• Impairment of function 



What is the natural history of PTSD? 
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How common is PTSD? 

• 3% in the general “English Population” 

• 7.5% in the US population 

• 4% in UK military personnel (7% combat pers) 

• Up to a 1/3 of US military personnel 

 

• 4% of London Amb Personnel post 7/7 

• Up to 50% of rape victims 

 

 



Why do people develop PTSD 
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Primary Prevention Strategies 

• Training 

 

• “Mental Health Training” 

 

• Good leadership and social support or 
“cohesion” 

 

• Selection 

 

• (Reducing exposure) 



Training 

• Realistic 

 

• Hard (enough) 

 

• Pass/fail – plus option to leave 

 

• (training is selection of sorts) 



Training…..  Mental disorders - 1/12 post Madrid train bombs 

Injured Alcalá Police 

PTSD 44.1 (35.3-53.2) 12.3 (9.6-15.6) 1.3 (0.2-4.6) 

Major depression 31.5 (23.5-40.3)   8.5  (6.1-11.3) 1.3 (0.2-4.6)  

Agoraphobia 23.8 (16.5-32.0)  10.5 (7.9-13.6)  0.7 (0.2-3.6) 

GAD 13.4 (8.0-20.6)  8.6 (6.3-11.5)  0.7 (0.2-3.6) 

Panic 9.4 (5.0-15.9)  2.1 (1.0-3.8)  0.7 (0.2-3.6) 

Any mental disorder 58.3 (49.2-67)  29.4 (25.4-33.7)  6.7 (4.6-8.0)  

Any mood disorder 34.0 (25.7-42.8)  9.7 (7.2-12.7)  2.0 (0.7-5.0)  

Any anxiety disorder 55.9 (46.8-64.7)  25.1 (21.3-29.2)  3.4 (1.9-6.1)  



Pre-incident Mental Health Training 

• Organisation and context specific 

intervention 

 

• Education plus actions 

 

• Timing (plus continuation) 



Pre-deployment Stress Briefings (I) 

Impact of stress brief on GHQ caseness
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Cohesion, Social Support and 

Leadership 
• Good leader 3+ of: 

– ‘my leaders never or seldom… 
» ‘embarrass unit members in front of others’ 

» ‘accept extra unit duties in order to impress their seniors’ 

– ‘my leaders often or always…’ 
» ‘treat all members of the unit fairly’ 

» ‘show concern about the safety of unit members’ 

 

• High cohesion: 3+ of: 
– ‘feel a sense of comradeship with others in my unit’ 

– ‘able to go to most people in unit with personal problem’  

– ‘my seniors are interested in what I do or think’ 

– ‘I feel well informed about unit matters’  

 
 

 



Cohesion – Iraq 2009 
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Where does cohesion/social support 

come from? 



Leadership and PCL caseness – 

Afghanistan 2010 
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Cohesion and Leadership 

• Both moderate MH impact of traumatic 

events 

 

• Both (esp cohesion) are part of social 

support 

 

• both are not “owned” by Healthcare 

Professionals (unless managers!) 



Selection Screening 

 



Screening - definitions 

• Selection Screening (primary) 

 

• Health screening (secondary) 

 

• Surveillance (for research) 





Selection Screening UK military 

Before and After Iraq War 2003 

Iraq War 
2003 

Follow 
Up Study 
2004 

Pre Iraq 
Data 
Collection 
2002 

n=3000 



Pre Deployment Selection/Screening: PTSD 

Cases 

After Iraq Invasion (04) 

+ - Total 

 

Before 

Iraq 

Invasion 

(02) 

 + 6 27 33 

- 41 1540 1581 

Total 47 1567 1614 

PPV 18% (5-31%);   NPV 97% (96-98%) 





Selection Screening 

• Seductive idea…however 

 

• Grandmother test is good 

 

• Health records check may be useful (DDA?) 

 

• But psych selection screening is a non-starter 

(including personality profiling) 



Secondary Prevention Strategies 

• Post incident health screening 

 

• Debriefing 

 

• Peer group support/Risk Assessment 

 

• Mental Health training 

 

• Reduction of stigma 

 

 



Post incident screening 

• Many AF use PD screening 

 

• Aims to identify those at risk and provide 

them with treatment 

 

• Administered on return and again a few 

months later (face to face + surveys) 



PTSD Screen 

Positive 

(PC-PTSD ≥ 3) 

n=3474 (6.2%) 

Number (%) Who 

Received Mental Health 

Treatment and Number 

of MH Sessions 

Number (%) 

Recovered 6 

Months Post-Iraq 

(PC-PTSD < 3) 

 

Referred to  

Mental Health 

n=804 

None, 349 (43.4) 205 (58.7) 

1 Session, 128 (15.9) 69 (53.9) 

2 Sessions, 70 (8.7) 36 (51.4) 

≥3 Sessions, 257 (32.0) 96 (37.3) 

 

Not Referred to  

Mental Health 

n=2670 

None, 1721 (64.5) 1181 (68.6) 

1 Session, 419 (15.7) 254 (60.6) 

2 Sessions, 129 (4.8) 67 (51.9) 

≥3 Sessions, 401 (15.0) 150 (37.4) 

Program Evaluation of PDHA Screening for PTSD,  
Army Active Component  
Milliken, et. al., Table 4, JAMA 2007 (N=56,350) 



Post Incident Health Screening 

• Again a seductive idea 

 

• No easy to administer ‘test’ 

 

• Concerns about implications of positive 
result (? Realistic)  

 

• Resource heavy (UK RCT underway) 

 



Psychological Debriefing 



How to deal with PTSD (NICE slide edited) 

What isn’t recommended… 

 

•“Psychological Debriefing” 

•Ineffective psychological treatments 

•For PTSD, drug treatments NOT a first line treatment (different 

for depression) 

 

What is recommended… 

 

•“Watchful Waiting” 

•Checking in after a month 

•Trauma-focused treatments (CBT and EMDR) for adults and 

children if unwell 

 



Peer Group support/risk 

assessment – TRiM (Trauma 

Risk Management) 



 



• Non professional peer support psychological first 
aid process 

 

• Started in the UK 12 AF years ago; now used by 
diplomats, emergency services, NHS, PSC, 
media companies 

 

• ‘Human resource’ initiative – not health led 

 

• TRiM aims to assess psychological risk & 
manage it 

Trauma Risk Management 

(TRiM)- What is it?  



How to filter an event? 
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Risk Assessment Checklist Initial 

1.  The person felt that they were out of control during the event 

2.   The person felt that their life was threatened during the event 

3.   The person blamed others or what happened   

4.   The person feels ashamed about their behaviour during the event  

5.* The person experienced acute stress following the event 

6. The person has been exposed to substantial stress since the event  

7.   The person has had problems with day to day activities since the event 

8.   The person has been involved in previous traumatic events 

9.   The person has poor social support, (family, friends, unit support) 

10.The person has been drinking alcohol excessively to cope with distress 

 

 



 

TRiM  

publications 



 

 

 

Post Incident Mental Health 

Training 

• Delivered as a brief 

 

• Evidence from Iraq (2003) conflict showed 
that non-receipt of a MH brief on return 
from deployment was associated with a 
MH diagnosis 



 

US Training package 

 

• Training at post deployment phase 
 

• Aims to manage operations to home transition 
 

• Uses Service Person’s own experience positively 
 

• Does not use an illness paradigm 

 

 

 

Battlemind “training” 



BATTLEMIND 

Buddies (cohesion)   Withdrawal 

Accountability    Controlling 

Targeted Aggression   Inappropriate aggression 

Tactical awareness   Hypervigilance 

Lethally Armed   ‘Locked and loaded’ at home 

Emotional Control    Anger/Detachment 

Mission Security (OPSEC)   Secretiveness 

Individual Responsibility   Guilt 

Non-Defensive (combat) Driving Aggressive Driving 

Discipline and Ordering   Conflict 



US Battlemind Study:  

Post-Traumatic Stress at 4 months 
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Deployment BATTLEMIND   Home Front Problems 

 

Buddy Buddy System  Withdrawal 

Accountability    Controlling at home 

Targeted Aggression    General Aggression 

Tactical Awareness    Being on Edge 

Limited Alcohol   Lagered up 

Emotional Control    Detachment & Numbness 

Mission Operational Security   Secretiveness 

Individual Responsibility   Guilt 

Non-Defensive (Combat) Driving  Unnecessary Risk-taking 

Discipline and Ordering   Conflict with Friends & Family 

UK Battlemind materials  

www.battlemind.co.uk 



Study design 

Eligible companies 

4-6 month follow-up 

questionnaires 

Consent 
 

Baseline questionnaires  

 

 

4-6 month follow-up 

questionnaires 

 

Consent 
 

Baseline questionnaires  

 

     Randomised (51 clusters) 

 

  

 

 

 

Battlemind training 

23 clusters 

n = 1108 

Stress / homecoming 

28 clusters 

n = 1335 
 

 



Battlemind Study Summary 

• Both briefs received positively 

 

• Battlemind findings: 

– No difference from standard brief on mental 

health (PCL, GHQ) 

– But some evidence of benefit on alcohol 

(harm and binging) 

 

 



Post Deployment - Decompression 

Was Decompression Useful
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• Prior to attending DcN ~80% did not 
want to go or were ambivalent 

 

• Having been through DcN… 
 



Mental Health Outcomes 

 TLD Attendees vs Controls 

• Data from KCL cohort; 2006-2009 AF 
personnel did/did not attend TLD 

 

• Propensity score generated to match 

 

• Inverse Probability of Treatment Weights 
(IPTW) used to adjust outcomes 

 

• Short answer is TLD seems to help! 





Stigma 

• “an attribute that is deeply discrediting” (Goffman, 

1963) 

 

• “the bearer of a mark that defines him or her as 

deviant, flawed, limited, spoiled or generally 

undesirable” (Jones,1984) 

 

• Long history of stigma in “robust” organisations 

 

 

 



WW1 - Stigma 

“It is wholly out of place to show them 

compassion. People with shell shock are 

weaklings who  should never been  

allowed to join the Army or tricksters who 

deserved to be punished”  

 
Captain Dunn, Medical officer, RWF 

 

 

Stigmatising “pan-society” views continue until 
post WW2 (e.g. LMF) 



Stigma and Barriers to Care 

Stigma and Barriers to Care
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Perceived Stigma
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Langston et al, 2010, JMH 



“Why might you not seek help after 

being exposed to a traumatic event?” 

0

5

10

15

20

25

30

35

40

45

Perceived as

weak by

managers

Adversly affect

promotion

Less chance of

being given

responsibility

Not trusted by

peers

Embarrassed abt

asking for help

Peers would

tease

Greenberg et al, JMH, 2009 



Help seeking for PTSD 

0%
10%
20%
30%
40%
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60%
70%
80%

No treatment Medication only Counselling or

therapy only

Non Veterans

Military Veterans

Stigma is a societal issue 

Woodhead et al, 2010, Soc Sci Med 



Stigma summary 

• Reducing stigma is difficult 

 

• It involves leadership owning the issue (not 

healthcare providers) 

 

• Less stigma should mean more not less cases 

 

• What about “no stigma”? 

 



Tertiary Prevention Strategies 

• Forward Psychiatry 

 

• Evidence based “NICE” treatments 

 

• Snake oil salesmen 



 

 P - Proximity  

 I  - Immediacy 

 E  - Expectancy 

 S - Simplicity 

 

IDF research (Solomon et al) 

 

 

The principles of forward psychiatry  



Simplicity 

• Practical interventions 
– Food 

– Sleep* 

– Shelter 

• Communication with loved ones 

• Protect from further “stress” (inc media) 

• Informal social support  
– “an ear, or shoulder, if needed” 

• To get back to “normal” as soon as is 
practical 

 
 

 



How to deal with PTSD (NICE slide edited) 

What isn’t recommended… 

 

•“Psychological Debriefing” 

•Ineffective psychological treatments 

•For PTSD, drug treatments NOT a first line treatment (different 

for depression) 

 

What is recommended… 

 

•“Watchful Waiting” 

•Checking in after a month 

•Trauma-focused treatments (CBT and EMDR) for adults and 

children if unwell 

 



Coming soon… 

• High intensity tx (CBT, EMDR) 

 

• Telemedicine therapy 

 

• Some evidence of C-CBT 

 

• “New” medications 



Snake Oil Salesmen 

 



Snake Oil Salesmen (SOS) 

• Will sell you a treatment which sounds “unbelievable” 
 
 

• Will offer “testimonials” as evidence 
 

• Will tell you that EBM is the wrong tool for dealing with PTS 
 

• (some SOS are well meaning however) 
 

• But… 
– Why use a non-tested tx when we have EBM ones? 

 
 
 
 
 



Conclusions 

• PTSR/PTSD may be considered as a “reducible” 
consequence of working with psych trauma 

 

• The prevention of psychological injury is a HR not 
medical 

 

• Early detection (peer support) may prevent longer term 
issues 

 

• There are plenty of ways to treat established psych injury 
if people can be convinced to access treatment 

 

 

 

 

 



Any Questions?- Fire Away! 

Neil: sososanta@aol.com 
 
 

 
 


