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Foreword 

 

During 2019, Legasee Educational Trust embarked on an ambitious project in partnership 

with Help for Heroes’ Band of Sisters to record the testimonies of those people supporting 

former military personnel living with a range of injuries as a result of their service 

(legasee.org.uk/a-band-of-sisters). Parents, partners and children gave frank accounts of 

their experiences of living with an injured veteran, and these overwhelmingly included 

emotional injuries. Indeed, whilst there were many cases of veterans with a Post-

Traumatic Stress Disorder (PTSD) diagnosis who had sustained no physical injury, there 

were no cases where someone with a physical injury had not also received a trauma or 

other emotional injury diagnosis. Using these testimonies to drive the themes, this paper 

will look at different experiences of emotional injury in military personnel and the wider 

impact on families, bringing together these first-hand accounts, along with a survey of the 

history of British military PTSD, in order to examine the progression of the understanding 

of Post-Traumatic Stress Disorder in the UK Military from WW1 to the present day, and the 

role of the family in veteran care. 

Whilst much has been studied and written about the direct impact on serving and veteran 

military personnel, the stories of the families of those living with PTSD offer a new angle 

from which to observe the wider picture. Their suffering is acute – they fight the on-going 

battles their partners, children and parents fight, but their perspective is unique. 

Sometimes a fly on the wall, sometimes at the centre of the storm, the families are able to 

note aspects which escape clinicians, researchers and the veterans themselves. The Band 

of Sisters interviewees gave new insight into the impact of military service on the families 

and communities of veterans. It is hoped that by adding the voices of these family 

members to the body of research in this area, lessons might be learned about how best to 

support military veterans and their families into the future. 
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Part One - Progression of Understandings of UK Military PTSD 

 

World War One 

 

The understanding of PTSD often starts at the First World War not because this was the 

first conflict to cause such injury – far from it – but because of changing shifts in society’s 

attitudes towards mental health, and because of the very nature of the ‘Great War’. In the 

years immediately preceding WW1, the common understanding of psychological health in 

Britain was as a binary of sanity and insanity with very little in between (Hearnshaw 1964, 

Haley 1979). The events of WW1 meant that psychological distress became a subject of 

debate and research on a national scale. In the early stages of the war, there were 

increasing accounts of soldiers being rendered senseless by artillery shell explosions. 

‘Early references to shell shock imply a mysterious malady of physiological origin resulting 

from shell bursts which, without leaving a trace, somehow sucked the life out of their 

victims’ (Bogacz 1989). However, as the war continued and the scale of soldiers who 

exhibited severe symptoms of mental collapse became overwhelming, the public and the 

military began to shift their views and realised that artillery shells alone were unlikely to be 

the cause of the huge numbers of breakdowns at the Western Front.  

 

Wounds healed, but often bodies were left badly disfigured and mutilated. These men had 

to manage not only the result of their bodily wounds, but also their emotional trauma and 

their new role as disabled veterans. For these damaged men, their war was over, but 

recovery, rehabilitation, and reintegration presented a new set of challenges. […] The 

extent of the emotional impact of wounding was difficult to measure. The psychological 

and emotional trauma associated with disfigurement and mutilation went hand-in-hand 

with physical injury. There were many ways that war wounds affected the body and mind, 

causing permanent scarring (Anderson 2017) 

 

By 1915, there were approximately 20 000 British servicemen seeking treatment for 

combat-related psychological distress which came to be known as ‘shell shock’ (Myers 

1915), other names for these symptoms at the time included ‘war neuroses’ ‘neurasthenia’ 

and ‘combat stress reaction’. By June 1918 there were six special neurological hospitals 

for officers and thirteen for other ranks, and a consistent shortage of hospital beds for 

victims of shell shock. It is estimated that by Armistice day 80 000 cases of shell shock 

had passed through British medical facilities (BBC 2004). The Imperial War Museum has 

recorded WW1 veterans’ descriptions of shell shock (iwm.org.uk/history/voices-of-the-first-

world-war) which provide insight into the experience of shell shock at that time: 

 

 What we felt; we’d rather lose a leg, be wounded, anything but to have shell shock. 

We were all afraid of shell shock. Oh, it hit the nerves and the fellows that’d come out their 

fingers would be waving about like tissue paper. They never really recovered in mind, you 

know, a lot of them. We felt sorry for them, anyway. I should imagine the medical 

profession must have too because they were tragic cases, very tragic. We dreaded that – 

http://iwm.org.uk/history/voices-of-the-first-world-war
http://iwm.org.uk/history/voices-of-the-first-world-war
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all of us dreaded that more than being wounded; we didn’t mind being wounded it was the 

dread of being shell shocked. - Edwin Bigwood, Worcestershire Regiment 

 

Many accounts in the Imperial War Museum records express soldiers’ sympathy for their 

afflicted colleagues: 

 

 It manifested itself in different ways. One of my friends who went out there, when he 

came  back after the war he was accustomed to shut himself up in his home or in his 

garden and he wouldn’t come out at all and nobody could get him to. He finished up – he 

was a great athlete, a good boy at school – he finished up in a lunatic asylum and died 

only within a year or two of the finish of the war. - Bertram Steward 

 

The scale of the suffering as the war went on challenged understandings of bravery and 

cowardice for Britain as a whole. The dominant understanding of the UK military 

establishment during WW1 was that any display of fear in battle must be condemned as 

cowardice and punished as publicly as possible to deter others.  The military leadership 

initially equated shell shock with a failure of moral courage and sought to suppress 

mention of psychiatrists or mental distress for fear of adversely impacting the morale of the 

troops, or offering ‘malingerers an easy escape route from the battlefield’ (Greenberg et al 

2011). Lt-Col Viscount Gort VC typified this view when he spoke to Lord Southborough’s 

Committee. He asserted that shell shock ‘must be looked upon as a form of disgrace to the 

soldier’ (War Office 1922). The techniques he suggested for prevention were indicative of 

the hierarchical and dehumanising ideas in leadership at that time: ‘Officers must be 

taught much more about man mastership, in the same way as horse mastership […] It is 

all to a great extent a question of discipline and drill’ (War Office 1922). However, public 

opinion was shifting. 

 

By the Armistice, public understandings of shell shock were articulated by Lord 

Southborough as he addressed the House of Lords regarding his motion to establish the 

War Office Committee of Enquiry into Shell-Shock in 1920: 

 

 The nature of shell shock cannot be referred to with any pleasure. All would desire 

to forget it - to forget […] the roll of insanity, suicide and death; to bury our recollections of 

horrible disorder, and to keep on the surface nothing but cherished memory of those who 

were the victims of this malignancy. But, my Lords, we cannot do this, because a great 

number of cases of those who suffer from shell shock and its allied disorders are still upon 

our hands and they deserve our sympathy and care. 

 

By the end of WW1, public and military understandings of mental distress were becoming 

more nuanced. The hitherto unquestioned moral code of bravery versus cowardice was no 

longer sufficient to demarcate the conduct of soldiers at the Western Front. By this time 

there had been constant press reports about the horrors being endured by soldiers and 

hundreds of thousands of citizens had personal experience of shell shock and its 

consequences. There was growing unease following reports of executions by firing squad 
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carried out by the British Army. Men as young as 16 were shot following convictions of 

cowardice or desertion which were increasingly understood in the light of mental distress, 

rather than as character defects (Shephard 2000). In the Great War, 346 soldiers were 

executed by the UK military following conviction by court martial of cowardice and 

desertion, with a further 3 000 soldiers receiving punishments including being tied to 

wheels, deprived of food and water (Taylor-Whiffen 2003) and dishonourably discharged. 

The growing understanding of shell shock called into question the justice of this punitive 

approach. 

 

World War Two 
 

As WW2 approached, the research into shell shock in Britain had been steadily declining 

(Kardiner 1941). This was despite 120 000 Great War veterans receiving pensions or final 

awards for ‘primary psychiatric disability’ in 1939 (Ahrenfeldt 1958). The longer-term 

nature of shell shock was beginning to be understood, as thousands of veterans remained 

unwell long after their service. In 1941, psychiatrist Abram Kardiner published his 

observations of WW1 veterans in order to shed light on the conditions which may befall 

soldiers involved in WW2 (Kardiner 1941). He wrote that ‘After the war, patients were 

overtaken by a sense of futility; they became withdrawn and detached, even if they had 

functioned well before’ (Van der Kolk 2014). Despite the public awareness of shell shock 

post-WW1, scepticism of psychological approaches remained embedded at the highest 

levels of the British military establishment. Winston Churchill wrote of psychiatrists in a 

memorandum in 1942: 

 

I am sure it would be sensible to restrict as much as possible the work of these 

gentleman, who are capable of doing an immense amount of harm with what may very 

easily degenerate into charlatanry. The tightest hand should be kept over them, and they 

should not be allowed to quarter themselves in large numbers upon the Fighting Services 

at the public expense. There are no doubt easily recognisable cases which may benefit 

from treatment of this kind, but it is wrong to disturb large numbers of healthy, normal men 

and women by asking the kind of odd questions in which the psychiatrists specialise. 

There are quite enough hangers-on and camp followers already. (Ahrenfeldt 1958) 

 

Despite these views, ‘by the end of 1943, it was accepted that even successful soldiers 

had a breaking point’ (Greenberg et al 2011). ‘Battle exhaustion’ (as post-traumatic 

breakdown was known at this time) was evident in servicemen of all ranks and 

backgrounds. The prolonged stress and exposure to violence and atrocity was causing 

sufficient casualties that by 1944 the British military had set up psychiatric treatment 

centres at Normandy and Burma, which were overwhelmed with patients (Mulvey 2019). 

British military commanders were forced to conclude that ‘even with the best of 

preparation, psychiatric casualties could only be reduced or better managed, but never 

eliminated’ (Greenberg et all 2011). 
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However British cultural understanding of ‘battle exhaustion’ remained freighted with 

shame, and soldiers were resistant to seeking help. It is thought that the numbers of 

soldiers in psychological distress throughout the conflict are significantly under-reported 

due to a lack of self-reporting by soldiers, for fear of punishment and ridicule (Jones & 

Ironside 2010). Greenberg et al (2011) write that ‘stigma was such that in the post-1945 

period, admissions registers and case notes for officers who had been treated for 

psychological disorders were systematically destroyed to protect their identity.’  

 

Vietnam 
 

The British military understanding of PTSD was strongly influenced by the official 

recognition of the term ‘Post-Traumatic Stress Disorder’ in 1980, following US research 

into the responses of veterans to the US Army’s operations in Vietnam from 1955 to 1975. 

The addition of PTSD into the American Psychiatric Association’s Diagnostic and 

Statistical Manual of Mental Disorders (DSM-III) made it a mainstream medical condition in 

the West, and officially defined the diagnostic criteria of post-traumatic injuries for use in 

health contexts. 

 
Gulf Wars and Operations in Afghanistan 
 

Although the UK Armed Forces were involved in conflicts and peacekeeping operations 

between the end of WW2 and 1991, the first Gulf War was the beginning of greater 

investment from the UK government in the physical and mental health of servicemen and 

women. In a departure from 20th century understandings which sought to negate 

questions of mental wellbeing in favour of moral ideas of stoicism versus cowardice, the 

UK Armed Forces (influenced by the US Army) now considered PTSD a legitimate medical 

condition with strategic implications. The military commissioned large scale studies of 

personnel throughout operations in the Gulf and in Afghanistan (Hotopf et al 2003, Chilcot 

2016). The British military began to engage more explicitly with a limited psychological 

approach, with the aim of supporting personnel to sustain multiple deployments (Howell 

2012).  

 

The Gulf Wars and operations in Afghanistan have presented new challenges for 

personnel, not least the proliferation of IEDs and involvement of civilian populations. In 

response to the ‘considerable operational tempo’ in Iraq and Afghanistan, the British 

military developed the TRiM programme for use by the Army in 2006 with the aim of 

helping soldiers cope with traumatic experiences while deployed, and to monitor the 

soldiers’ risk of psychological distress (Greenberg et al 2008). TRiM is a peer-delivered 

programme which aims to deliver time-sensitive, short interventions on the ground 

immediately after traumatic events. It has been used by the Grenadier Guards and other 

Army units. The aim of TRiM is to normalise military stress and keep soldiers operating in 

the field. Professor Neil Greenberg has been at the forefront of developing the TRiM 

packages of support. He describes the programme in terms which are an 

acknowledgement of the need for mental health support for personnel, but sounds a note 
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of scepticism about medical or therapeutic intervention following potentially traumatic 

incidents: 

 

TRiM aims to avoid units simply adopting a medical model as the preferred route of 

intervention after traumatic events such as simply asking a mental health professional 

previously unknown to those involved to come into a unit and deliver, a most probably 

unhelpful, ‘crisis intervention’. It could be argued such an approach might encourage the 

development of difficulties in some individuals, is likely to be met with resistance by some 

individuals, and might pathologise a normal reaction which is part of the natural recovery 

following a major traumatic event. By empowering units to carry out the immediate post 

incident psycholgical management ‘in house’ TRiM intends to avoid such problems. 

(Greenberg et al 2008) 

 

Servicemen and women who volunteer as TRiM practitioners typically receive a maximum 

of five days’ training. After this they are empowered to carry out risk assessments, monitor 

psychological problems and deliver further risk assessments if needed. The research has 

indicated that the TRiM programme has at least done no harm where it is used, and aims 

to destigmatise experiencing psychological problems in the field (Greenberg et al 2008). 

The fact that such a programme exists as part of modern military culture points to a 

growing engagement with PTSD in the Army, albeit in a short-term, ‘cost effective’ way 

(Gray 2015). 

 

Analysis of the findings of the 2003 Chilcot study of the health of Iraq veterans initially 

suggested that levels of PTSD were similar to that of the civilian population (Horn et al 

2006), but as time has gone on researchers are acknowledging that PTSD is likely to be 

affecting a larger proportion of personnel than was first thought: 

 

There were […] specific increases in mental health problems, including PTSD and 

alcohol misuse, among men who had been in combat roles. Likewise, reports of probable 

PTSD were more common among reservists who served in Iraq (6%) than those who did 

not (3%). This was associated more with difficulties experienced on returning home than 

the deployment itself, and remained evident five years later (Greenberg et al 2016) 

 

The editorial quoted above is by the highly respected figures in the field of modern PTSD 

understandings in the British military - Professor Neil Greenberg (Professor of Defence 

Mental Health at King’s College London and Veterans Lead for the Royal College of 

Psychiatrists), Professor Sir Simon Wessely (Trustee of Combat Stress and Chair of 

Psychological Medicine at King’s College London) and Professor Anthony Bull (Director of 

Royal British Legion Centre for Blast Injury Studies and Head of Bioengineering at Imperial 

College London). Their analysis represents the current academic understanding of PTSD 

in veterans of the Iraq wars. They highlighted that: 

 

Despite improvements in [medical] care, deployment had behavioural 

consequences for returning veterans and their families. For example, more than 20% of 
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recent returnees exhibit risky driving, linked to higher death rates from motor vehicle 

crashes; and increases in both self-reported violence and official convictions for violent 

offences are strongly linked to probable PTSD and alcohol misuse. […] No matter how 

good the short-term care, nothing will remove the enduring effects of the deaths and the 

physical and psychological injuries. The true legacy of the conflict for individuals and wider 

society both in the UK and Iraq may not be evident for many years to come. 

 

Since WW1 PTSD has been accepted as an unfortunate reality by the British military. 

Approaches for addressing PTSD in the British military remain debated and in flux. As we 

move on to consider the first-hand experiences of veterans’ families, we can observe how 

the British military is currently responding to personnel and their mental distress. 

 

Women in the Military 

 

World War One saw the beginnings of the recognised roles of women within the military 

setting. By the end of World War Two, women had proven their military worth, and in 

1990s the Women’s Royal Naval Service (WRNS), Women’s Royal Army Corps (WRAC) 

the Women’s Royal Air Force (WRAF) all joined their male counterparts in mainstream 

service, and finally all were allowed into full combat roles in 2018. 

 

Whilst there are, in the main, overlapping areas of PTSD in both male and female serving 

personnel, Military Sexual Trauma (MST) has been found mostly to affect women, and is 

being looked at in increasing depth as a cause of PTSD. Cobseo, the Confederation of 

Service Charities for the UK, have a Female Veteran Cluster group who in conjunction 

with the Veterans and Families Institute for Military Social Research (VFI) at Anglia Ruskin 

University, have released a report entitled We Also Served. Commissioned in 2020, it 

takes a wide evidence base of women who have served in the UK military as well as data 

from across the globe where, for example 

 

US female Veterans with a history of MST are shown to be up to 9 times more likely 

to develop PTSD than female Veterans with no history of sexual assault. 

 

With the unique issues around female veteran health bringing PTSD into focus, more 

research is expected to be forthcoming. Combat Stress, are due to release a report in 

2021 which has been written in conjunction with Kings College London, focusing on the 

physical and psychological wellbeing of female veterans, and NHS England has launched 

a new steering group (2021) specifically looking at female veteran physical and mental 

health care.  
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Part Two - The Role of the Family in Veteran Care 

 

Studies of veteran care – of those injured physically or mentally – has been focused 

primarily on medical opinion, military findings and first-hand testimony from veterans 

themselves. Little has been done to capture and analyse the experiences of those closest 

to veterans, and in the case of those living with PTSD, this would seem to be a significant 

oversight. In 2019, Legasee decided to film interviews with the family members of veterans 

after finding that:  

 

Having interviewed hundreds of veterans over the years, one subject kept coming up 

time and again – military personnel survive and thrive on the support they receive from 

their families. With increasing media coverage of military PTSD and the significant 

coverage of the Invictus and Paralympic games, we felt it was time to talk to the wider 

families – the parents and partners, husbands and wives, sons and daughters who support 

their military loved ones. Teaming up with Help for Heroes’ Band of Sisters, their members 

are sharing their own stories in often heartbreaking detail and revealing what happened to 

their loved ones and how they are still living with the consequences today. – Martin 

Bisiker, Founder, Legasee Educational Trust 

 

Having requested volunteers to speak about any post-combat injury, Legasee was struck 

by the significant numbers of families who were dealing with long-term PTSD in their 

veteran, on its own or in combination with spinal injury, brain injury, visual impairment and 

loss of limbs. Two of the interviewees were children whose parents have PTSD. For 

privacy reasons their experiences will not be shared as part of this paper. The filming gave 

these family members a space to share their experience, all of which were motivated by a 

desire for their own experiences to help others in the same position. Part Two of this essay 

will seek to understand the Role of the Family in Veteran Care, and how PTSD is being 

dealt with in families and communities today.  

 

How Families Describe PTSD 

 

For all of the family members interviewed, the experience of PTSD in their veterans was 

progressive over time. As Linda Rudkin and Louise Reynolds shared, PTSD was not 

discussed with them before or during their husbands’ deployments. Linda shared that her 

husband Colin was diagnosed by Combat Stress 20 years after his service in Northern 

Ireland ‘but I hadn’t even thought or known about PTSD. After I read about it, I realised he 

had been showing all the symptoms for years.’ Kate Boe, a former RAF nurse, spoke 

about the lack of military information about PTSD through her medical training and then as 

the wife of a serviceman, ‘All of our medical training was very much physical and not much 

of the military preparation for detachment was to do with mental health, it was all very 

much physical.’ Both Jenny Bottomley and Louise Reynolds shared that they had received 

some pre-deployment advice from the Army which addressed the possibility that their 

husbands may be killed, but the potential mental impact was not discussed. Michele Apter, 

whose sons Sam and Sean have PTSD explains ‘It wasn’t really spoken about.’ 
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The interviewees described their veteran’s symptoms as they began to realise that 

something was wrong and their veteran was not returning to full health following their 

decompression period. Listed below are the most commonly described symptoms which 

were shared, and which led the families to seek help: 

 

Becoming Withdrawn / Personality Change 

Interviewees shared that their veteran became ‘a different person’ after they returned from 

their service, and no longer wanted to leave the house or participate in social activities. 

Lorna Hunter noticed a change in her husband Thomas very soon after he returned from 

the Gulf in 2004.  

 

 I got up the next day and that’s when I realised there was something wrong. 

Something in his eyes, or something that wasn’t in his eyes, more to the point. They were 

lifeless.  

 

Zoe Meakin shared that her husband Dallas had previously been a sociable person, but 

withdrew after his return from a six month tour in Iraq. 

 

 He wasn't very like that before. He's [normally] very outgoing, really happy. In the 

moments where he was really, really quiet and I'd go "Everything all right?" but [I was not 

sure] how to understand or what to expect. I've never been through that process before. 

 

Increasing Dependence on Substances 

Alcohol was talked about in the majority of interviews, with alcohol dependence being one 

of the early PTSD problems which started to impact their veterans and destabilise their 

lives post-deployment. Vicky Foley’s husband Chris’ drinking was noticed by her friends 

and family. 

 

 He was drinking a lot more but we’d put it down to: “he hasn’t drank for six months, 

let the lad have a couple of beers!” But then a couple of beers would turn into a couple 

more. And a couple more and a couple more.  

 

Joanna Jukes’ husband Dave was using substances in an attempt to numb his pain in the 

years before his PTSD-related death by suicide. 

 

 It came to the point where he was taking four grams of Coke. He was swallowing 

speed. At the same time he was drinking. Apparently cocaine has a different effect on your 

brain if you've got PTSD. Instead of making them hyper it actually calms the brain down in 

the same way as ADHD children take Ritalin, which has an element of speed in it. But 

instead of making them hyperactive, it actually calms them down because your brain has 

actually been changed through PTSD. So I think that's why cocaine is like the drug of 

choice, not heroin or anything like that. 
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Nightmares 

Nightmares were a common experience, which caused considerable pain and danger in 

some cases. Shani Hall, Lisa Kirkpatrick, Sandra Bremner, Kate Boe and Shelley 

Robertson talked about their veterans’ violent nightmares and the chronic lack of sleep. 

Kate Boe said that having a new baby was less of a disturbance to her sleep than her 

husband’s nightmares,  

 

 I think over time, a lot of my husband's nightmares kept going back to the children 

he'd seen out as a conflict zone and just dealing with our son and just bringing it together - 

your head starts to play tricks on you, doesn't it? In some of his nightmares, he'd see these 

situations with the children and then our son would be in that situation and it would mess 

with his head. Some of the flashbacks were taken back to that but then our son would be 

in that situation. 

 

Sandra Bremner struggled to know how best to help her husband as his nightmares which 

were violent and prolonged,  

 

Some of his nightmares have been terrible. I have ended up waking him up in the 

middle of [a nightmare] when he’d be thrashing away and cursing and you know, and 

shaking and everything. Sometimes in the middle of the night. And so I've ended up, you 

know, shaking him to wake him up out of it, because it's terrible just listening to him. I 

remember a year or two ago he actually was turned around towards me in bed on 

hammering the mattress, you know, really punching it hard. I mean, if I'd been there or 

anybody, you know, it would have been painful I tell you. 

 

Anger 

The majority of the interviewees referred to uncharacteristic explosions of temper when 

their veteran became overwhelmed. Vicky Foley said, 

 

 My family knew there was something wrong with him, they’d seen a change in him. 

Our mutual friends, they noticed something wasn’t right. I think everyone knew, but no-one 

wanted to confront him because he got angry. 

 

In Joanna Jukes’ situation she faced the problem of how to keep herself safe while looking 

after Dave, and faced questions from her family and the police about why she stayed with 

Dave. 

 

 To the outside world it can sometimes look like abuse. It can sometimes look like 

domestic abuse, mental abuse, but it's a very fine line between the two and I think it's hard 

for people to understand that the person that's being horrible to you all the time is not 

actually the person that you married. It's the version of them that's ill. And I think that's 

what I had to do very early on was kind of separate the two, because it was almost like 

Dave had two personalities.  
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For Linda Rudkin, her husband’s anger flared up through nightmares and she was in 

danger.  

 

  I remember the first night he was home that I woke up with his arms around my 

throat, telling me to move the effin’ pig out the way, which was an armoured vehicle, I 

think. And he was just trying to choke me. And I couldn't breathe and I don't know, I got 

away from it. He didn't even realise he'd done that. 

 

Teri Turner shared that Mark had never hurt her or their children, however, 

 

 He has been extreme. He's thrown stuff around the house, he's broken stuff, he's 

been shouting and screaming and all those things. 

 

Seeking Control 

Lisa, Teri, Terrie, Kate and Laura mentioned their veteran’s desire to control small 

household tasks and their environment. Teri Hemsley described her son Paul after his first 

tour of Afghanistan.   

 

 [There was a] massive, massive change in him. For the first six months he was 

back, very short-tempered, borderline aggressive […] You'd do the washing when he 

came out for the weekend and something wouldn't be put in the pile [He’d snap] ’Where is 

it? What's going on?’ That wasn't Paul. 

 

Michele Apter echoes this experience with her son Sean. She said ‘He had always been 

very cheery. One of the most noticeable things about him was how snappy he was, he 

would snap at little things and that wasn’t him.’ As Lisa Kirkpatrick put it, ‘It was little 

things. He would just lose his temper really quickly.’ Kate Boe’s husband John has been 

able to integrate this desire for control into his civilian life by working for himself in an 

outdoor setting ‘where he is in control of his environment and his diary.’  

 

Moral Injury 

Moral injury is the most significant recently accepted term in the field of emotional trauma 

and is defined by the NHS as “the psychological distress which results from actions, or the 

lack of them, which violate someone’s moral or ethical code” The term ‘moral injury’ was 

first coined in America in the late 1990s by psychiatrist Jonathan Shay as part of his 

studies into US Vietnam veterans’ mental health. In the UK, it is considered separate to 

PTSD and not classified as a mental disorder. In practice, veterans receiving treatment for 

PTSD are often treated for a moral injury as part of their holistic care. Likewise, a moral 

injury can go undiagnosed and untreated.  

 

Qualitative studies of UK veterans have shown that they experience intense 

psychological distress following a PMIE (potentially morally injurious event), which can 

significantly disrupt their daily functioning. However, the association between PMIE 
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exposure and mental health outcomes in a UK veteran population has not yet been 

explored. (Williamson et al 2021) 

 

The guilt and shame felt by sufferers can lead to significant changes in the way they deal 

with the people around them and process their own actions. Whilst serving in Iraq, Tracy 

Burgess’ husband Alan and his unit gave sweets to a group of local children, the 

repercussions of which left him with severe guilt. Already suffering from PTSD, this moral 

injury compounded his illness. Unable to atone for what had happened, Alan struggled to 

see his own family thriving and eventually left the marriage and home:  

 

I remember he struggled enormously when he came back from the 2nd Gulf 

because we had young children and he’d seen a lot… of how children lived out there. We 

had a big thing about toilet seats - the fact that we had toilet seats and if our children just 

weren’t happy about something, he’d struggle to think ‘Why are you even worried about 

that?’… I remember him talking, just saying he found it really, really hard to be sympathetic 

to his own children when he saw how good they had it compared to how bad others did. 

 

Tracy has since been informed that her husband suffers from a dissociative disorder, a 

condition which has changed his perception of his relationship with her and their children. 

The moral injury that has led to this position remains unacknowledged. 

 

Dissociation 

Tracy Burgess’ husband Alan’s PTSD manifested in dissociative episodes. In these 

episodes he appeared to depart entirely from his body and mind. Dissociation resulted in 

him driving for hours while exhausted without a seatbelt, and eventually leaving Tracy and 

their two children for good on the day their eldest child began their GCSEs. Having 

previously been a loving and attuned father, he was threatening the children with the loss 

of their home and did not seek out contact with them: 

 

“He ended up standing in front of me saying all he could feel, all the love we’d shared over 

the last 20 years had been compressed down to the beginning and turned into anger and 

there was nothing he could do about it. And I remember just standing in front of him, 

looking at him, thinking: What? What’s going on?” 

 

Suicide and Suicidal Ideation 

Michele Apter has dealt with suicide attempts by both of her sons, Sam and Sean. She 

shared that for years her struggle has been ‘just trying to keep them alive’. In the case of 

Sean, there have been constant hospitalisations and injuries since his return from 

deployment. He has lost contact with his partner and child. She said ‘He has been 

homeless, a maelstrom of catastrophe and conflict, just a mess. A complete mess’. She 

explained that he came out of the Army in November, and his symptoms became acute by 

the following January. Her challenges have been compounded by the fact that ‘because 

he wasn’t diagnosed by the Army he has to go the civilian route (NHS) where it takes a 

long time to see anyone regularly, let alone get a diagnosis.’ 
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Teri Turner’s husband Mark had been increasingly erratic, and contemplated jumping off a 

cliff when they were on a walk. He also suddenly left his wife, family and job without 

explanation. Luckily, he was eventually persuaded to return home and be cared for by 

Teri, who explained, 

 

 The explosion of his past just blew up in my face […] He said he was back there 

and he could feel the stomach-wrenching smell that had been there then. It brought back 

memories of children that had been murdered, and women that had been raped and all 

these different things, and I didn't have a clue about any of it because he'd never told me. 

 

What Families Do 

 

As the interviewees gave insight into their everyday lives with their veterans, it became 

clear just how all-encompassing the impact of military PTSD is for families. Twitching, 

rocking, memory loss, uncontrollable crying, self harm, flashbacks, nightmares, mood-

swings, rage and hyper-vigilance in unfamiliar environments – the daily experience of 

living with symptoms affected every aspect of their lives. As Michele Apter put it,  

 

 The impact on the family is very often a hidden impact. That impact just permeates 

so much, not just the immediate family but the wider family and how the family functions in 

society. Everything changes. Everything. 

 

Recognising PTSD and Seeking Help 

One prominent trend was the crucial role that the family members played in encouraging 

their veterans to seek help, and in attempting to gain support from the Army, the NHS, 

charities or community organisations. Because of their symptoms the veterans themselves 

were not in a position to advocate for themselves or navigate the systems that are meant 

to support them. It became clear that these family members were making use of all of their 

own work contacts, family networks, skills, drive and capacity to try to help their veteran.  

 

Having been married to Alan for 20 years, Tracy Burgess knew that his treatment of her 

and their children was out of character in the extreme, and tried desperately to help him. 

 

 It was horrendous. I really had to fight. I wrote a 6 page letter to the GP to try and 

help him but I couldn’t get anything added to his medical notes. All these things that were 

happening were evidence of how catastrophic his state of mind was. 

 

 

Despite Tracy keeping copious notes for the medical professionals, her story of being 

moved between the Army and the NHS, and having short interventions which finished as 

they were beginning to take effect is all too familiar: 
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He’d get me to type up what was going on and record the experience he’d had and 

the struggles he had to deal with the experiences from Gulf 1 and Gulf 2 so that when we 

went to the doctor’s, he wouldn’t be tempted to lie. He’d gone to Help for Heroes to try and 

get mental health support because he was aware that he really was in crisis. They really 

tried to support him but they could only support him up to a certain level and they said 

‘Unfortunately you’re going to need a higher level of support, you’ve got to access other 

services’. So he’d gone to his GP, he’d contacted Combat Stress and he’d contacted 

IAPT. He got appointments but they were all for about 2 weeks’ time. 

 

Lorna Hunter’s husband Tom was steadily declining in health and ‘the Army wouldn’t touch 

Tom because he was TA [Territorial Army]. We had to go to the NHS and in 2003 the GP 

had no idea about PTSD.’ Lorna worked for a part of the council with responsibility for care 

homes at that time, and started to recognise signs of dementia on top of Tom’s already 

debilitating PTSD. After a particularly difficult breakdown following years of untreated 

illness, Lorna was able to reassure Tom, 

 

Whatever this is we fight it together, from here on in, and we fight bloody hard.  

 

Having made multiple attempts to get help from the GP where Tom attended on his own, 

returning home having been told he sounded fine, Lorna eventually accompanied him to 

the GP herself which led to a diagnosis. It was through a meeting with a friend that Lorna 

heard of the Band of Brothers, and was encouraged to refer Tom to Phoenix House. The 

community of Band of Brothers has been an excellent source of support for Tom and 

Lorna.  

 

Linda Rudkin also made use of her work and social network to get her husband Colin 

referred to Combat Stress. Colin’s mental distress was becoming more acute, he was 

affected by flashbacks and increasingly isolated. According to Linda, Colin was reluctant to 

ask for help because he was from the ‘1970s military culture’ of ‘you have to man up, be a 

tough soldier and not show any weakness.’ Linda had sought support from the NHS using 

her knowledge as an NHS manager, but the only help he received were two phone calls 

months apart in which Colin said he was fine. Through her friends at the British Legion, 

Linda came across a magazine with information about Combat Stress. Linda explains, 

 

 I made him get in touch with Combat Stress. He said there was nothing wrong with 

him. 

 

Jenni Worthington also talked about seeking help for her husband and needing to 

convince him that the therapies were worthwhile, ‘all through these therapies I [had] to try 

to get Dan to believe that this is good for him.’ Even once he was getting some NHS 

therapy, Jenni was not allowed into the room and the therapists did not seem able to help 

Dan. Jenni felt ‘The NHS really wanted to help but they struggled to understand the 

military side of things.’ She was told by the NHS that ‘some people just can’t be helped.’ 

Dan continued to have suicidal thoughts and make plans after that time. Jenni got in touch 
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with the Band of Sisters in the hopes of understanding more about PTSD, and through that 

has managed to get Dan involved with the Band of Brothers. The peer support and 

community there has been highly beneficial. 

 

The women were all required to use a great tenacity and persistence (over 20 years in 

some cases) to get any kind of treatment for their veterans. Many talked of the huge 

volume of phone calls, emails, letters and conversations they undertook - desperately 

trying to get help and being told by the Army and the NHS that they were not eligible. As 

Terrie Hemsley said,  

 

I just realised I’ve got to fight for him because no-one else is going to do it.  

 

Managing the Environment 

A shared experience of the family members of veterans was a constant need to think 

ahead about any hazards or potential triggers in an environment. Shelley Robertson 

shared that ‘If we go somewhere now then with his permission I’ll set areas up that we can 

go to, which I know will be safe spots for him […] I need to put those things in place, 

otherwise I know his anxiety levels will build up.’ Shelley realised she needed to prepare 

Tom for shopping trips and not go anywhere that he wasn’t familiar with. Their young 

daughter carefully removes balloons from her party bags, and helps Tom to stay safe 

when his twitching is pronounced. When Tom is upset his daughter will ‘give him a cuddle, 

she will sing to him.’  

 

Kate Boe’s husband John was treated for cancer and she realised that the nurses would 

need to be sure not to trigger his fears, for example by waking him suddenly or using an 

infrared thermometer which could be mistaken for a gun. She explained his PTSD to his 

medical team and tries to make sure there is a level of awareness of his triggers in any 

setting they go to. 

 

Lisa Kirkpatrick also talks about the amount of preparation required to make an outing to 

the supermarket. ‘[I needed to check] Gary, are you going to put your shoes on? Have you 

got your wallet? Have you got your tablets? We’ll be going into this shop. We’ll be there for 

three hours, is that ok? We’ll be doing this.’ Many veterans had a complex regime of 

medication which needed to be carefully managed by their family member. 

 

Because of their veterans’ anxiety and hyper-vigilance, the family members began to see 

the world in a way that allows them to be alert to any danger, loud noises, children playing, 

fireworks or crowds which might cause a bodily reaction in their veteran. What might seem 

like a healing family day out can quickly turn frightening. When Shelley Robertson took her 

husband and daughter on a walk to a local natural waterfall, Tom was triggered by seeing 

a flash of metal (which was part of a selfie stick being used by teenagers to capture their 

images at the waterfall). Unfortunately he was on slippery rock with their baby daughter 

when he saw the metal,  
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 I managed to get him up on [flatter] rocks and moved Evelyn over to the side and 

luckily some random woman said ‘Do you want me to keep an eye on her?’ because she 

could see what was going on. He was shaking, spitting, sweating, losing control of himself, 

rocking back and to, murmuring to himself. I couldn’t get through to him. 

 

Family Cohesion 

The interviewees were managing the veterans wider social surroundings and family. The 

severity of PTSD impacts on relationships, and can make parenting very difficult. The 

partners of the veterans shared that they needed to translate for their veteran to protect 

their relationships with the people around them and try to help the family stay together 

under the immense emotional strain. As Laura Murphy explained,  

 

I’m really trying to mend the family, even though [the children] don’t know it’s 

broken, and John doesn’t realise, I’m constantly trying to mend the bridges. John’s a very 

strict parent, a very Army parent, and so we need to get the balance. 

 

 

Multiple interviewees shared that they were often trying to make plans or outings that 

would allow their veteran some enjoyment or help to build family connection. Jenni 

Worthington shared,  

 

When I can force Dan to go out, the kids love to go out as well, so you know, they 

really enjoy the times out when we go walking and climbing. Although Dan initially…his 

instant reaction is: ‘I don’t want to go. I don’t know what the threat is. I’ve never been there 

before.’ 

 

Joanna Jukes also tried to facilitate connections between Dave and his family, though his 

severe PTSD meant that he could not engage with them in the way he wanted to.  

 

He had regrets sometimes after he’d say or do things […] He found family life really, 

really difficult. He really wanted to be part of the family, this loving husband, loving 

father…but he didn’t know how to do it. He couldn’t feel that emotion. 

 

Linda Rudkin protected her daughters as much as possible from her husband’s 

hallucinations, but they were very distressing. He was sometimes ‘cowering - shouting 

about blood, guts and gore.’ Having witnessed a bomb blast in a sweet shop, and been 

part of recovering the bodies, Colin would sometimes shout to Linda ‘you’re stepping on 

the babies.’ Linda successfully shielded her daughters until they were adults and 

witnessed Colin’s struggles at firsthand. As Linda shared in her video PTSD ‘doesn’t just 

affect my husband, it affects me, my children, my grandchildren, friends and relatives.’ 

 

Tracy Burgess talked about her children’s pain and hospital stays over the years following 

their father’s dissociative PTSD. Thankfully they have both ‘come out very, very strong and 
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very, very lovely young men, who understand and don’t feel angry with their Dad and I 

don’t either.’ 

 

Many of the interviewees shared that they researched their veterans’ symptoms and 

gathered information from as many sources as they could. Jenni Worthington said that her 

initial response to her husband’s PTSD and anxiety was that she ‘just went into an 

automatic mode of: how can I help? How can I find out? How can I investigate? What can I 

do to support him?’ Teri Turner also said that ‘He was diagnosed with PTSD. I sat on the 

internet and I must have read everything you could physically find about PTSD, everything 

you could find. I was so knowledgeable about it, at one stage, it was just ridiculous.’ 

 

There were also a majority of interviewees who took on full financial responsibility for the 

household and making ends meet. The difficulty of trying to earn enough money and care 

for someone who was at risk of suicide and unable to care for themselves came up 

multiple times in the interviews. Kate Boe and Lorna Hunter both shared experiences of 

being at work and needing to leave food and notes for their veterans, and then returning to 

check on them throughout the day. 

 

The Impact of PTSD on Veterans and their Families 

 

The PTSD in veterans’ families could be seen to impact all areas of family life, work, 

relationships, social contact and health. Many of the stories shared included multiple job 

losses, divorce, domestic violence and depression that had developed in the carers 

themselves. The women we spoke to all dedicated themselves to the care and support of 

their husbands and children in the ways shared above, and many others. The women 

were supported in doing this by their own parents, siblings, neighbours, friends and even 

strangers who stepped in when a veteran was having a mental health incident.  

 

The family members in most cases had only a partial knowledge of what their veteran had 

been through in Afghanistan, Iraq, Northern Ireland or Bosnia. The military culture of silent 

stoicism remains at least partly in place. Arguably this silence is a contributing factor to the 

PTSD, as the trauma is not processed and veterans are not asking for help until they are 

in acute mental distress, and sometimes not even then. For most of the veterans the true 

extent of their illness only became clear months or even years after they had left the 

military structure. Vicky Foley shared that her husband did not share the extent of his 

problems to the military medical team, 

 

 When he was going to military [medics] he was always stressing because he was 

seeing other military personnel, and it was kind of, admitting, admitting defeat to someone 

who he thought would look down on him. So I think all the time he’d been in the army he 

hadn’t actually been truthful about how bad he really was or how bad he was really feeling.  

 

For the veterans, there was an instinct to protect their families from the knowledge of what 

they had witnessed. As Jenni Worthington shared ‘Dan hid a lot of the stuff he knew 
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wouldn’t benefit me knowing at the time.’ Many noted that their veterans had been 

specifically trained not to share sensitive information for security reasons - but that this cut 

them off from safely sharing their concerns or expressing their fear. Traumatic events, like 

all experience, needs to be organised into memories and made sense of in order not to be 

relived by the sufferer. The culture of secrecy and shielding the civilian world from the 

horrors of war is leaving veterans alone and at the mercy of their debilitating memories.  

 

This circle of silence often seems to extend into the family of the sufferer, who can feel 

stigmatised by their veteran’s illness. Michele Apter shared that ‘people will avoid you, they 

don’t want my sons [at their social event], because they’re terrified.’ Many of the family 

members shared this experience of being isolated by a lack of understanding from others 

around them - particularly as PTSD can have such volatile symptoms. Bessel van der Kolk 

(2014) explains that,  

 

 Nobody wants to remember trauma. In that regard society is no different than the 

victim  themselves. We all want to live in a world that is safe, manageable and predictable, 

and victims remind us that is not always the case. 

 

As a society we have struggled to understand how best to help sufferers, as sufferers have 

struggled to come to terms with what they have witnessed. Jack Saul (2021) noted that,  

 

 Historically we have understood the emotional and spiritual aftermath of war-making 

to be an individual crisis for veterans, journalists and other witnesses of conflict. But 

individual therapy or acts of penance are not sufficient. We are all part of the society and 

political systems that have supported these wars. We are all implicated. So we must all 

confront the realities of the wars that are being fought in our name.  

 

Families are absorbing the consequences of conflicts about which there has not been 

sufficient information for the veteran to make moral sense of himself. As Shelley 

Robertson’s husband said when he saw police officers at a music festival ‘I’ve killed 

people, you need to arrest me.’ Multiple veterans were injured by the effects of having 

either been part of operations where children were killed or having witnessed the deaths of 

children. The question of how to live with the moral injury of witnessing and being part of 

conflict on an industrial scale is one that needs more attention. At the moment, it is these 

families who are grappling with it and often they are alone. As Linda Rudkin asked, ‘What 

does it all mean? The MOD need to be looking after these people.’ 

 

The Struggle to Become Involved in Diagnosis and Recovery 

 

The interviews made clear that without the involvement of family, many veterans would not 

seek help. As outlined above, it was often the families who recognised that PTSD was 

becoming a problem, and had the drive needed to seek treatment.  
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Unfortunately even once the families had secured some medical help, they were often 

then excluded from the process and not included in appointments where they could have 

contributed to a successful therapeutic outcome. Lorna Hunter shared,  

 

 It was in the local GP’s surgery every fortnight and I asked if I could go in with him, 

please, for the first 5 minutes and was denied that access. Because I knew, when Tom 

was asked : ‘How are you feeling Tom? How’ve you been Tom?’ He would say: ‘I’m OK, 

yeah, I’m fine’ and he did. So they tried for 3 weeks and then said: ‘We can’t help you. 

There’s nothing wrong with you.’  

 

Lorna queried this and explained, ‘That’s why I’ve always asked to come in here because 

he’s lying to you. I can tell you what the previous week has been all about’. [They said] 

‘Well I’m sorry, but if your husband isn’t willing to open up, then there’s nothing we can do.’ 

Well, that was a waste of their time and ours.’ 

 

Jenni Worthington was also kept out of her husband’s appointments when her 

understanding of his triggers would have helped the therapist, 

 

He went to this therapist for 10 weeks and what was happening was, he couldn’t 

recollect what was spoken about the week before. So the therapist then said: ‘You’re just 

one of those people that we can’t help, because if you can’t remember what we spoke 

about the week before, then how are we supposed to get any further?’ So, I sat in one 

session and within 5 minutes, she was talking about explosions, this type of thing […] I 

said to Dan : ‘Are you listening to the therapist now?’ and he said: ‘Well, after she 

mentioned the explosion, my head has just gone into videos, rewinding videos, flashbacks 

of what had happened you know, within the army within the close protection work’. So I 

said to the therapist, he doesn’t have a memory problem, he has a concentration problem 

because you’ve triggered him off right at the beginning of the session. You know, and I am 

no therapist in any shape or form but I could pick up on that while I’m there. 

 

There were many missed opportunities in medical appointments and therapy because the 

family members were not able to be included and the veterans themselves struggled to 

articulate or remember the extent of their symptoms. The experiences of carers of 

veterans have been under-researched and hold vital information for future approaches.  

 

Themes Arising, for Future Consideration 

 

Multiple family members interviewed had concerns that Basic Training might be 

exacerbating or increasing vulnerability to PTSD. Laura Murphy suggested that this might 

be a barrier to getting help down the line, 

 

 They broke him down as a person and rebuilt him as a soldier. When they then let 

him go, there was no reversal of that process. He was a soldier living a civilian life, 
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completely fish out of water after 8/9 years[…] They teach them how to be a soldier, then 

they don’t tell them how not to be a soldier. 

 

Another trend was the damage of discharge on the veterans’ sense of self. They had 

benefitted from the military structure and community, and a sense of pride in achievement. 

When this was no longer in place, the veterans were without a sense of identity. This was 

especially true in cases where the military resisted diagnosis and medical discharge. Laura 

Murphy shared, 

 

In my opinion, if you’re in the army and you’ve been injured then you’re not needed, 

and if you’re not needed then you’re just forgotten. And I think that’s where a lot of John’s 

mental issues have come from, that feeling of not being worthy, being broken - you can’t 

do your job and the lack of support […] is very apparent. 

 

Families also shared their disappointment in the care that their veteran had received while 

still serving. Alan Burgess, John Boe and others sought help from the Army after early 

tours, were denied support and went on to subsequent deployments which compounded 

their symptoms until they became acute.  

 

Kate Boe’s husband did raise his increasing nightmares with an Army medic after his first 

tour which was a very difficult step to take. The response he received meant he then 

stopped seeking treatment and his condition worsened over a period of years. 

 

 Unfortunately, the response he got from [the military] doctor was, ‘There's nothing 

wrong with you. You just need to man up and go on.’ I think had he got help back in 2006, 

I think it would have been a smoother path because he was very much at that point of, I 

still want to do my job. I still really enjoy it. However, I just need some help here and at that 

point, he didn't get the help he needed, unfortunately. 

 

Having been in the medical services I was always very defensive of our medical 

services, but that really rocked me, that shocked me. I was gobsmacked and surprised but 

my husband basically, took the advice on board and said, "Right, I just need to push on 

through this. This is clearly to be expected with what I've seen. Just get on with it now", 

and he somehow buried his head and did keep going and he did do a few other 

detachments, somehow after that, but you could see the character change. You could see 

that shift in him, it kind of then escalated over time from there. 

 

The extent to which family members needed to fight to get any treatment for their veterans 

was a common thread through the interviews. It would appear that despite the UK Armed 

Forces being more aware of PTSD and its legitimacy, there are no clear treatment 

pathways through the military medical teams or through the NHS. Each family needed to 

advocate for themselves through the various systems, and veterans might receive any 

number of treatments, of which the recovery rate is highly variable. The emphasis in most 

available treatments was on time-limited therapies such as CBT and EMDR, which were 
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not sufficient in most cases. The waiting times, lack of clear pathways and varied quality of 

therapeutic interventions were all identified by interviewees as lacking at a systemic level. 

As Tracy Burgess explained, 

 

I really, really feel that if you need access to mental health services, you need it 

now, not in 2 weeks’ time. I do really feel that when Alan had asked for help and I’d taken 

him to A and E that day, If he’d got help on that day and didn’t have to wait for it, maybe 

things would have been different. I really do feel that having watched  his struggle 

throughout his whole  military career, trying to get the level of help he knew he needed and 

never being successful[…] other than that one eye de-programming thing that was the 

only thing that really helped him[… ] it was like an eye re-programming therapy, which he 

found really beneficial but he was on a trial and it sort of wore off after a while and he 

never managed to get himself back on to get access to that again, which was a real 

shame because that was the one thing that he felt had really helped him. 

 

The charitable sector was widely praised in the interviews, and appears to play a 

prominent role in delivering meaningful support to veterans. The charities mentioned 

included Hidden Wounds, PTSD Resolution, Poppy Holidays, Combat Stress, Ripple 

Pond, The British Legion, Help for Heroes and within that the Band of Brothers and Band 

of Sisters. The family members especially benefitted from the community aspect of the 

Band of Sisters, and the feeling of safety and shared experience with other military wives 

and mothers. As Jenni Worthington put it, 

 

I felt like I didn’t need the help until I got the help and then I realised that I did need 

it. I did need that support and that open ear that would listen to what I had to say, and not 

be shocked or horrified. Like, I’ll talk to friends and family a little bit about Dan but you 

can’t really talk a lot about it because they don’t understand. So the little bits that you do 

say are quite shocking so then you learn to not speak about it as much. But when you get 

together with other ‘Band of Sisters’, nothing shocks them, you can laugh, you can cry 

together, you can listen to each other, you can give advice, you can take advice and 

nobody judges you there at all because everyone is going through the same thing. So 

that’s where I got my help from. 

 

Michele Apter, whose sons Sam and Sean live with complex PTSD shared that,  

 

 One of the single most comforting things that has ever happened to me was at [a 

Band of Sisters event] at Tedworth House. Somebody said, ‘Who supports you?’ and I 

said ‘Nobody, I’m at the top of the tree of the family, there is no-one else there.’ And 

somebody very kindly said ‘We’re your family now.’ And that’s what it felt like.  

 

Due to the complexity of PTSD, in some cases treatment needs to be prolonged and 

intense. However, unlike treatments for traditionally physical illness, this is not made 

available as a matter of course. Joanna Jukes’ husband was not eligible for a six-week 

residential treatment at Combat Stress because the severity of his dissociative illness 
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meant he was considered as unlikely to be a safe presence in a group setting. As Jo 

shared, 

 

I think, if you had cancer and someone said to you, do you know what? You've got 

a really rare case of cancer and it's really bad, but there's this place in London that you 

can go and they're the specialists and can help you. This person can help you. And you'd 

go there and you have the blood tests and then they turn around and they go, your cancer, 

it's a bit too tricky for us […] Where would your hope be then?  

 

As Jo’s comparison highlights, despite progress towards understanding, PTSD is not in 

parity with other health conditions and people are left without adequate treatment in many 

cases. 

 

Conclusions 

 

Whilst it is not the purpose of this paper to make recommendations to either the UK 

military or the NHS, it is clear that the lack of cohesion between the two to date, and the 

woeful paucity of provision in general is failing individuals and families in a way which is 

harmful not only to those individuals, but to society as a whole. We have heard repeated 

accounts of significant failings in the system, notably within the NHS who lack the 

expertise regarding the combat role, and within the Armed Forces which continue to 

harbour pockets of denial regarding PTSD. We also heard about the changing causes 

of PTSD, with service personnel increasingly exposed to violence towards civilians, 

especially children, for which they are psychologically unprepared; and the concept of 

'moral injury' which sits outside of the PTSD diagnosis but has increasingly affected 

military veterans. Additionally, as women have joined regiments and gone on to take 

combat roles, some have experienced PTSD as a result of sexual abuse from their own 

colleagues.  

 

A Systemic Family Therapy approach to PTSD might allow the strengths of the family 

members to support the veteran in therapy, as well as being of benefit to the family 

members themselves. The Legasee interviews strongly suggest that including family 

members in appointments and also the voices of carers in further research would add a 

much-needed new dimension to understandings of PTSD veteran care.  

 

These family members are providing care for citizens who have made an immeasurable 

contribution to their country, and who remain in many cases stigmatised and under-

supported by the military and NHS. As Tracy Burgess shared, ‘The level of support that 

[veterans with PTSD] need isn’t there. I’ve never seen it, and we looked for twenty years.’ 

The family members have been under immense strain for decades, and some are 

becoming ill with depression and PTSD themselves. Although the UK military is further 

forward in recognising PTSD than ever before, many veterans and their families are 

suffering acutely. Despite greater public awareness of and sympathy for PTSD, the care 
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pathways remain unclear and veterans need very strong family networks around them to 

even begin to get treatment.  

 

Significant strides have been made in the understanding and provision of care when 

compared with those suffering after World War One, and the broad improvements in 

attitudes and treatment are by no means at the end of their journey. It is clear that there is 

an appetite to ensure veterans living with PTSD receive the treatment they require. 

Whether this manifests into meaningful change within the UK military and NHS requires 

time which the veterans and families interviewed for this project do not have. 

 

The rise of women in the military reflects the greater rise and the giving of voice to women 

across the UK over the last 100 years. It is in this context that we find the advancement of 

the understanding of PTSD set. So the question arises, when women are heard, and can 

advocate for husbands and partners, sons and fathers, does this advance the cause of 

men in an arena that often succumbs to the detrimental effect of ‘toxic masculinity’, where 

men are expected to behave in a certain way by their peers. (note the heteronormative 

nature of the male-female dynamic described here reflects the majority experience of 

serving military personnel, and the experience of the individuals interviewed in this study). 

If we consider whether these people living with PTSD would have received the treatment 

they did, had it not been for advocacy of the women in their lives, the answer presents in 

the negative.  It seems clear that the changing role of women in society since World War 

Two, the increasing respect women are afforded and the ways in which women are heard 

has had a real impact on PTSD access. In all of the interviews Legasee conducted, a 

woman’s voice was pushing her veteran to speak up and access help, a woman’s voice 

was heard advocating for her veteran in appointments, a woman’s voice was heard 

pushing and berating and campaigning in order to get her care for her veteran. In not one 

case did we find a situation where the best was now being done, but whether it came from 

the military, from the NHS or from the charity sector, some help was or had been accessed 

and this was consistently because of the pushing of the women in the picture. Perhaps 

then we might consider that those men who suffered 100 years ago would not have 

allowed the women in their lives to ‘interfere’, those women would not have had any 

access to the relevant military parties and would not have been permitted to advocate with 

either the military or civilian medical services. Additionally, wives in particular would have 

been more likely to cope in silence in any domestic abuse setting brought about from 

PTSD – a situation which has become less likely with the strengthening of a woman’s 

legal, financial and vocal strength. Whilst medical science and military attitudes have been 

improving, one can arguably state that without the veterans coming forward, no medical 

research or attitude/policy changes would have been possible, and without the 

determination of the women in their lives, many veterans would not have engaged with 

any services, living and dying with their illness untreated. 

 

Clearly the voice of the family needs to be heard if the UK is to make any real inroads to 

changing PTSD outcomes for military personnel. The 2021 UK Census identified veterans 

for the first time, and it is hoped that this will promote nationwide understanding of the 
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circumstances of veterans, leading to more informed research and delivery. Perhaps it is  

most fitting to leave the final word to one of the interviewees Fiona Hossell, herself a SSAFA 

worker (Soldiers, Sailors, Airmen and Families Association) whose son Glenn, a Royal Engineer 

who served two tours of Afghanistan was injured in a parachute accident, leading to PTSD : 

 

What the men went through in the first World War and in the Second World War too 

with shell-shock and being shot as cowards, horrendous, horrendous, just awful. Now, yes, 

it's so much better that there is an understanding and certainly with groups like Help for 

Heroes and Combat Stress, they've certainly brought things like that out to the general 

public and people are far more aware and there is a bigger understanding for the boys and 

girls that that suffer, but there's still a long way to go. Certainly when it comes to the NHS 

and help through those means. It's got a long way to go yet. 

 

 

- END   - 
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