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Glossary of Terms
Term

Definition

AA

Alcoholics Anonymous

AAU

Adjustment as usual

AC

Attention control

AIS

Australian Institute of Sport

ART

Accelerated Resolution Therapy

BA

Behavioural activation

CACT

Centrally assisted collaborative telecare

CAF

Canadian Armed Forces

CAPS

The Clinician-Administered PTSD Scale

CBSRT

Cognitive Behavioural Social Rhythm Therapy

CBT

Cognitive Behavioural Therapy

COPE

Concurrent Treatment of PTSD and Substance Use
Disorders using Prolonged Exposure

CRAF

The common risk assessment framework

CTS

The Conflict Tactics Scale

CTS2

The Revised Conflicts Tactics Scale

DoD

The United States Department of Defense

DSM-5

Diagnostic and Statistical Manual of Mental Disorders, 5th
Edition

DV

Domestic violence

DVA

The Australian Government Department of Veterans’ Affairs

EFT

Emotional Freedom Techniques

ICBT

Integrated Cognitive Behavioural Therapy

ICD-10

The International Statistical Classification of Diseases and
Related Health Problems 10th Revision

IMPROVE

Integrated Management of Pain and PTSD in Returning
OEF/OIF/OND Veterans
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Term

Definition

IPPI-RAT

Intimate Partner Physical Injury-Risk Assessment Tool

IPV

Intimate partner violence

LGBTQI

Lesbian, gay, bisexual, transgender, queer or questioning,
and intersex

MDD

Major depressive disorder

MFSM

Military family stress model

MI

Motivational interviewing

MSMV

Military service members and veterans

NA

Narcotics Anonymous

NHMRC

National Health and Medical Research Council

OEF

Operation Enduring Freedom

OIF

Operation Iraqi Freedom

OND

Operation New Dawn

PTSD

Posttraumatic stress disorder

RBRS

Relationship Behavior Rating Scale

RCT

Randomised controlled trial

RTM

Relational turbulence model

rTMS

Repetitive transcranial magnetic stimulation

SFSF

Strong Families Strong Forces

SSRI

Selective serotonin re-uptake inhibitor

SUD

Substance use disorder

UK

United Kingdom

US

United States

VA

The United States Department of Veteran Affairs

YRRP

Yellow Ribbon Reintegration Program
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Executive Summary
This triennial scan of the military and veteran mental health and traumatic stress literature
was produced by Phoenix Australia – Centre for Posttraumatic Mental Health, for the
Australian Government, Department of Veterans’ Affairs (DVA). This executive summary
provides an overview of the literature scan for each topic of review. The topics, chosen in
consultation with DVA, for 2013–2016 were:
 Concurrent treatment of PTSD and comorbidities of depression, substance use, and pain.
 Veterans and intimate partner and family violence  prevalence, risk factors, and
interventions.
 Innovation in transition models for the military, elite sports, and/or emergency services.
 Development in treatment conceptualisations for addiction.

Overall summary
Concurrent treatment of posttraumatic stress disorder (PTSD) and comorbidities of
depression, substance use, and pain (Pages 6 to 16)
 Concurrent treatment interventions included extensions to, or modifications of, existing
group and individual therapies such as behavioural activation. These were tailored to the
military and veteran populations. Other interventions included self-paced, online
programs, and home-based, multi-component interventions. Pharmacological and noninvasive brain stimulation techniques were also considered.
 Emerging concurrent treatments for PTSD with comorbid depression, pain, or substance
use show early promise in reducing the symptomology of either condition, and in some
cases, both conditions.
 Most of the studies were small, with study designs that had methodological flaws
associated with them.
Veterans and intimate partner and family violence  prevalence, risk factors, and
interventions (Pages 17 to 27)


Prevalence studies in the US have found that between 18.5% and 47% of female US
veterans experience victimisation at the hands of intimate partners, while for male US
veterans this figure is 9.5%. However, the use of different definitions of violence and
heterogeneous assessment tools makes it difficult to draw firm conclusions about the
incidence of intimate partner violence (IPV) in military populations. The prevalence of IPV
victimisation in Australian military samples has not been recently reported, however, in
the Australian general population, 16.7% of females and 5.3% of males recently reported
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experiencing physical or sexual violence from a current or former partner, since the age
of 15.


While risk factors for IPV in military populations include high levels of trauma and PTSD,
there are many similarities with civilian risk factors for IPV, such as low levels of social
support, high levels of stress, low levels of income, younger age, less education, higher
levels of depression, and greater alcohol use.



Research in the US provides some initial findings on screening for military-related
intimate partner victimisation and risk assessment for IPV perpetration. However,
existing tools and frameworks used in the Australian family violence sector may also be
suitable for trials in the military context, due to the universal risk factors. There is also
promising emerging evidence for interventions for perpetrators of IPV in reducing
violence, while victims reported that their priorities for treatment for IPV experienced at
the hands of their partners were physical safety and coping skills for emotional health.

Innovation in transition models for the military, elite sports, and/or emergency
services (Pages 28 to 37)
 The majority of literature in this area was generated for military service members and
veterans, rather than elite athletes and emergency services personnel, and reported on a
diverse range of interventions and frameworks designed to assist with reintegration to
civilian life.
 Initiatives for military service members addressed individual service member adjustment,
the practicalities of resettling into civilian life, and family reintegration.
 The transition of elite athletes and emergency services personnel out of their occupations
was relatively under-researched, and while no intervention studies were reported, factors
that contributed to positive and negative transition experiences were identified. For
athletes, these factors included career planning and structured retirement support
programs, the extent of voluntariness of retirement decision, the level of sport career
achievement, injuries and health problems as a source of transition difficulties, and
positive and negative coping strategies, such as social support and denial, respectively.
For emergency services personnel, these factors included pre-planned retirement, a stepdown facility to gradually reduce work hours, and formally organised social gatherings to
reconnect colleagues after retirement.
Development in treatment conceptualisations for addiction (Pages 38 to 45)
 Much is known about addiction, which is a chronic problem operating in a cyclical manner,
however, relatively less is understood about recovery.
 Recent research has attempted to synthesise findings from long-term outcome studies to
improve understanding about when and why relapse occurs.
 The literature emphasised that priority should be given to increasing rates of long-term
recovery, while continuing to research short-term outcomes of addiction treatment.
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Introduction
This triennial scan of the military and veteran mental health and traumatic stress literature
was produced by Phoenix Australia  Centre for Posttraumatic Mental Health, for the
Australian Government Department of Veterans’ Affairs (DVA). The aim is to provide an
overview of literature pertaining to key topics of interest identified by DVA in consultation with
Phoenix Australia. Typically, the scan is a narrative review of literature pertaining to six to
eight highly salient topics published in the preceding calendar year, which is deemed to be of
quality and interest to DVA. However, for the 2016 literature scan it was determined that four
topics covering a three-year period (2013–2016) would be required in order to provide a
more in-depth review of each topic.
The literature included in this scan has met broad inclusion criteria based on regular
standards of academic review, but it was not a systematic evaluation of all published
research during this time period. Where there are discrepancies in the literature, these will be
discussed, but the reader is cautioned against assuming that a single paper is sufficient to
provide conclusive information. It is recommended that the reader source the original papers
if they are interested in particular findings.

Background
In preparation for the 2016 triennial literature scan, Phoenix Australia consulted with DVA to
identify the key topics on which to focus the review. Topic selection was based on relevance
to the current work of DVA, and international relevance. The four topics selected were:
1. Concurrent treatment of PTSD and comorbidities of depression, substance use, and pain
2. Veterans and intimate partner and family violence: prevalence, risk factors, and
interventions
3. Innovation in transition models for the military, elite sports, and/or emergency services
4. Development in treatment conceptualisations for addiction.

Methodology
The 2016 literature scan had a defined literature search strategy and a priori
inclusion/exclusion criteria. The search strategy included the following databases; PubMed,
PsycINFO, Web of Science, Medline, Embase. The search terms used for each topic are
outlined in Table 1.

Phoenix Australia | Centre for Posttraumatic Mental Health

© 2017

3

Military and Veteran Mental Health Triennial Literature Scan: 20132016

Table 1. Search terms by topic

Topic Area

Search Terms

Concurrent treatment of PTSD
and comorbidities of depression,
substance use, and pain

veteran or military AND PTSD AND substance or
depression or pain

Veterans and intimate partner
and family violence  prevalence,
risk factors and interventions

veteran or military AND intimate partner violence or IPV
or domestic violence or family violence

Innovation in transition models for
the military, elite sports, and/or
emergency services

veteran or military AND reintegration or transition or
postdeployment
elite athlete or elite sport AND retirement or transition
emergency services AND retirement or transition

Development in treatment
conceptualisations for addiction

addiction or misuse or abuse or substance use disorder
or alcohol use disorder AND
long-term or course or recovery or remission or relapse
OR
veteran or military OR
neuroscience or cognitive or neuropsychological

Inclusion and exclusion criteria for papers
Abstracts that were found in the initial search were screened using the inclusion and
exclusion criteria presented in Table 2. The inclusion criteria were: (a) literature published
between 2013–2016, given that the scope of the review was to examine literature from the
past three years; (b) studies reporting empirical data and findings in relation to
veteran/military populations; (c) studies published in high quality, impactful journals; (d)
relevant review papers (e.g., systematic reviews and meta-analyses); (e) exceptional
commentary pieces; and (f) papers drawn from other populations where findings are relevant
to a veteran/military population. The exclusion criteria were: (a) qualitative studies without
empirical data; (b) single case studies; (c) grey literature (e.g., reports, newsletters,
conference proceedings); and (d) studies published in languages other than English.
In line with National Health and Medical Research Council (NHMRC) guidelines for evidence
review, systematic reviews and meta-analyses were prioritised for inclusion over general
literature reviews. Papers which were published in impactful and prominent journals were
also prioritised for inclusion, these included American Journal of Psychiatry, Psychological
Medicine, Journal of the American Academy of Child and Adolescent Psychiatry, Journal of
Clinical Psychiatry, Medical Care, and Epidemiologic Reviews. Literature that explored
themes that were considered to be of particular interest to DVA was also prioritised for
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inclusion. The total number of abstracts derived from the literature search and the number of
papers selected for inclusion is presented in Table 3. Articles which were published online
first in 2016 were also included.
Table 2. Inclusion and exclusion criteria for papers

Inclusion Criteria

Exclusion Criteria

Literature published between 2013 and 2016

Qualitative studies without empirical data

Studies reporting empirical data and findings
in relation to veteran/military populations

Single case studies

Studies published in high quality, impactful
journals

Grey literature (e.g., reports, newsletters,
conference proceedings)

Relevant review papers (e.g., systematic
reviews, meta-analyses)

Studies published in languages other than
English

Exceptional commentary pieces
Papers drawn from other populations where
findings are relevant to a veteran/military
population

Yield
After running the searches in the specified databases, using the search terms (see Table 1),
a number of abstracts were yielded for each of the four topics. These abstracts were
reviewed by one of the authors to determine whether they fit the inclusion/exclusion criteria
(outlined in Table 2). The number of papers yielded for each question, and the number of
papers that were determined to be suitable for inclusion for the write-up of the topic area, are
shown in Table 3.

Table 3. Number of abstracts yielded from search, and papers selected for literature scan

Topic Area

Abstracts
Yielded

Papers
Included

Concurrent treatment of PTSD and comorbidities of depression,
substance use, and pain

123

15

Veterans and intimate partner and family violence  prevalence,
risk factors, and interventions

33

22

Innovation in transition models for the military, elite sports,
and/or emergency services

36

18

Development in treatment conceptualisations for addiction

213

32
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Literature Scan
1. Concurrent treatment of PTSD and comorbidities of
depression, substance use, and pain
Comorbid psychiatric disorders
Comorbidity refers to the co-occurrence of two or more psychiatric conditions1, and is often
associated with PTSD. Approximately 80% of those with PTSD have at least one comorbid
psychiatric disorder, with the most common comorbid disorders including depression, alcohol
and substance use disorder and anxiety disorder2. It has been suggested that comorbidity in
PTSD may occur via four mechanisms: (i) a pre-existing psychiatric disorder may increase
the risk for PTSD, (ii) PTSD may be a causal risk for a comorbid condition, (iii) PTSD and
another disorder may co-occur independently due to shared risk factors, or (iv) a comorbidity
may be an artefact of symptom overlap3. Comorbidity in PTSD can exacerbate the negative
effects associated with a single disorder. For example, comorbid PTSD and depression is
associated with greater symptom severity, poorer psychosocial functioning, poorer physical
health, increased risk of suicidality, and negative treatment outcomes, compared to either
disorder alone4.

Rationale for concurrent treatment of comorbid disorders
Concurrent treatment (also known as integrated treatment) is one of four approaches to
treating comorbid disorders. The other three approaches are sequential (treatment of one
disorder, then the other), parallel (treatment of each disorder, but in separate treatments),
and single diagnosis (treatment of just one disorder, which may have an impact on comorbid
conditions even if not originally designed for them)5.
A number of reasons for treating comorbid conditions concurrently have been suggested. A
combined intervention may shorten treatment time and thus reduce the high treatment
attrition rates characteristic of comorbid PTSD, substance use, and depression treatments6.
The recent literature highlighting interventions intended to improve the mental health of
military and veteran populations with PTSD and comorbid conditions includes individual and
group therapies, integrated/systems-based/collaborative care models, and self-directed
online programs.
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Concurrent treatment of comorbid PTSD and depression
Recent intervention studies centring on the concurrent treatment of comorbid PTSD and
depression have used integrated, systems-level interventions, pharmacotherapy, group
therapy, online interactive programs, and non-invasive brain stimulation.
Collaborative care models are multi-component, synergistic, service delivery packages,
which have demonstrated robust treatment effects for various chronic mental health
conditions7. One important collaborative care model recently trialled through a randomised
controlled trial (RCT) in the US was centrally assisted collaborative telecare (CACT). CACT
incorporated cognitive behavioural therapy (CBT) and pharmacotherapy to target PTSD and
depression. Delivery was via a coordinated approach involving four parties: the patient; the
primary care provider, who conducted screening for PTSD and depression; a nurse care
manager/facilitator, who contacted patients monthly and assisted with follow-up, symptom
monitoring, and treatment adjustment; and a mental health professional, who conducted CBT
with the patient either telephonically or face-to-face, and who formally supervised the nurse
care manager/facilitator8. CACT was an enhancement of an existing model used by the US
Army called RESPECT-Mil which in this study constituted usual care9. Enhancements
included additional training of care facilitators in behavioural activation (BA), problem solving
and motivational interviewing (MI), and the allocation of a central psychiatrist, psychologist,
and nurse care manager who remotely assisted sites telephonically. As part of a larger
longitudinal study in the US military, 332 active-duty US Army returnees from Operation Iraqi
Freedom (OIF), Operation Enduring Freedom (OEF), and Operation New Dawn (OND),
trialled CACT over a 12-month period. Follow-up was conducted at three, six, and 12
months. There were no differences between groups in three or six-month PTSD scores, but
a significant difference emerged at 12 months with those in the CACT group reporting lower
scores. Similarly, with depression severity, CACT scores were significantly lower at six and
12 months. There were no adverse events related to the intervention, which were defined as
study-related deaths, psychiatric emergencies, or study-related hospitalisations.
Pharmacotherapy treatments for combat veterans diagnosed with PTSD were evaluated in a
systematic review and meta-regression analysis of 18 double-blind, placebo controlled
trials10. The effect of pharmacotherapy on PTSD, anxiety, and depression was estimated,
and the differential effects of medication classes on outcomes were examined. Medication
classes included anticonvulsants, antipsychotics, novel class, selective serotonin re-uptake
inhibitors (SSRIs), tricyclic antidepressants, and others. Reviewed studies assessed PTSD
using validated measures including clinical interviews and self-reports, with the most
frequent measures of anxiety in individual studies being the Hamilton Anxiety Rating Scale
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and the Beck Anxiety Inventory, and the most frequent measures of depression being the
Montgomery-Asberg Depression Rating Scale and the Hamilton Depression Rating Scale,
which are well validated measures. It was acknowledged, however, that some studies did not
use well validated anxiety and depression measures. Any adverse events occurring in
individual studies were not reported in the review. There were three major findings of the
review relevant to the concurrent treatment of comorbid PTSD and depression:
(i) pharmacotherapy significantly improved comorbid depressive symptoms among combat
veterans with PTSD; (ii) the effects of SSRIs and tricyclic antidepressants on depressive
symptoms were significantly greater than other medications up to a treatment period of
approximately 14 weeks, after which there was no longer significant difference between
SSRIs and tricyclic antidepressants and other classes of medication; and (iii) SSRIs and
tricyclic antidepressants had a greater effect than other drug classes in the management of
PTSD symptoms regardless of treatment duration. Based on their findings, the authors
recommended that SSRIs and tricyclic antidepressants should be considered a
pharmacological treatment for comorbid PTSD and depression until further evidence
emerges. These recommendations are in line with The Australian Guidelines for the
Treatment of Acute Stress Disorder and Posttraumatic Stress Disorder (Phoenix Australia 
Centre for Posttraumatic Mental Health, 2013), which recommend that SSRIs should be
considered as the first choice when medication is considered for PTSD. The authors of the
review also noted, however, that there were limitations to the review due to the issues
related to reporting adequacy and the methodological rigour of the studies included.
A single-group pre-post designed pilot study assessed Cognitive Behavioural Social Rhythm
Therapy (CBSRT), which is a group therapy targeting PTSD, major depressive disorder
(MDD), and sleep disturbances in veterans11. The basis of CBSRT is the social rhythm
model of depression12. Disruptions to veterans’ social rhythms, such as sleep-wake cycles
and habitual daily routines, are considered to be a possible consequence of their traumatic
experiences, and this therapy was designed to improve symptoms of PTSD, depression, and
insomnia by developing consistent daytime and night-time routines. Notably, discussion of
traumatic events during therapy was not the focus of therapy, and therapists made attempts
to minimise any discussion of specific events. The all-male sample (n = 24) were veterans
from the Vietnam, Persian Gulf, OEF and OIF military eras. They had clinical diagnoses of
MDD and PTSD with at least moderate levels of symptomatology for both conditions, and
significant sleep problems, but not severe sleep disorders. CBSRT was administered in
groups with an average of five participants per group, and 21 veterans completed the
therapy. Sessions included practice in monitoring mood, thoughts, and habitual behaviours,
thought challenging, learning to create and implement a realistic social rhythm, and learning
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to recognise unhelpful night-time behaviour and implement sleep strategies. Homework, in
the form of practising learned skills, was a part of the therapy. Significant improvements in
both PTSD and depression symptoms from baseline to three-month follow-up were found
using the Clinician-Administered PTSD Scale (CAPS), which is the gold standard in PTSD
assessment. However, only two veterans (8%) had a reliable change and a CAPS score less
than 20  a score associated with PTSD remission. The median CAPS score at three-month
follow-up was 47.8, so most participants in the trial did not lose their PTSD diagnosis. This
was a small pilot study and did not include a control group, therefore further testing is
required to examine the efficacy of this intervention. The authors did not make comment on
any adverse events in relation to the intervention.
Online treatment options for veterans can potentially help to overcome barriers to treatmentseeking. This is important, considering that it has been suggested that up to 77% of
distressed veterans do not seek face-to-face treatment, for reasons such as not having
adequate transport, difficulty scheduling an appointment or getting time off work, being
embarrassed, or stigma-related issues13. By virtue of their accessibility, flexibility, and
relatively greater privacy, online treatments may offer advantages over face-to-face
treatments. A recent RCT in the US assessed a CBT intervention for PTSD and depression
called Vets Prevail, which was delivered entirely online14. Non-active duty veterans (n = 209)
with at least mild, but not severe, symptoms of PTSD and depression undertook the Vets
Prevail program, which comprised seven self-paced CBT lessons, a community message
board, and peer chat support. From baseline to 12 weeks, there was a significant reduction
in PTSD and depression symptom severity, assessed via self-report, compared to veterans
randomised to adjustment as usual (AAU) (n = 94), who were instructed to “go about their
lives as they normally do over the next three months”. There were no adverse incidents,
such as evident signs of increased stress or suicidality, requiring transfer of care to a mental
health professional. The usefulness of Vets Prevail for veterans with mild-to-moderate PTSD
and depression was demonstrated, although long-term follow-up was not reported which
limits the degree to which we can comment on whether the changes persist over time.
A small pilot study tested the effects of repetitive transcranial magnetic stimulation (rTMS) in
PTSD and comorbid depression15. rTMS is a non-invasive brain stimulation technique that is
generally used to treat MDD. In a pre-post designed trial (with no control group), United
States Department of Veteran Affairs (VA) patients (n = 10) with clinically diagnosed
comorbid PTSD and depression received an average of 31 rTMS treatments with no serious
adverse effects, and reported significantly reduced PTSD and MDD symptoms posttreatment
compared to baseline, using self-report measures. This would suggest that larger,
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methodologically rigorous trials may be warranted. It will be important to see whether any
symptom changes are maintained over time, and to also examine attrition rates, given the
extremely high number of treatments that are required with this particular intervention.

Concurrent treatment of comorbid PTSD and substance use
For individuals experiencing comorbid PTSD and substance use disorder (SUD), separate
(‘sequential’) treatment approaches are complicated by the reciprocal effects of the two
conditions on each other, indicating that integrated treatment approaches might be
preferable4. Typically, sequential treatment has been the standard of care for comorbid
PTSD and substance use, with substance use being addressed first, followed by targeted
treatment of PTSD16. However, addressing PTSD during substance use treatment has been
associated with increased dropout6. Additionally, patients treated with separate therapies
have found it difficult to abstain from alcohol or drugs in the face of untreated PTSD
symptoms16. The Australian Guidelines for the Treatment of Acute Stress Disorder and
Posttraumatic Stress Disorder17 recommend that integrated treatment of PTSD and SUD be
considered. Furthermore, before commencing the trauma-focussed component of PTSD
treatment, the individual should have demonstrated the capacity to manage distress without
recourse to substance misuse. Additionally, the Guidelines draw practitioners’ awareness to
the possibility that PTSD symptoms may worsen if SUDs are treated first, meaning that the
substance is lost as a coping mechanism. One novel treatment to have recently been trialled
in civilian populations is Concurrent Treatment of PTSD and Substance Use Disorders Using
Prolonged Exposure (COPE)18,19). COPE is a manual-based form of trauma-focussed CBT
with prolonged exposure to concurrently address PTSD and SUD, and includes three key
elements delivered over 12 sessions: psychoeducation on PTSD and SUD, prolonged
imaginal exposure and in vivo exposure to trauma-associated stimuli for PTSD, and relapse
prevention for SUD19. To date, there have been no reported trials using COPE with military
or veteran populations, however a recent pilot study with civilians reported promising
reductions in alcohol use, craving and dependence, and PTSD symptom severity19.
Using an RCT design, one US study assessed a 12-week online intervention called Thinking
Forward, a CBT-based program targeting comorbid PTSD and hazardous substance use4.
Participants were OEF/OIF/OND veterans, who reported engaging in hazardous alcohol use
or drug misuse, and having at least subthreshold levels of PTSD symptoms. However, if they
were currently receiving psychotherapy for PTSD they were excluded, therefore only ‘non
treatment-seekers’ were included. Veterans either took part in Thinking Forward (n = 81), or
underwent usual VA primary care services (n = 81), which included medical, behavioural
health, pharmacy, weight management, and social work services. Thinking Forward involved

Phoenix Australia | Centre for Posttraumatic Mental Health

© 2017

10

Military and Veteran Mental Health Triennial Literature Scan: 20132016

the self-managed completion of 24 online modules taking 20 minutes each to complete. One
module concurrently targeted trauma and substance use (‘Connecting trauma-related
problems and alcohol and drug use’), two modules targeted substance use (‘Functional
analysis of alcohol and drugs’ and ‘Tobacco use’), one module targeted trauma
(‘Overcoming trauma through exposure’), and the remaining modules were designed to
teach a variety of cognitive, behavioural, and distress management skills, focussing on topics
such as relaxation, readiness to change, identifying and challenging automatic thoughts,
anger management, insomnia, problem solving, and relationships. At three-months postintervention, the treated group had maintained a significantly greater reduction in percent of
heavy drinking days compared to the usual care group. This reduction was mediated by
increased coping skills, social support, self-efficacy, and hope for the future. The treated
group also reported a comparatively greater decline in drug use at three-month follow-up, but
the difference was not significant. Both groups reported improvements in PTSD, however,
differences in improvements between the groups were not significant. In the treated group,
37.5% of participants (compared to 29.7% in the usual care group) showed clinically
meaningful improvement in PTSD symptoms. Furthermore, in the treated group, 17.9% of
participants (compared to 23.4% in the usual care group) moved from reporting clinical levels
of distress to no longer reporting clinical levels of distress. Decreases in PTSD symptoms
achieved during the intervention period (weeks one to 12) were offset by a slight increase
during the post-intervention period (weeks 13 to 24). One explanation given for the lack of
improvement in PTSD symptoms was the self-managed nature of the intervention.
Participants could choose the type and number of modules to complete, meaning that they
could selectively attend to problems. In this trial, participants completed less than half of the
modules, and only four chose the trauma exposure module. Adding professional support to
the program may boost effectiveness in treating PTSD. Other factors contributing to lack of
PTSD effect were that 21% of participants were assessed at subthreshold levels of PTSD at
baseline, and participants were not treatment-seekers, so may have been unmotivated to
change. The authors did not comment on study-related adverse events. It is notable that the
evidence base for substance use interventions is beginning to encompass online options,
because in the past, drug and alcohol abuse have more likely been treated in group
settings20.
A second RCT conducted in the US utilised an existing home telehealth care management
program for PTSD, supplemented with an MI-based smoking cessation component21. The
existing program comprised PTSD home telehealth care management and nurse care
management, while the intervention program comprised the existing program plus smoking
cessation curricula, including written material and weekly MI telephone counselling with a
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nurse. MI is a client-centred therapeutic approach which aims to facilitate behaviour change
by reducing ambivalence to change, thus increasing motivation. Adding a motivational
component to usual PTSD care was prompted by evidence that about half of veterans who
smoke are not motivated to quit. Veterans (n = 178) with a diagnosis of PTSD and who were
currently smoking at least one cigarette a day were included in the trial. The intervention
group (n = 89) averaged 5.5 MI sessions throughout the 12-week trial, while a comparison
group (n = 89) underwent the existing program. Both groups reported equally favourable
smoking cessation rates, indicating that there was no advantage of adding the MI component
in terms of substance use reduction. However, the intervention group did show a greater
comparative decrease in self-reported PTSD symptoms at six-month follow-up. The authors
did not comment on adverse effects of the intervention.
A combined CBT and pharmacological intervention targeting co-occurring PTSD and SUD
was trialled for eight weeks in a double-blind RCT22. US veterans (n = 27) who had been
diagnosed with PTSD/subthreshold PTSD and SUD for the past six months were
randomised to receive either an eight-week course of N-acetylcysteine plus group CBT for
SUD (n = 13), or placebo plus group CBT for SUD (n = 14). The researchers hypothesised
that the use of N-acetylcysteine, an amino acid, in combination with CBT for SUD, would
reduce PTSD symptoms, craving, and substance use, on the basis that PTSD and SUD
share neurobiological mechanisms. Compared to the placebo group, posttreatment
reductions in self-reported PTSD symptoms were significantly greater for the group receiving
N-acetylcysteine, however reductions in clinician-rated PTSD symptoms did not differ
significantly between the groups. Posttreatment reductions in self-reported substance
cravings were also greater for the N-acetylcysteine group compared to the placebo group.
There were 31 reported adverse effects associated with the use of N-acetylcysteine which
were indicated on the FDA-approved label, the most common being dry mouth and
heartburn. Adverse effects were experienced by 66.7% of participants in the Nacetylcysteine group, and 47.1% in the placebo group. Additionally, three participants
experienced serious adverse effects during the trial, involving cardiac arrhythmia,
pancreatitis, syncopal episode, and hospitalisation for suicidality.
Finally, a small pilot study with a single-group, pre-post design assessed the feasibility and
tolerability of using integrated CBT (ICBT) to treat co-occurring PTSD and SUD in veterans23.
ICBT is a manual-guided intervention, delivered individually and in small groups of two to
three, and includes education, relaxation, and flexible thinking components. There is a
growing evidence base for ICBT in civilian populations, and it has been adapted for OEF/OIF
veterans. Participants were male OEF/OIF/OND veterans (n = 12) who had a current PTSD
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diagnosis with high levels of symptom severity, and a diagnosis of substance abuse in the
past year. ICBT was delivered over 12 weeks, and six veterans completed at least eight of
the scheduled 12 ICBT sessions. The authors reasoned that the high dropout rate (45.5%)
might have been due to high baseline severity of symptoms and stigma, rather than
tolerability, and they made no comment on any adverse study-related events. Because this
was a feasibility study, no outcomes were reported for SUD, however, a clinically meaningful
improvement in PTSD was found for three of the six treatment completers, based on
clinician-administered assessments. Further study is necessary to determine the
effectiveness of ICBT on treating co-occurring PTSD and SUD.

Concurrent treatment of comorbid PTSD and pain
The treatment of pain individually has a solid evidence base, with guidelines recommending
how chronic pain can be effectively treated24. PTSD and pain share common neurological
underpinnings and have conceptual, symptomatic, and behavioural overlaps25,26. This
substantiates the rationale for concurrent treatment of the two conditions. Common types of
pain reported by veterans and service members include neuropathic (nerve-related, e.g.,
‘stinging’, ‘burning’, or ‘stabbing’ pain), somatic (musculoskeletal, e.g., ‘aching’ or ‘pulling’
pain), visceral (related to internal organs, vaguely described as ‘squeezing’ or ‘cramping’),
concussion or feeling dazed (related to traumatic brain injury and/or tinnitus), neck, joint, and
lower back pain, migraine, rheumatism/arthritis, and fibromyalgia27,28.
Reported in the recent literature were three notable interventions which appeared to
demonstrate a positive effect on comorbid PTSD and pain. These included one collaborative
approach, and two types of brief intervention. While only one was designed as a concurrent
treatment, those that targeted PTSD also noted reductions in pain.
In a single group pilot study targeting veterans with PTSD diagnosis and comorbid chronic
pain, Integrated Management of Pain and PTSD in Returning OEF/OIF/OND Veterans
(IMPROVE) was delivered to 58 OEF/OIF/OND veterans28. IMPROVE was an intervention
utilising BA and collaborative care. BA psychotherapy sessions were delivered individually
and in-person by a psychologist, and targeted the integrated treatment of chronic pain and
PTSD. The mechanism by which BA is thought to work is by targeting avoidance through
problem-solving barriers to engaging in meaningful activities, rather than targeting underlying
cognitions as other CBTs do. Up to eight structured sessions were delivered, which included
pain and PTSD education, identification of the veteran’s values and goals, collaborative
development of treatment goals, problem-solving strategies and tools to help overcome
avoidance, and relapse and prevention planning. Of the 58 veterans who began the
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intervention, 25 completed eight sessions, and five completed between two and seven
sessions, which was deemed ‘completion’ if they felt that their treatment goals had been met.
Collaborative care comprised multidisciplinary pain and mental health management involving
a psychologist and a physiatrist. ‘Physiatrist’ is a US term which describes medical doctors
who specialise in physical medicine and rehabilitation, one specialty of which is pain
medicine. Psychologists and physiatrists collaboratively conducted the veteran’s initial
assessment, discussed veterans’ cases weekly, made recommendations for pain and mental
health treatment (e.g., physical therapy, prosthetics, and pain medication), and reviewed
progress. Veterans’ electronic case files were updated, facilitating access by primary care
providers to veterans’ treatment and progress. The benefits of collaborative care
management include coordination of care between medical and mental health services,
facilitating communication between the veteran and providers, monitoring veterans’
adherence to treatment recommendations, and facilitating posttreatment planning. Results
based on the 30 completers’ information demonstrated preliminary effectiveness in
significantly reducing self-reported PTSD symptoms (although there was no remission of
PTSD diagnoses) and pain. Follow-up was conducted by the psychologist who telephoned
the veteran one month posttreatment to assess clinical status, adherence with
recommendations, and additional treatment needs. However, no long-term follow-up was
conducted to assess the maintenance of treatment effects. The authors suggested that the
high rate of non-completers (48.3%) may have been due to offers of medical treatment
during the study being favoured over psychological interventions, and they did not comment
on study-related adverse events. While IMPROVE showed promise in reducing comorbid
PTSD and pain, further rigorous study including randomisation and a comparison group is
required.
A brief intervention study assessed the usefulness of receiving coaching in Emotional
Freedom Techniques (EFT) in conjunction with primary care29. EFT involves applying
pressure to traditional acupuncture points (acupressure), rather than needles, while the
patient focusses on fearful situations or traumatic memories. Underlying EFT is the
assumption that emotional disturbances associated with traumatic events are caused by
disturbances in the body’s energy field (meridian system) that can be restored using this
technique. EFT coaching involved EFT-certified practitioners and participants working
together to initially create a list of traumatic events, which were then self-rated by the
participant according to the level of associated emotion. Coaching enabled participants to
use EFT on each memory until their emotion rating was zero or close to zero, and then
proceed to the next memory. This small RCT included 49 US veterans with clinical levels of
PTSD symptoms. Secondary measures included self-rated pain. Treated veterans (n = 29)
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each received six sessions of EFT coaching supplementary to primary care, while a wait list
group (n = 20) continued with their usual primary care, crossing over to active EFT treatment
once the first group had been treated. The authors combined the posttreatment results of
both groups, effectively transforming the study into a pre-post design. Posttreatment PTSD
symptomatology was significantly improved compared to pretreatment, reverting to subclinical levels which were maintained at six-month follow-up. Furthermore, pain levels
significantly improved, with improvements maintained at six-month follow-up. There were no
adverse events reported. Given that there was not an active comparison group, it is not
possible to say how these results would compare to other standard treatments.
The second brief intervention to be examined was Accelerated Resolution Therapy (ART)27.
ART is an exposure therapy comprising imaginal exposure, imagery rescripting, and bilateral
eye movement. ART was compared to an Attention Control (AC) condition which comprised
two one-hour sessions covering either fitness assessment or career assessment and
planning, as chosen by the participant. AC training interventions are designed to improve
controlled selective attention in the face of more automatic ruminative cognitions (Siegle,
Ghinassi, & Thase, 2007). A secondary analysis conducted of data from an RCT which
evaluated ART versus AC for treating PTSD was performed to assess the concomitant effect
of ART on comorbid pain27. A group of 24 US service members (active duty and reservists)
and veterans received between two and five sessions of ART (average 3.7) depending on
their individual needs. To be included in the initial study, participants were required to have
self-reported levels of PTSD symptoms indicative of a provisional PTSD diagnosis. Preintervention pain levels were also assessed via self-report, but there was no specified pain
level for inclusion. The original study reported significantly greater reductions in PTSD
symptoms for the ART group compared to the AC group30. Additionally, the original study
reported seven adverse events, classified as severe (e.g., sporadic nightmares consistent
with previous history of nightmares) (n = 2), moderate (e.g., events triggered combat
flashbacks or reminders, increased anxiety levels) (n = 4), or mild (nightmares related to
traumatic events) (n = 1). Four of the adverse events were ‘possibly’ or ‘probably’ attributed
to ART as determined by the treating clinician. In the secondary analysis, compared to AC
participants (n = 21), ART participants (n = 24) reported significantly greater reductions in
self-reported pain. It was suggested that the underlying mechanism of ART-related
improvements in pain was the focus of the PTSD treatment on physiological sensations
elicited from recall of psychological trauma, during imaginal exposure. These sensations
linked directly to adverse pain experiences, and therefore physiological sensations were
‘processed out’ during eye movements, resulting in pain reduction. Although it seems that
there were reductions in both PTSD and pain, which may suggest that ART is an effective
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concurrent treatment, the fact that these outcomes were not analysed and reported in a
single paper raises concerns. When outcomes are published separately, it is difficult to
accurately interpret the treatment effect for the two outcomes, in this case, PTSD and pain.
Furthermore, no long-term outcomes were reported, so it is unknown how long the treatment
effects persist.

Conclusions
The evidence from this review suggested that emerging concurrent treatments for PTSD with
comorbid depression, substance use, or pain, show early promise in reducing the
symptomology of either condition, and in some cases, both conditions. In addition, reported
adverse events were rare and not serious, suggesting that concurrent treatment of these
comorbid conditions is relatively safe. Among the diverse range of interventions were
extensions or modifications of existing therapies, which had their protocols adapted to allow
integrated treatment of two disorders concurrently. Other interventions were more flexible
and accessible including self-paced, online programs, and home-based, multi-component
interventions which provided ongoing support outside of scheduled treatment sessions.
However, it is important to note that most of the studies were small with study designs that
had a high risk of bias associated with them. This is certainly an area where further,
methodologically rigorous studies are required.
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2. Veterans and intimate partner and family violence –
prevalence, risk factors, and interventions
In Australia in recent years, violence inflicted on another by a partner or family member has
been brought to the forefront of national attention. Such violence has been referred to as
intimate partner violence (IPV), domestic violence (DV), and family violence, and may
include acts of physical, sexual, financial, emotional, or psychological abuse. Australian
statistics show that women are victims of this type of violence significantly more than males,
and males are significantly more likely to perpetrate such acts of violence31. The World
Health Organisation in 2013 described IPV as a global epidemic32. The Australian
Government has developed a 12-year National Plan to Reduce Violence against Women and
their Children 2010–2022 in order to make reductions in the levels of violence experienced
by Australian women.
Mirroring the growing awareness in the civilian population about the significant health, mental
health, and economic impacts of IPV, research into IPV in veteran and military relationships
has been emerging. Several studies have been conducted in the past three years, primarily
in US samples. They have focussed on efforts to define IPV, establish victimisation and
perpetration rates in veterans, identify potential risk factors, and develop screening and
treatment, and pertinent findings from key studies are summarised below.

Definitions
Intimate partner violence (IPV) is the term mostly commonly used in US research examining
violence involving veterans and their partners and families. In Australia, family violence is the
most current term used in policy, research, and practice, and is defined as “violent or
threatening behaviour, or any other form of behaviour, that coerces or controls a family
member or causes that family member to be fearful”, and includes physical violence, sexual
assault or abuse, economic abuse, emotional or psychological abuse, and damage to
property33. Historically, such acts were primarily conceptualised as being committed by male
partners in heterosexual relationships against their female partners and/or children34.
However, in recent years there has been significant development in understanding that
violence can occur in any relationship, be it perpetrated by a same-sex partner, adolescent
child, or another family member.
Significant debate regarding the gendered nature of violence is ongoing, and is compounded
by inconsistent use of assessment tools, and conflicting definitions used across multiple
sectors, including legal and forensic, law enforcement, research, victim support, and
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advocacy groups35-37. Australian research supports the gendered nature of violence, in other
words, the recognition that women tend to be the victims of violence more often and tend to
experience more coercive, prolonged forms of violence31,38. To better understand the central
role of gender in defining and understanding IPV or family violence, it is important to define
the different types of violence being perpetrated in families. The two broad types of IPV are
coercive controlling violence, and violence that occurs within conflict between partners39.
Coercive controlling violence: Also termed intimate partner terrorism or patriarchal
violence/terrorism, coercive controlling IPV is a set pattern of behaviours with the goal of
controlling the victim40. It includes acts such as threats of negative consequences for
noncompliance, isolating the victim from friends and family, monitoring of the victim’s
behaviour through surveillance, and the use of emotional, physical and sexual abuse to
punish and assert power41. IPV with coercive control affects all aspects of a victim’s life.
There may be physical injuries, stress-related health problems, and psychological issues.
Coercion and intimidation are the defining characteristics of this typology, and it is thought to
be gender asymmetrical, in that it is overwhelmingly perpetrated by males against their
female partners.
Mutual violence or situational couple violence: This typology loosely defines any physical
aggression between partners not embedded within an effort to obtain power and control, nor
in response to such efforts34,40. Typically, this type of violence is conceptualised as an
escalation following unresolved issues or ongoing conflict in a relationship. While severe
physical harm occurs at a lower rate with this type of violence than with coercive control, it
can still be dangerous and potentially lethal. This typology is more likely to be perpetrated by
both males and females, and is thought to be more common than other types42.
Although literature has yet to empirically establish different typologies of IPV, particularly as
to whether such typologies translate into veteran and military populations, what is clear from
the emerging evidence is that the context of IPV differs significantly and is vitally important
when considering risk factors, prevalence, screening, and treatment. Knowledge about a
single incident of IPV does not indicate important factors such as whether the behaviour is
typical and/or reflects a broader relationship issue of coercion and control41.

Prevalence
Establishing accurate estimates of the prevalence of IPV is difficult, as typologies of violence
are not universally agreed upon, and currently there is no tool that distinguishes between
typologies of IPV 43. Prevalence is typically measured by the Conflict Tactics Scale (CTS),
but this measure fails to consider the context of violence, including different typologies of
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violence, and may over-represent mutual violence and under-represent coercive control44. In
addition, the CTS omits acts such as sexual abuse, stalking, and choking, and omits
incidents that occur after separation and divorce, which is a time of increased danger for
women39. The Revised Conflicts Tactics Scale (CTS2) is considered to be an improved
measure, however, it has been criticised for insufficient sensitivity to circumstances and
context. It is common for researchers to modify the CTS2 to meet the needs of particular
studies, or to supplement it with measures of additional aspects of violence and the context
in which it occurs. An alternative measure which does measure coercive control and
intimidating partner abuse is the Relationship Behavior Rating Scale (RBRS)45.
The following prevalence studies have been conducted recently in military or veteran
populations, primarily in the US. If a specific typology of IPV has been investigated in a
particular study, it is noted.

Victimisation
Female veterans
In general, female veterans appear to be exposed to a higher prevalence of IPV victimisation
compared to female civilians46. A 2016 prevalence study found that 18.5% of female US
Veterans Health Administration primary care users reported experiencing IPV in the past
year, with a higher rate of 25.5% amongst women aged 18–30 47. A second 2016 study
reported that in a VA medical centre, 47% of women who had been screened reported
current or past history of IPV48. Recent veteran and military research has also found elevated
rates of victimisation in women identifying as non-heterosexual47,49, as well as female
veterans who are rurally located46. To provide some context for these rates when compared
to the Australian population, the 2012 ABS Personal Safety Survey revealed that one in six
women (16.7%) have experienced physical or sexual violence from a current partner since
the age of 1538.
A 2016 study focussed on a specific behaviour associated with IPV by measuring prevalence
of intimate partner stalking in female UK veterans50. Of the 225 women with a history of any
type of IPV victimisation, 64.4% reported lifetime intimate partner stalking. The most
common forms of intimate partner stalking were being followed/spied upon, receiving
unwanted calls, and having the individual show up at places uninvited.
Male veterans
A 2014 US study into prevalence rates of male veteran victimisation found a lower
prevalence rate in male veterans (9.5%) than nonveterans (12.5%) for reported lifetime IPV
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victimisation51. As a point of comparison, one in 19 Australian men (5.3%) have experienced
physical or sexual violence from a current or former partner since the age of 1538. It is
unclear in the Cerulli et al.51 study as to why male veterans experience lower IPV
victimisation than civilians, as the nature of the violence and the dynamic of the relationships
were not investigated. The researchers found that not only were male veterans less likely to
be victims than civilians, they were also less likely to have poorer health outcomes as a
result of IPV victimisation compared to civilians. Researchers concluded that the coordinated
health care that male veterans receive in the US may contribute to their veteran status being
protective of both IPV and subsequent poor health51. However, as discussed above, a
number of studies have found that female veterans are a high-risk population for IPV
compared to civilians46. It remains unclear as to whether being a veteran is a protective
factor in risk of IPV victimisation, whether veteran status is a protective factor that applies
only to male veterans, or whether the findings are due to many other reasons such as underreporting or being part of a male-oriented culture.

Perpetration
A 2016 review of IPV research in US military families concluded that while some researchers
propose that perpetration is both more frequent and severe in military personnel, other
research has found no difference between perpetration and severity rates compared to
civilians42. Perpetration prevalence rates have also been investigated in military personnel
with mental health problems, which may be another risk factor for IPV perpetration. Both
Australian and US civilian research shows that individuals with mental health problems are at
increased risk for committing violence towards others44. A systematic review in 2015 of IPV
perpetration prevalence rates amongst male and female military personnel with mental
health problems reviewed 10 studies, with most studies from the US, as well as Canada,
Israel and the UK44. A prevalence rate could not be determined for female military personnel
or for male military personnel with a mental health disorder other than PTSD, as the number
of studies eligible for inclusion in the review was too low. The median prevalence rate for
past year perpetration of physical IPV among male military personnel with PTSD was 27.5%,
and a median prevalence rate of 91% was reported for past year perpetration of
psychological IPV44. A limitation of this review was that severity and frequency of emotional
and other forms of violence were not reported. In addition, some of the samples included
those engaging in hazardous substance use.
Two studies have also specifically investigated perpetration rates of physical IPV in
relationships where the male was a veteran and the partner (female) was civilian52,53. Both
studies had US samples of OEF/OIF veterans. One study utilised a sample of individuals that
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were receiving couples treatment and measured IPV using a combination of items from the
CTS and CTS2, and the second study recruited a sample based on high levels of selfreported relationship distress and measured IPV using the CTS2. Although both studies
predicted that male veterans and their female civilian partners would report similar amounts
of physical IPV perpetration, the findings showed that the female civilian partners perpetrated
significantly more physical IPV than their male veteran partners. One of the studies also
found that male veterans reported perpetrating significantly more frequent sexual coercion
than female partners reported perpetrating, which is consistent with the broader literature in
IPV52. It remains unclear as to what might be contributing to higher female civilian partner
perpetration rates of physical IPV against their male veteran partners, given this finding is not
typical in the broader civilian literature. It is more typical in the literature for female violence
to be described as more one-off, less coercive violence. Given that the frequency, duration
and severity of the violence was not measured or analysed in both of these studies, it is
possible that these results may be explained by a lack of consideration for these factors. In
addition, the measures that were used (i.e., the CTS and CTS2) are also problematic in that
they are not sensitive to circumstance or context and have been criticised by researchers for
not adequately measuring coercive and controlling violence.
A 2013 prevalence study in the Canadian Armed Forces (CAF) investigated rates of
perpetration and victimisation of IPV 54. Importantly, the Canadian military has a
comprehensive prevention program, including yearly training on family violence for
commanding officers. Prevalence was measured within the current relationship only, as
opposed to lifetime rates, and included self-reported perpetration of any form of physical
and/or sexual abuse against a partner (9.4%), and self-reported experiences of physical
and/or sexual abuse at the hands of a partner (15.4%). Less physically injurious forms of IPV
were typical, and perpetration of emotional and/or financial abuse against a partner was
19.3%, while the experience of emotional and/or financial abuse at the hands of a partner
was 25.1%. There was no notable relationship between gender and perpetration, and the
authors concluded that male and female CAF personnel were both victims and perpetrators
of the full spectrum of physical and psychological IPV. Furthermore, they found reciprocal
occurrence of physical and/or sexual abuse (6.7%) and emotional and/or financial abuse
(15.7%).

Risk factors
Veteran and military families present with some important risk factors for both perpetration
and victimisation of IPV, including high rates of trauma and PTSD42. There is some evidence
linking psychopathology with perpetration of IPV, particularly PTSD, although the emerging
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evidence indicates that the relationship between psychopathology and IPV appears to be
complex.
A 2013 observational study of interactions between US veterans with PTSD and their
partners found that PTSD was associated with more hostility and psychological abuse and
less functional/empathic relationship behaviours55. In a 2014 study of male and female US
veterans with PTSD, female veterans were more likely to engage in aggression in the family
context, whereas being male was positively related to stranger aggression. In the study,
aggression was measured using items from the CTS, which, as previously noted, fails to take
into account context and circumstances and is not considered a good measure of coercive
and controlling violence. The only symptom of PTSD associated with increased likelihood of
family aggression was anger56. A 2013 study of Canadian military personnel found that
PTSD and depression had differential effects on risk of IPV, with PTSD associated with
perpetration, and depression associated with victimisation54. A second US study of male
veterans in 2014 also found that depression was associated with IPV victimisation51.
In addition to perpetration of IPV, PTSD is also associated with victimisation from/in the
context of IPV, given that many forms of IPV are potentially traumatic events. A 2016 study
found that women who experienced intimate partner stalking were 2.5 times more likely to
experience probable PTSD than women who did not experience intimate partner stalking50.
A 2016 meta-analysis of military risk factors for physical IPV compared similarities and
differences in significant risk factors between military and civilian personnel57. Overall, the
findings indicated more similarities between military and civilian risk factors than differences.
The strongest risk factor of physical IPV perpetration in both male and female military
personnel was perpetration of emotional abuse, and this finding mirrored civilian risk factors.
The remaining risk factors for perpetration of IPV, including lower levels of social support,
increased levels of stress, lower income, younger age, less education, higher levels of
PTSD, higher levels of depression, and more experience of child abuse in the family of
origin, were deemed to be small or trivial risk factors in military personnel. An investigation of
risk factors and how they differed in males found that although problems with alcohol and low
relationship satisfaction were significant (albeit small) risk factors for physical IPV
perpetration in military male personnel, they were significantly stronger risk factors for civilian
males. Stress was the only significantly stronger (albeit small) risk factor for physical IPV
perpetration for military males relative to civilian males.
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Screening
Significant efforts have been made to establish an evidence base supporting universal
screening in the US VA services, reflecting a national movement in the US to universally
screen for IPV in healthcare settings. A 2016 feasibility study found that universal screening
of IPV victimisation in female veterans in a VA medical centre was highly feasible, with 95%
of patients agreeing to be screened48.
Although there are a number of risk assessment tools for civilian samples, previously there
were no IPV risk assessment tools developed for military populations to identify either victims
or perpetrators. In 2016, a risk assessment instrument called the Intimate Partner Physical
Injury-Risk Assessment Tool (IPPI-RAT) was developed and tested for use by military
providers58. The study tested the tool’s ability to predict future physical injury based on an
alleged victim’s responses across a six-month period. At six-months follow-up the tool was
found to have accurately detected 80% of perpetrators who inflicted future physical injury,
based on the alleged victim’s responses, indicating good predictive ability. The final 15 items
that were included in the IPPI-RAT are presented in Table 4.
Table 4. Risk factors identified using the IPPI-RAT

Perpetration

Victimisation

Caused minor injury (not requiring medical care) in
incident

Fears for self or children or pets

Denies incident occurred

Attempting to leave relationship
Dissatisfied with military lifestyle

Blames others for incident
Physically aggressive toward partner prior to incident
Increased frequency or severity of violence toward
partner
Ever used or threatened to use weapons against partner
Emotionally abusive toward partner
Ever choked or strangled partner
Feels desperate about relationship
Attempts to control partner’s access to
friends/family/resources
Holds unrealistic expectations of partner
Expresses ideas or opinions that justify violence toward
partner
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Findings from the IPPI-RAT study showed that risk factors for future IPV resulting in physical
injury may be more similar than dissimilar across military and civilian samples and among
men and women. Although the military faces unique stressors that may dispose them to a
higher prevalence of IPV, only one military-specific factor appeared in the final 15-item IPPIRAT scale. Moreover, the risk factor was for victimisation, not perpetration (i.e., ‘victim is
dissatisfied with military lifestyle’). Factors such as deployment-related stress, traumatic
brain injury, and PTSD, although present within this population, were not significant
predictors of subsequent IPV resulting in physical injury to the victim. It is important to note,
however, that the IPPI-RAT study did not address types of IPV beyond physical injury, such
as psychological, emotional, and financial abuse, sexual coercion, or stalking, and it remains
unknown as to whether or not these types of IPV are associated with military risk factors.
Accurate risk assessment is particularly important in the context of potential escalating or
continuing violence, although no research has investigated risk factors relating specifically to
escalating violence in military or veteran populations. Although military and veteran
populations differ from civilians in that they have access to lethal weapons and training in
mortal combat, there is no research comparing level of danger of IPV perpetrated by a
military service member or veteran compared to a civilian, nor investigating whether military
or veteran populations are at greater risk of perpetrating, or being victim, to escalating
violence40.

Treatment/prevention
Included in this review were perpetrator intervention programs aimed at preventing violence,
and treatment programs aimed at supporting victims.
Intervention programs for perpetrators
A 2016 literature review concluded that there is almost no empirical or clinical literature
focussed on IPV perpetrator interventions in military and veteran families42. The authors
propose guidelines for interventions for domestically violent military personnel, to help end
violence. While recognising the lack of empirical evidence supporting a particular approach,
they suggest perpetrator interventions that consider the developmental attachment theory of
IPV/DV, in addition to considering comorbid psychopathology42.
In response to the evidence gap, one treatment program has recently been developed.
Strength at Home is a cognitive behavioural-based treatment and prevention program
developed specifically for military/veteran populations. A 2013 pilot study in 14 male military
personnel with PTSD who were perpetrators of IPV found that physical and psychological
IPV perpetration significantly decreased by six-month follow-up59. A follow-up RCT of 69
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male military personnel compared Strength at Home to a control condition and found that
Strength at Home prevented more physical IPV and reduced psychological IPV compared to
controls60.
A qualitative study of male veteran perpetrators found a preference for intervention programs
to be delivered through veterans’ services as opposed to civilian services, as well as a
preference for treatment to go beyond perpetrators, as they reported that IPV was often
mutual or reciprocated53,61.
Treatment programs for victims
A study of female veteran victims found that their priorities for IPV-related treatment were
around the physical safety of themselves, their children, and their pets, as well as coping
skills for emotional health, but there was significant variability in priorities in the sample, and
the authors concluded that a one-size-fits-all approach to female veteran victims was
unsuitable62.
A qualitative study of female veterans who had experienced IPV or non-partner sexual
assault found that the military could offer opportunities to gain freedom and independence
from an IPV perpetrator (through resources, acquisition of skills, and opportunities to escape
physically, as well as other sources of assistance)63. However, there were also instances
where the military response to their experiences was negative. After reporting IPV
victimisation, some female veterans commented that leadership provided negative and
unsupportive responses, they felt confronted by a culture accepting of violence against
women, they felt personal concerns for negative career consequences, and disliked policies
requiring that reports be made through a chain of command that may include the perpetrator
of the assault. Although this study was conducted in the US military it is important to consider
any barriers to veterans reporting IPV victimisation and other types of violence in the military,
and how those barriers may impact screening and prevention efforts in Australia.

Conclusions
The overwhelming majority of evidence in this area comes from the US, where IPV is the
main concern. In Australia, the main focus is on family violence, which is inclusive of children
who are victims of violence, or who witness violence. It is important to note that the vast
majority of the studies included in this review fail to take into account the impact of family
violence on children.
While public concern about IPV in military families may focus on male military personnel
inflicting PTSD-fuelled physical violence on their female civilian intimate partners soon after
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return from difficult combat deployments, the emerging data paints a far more complex
picture of IPV54. Military families can have one partner in the military or be a dual-military
family, as well as identify as heterosexual or LGBTQI (lesbian, gay, bisexual, transgender,
queer or questioning, and intersex). Prevalence rates of IPV might differ significantly in all
these types of families46. Research is still emerging, and the extent of the problem in military
and veteran families is currently unclear, particularly given that there is little empirical
research conducted in Australia. The differences in healthcare access and service provision
in military and veteran populations and the established prevention programs means that data
from the multiple US and single Canadian study presented here may not apply to the
Australian context. In addition, the different definitions of violence used by researchers and
the reliance on assessment tools that do not fully measure the more coercive and controlling
types of violence make it difficult to draw firm conclusions about the incidence of IPV in
military populations.
The research in the US provides some initial findings on screening and perpetrator
intervention programs. While a risk assessment tool has recently been developed and
validated on a US military sample, it is only predictive of physical injury rather than other
types of abuse. However, emerging evidence indicates that military-specific factors are far
less common than universal factors when assessing risks of IPV58, and in this context,
existing risk assessment tools and frameworks that have been used and evaluated for many
years in the Australian family violence sector could be trialled and assessed in a military
context. For example, well regarded programs such as the Family Violence Risk Assessment
and Risk Management Framework (often referred to as the common risk assessment
framework  CRAF)64, which offer not only a screening framework but also a whole of
organisation approach to risk assessment, could be examined. In terms of intervention
programs, the Strength at Home program offers a potential model of intervention that could
be trialled in Australia, although interventions in other areas that are examined in the
Australian civilian context, such as restorative justice programs, may also merit some
investigation65.
The research on IPV in the military context is emerging, and more studies to help better
conceptualise violence in a military context, and a more consistent approach to the
measurement of violence and to perpetrator intervention programs, would be beneficial. In
addition, research still needs to elucidate the fact that female veterans in the US are victims
of IPV significantly more than non-veteran women46. One firm conclusion that can be drawn
from the findings presented here is that the context of violence in military and veteran
families is essential. A contextual analysis serves to clarify what happened by determining
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the perpetrator’s intent in his/her use of violence, the meaning of the violence to the victim,
and the effect of the violence on the victim and children40.
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3. Innovation in transition models for the military, elite sports,
and/or emergency services
Introduction
A transition is an event or non-event accompanied by a process of leaving one set of roles,
relationships, routines, and assumptions and establishing new ones66. Transition models
provide a framework for understanding how humans adapt to life and career transitions
(Schlossberg, 1981). They contribute to the development of targeted strategies to facilitate
adjustment following transition out of challenging occupations67, three of which are the
military, elite sports, and emergency services. Military careers are characterised by lengthy
deployments away from home, prolonged or repeated traumatic experiences, and robust
enculturation68. Elite sporting careers are characterised by pressure to succeed and an
exclusive focus on the sport at the cost of education, work, family, and other life interests69.
Emergency service careers are characterised by having to regularly execute extraordinary
duties that often save the lives of others, unpredictable environments, the potential for
regular exposure to trauma, and shift work70. However, commonalities in the transition
process among the three careers emerged from the reviewed literature, including the
potential benefits of pre-transition or retirement planning to a successful transition, and the
challenges of redefining post-transition sense of self and social identity.

Transition models for the military
The transition from the military to civilian life is generally referred to as reintegration.
Reintegration has been viewed as both a process and an outcome, involving the resumption
of family, community, and workplace roles71. As a process, reintegration entails managing
the return to civilian life and facing changes in day-to-day demands as well as family roles,
responsibilities, and routines72. As an outcome, successful reintegration comprises postdeployment achievement of satisfactory levels of functioning at home, at work, in
relationships, and in the community73.
Included in the reviewed literature were theoretical transition frameworks and empirically
assessed transition models which targeted the individual service member, the practical
requirements of resettlement, and family unit functioning and parenting skills.
An ecological model of returning military service member and veteran (MSMV) reintegration
was proposed by Elnitsky et al.71, who suggested that reintegration involves interactions
between the individual and the environment, and is best understood by considering four
levels: individual, interpersonal, community, and societal contexts, and the interactions

Phoenix Australia | Centre for Posttraumatic Mental Health

© 2017

28

Military and Veteran Mental Health Triennial Literature Scan: 20132016

between them. The model was developed from a literature review identifying the challenges
and facilitators of reintegration at each of the four levels. Individual level factors included
psychological and physical health; interpersonal level factors included family and spousal
relationships; community level factors included health systems, work and school, and legal
services; and societal level factors included social policy such as US Department of Defense
(DoD) and VA initiatives. The purpose of developing the model was to provide a unified
definition and systematic understanding of reintegration, and to guide research and practice.
By using the model, it was argued that interventions could be targeted toward the different
levels.
One RCT assessed an online expressive writing intervention designed to reduce
reintegration difficulty for US Afghanistan and Iraq war veterans transitioning to civilian life74.
Reintegration difficulty referred to self-assessed difficulties in domains such as social
relations, productivity, community participation, perceived meaning in life, and self-care and
leisure. Participants, of whom 39% were female, were randomly allocated to either an
expressive writing group (n = 508), or one of two control groups – factual writing (n = 507)
and no writing (n = 277). Expressive writing was intended to deeply explore thoughts and
feelings about the transition to civilian life, while factual writing considered veterans’
information needs, such as VA services and benefits. Four online writing sessions of 20
minutes each were scheduled for the writing groups. Expressive and factual writers
completed an average of 2.5 and 2.8 sessions, respectively, over the course of ten days or
less. At six months post-intervention, the expressive writers reported significantly reduced
reintegration difficulty compared to the no writing group, but there was no benefit of
expressive writing over factual writing on this measure. Lack of difference between
expressive and factual writing was surmised to be due to the possibility that veteran-specific
topics in factual writing may have evoked sufficient emotion or cognitive processing to
improve certain outcomes. The benefits of this intervention included its brevity and ease of
access, which support its use as an adjunct to psychotherapy. However, this approach does
not involve clinician support, meaning that participants are not monitored or supported,
despite the potential for the writing to cause distress.
Another perspective on veteran reintegration was a theoretical framework based on ‘cultural
persistence’, and a related model called ‘reverse culture shock’ 68,75. Cooper et al68 applied
Pierre Bourdieu’s theoretical concepts of habitus, capital, and field to the UK Armed Forces,
to understand how the cultural legacy of military life may potentially disrupt reintegration. In
other words, what happens when an individual immersed in military culture returns to civilian
life? According to this framework, military culture can potentially endure post-transition, the
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implication being that the veteran’s “grip on military culture” prevents adaptation to civilian
life. In a similar vein, Bergman and colleagues (2014) discussed a model of reverse culture
shock in the military context, which posits that unexpected re-entry difficulties can occur
upon return to a once familiar environment. Such difficulties might include feeling disoriented,
neglected, frustrated, being unemployed, and struggling with personal relationships. Based
on such theorising, it was suggested that transitions could be managed by employing a high
level of planning and preparation. This might include translating skills gained in the military
into forms which civilian employers can understand, conducting personal development
planning and workplace schemes prior to discharge, providing training on the differences
between military and civilian fields, explaining how the military legacy stays with veterans
when they leave, and preparing them for a significant shift in identity68.
Another group of studies highlighted initiatives and models developed to support veterans’
informational and practical needs for returning to civilian life.
One study evaluated the effectiveness of the Yellow Ribbon Reintegration Program (YRRP)
(http://www.yellowribbon.mil/yrrp/) in meeting the reintegration information needs of National
Guard/Reserve service members and their families76. Established by DoD in 2008 and
currently in operation, the YRRP is a public health strategy designed to connect service
members and their families with supportive resources as they transition between their
military and civilian roles throughout the deployment cycle. At scheduled events throughout
the year, information supporting such needs as legal, financial, psychosocial, employment,
and education is disseminated. The current study surveyed 683 National Guard/Reserve
service members and 411 ‘supporters’ (mainly spouses) who attended YRRP events at 30
and 60-days post-deployment. The aim was to examine the perceived utility of the delivery of
information during the post-deployment reintegration period across five domains: education,
employment, family and relationships, legal, and health. A survey revealed that service
members and their spouses/supporters prioritised information needs differently, with the
spouse (mainly females) being mostly concerned about family and relationship matters, while
the service member was mostly concerned about education, employment, and health. It was
also found that for more spouses than service members, these events were the first occasion
on which they had heard about such services. Finally, both service members and spouses
rated the YRRP program as being helpful in providing information or help across the five
domains (between 50% and 78% across the domains). Overall, the YRRP was effective at
providing information, referral, and assistance in several reintegration domains at two to four
months post-deployment.
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Another study described a needs-based model called the motivation model of resettlement,
which was empirically derived using survey responses from 400 Indian Air Force veterans77.
In the survey, participants identified noteworthy socioeconomic resettlement needs, such as
children’s education, finding civilian employment, and purchasing a home and car, and
ranked them in terms of importance. The consolidated needs and rankings formed a
socioeconomic need continuum, from which was derived the resettlement model. The model
was inspired by Maslow’s needs hierarchy, and contained five pyramidal levels, with the
foundation being essential socio-economic needs (acquire house, job, child’s education), and
the apex being social fulfilment needs (living in the place of origin). The three remaining
levels from the foundation upwards covered socio-economic security, comfort, and esteem
needs. It is worth noting that the model incorporated traditional Indian needs such as
arranging a child’s marriage and caring for aging parents, indicating that such models could
encompass cultural specificity. By analysing the resettlement of veterans to better
understand the constituent needs, such needs might be better managed and facilitated.
As noted in the introduction, reintegration involves re-establishing family roles,
responsibilities, and routines. A recent review concluded that the literature to date is underdeveloped regarding strategies supporting successful military family reintegration72.
However, there have been several studies to empirically assess family and relationship
models which have been adapted for the military post-deployment context.
The first three studies, underpinned by the relational turbulence model (RTM), identified
three potential intervention targets that might improve how couples experience reunion and
reduce their children’s reintegration difficulties. The RTM is a relationship model which
suggests that couples perceive their relationships as tumultuous during times of transition.
When used in the military context, the model might help to identify obstacles to smooth
transition for military couples.
The first study investigated predictors of couples’ appraisals of relationship turmoil (chaotic,
stressful, tumultuous relationships) during the first three months after a service member’s
homecoming78. Participants were 118 couples with at least one serving member, who
completed an online questionnaire once per month for the first three months after
homecoming. Three constructs, derived from the RTM, were found to be predictive of the
couples’ perceived relationship turmoil. These constructs were depressive symptoms of
either partner, relational uncertainty (being unsure about involvement in a relationship), and
interference from a partner (disruptions in both partners’ routines which were established
during the service member’s absence). The findings suggested that best practices for
reuniting military couples might include relationship information delivered after the
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honeymoon phase, which comprises the first weeks of reintegration, and when the
relationship experiences upheaval. Additionally, the findings supported the development of
interventions that help couples manage depressive symptoms, relational uncertainty, and
partner interference.
Using the same sample, a second study used the same three constructs to predict service
members’ perceptions of their children’s reintegration difficulty79. It was found that parents
who experienced depressive symptoms, relational uncertainty, and interference from a
partner, reported that their children had more difficulty with reintegration. However, because
the child’s reintegration difficulty was reported by the parents, it should ideally be
corroborated with the child. It was suggested that interventions should offer support to
children early upon reunion (because children don’t appear to experience the same
honeymoon period as their parents), and age emerged as a risk factor, with parents reporting
older children fared worse than younger (children were aged between six months and 20
years). Support services should therefore target older children for maximum effectiveness.
The RTM was therefore shown as a useful way to explain how children experience the postdeployment transition, as a function of the interpersonal dynamics of their parents.
Finally, in a third study, the RTM was also employed in a military context where a different
sample of 118 military families completed an online survey within six months of
homecoming80. Two constructs from the RTM, relational uncertainty and interference from a
partner, were predictive of topic avoidance about deployment. Topic avoidance refers to
couples’ reluctance to talk about their deployment experiences during reunion, and tends to
be dissatisfying within romantic relationships. The results showed that the couples were
more likely to avoid talking about deployment when they were experiencing relational
uncertainty and interference from a partner. A suggestion for intervention targets arose from
these findings – helping military couples to manage their expectations about the reintegration
process by preparing them to experience questions about involvement and disruptions to
their everyday goals - which may equip couples to communicate better.
A second model to be evaluated in the context of military family adjustment was derived from
family stress models, called the military family stress model (MFSM)81. Family stress models
seek to explain the mechanisms through which external stressors, including transitions, may
increase parental psychological distress. This, in turn may impair parenting practices and/or
dyadic adjustment, increasing risks for child maladjustment. The MFSM posits that there are
associations between deployment-related stressors (deployment length/number, and PTSD
symptoms), and adjustment in parent, child, parenting, and dyadic processes. Participants
were families (n = 293) with at least one parent from the National Guard/Reserves who had
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recently deployed to the Middle East conflicts, and at least one child between the ages of
four and 12 years. Multiple method and multiple informant data was collected via self-report
questionnaires and observations of parent-parent and parent-child interactions. Marital
quality referred to dyadic adjustment, while parenting practices were assessed using five
core parenting practices  problem-solving outcome, harsh discipline, positive involvement,
skill encouragement, and monitoring  measured by observing parent-child interactions.
Child adjustment was assessed using parent, child, and teacher ratings on a range of
measures including interpersonal strength, degree of depressive symptoms, and behavioural
problems, such as hyperactivity, attention problems, aggressive behaviour, and withdrawal. It
was found that the number and length of deployments was not associated with dyadic
adjustment, parenting, or child adjustment. It was however found that dyadic adjustment was
associated with more effective parenting. In addition, PTSD symptoms of both parents were
directly associated with children’s adjustment, implicating PTSD symptoms as a key family
stressor following deployment and a potential target for interventions to support families after
deployment.
A final study assessed a parenting program, Strong Families Strong Forces (SFSF), for
military families during the reintegration phase82. The efficacy of SFSF was assessed using
an RCT with the families and children (up to five years of age) of 115 National
Guard/Reserve service members who had returned from Iraq or Afghanistan not longer than
one year prior. By targeting parenting quality (more specifically, ‘parental reflective function’
– defined as the ability to be mindful of, and respond to, emotional states of self and
children), the program was designed to mitigate the impact of deployment-related stressors
on parent-child relationships, and ultimately child wellbeing. The SFSF program consisted of
eight modules delivered via a home-based modality by study clinicians. Modules focussed on
central reintegration tasks such as military identity, parent/child deployment narratives, and
co-parenting practices. Families were randomly allocated to the intervention group (n = 58),
90% of whom completed all eight sessions and post-test assessments, or to a waitlist
comparison (n = 57). Compared to the waitlist group, the intervention group reported
improvements on two parenting measures. First, there were greater reductions in parenting
stress, and second, there were gains in parental reflective functioning, which meant that
parents had an improved capacity to reflect on the mental state of their child. The high rate of
program completion (93%) indicated that military families were interested in family
reintegration/parenting programs, and that the home-based modality was an effective means
of delivery for families who otherwise may not have been able to participate in the program.
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Transition models for sports people
Over 20 years ago an early transition model of athletic retirement was created to address the
entire course of the athletic retirement process, including causes of retirement, factors
related to adaptation to retirement, available resources for retirement adaptation, quality of
adaptation to retirement, and intervention for retirement difficulties83. While no innovative
transition models in elite sport have been reported in the literature recently, there have been
a number of reviews and studies focussed on understanding the experience of the retirement
transition and post-sport career adaptation. It is evident that the early transition model has
been influential in providing a framework on which these more recent studies were based.
The current literature claims to be foundational to developing future models and
interventions84.
A recent systematic review of ten studies of elite athlete end-of-career transitions highlighted
factors contributing to a successful transition85. One factor was pre-planned retirement.
Athletes who planned their retirement in advance, compared to those who did not plan, were
more cognitively, emotionally, and behaviourally ready for their career transition.
Recommendations to emerge from the review included focussing on involuntarily retired
athletes, because those who experienced involuntary retirement were found to be at greater
risk of adjustment difficulties compared to voluntarily retiring athletes, psychological training
programs for athletes approaching sport career termination, development of sport career
assistance programs, use of a progressive detraining program, helping athletes become
aware of, develop, and use transferrable skills, and retirement planning.
Another systematic review which evaluated 126 studies on athletes’ career transitions out of
sport from 19682010 identified 15 variables related to the quality of athletes’ career
transition, and four types of available resources during career transition84. Quality of
transition was not clearly defined but generally referred to the positivity and negativity of
emotions experienced during the transition, and the extent of adjustment difficulties
experienced post-transition. Variables related to the quality of career transition included
athletic identity (a strong athletic identity and high tendency towards identity foreclosure were
negatively associated with the quality of transitions), voluntariness of retirement decision (a
greater degree of control over retirement was generally positively associated with the quality
of career transition, while forced retirement was associated with negative emotions),
injuries/health problems (which were sources of transitional difficulties), and career and
personal development (vocational and life skill development, educational involvement, and
career planning were positively associated with quality of transition). Sport career
achievement (achievement of sporting goals was associated with stable levels of self-
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identity, self-esteem, and global self-concept, while failure to achieve goals was associated
with loneliness, missing people related to sport, and difficulty organising post-sport lives) was
also related to the quality of career transition. Available resources during transition included
coping strategies (keeping busy, seeking social support, searching for new career or
interests, avoidance or denial, and acceptance), pre-retirement planning (psychological
preparation before career-end, having a clear goal outside of sport, financial planning),
psychosocial support, and support program involvement. An example of such a support
program is the Australian Institute of Sport (AIS) initiative ‘Personal Excellence’
(http://www.ausport.gov.au/ais/personal_excellence). It was suggested that for sport
psychologists to assist athletes’ career transitions, they need to provide programs that
provide both proactive support (e.g., career planning, education in transferrable skills) and
reactive support (e.g., coping with emotions, supporting the identity reformation process) to
assist athletes to prepare for their career transition.
A Spanish quantitative study compared the retirement experiences of Greek (n = 76) and
Spanish (n = 57) elite athletes86. Retirement experience was measured in terms of the preconditions of retirement (athletic identity, satisfaction with athletic career, reasons for career
termination, and whether retirement was planned), the transitional period (emotional
reactions upon retirement, areas of perceived difficulties during the transition, the difficulty to
change identity, the degree of perceived financial and psychological support, coping
reactions, and the amount of time needed to adjust), and the consequences of the transition
(athletic identity nowadays, satisfaction with professional choice, perceived success in
sporting career, and current relation with sports). Two characteristics common to both
cultures were lack of retirement planning and high athletic identity after the career, both of
which can contribute to adjustment difficulties post-retirement. Some cultural differences
were detected, for example, the use of different coping strategies, and the level of difficulty
faced in changing athletic identity, indicating that future transition models should take culture
into consideration.
Given the absence of quantitative studies related to transition and sports people, a notable
qualitative study was also identified to shed some light on this under-researched topic.
Seventeen retired South African Olympic athletes were interviewed; a major theme to
emerge was that having dual careers facilitated retirement transition (Tshube & Feltz, 2015).
Examples of dual careers were graduating from university and working full or part-time
during the sporting career. Having a dual career was reported as facilitating “smooth” or
“automatic” transfer from competitive sport to a new career.
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Transition models for emergency services personnel
There were no transition models for emergency services personnel reported on in the
20132016 literature, however, two studies identified potential post-retirement factors for
consideration in future models or targeted interventions, for the promotion of successful
transition.
An Irish study investigated the long-term impact of trauma exposure and emergency services
work on the quality of life and trauma symptomology of ambulance (n = 55) and fire services
(n = 114) retirees, and compared this to non-emergency service retirees87. Emergency and
non-emergency services personnel had been retired for an average of seven years and 12
years, respectively. Quality of life was assessed using four life domains, physical,
psychological, social relationships, and environmental, while trauma symptomology was
assessed using self-reports of re-experiencing, arousal, and avoidance symptoms for the
most recent three months. Emergency services personnel reported lower levels of overall
quality of life and higher levels of PTSD symptomology in relation to the non-emergency
services comparison group. As such, consideration of the role PTSD symptoms may play
may be important for targeted transition interventions for emergency services personnel.
Another study qualitatively investigated the perceptions and beliefs in relation to retirement
for Irish emergency services personnel, resulting in suggested improvements to the transition
to retirement for this group70. Currently employed ambulance (n = 8) and fire services (n = 6)
personnel took part in semi-structured interviews which explored the topics of perception of
current Irish retirement policies and procedures, support for retirees, improving the transition
to retirement, current contact with fellow retirees, and facing one’s own retirement. Results
suggested that there was consensus about the concern of feeling isolated post-retirement,
and not having contact with a significant part of their previous lifestyle, such as the
camaraderie among work colleagues. A subsequent recommendation was that organisations
implement formal systems through which retirees could retain connection to their workplace,
such as organised social gatherings. Results also suggested that the potential for ‘culture
shock’, similar to that experienced by military personnel, was a distressing prospect for
participants as it represented a major life change. A subsequent recommendation was that a
preparatory period for retirement be incorporated into the employment cycle to encourage a
structured approach to retirement planning (for example, pre-retirement courses, seminars,
and information), and that a ‘step-down’ facility be implemented, whereby hours are
gradually reduced in the pre-retirement years.
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Conclusion
The growing understanding of the challenges facing individuals transitioning out of military,
elite sports, and emergency services careers received considerable attention in the literature
spanning 20132016. The vast majority of literature was generated for military service
members and veterans, and reported the development and trialling of diverse interventions
and theoretical frameworks designed to assist with the transition and reintegration
processes. These initiatives addressed individual service member adjustment, the
practicalities of resettling into civilian life, and family reintegration. The transition of sports
people and emergency services personnel out of their occupations was relatively underresearched, with the major outcomes of studies being the identification of factors contributing
to positive and negative transition experiences. The findings of the studies for sports and
emergency services career transitions may prove foundational to future interventions and
models, which were notably absent in the reviewed literature.
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4. Development in treatment conceptualisations for addiction
Defining addiction
Addiction is widely considered a chronic problem by practitioners and researchers, operating
in a cyclical manner with periods of remission and relapse throughout an individual’s life88-91.
Decades of research have resulted in effective behavioural, psychosocial, and
pharmacological interventions available in a variety of treatment settings for substance and
alcohol use disorders (see Figure 1 for definitions). Several national and international
treatment guidelines exist that recommend various evidence-based approaches for a range
of populations with alcohol and SUDs (Kleber et al., 2007; National Institute on Drug Abuse,
2012; US Department of Health & Human Services, 2005).

Substance use disorder
A diagnostic category in the DSM-5 referring to recurrent use of alcohol or other drugs that
causes clinically and functionally significant impairment, such as health problems, disability,
and failure to meet major responsibilities at work, school, or home. Depending on the level
of severity, this disorder is classified as mild, moderate, or severe.
Addiction
A term used to indicate the most severe, chronic stage of substance use disorder, in which
there is a substantial loss of self-control, as indicated by compulsive drug taking despite the
desire to stop taking the drug. In the DSM-5, the term addiction is synonymous with the
classification of severe substance use disorder, however, it is not a medically recognised
diagnosis.92
Substance abuse or substance dependence
Previous diagnostic categories used in DSM-IV-TR that are no longer considered valid.
Substance dependence was considered a more severe diagnosis than substance abuse.
Harmful use or dependence (ICD-10)
Current diagnostic categories used in the ICD-10. Harmful use criteria require a pattern of
substance use that is damaging to the mental or physical health of the user, for example,
hepatitis from sharing contaminated injecting equipment, or depression secondary to heavy
consumption of alcohol. Dependence criteria include experiencing at least three specified
symptoms, including compulsion to use the substance, difficulties controlling substance
use, a physiological withdrawal state, tolerance (such that increased doses are required to
achieve effects originally produced by lower doses), progressive neglect of alternative
interests, and persisting with substance use despite clear evidence of harmful
consequences.
Figure 1. Definitions of substance use disorder, addiction, and substance abuse/harmful
use or dependence

In general, evidence-based treatments have been shown to be efficacious in the short to
medium-term (i.e., less than two years)93. Although some treatments result in long-term,
sustained recovery, relapse is more commonly seen in individuals with alcohol and SUDs,
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even after receiving evidence-based treatment and/or maintaining long periods of
remission93. Researchers and clinicians have argued that currently, the greatest challenge
facing addiction treatment and research is not finding evidence-based treatments, but rather
improving or extending current treatments in order to tackle the bigger problem of relapse94.

Developments in understanding the life course of addiction
Recent research since 2013 has attempted to synthesise findings from long-term1 outcome
studies, in both naturalistic2 and treatment-receiving populations, to better understand when
and why periods of relapse and remission occur. Relatively few studies have charted the
long-term course of recovery, despite acceptance amongst most researchers and clinicians
that addiction is typically a chronic, life-long disorder95. The lack of data in general speaks to
the complications involved with long-term studies. Firstly, they are extremely difficult and
expensive to conduct, and secondly, given they follow a group of individuals for dozens of
years or even decades, the final dataset often does not reflect the current situation of drug
users, treatments, and policies88. For example, prescription medicine (opioid-based)
addiction is a relatively newer phenomenon that has not yet been fully captured in recently
published longitudinal studies on opioid use disorders that began 20 or 30 years ago. In
addition, there is no standardised definition or measure of remission or recovery that is
commonly used, making comparisons between studies difficult88.
A 2016 meta-analysis of naturalistic studies investigating remission in alcohol and SUDs
reviewed 21 studies, and found that 35.0% to 54.4% of individuals achieved remission after a
mean of 17 years of substance use95. There were no significant differences between alcohol
and other SUD remission rates. The mean consumption period prior to remission for most
individuals was at least 14 years. A secondary analysis of the data found that between one in
10 or as few as one in 15 people with SUDs achieved remission per year. Overall, these
findings paint a fairly bleak picture when it comes to the life course of addiction across all
substance types, in that remission rates are low and tend to occur after very long periods of
substance use.
The following sections below synthesise findings from recent long-term studies that have
focussed on specific substances.

1Defined

for the purposes of this report as in excess of three years.
Refers to a population that has had little or no interference by researchers. As a result, some
individuals may have received treatment and some may not.
2
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Alcohol
A study published in 2013 reported on a 20-year naturalistic dataset of a sample of males
who had alcohol use disorders at 30 years of age. The researchers re-measured the sample
every five years (to approximately age 50)91. Of the sample, 60% reported at least one fiveyear period during which they met none of the criteria for alcohol use disorders (i.e.,
remission). Nearly half of the sample (45%) had sustained remission, in that they had no
further alcohol use disorder diagnoses over the 20-year follow-up period. Receiving formal
treatment for alcohol use disorders was associated with greater likelihood of sustained
remission, however, not all individuals who received formal treatment obtained remission.
A second 20-year study of treatment-seeking individuals with alcohol dependence
investigated whether long-term outcomes differed by gender96. Women achieved better
short-term and long-term outcomes, despite having more severe alcohol dependence when
starting treatment. The authors conclude that although women have a greater biological
vulnerability to alcohol, it does not necessarily lead to less favourable treatment outcomes.
Substances
A recently published naturalistic Australian study followed 615 heroin users for 11 years90. At
follow-up, 10.2% of participants were deceased, and past-month heroin use was reported in
nearly a quarter (24.8%). More than three-quarters of participants were also using other
substances at 11-year follow-up. Close to half (46.6%) at 11-year follow-up were in current
treatment90. The relationship between treatment and long-term outcomes was complex, with
all of the participants at 11-year follow-up having participated in a median of four treatment
episodes. Commencing residential treatment was consistently associated with positive
outcomes at long-term follow-up, whereas other types of treatment were not. Major
depression was the most significant predictor of poor outcomes at 11-year follow-up.
A 2015 review of 28 studies investigating the course of opioid use disorders (primarily
heroin) with long-term follow-up periods found that the prevalence of stable abstinence from
opioid use was low, with less than 30% of participants achieving stable abstinence over 10
30 years of follow-up88. In addition, for those who did achieve sustained remissions from
opioid use, many continue to use alcohol and other drugs88.
A 2014 follow-up study over five years of methamphetamine users who received treatment
found that 61% relapsed within the first year, and 25% during years two and five93. Just 13%
of the initial sample achieved five years of continuous remission. Predictors of longer time to
relapse were longer duration of initial treatment, and participating in self-help, or other
secondary formal treatment.
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In contrast to the above studies indicating low remission/recovery rates, a 2016 large-scale
longitudinal national investigation into alcohol and/or substance dependence found very high
rates of abstinence or asymptomatic alcohol and/or substance use over three years among
US adults, with 69.1% of participants achieving abstinence and only 13.5% being still alcohol
and/or substance dependent97. Treatment was not associated with abstinence at three-year
follow-up. The higher rates of recovery in this study may be attributable to the fact that the
most severe form of addiction according to the diagnostic criteria in use at the time was the
focus of the study.
Summary
Across all alcohol and SUD types, recent long-term naturalistic and treatment-seeking
studies indicate that relapse is common, even after periods of sustained remission, and
although treatment is associated with greater likelihood of remission, a significant number of
individuals who receive even multiple forms of evidence-based treatment are still addicted or
using substances at long-term follow-up. While more research is needed to continue to
improve the short-term outcomes of addiction treatment, the priority for addiction research
must be on how to increase rates of long-term recovery98. Unlike the majority of common
psychological disorders, the chronic nature of addiction, which is seen by some researchers
and clinicians as largely incurable, means that treatment must be holistic in addressing all
areas of an individual’s life, and not time-limited89.
Moreover, little is known about how people experience recovery, a broad construct that has
been defined as “a voluntarily maintained lifestyle comprised of sobriety, personal health and
citizenship” 99. In particular, very little is known about individuals in stable recovery (in excess
of five years), including how they achieved that state.

Developments in treatment approaches
There are several areas of recent developments in addiction treatment published since 2013,
including the focus on drop-out, treatment goals, and models of care, all with significant
clinical implications discussed in sections below.
Treatment drop-out
Drop-out from treatment is not unique to addiction – it beleaguers all areas of
psychopathology. However, arguably the consequences of drop-out from addiction treatment
are more severe than other common psychiatric disorders. General psychotherapy typically
sees immediate improvement in roughly a quarter of patients, with a dose-cumulative effect
for early sessions for a majority of patients, indicating that even for patients who drop out
early, they are likely to have experienced at least some benefit100. In comparison, individuals
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who leave addiction treatment even after three months of completed therapy have no
therapeutic gain100. In other words, positive outcomes in addiction treatment are very unlikely
during the early phases of treatment. Longer retention in treatment88,93, as well as on-going
self-help, or additional treatment after the initial treatment period93, have been consistently
associated in long-term follow-up studies with sustained remission and more positive
outcomes.
These findings converge to indicate the significant potential benefits of being able to modify
or extend current treatments in order to retain or reduce drop-out of individuals in addiction
treatment100. Therefore, identifying key risk factors or predictors of drop-out from addiction
treatment is essential. A 2013 meta-analysis of risk factors that predicted drop-out from
addiction treatment found that over 91% of the reviewed studies focussed on patient factors,
with the vast majority of individual factors being irrelevant to likelihood of drop-out100. The
only important patient factors that predicted drop-out were cognitive dysfunction, younger
age, and having a personality disorder. Just 4% of the studies focussed on treatment or
clinician factors that might impact recovery, and emerging evidence from the review
indicated that improving therapist alliance was a promising avenue for reducing drop-out.
Treatment goals
Arguably, the effectiveness of any addiction treatment and ending the long-term cycle of
relapse and remission is dependent upon clients continuing to want to achieve recovery98.
Researchers and clinicians have argued that current treatments focus too much on reducing
substance use, or achieving abstinence, and not enough on linking individuals to reinforcers
that will make the long road to recovery more appealing98. It is well established that longterm addiction erodes every aspect of an individual’s life, including education and
employment prospects, financial security, physical health, relationships, and meaningful
activities that provide the individual with a sense of purpose. As a result, in the absence of
strong incentives for sustained behaviour change, even the most effective medication or
behavioural treatment is unlikely to be effective for very long98.
Research supports this shift in treatment goals, in that engagement in rewarding nonsubstance activities and relationships, as well as attainment of a meaningful sense of
purpose or identity are strongly associated with recovery88,89. Recent long-term studies into
treatment outcomes further points to the importance of social relationships in promoting
recovery. One of the most enduring treatments for addiction is the Alcoholics Anonymous
(AA) program, which has also been expanded successfully to other substance types,
including Narcotics Anonymous (NA). Established in 1935, it remains a successful form of
addiction treatment more than 80 years later, despite huge advances in the interim in the
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fields of psychotherapy and pharmacotherapy. Although it is commonly thought of as a selfhelp therapy, researchers have argued that given that the primary goals of AA (to achieve
sobriety and support other alcoholics) incorporate helping others, the therapy is in fact, better
conceptualised as a ‘mutual-help’ program101. A 10-year follow-up study of AA treatmentreceiving individuals found that more involvement in helping others with aspects of the
program, as opposed to greater participation in the more self-focussed, 12-step work, was
associated with greater abstinence over time, as well as higher reported interest in others101.
In summary, while current evidence-based treatments have successful short-term outcomes
for many individuals, in order to achieve higher rates of sustained recovery, current
treatments need to go beyond a focus on reducing or eliminating substance use, and in
addition, target greater access to experiences that will be enjoyable or otherwise rewarding
to clients98. Given that recent developments in neuroscience research has established that
long-term substance use hijacks the brain’s reward systems, which makes it difficult for an
individual to find pleasure in anything102, converging neuroscientific and longitudinal
evidence now makes a strong case for even greater need for treatment to incorporate strong
incentives for abstinence. Treatment must address the damage that long-term addiction
creates in all aspects of an individual’s life, including relationships, and support the notion
that helping others achieve sobriety may contribute to a meaningful sense of purpose that in
turn leads to recovery from addiction98.
Care models
Findings indicate that relapse is common after completing treatment, and typically occurs
early on, such as within one year after receiving treatment93. The findings in recent years
from several studies investigating the long-term course of addiction add to growing calls for
the treatment system of addiction to be re-built around concepts of continuity of care,
disease management, and chronic care, modelled off the successes in management of other
illnesses such as diabetes and hypertension88,95,100. An RCT published in 2013 involving
Australian Vietnam veterans with alcohol misuse and comorbid psychiatric conditions
compared a chronic condition management program (Flinders Program) with usual care, and
found significantly greater improvements in alcohol outcomes in the chronic condition
approach103. The program is not a single intervention, but rather aims to tailor interventions
to meet the person’s needs whilst simultaneously motivating the patient to achieve their
medical, psychosocial or lifestyle risk factor goals. Health practitioners deliver the program
over a period of 12 months.
Although significant evidence and subsequent shifts in policy around addiction treatment
management reflect an understanding that addiction is a disease of the brain, debates
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continues as to whether addiction can truly be considered a disease of the brain, or instead,
is a matter of choice104. A significant proportion of individuals with addiction attain and
sustain recovery without any treatment99. Given relapse rates for treatment are so high, and
so many achieve remission without treatment, the debate around whether a chronic model of
care is suitable or wasteful is ongoing.

Developments in neuroscience
In the past two decades, advances in neuroscientific research has driven a shift in thinking
that addiction is a disease of the brain92. This view contrasts sharply with centuries of deeply
ingrained views within medicine and society more broadly that addiction is a voluntary act
that can be overcome with willpower and strict moral values. Advances in neurobiology have
uncovered profound disruptions in important aspects of cognition such as decision-making
ability and emotional regulation in individuals with addiction, which are thought to underlie
the maintenance of addictive behaviours.
A 2016 systematic review of 46 studies investigating cognitive functioning in addiction after
treatment found evidence of associations, of moderate effect size, between general cognition
and treatment adherence, and reward-based decision-making and relapse102. The authors
propose that deficits in general cognition (such as speed, attention, and reasoning) are likely
to be barriers to benefiting from traditional CBT or other talking therapies used commonly in
addiction treatment, because they require a high cognitive load in order to be successful.
This conclusion was the result of the findings that cognitive deficits resulted in poorer
outcomes specifically relating to treatment adherence. Additionally, the review found that
cognitive deficits in reward-based decision-making resulted in increased vulnerability to poor
choices that led to relapse. The clinical implications of these findings are two-fold, in that
addiction treatments that require a lower cognitive load may result in more treatment
adherence, and that traditional addiction treatment should be further complemented by both
cognitive enhancement interventions, as well as efforts to strengthen decision-making
ability102.

Veterans and addiction
While in many ways veterans and civilians with SUDs are comparable, there are some
important differences89. A 2014 review of long-term outcomes for US veterans and civilians
with addiction found that veterans had active substance use for an average of four years
longer than civilians and initiated recovery seven years later than civilians99. Veterans also
typically have a significant number of comorbid problems that can complicate addiction
recovery, particularly PTSD89. Previously, it was thought that the substance use problems
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needed to be treated prior to the PTSD, however, treatments that treat both disorders
simultaneously have been recently developed after evidence was found that there was low
success rate with treating substance use without also addressing traumatic experiences105.
Recent studies indicate that reductions in substance use are associated with significant
improvements in PTSD symptoms in dually diagnosed and dually treated veterans106.
However, clinicians also argue that the stress of trauma-focussed PTSD treatment may lead
to difficulty in maintaining abstinence, and therefore, addiction must be treated prior to PTSD
rather than dually107. A protocol published in 2016 aims to conduct the first RCT designed to
directly evaluate the benefits of sequential versus integrated treatment for veterans with
comorbid PTSD and SUDs in order to resolve the outstanding issue of sequential versus
dual treatments for addiction comorbid with PTSD105.
Treatment options for veterans are largely comparable to those for civilians, and clinicians
emphasise the importance of a focus beyond reducing or eliminating substance use, and non
time-limited treatment to ensure relapse prevention over a veteran’s lifetime89. Clinicians
treating veterans with addiction have recommended that using military-related analogies to
explain addiction and recovery concepts facilitates bonding and understanding between
therapist and veteran89. They also state that programs such as AA and NA use the concept
of ‘surrender’ throughout their program, and that veterans sometimes have problems
accepting such terms, given their military training.

Summary
While we know a great deal about addiction, we know much less about recovery99,108.
Addiction is a chronic problem, operating in a cyclical manner. Recent research has
attempted to synthesise findings from long-term outcome studies to better understand when
and why relapse occurs. While more research is needed to continue to improve short-term
outcomes of addiction treatment, the priority must be given to increasing rates of long-term
recovery98.
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