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INTRODUCTION 

This assessment aims to provide an overview of the health needs the Armed Forces Community.  The 

Armed Forces Community is made up of serving members of the Armed Forces, reservists, veterans 

and their respective families.  This group is poorly understood and accounted for among the local 

civilian agency structures.   There is very limited local data available to give an accurate picture of 

this population group in Surrey, so regional and national data and research has been used to build 

up a representative overview.  This assessment aims to provide a better understanding and highlight 

the gaps in our knowledge and make suggestions and recommendations for future work and 

services.  

In recent years, mainly as a result of the UK’s involvement in Iraq and Afghanistan, there has been a 

greater national focus on the needs of serving members of the Armed Forces, their families and 

veterans. There has been more emphasis on the need to recognise the sacrifice made by the 

country’s Armed Forces and the importance of considering this population when planning and 

commissioning local services.  The Armed Forces community has a very similar health profile to the 

rest of the country, but there are some specific challenges they face particular to their Service life: 

Forces families move more regularly than most, often every 2-3 years and this can have an impact on 

their ability to access civilian services, medical, dental and social care and ensure that the existing 

waits they have had for treatment or services are protected as they move around.  

Approximately 22,000 people leave the military per year, the overwhelming majority are fit and well 

and manage the transition smoothly.  Surrey has a relatively small serving population, only about 

5000 regular; the majority are here in the county for their training, with a smaller number, around 

170, reservists.  Surrey has only Army reserves; however, there may be other Service reservists living 

in Surrey, but who serve in Reserve units outside the County.  The majority of regular personnel are 

based in the west of the county, around Woking, Guildford and Surrey Heath.   

The majority of the serving Armed Forces’ primary health needs is met by the Ministry of Defence.  

Although it is recognised that greater responsibility for secondary care will be a responsibility of the 

new NHS England (NHS Commissioning Board).  However, the focus of this needs assessment will be 

on veterans and military families. 

It is estimated that in the UK the size of the ex-service community (defined as veterans and their 

dependents) is 10.5 million people.  4.8 million people are veterans (4 million in England) and 5.37 

million people are dependents1. Anyone who has Served for a single day is counted as a veteran, one 

of the challenges that we face, in trying to care for this community, is that currently there is no 

mechanism in place to keep track of veterans when they leave the Service.  A significant number of 

those who have served in the UK Armed Forces would not even identify themselves as veterans; 

younger veterans may describe themselves as “ex-military” but link the term veteran to those who 

are from an older generation, more associated with the Remembrance Day gatherings and parades.    

As this group is largely hidden in the general population, information about their health and 

associated needs and how it differs is patchy, even at a national level.  In Surrey, there is very limited 

data available on the numbers of veterans in the county and further work is required to determine a 

                                                           
1
 Royal British Legion. 2006. Future Profile and Welfare Needs of the Ex-Service Community 
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more accurate picture.  Where there is limited or no local data, regional, national or international 

data has been used. 

1  STRATEGIC OVERVIEW 

1.1  National Policy Context 
The recognition of the military community as a group for specific focus has been strongly highlighted 
on the political landscape over the last number of years, from 2008, when the Command Paper, “The 
Nation’s Commitment: Cross-Government Support to our Armed Forces, their Families and 
Veterans‟ was published, and most recently, the renewed importance of the Armed Forces 
Covenant culminating in the passing of the Armed Forces Act 2011. In July 2012, further focus has 
been cast on the Armed Forces with the announcement of the outcomes from the Army 2020 
review, and the move to increase the size and the role of the Reserve Force. 

The government seeks to draw attention to the fact that serving and veteran personnel and their 
families experience unique factors as a result of their time in service.  Service for the Armed Forces is 
different from other occupations.  Clearly, there are the more obvious risks of injury or even death, 
but also those related to the associated lifestyle, such as frequent moves and the disruption this may 
bring.   

In order to meet the responsibility to ensure the needs of such individuals are adequately met, the 
Command Paper highlights the following: 

“the essential starting point is that those who serve must not be disadvantaged by virtue of what 
they do - and this will sometimes call for degrees of special treatment ” 2 It is this statement which is 
key for national and local commissioners to consider in the provision of all services that may be 
required by members of the military community. 

For health, the importance of considering the needs of serving and veteran personnel in all 

commissioning decisions was highlighted back in the 2008/9 NHS Operating Framework, which 

contained a section entitled “Commissioning services for military personnel and veterans”. For 

veterans, this charged PCTs to: 

a) Provide an effective transition of care from Defence Medical Services to the NHS 
b) Provide culturally sensitive mental health services 

 

It was revisited again in the 2010/11 Operating framework for the NHS in England, with PCTs being 
tasked with the following: 

i Ensure that commissioning plans provide for a smooth transition into NHS care for the 

increasing numbers of returning personnel who have been injured in the course of duty 

ii Ensure that their dependants are not disadvantaged by their circumstances, (e.g. if they move 

location) 

iii Provide priority treatment, including appropriate mental health treatment, for veterans with 

conditions related to their service, subject to the clinical needs of others 

                                                           
2 The Stationary Office.  2008.  The Nation’s Commitment: Cross-Government Support to our Armed Forces, their Families 

and Veterans. Command Paper 7424. Page 9 
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This Operating Framework emphasised the importance of focusing on veteran health, and 

developing Armed Forces Networks to support this work. Strategic Health Authorities were charged 

with ensuring continuity of this work during the NHS transition period.3 

In the Revision to the Operating Framework for the NHS in England 2010/11, the provision of 

appropriate treatment for veterans was one of two areas singled out as being deficient during the 

sign-off of SHA plans.4  The Government also commissioned Dr Murrison MP, to produce a report 

(Fighting Fit – A mental health plan for servicemen and veterans) on mental health services for 

serving personnel and veterans. He produced 4 key recommendations, which the Government has 

made a commitment to implementing:- 

1. Incorporation of a structured mental health systems enquiry into existing medical 

examinations performed whilst serving. 

2. An uplift in the number of mental health professionals conducting veterans outreach work 

from Mental Health Trusts in partnership with leading mental health charities. 

3. A Veterans Information Service (VIS) to be deployed 12 months after a person leaves the 

Armed Forces. 

4. Trial of an online early intervention service for serving personnel and veterans. 

In addition, Dr Murrison MP was commissioned to report on prosthetic support.  This is covered 

later in the needs assessment. 

Since coming into power, the Coalition Government following the recommendations of a taskforce, 

has published a renewed Military Covenant, with the intention that this be written into law. 

Regarding healthcare for veterans, the wording of the Military Covenant is: 

“Veterans receive their healthcare from the NHS, and should receive priority treatment where it 

relates to a condition which results from their service in the Armed Forces, subject to clinical need. 

Those injured in Service, whether physically or mentally, should be cared for in a way which reflects 

the Nation’s moral obligation to them, whilst respecting the individual’s wishes. For those with 

concerns about their mental health, where symptoms may not present for some time after leaving 

Service, they should be able to access services with health professionals who have an understanding 

of Armed Forces culture.”5  

This work has culminated in a number of legislative initiatives to ensure that support for veterans 

remains a focus: 

 Armed Forces Act 2011: Annual duty to report to progress against the Military Covenant to 
Parliament including Health. 

                                                           
3
 NHS Operating Framework in England 2011/12, Section 4.17 

4
Revision to the Operating Framework for the NHS 2010/11 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh
_116860.pdf 
5
 The Armed Forces Covenant, MOD, 2011 http://www.mod.uk/NR/rdonlyres/4E9E2014-5CE6-43F2-AE28-

B6C5FA90B68F/0/Armed_Forces_Covenant.pdf 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_116860.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalasset/dh_116860.pdf
http://www.mod.uk/NR/rdonlyres/4E9E2014-5CE6-43F2-AE28-B6C5FA90B68F/0/Armed_Forces_Covenant.pdf
http://www.mod.uk/NR/rdonlyres/4E9E2014-5CE6-43F2-AE28-B6C5FA90B68F/0/Armed_Forces_Covenant.pdf
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 Health & Social Care Bill 2011:Includes duty of the NHS England (NHS Commissioning Board) 
to commission services on behalf of the Armed Forces (currently a PCT duty) 

 NHS Mental Health Strategy 2011 Includes specific provision for veterans 
 

1.2  Future Military Plans and Projections 
In June 2012, the Defence Secretary, Runnymede MP, Philip Hammond announced the proposals 

outlined in the report, Army 2020.  The new plans will deliver a new structure designed to meet the 

needs of a smaller, more flexible and agile Army.   The Army Command will comprise of the reaction 

force, the adaptable force, and force troops. The divisional HQs of 2nd, 4th and 5th Divisions have 

been disbanded and will be replaced by a single formation known as UK Support Command based at 

Aldershot. 

The plan seeks to fully integrate regulars and reservists for first time in a single force structure.  In 

future, reserves will be used routinely in operations, such as United Nations commitments and 

overseas Defence engagement, in addition to providing troops for enduring stabilisation operations. 

In order to ensure the Reserves are a truly integrated force and have the required expertise to fulfil 

the tasks required of them, units will be routinely partnered with Regular units for training in 

peacetime.  They will also form an integral element of that unit when it is required to deploy on 

operations.  Importantly, this pairing will also allow closer links to be built with local communities to 

aid recruiting and engagement.   

Army 2020 will create an integrated Army of 112,000 personnel by 2020.  In order to achieve this, 

the Army has begun a programme of redundancies to reduce Regular Army manning levels.  Two 

further tranches of redundancy will be required over the next five years to bring the Regular Army 

strength down to 82,000 by 2020.  The Reserves are currently recruiting to increase their manning 

levels to a trained strength of 30,000 by 2018. 

An MOD consultation paper, published in Autumn 2012, set out proposals on how the Army, its 

Reservists and their employers will work together to ensure that the contribution from the Army 

Reserve is predictable and programmed.  The consultation closed in January 2013. 

Key areas will look at establishing a framework of strategic partnerships with private and public 

sector employers; a basing plan that is optimised geographically and match to civilian employers and 

appropriate legislation and liability to allow routine use of the Reserves. 

By 2020 the British Army will be predominately UK based.  The proposed geographical laydown will 

seek to maximise training resources and the provision of logistic and administrative support.  The 

South East is earmarked for the engineer brigade.  The final laydown was announced by the Defence 

Secretary in March 2013.  The focus will be on increasing consolidation around seven centres, which 

will significantly reduce the need for moves, ending the culture of routine UK rotation and giving 

Army personnel and their families greater certainty about where they will live and work “with real 

benefits in terms of increased stability, access to long-term spousal employment opportunities, 

continuity in schooling for Army children and the chance to set down roots and access the benefits 

of home ownership.” 
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1.3  Local Policy Context 
In line with the NHS Operating Framework, Regional Armed Forces Networks were set up across the 

country.  The stated aims of the South East Coast Armed Forces Network were:   

- To provide regional NHS leadership, advocacy and points of liaison for military health and 

veterans issues. 

- To work with regional military, social services and third sector organisations to ensure 

delivery of armed forces community programmes 

 

In future, as a result of NHS restructuring, a South Regional Armed Forces Network will continue, led 

by the NHS England (NHS Commissioning Board): Bath, Gloucestershire, Swindon and Wiltshire area 

team.  

 

Locally, a Surrey Armed Forces Network has been set up.  An intelligence gathering workshop was 

held in February 2012. Another meeting was held in October 2012 to review the initial draft of the 

needs assessment and look at promoting the recommendations. 

 

The county of Surrey signed the Community Covenant on 13 March 2012, with 2 (South East) 

Brigade.  A Community Covenant is a voluntary statement of mutual support between a civilian 

community and its local Armed Forces Community. It is intended to complement the Armed Forces 

Covenant, which outlines the moral obligation between the Nation, the Government and the Armed 

Forces. 

The Surrey Community Covenant is a key strategic statement of mutual support on the part of the 

undersigned agencies. This is reflected in the commitments contained within the document, namely 

that signatories would be committed to: 

 

 the welfare needs of our Armed Forces and their families and the recuperation of sick 

and injured personnel 

 considering the future needs of the Armed Forces Community as part of the wider 

Surrey community in future service and infrastructure planning 

 acknowledging as lead Surrey employers the valued role Reservists play within our 

Community 

 providing and publicising effective customer services to all communities within Surrey 

inclusive of our Armed Forces Community 

 the commemoration of Remembrance Day and support for Armed Forces Day. 

 

In the interest of closer working relationships with the Armed Forces Community within Surrey, the 

Surrey Covenant also features commitments on the part of the Armed Forces Community within the 

covenant document.  Specific actions to deliver against the commitments outlined in the Surrey 

Community Covenant will be taken forward at both a county and a local level. 

 

To support the aims of the Covenant, a Surrey Civilian – Military Partnership Board (SCMPB) is 

being established, composed of lead agencies and military partners.  The remit of the SCMPB will 

extend to reviewing and refreshing the Surrey Community Covenant on behalf of signatories and 
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reporting on its achievements. In addition the board would scrutinise and make recommendations 

to the MOD concerning Community Covenant Grant Applications from within the County.   

The County Council representation on the SCPMB would be through the Chairman, with the Deputy 

Chief Executive acting in support as the Lead Officer. The board would also have borough and district 

representation upon it. The board will meet on a quarterly basis as required ahead of MOD panel 

dates. 

 

1.4  Current and Future Health Funding (see also 6  Current Health Services for 

Armed Forces Community) 
Currently, organisations have responsibility for commissioning health services of the Armed Forces 

Community as follows: 

 

1.4.1 MOD Current 

a. The MOD provides primary and occupational healthcare for serving military personnel 

through its own Defence Medical Services (DMS) medical centres. There are 127 DMS 

medical centres of which 21 are GP training practices (Pirbright and Sandhurst), which also 

accept registrations of family members. There are 11 Regional Rehabilitation Units, which 

provide physiotherapy and group rehabilitation for general musculo-skeletal conditions 

that support rehabilitation delivered in the majority of primary care facilities – Primary 

Care Rehabilitation Facilities (PCRFs). The Defence Medical Rehabilitation Centre at 

Headley Court, in Leatherhead, is a national MOD centre of excellence for rehabilitation 

following injury, caring for 6,500 patients per year. The MOD also has Departments of 

Community Mental Health (DCMHs) that provide regionally-based occupational 

psychological support for service personnel. 

 

b. DMS medical centres currently refer a significant number of Armed Forces personnel and 

dependents for NHS treatment and care annually, mainly for elective surgery.  The 

prevalence of long-term conditions, in particular those associated with aging and end of 

life, are low in the Armed Forces compared to the general community. 

 

c. The MOD commissions some additional secondary care services. These MOD-funded 

pathways include, but are not limited to: 

i Access to non-standard treatment, through Ministry of Defence Hospital Units 

(MHDUs); for example, Frimley Park Hospital. The MOD has previously commissioned 

accelerated access to elective secondary care through these contracts. 

ii Inpatient mental health care services. 

iii Fast-track access to diagnostic imaging and orthopaedic surgery for specified 

orthopaedic conditions. 

 

d. The MOD commissions access to some secondary care services in situ for Armed Forces 

personnel and their dependents stationed overseas. 
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1.4.2 NHS Current 

a. Armed Forces (and other military personnel, including NATO personnel and their 

dependents) based in the UK are entitled to the full use of NHS secondary and 

community services on the same basis as civilians. Equally, members of the Armed 

Forces serving overseas are entitled to return for NHS care.  PCTs are responsible for 

securing the provision of secondary and community care for such personnel. The cost of 

treatment is the responsibility of the PCT where the patient is resident or, if stationed 

overseas, the PCT that covers the secondary care unit providing treatment 

 

b. As specified in NHS (Charges to Overseas Visitors) Regulations 2011 and NHS (Charges to 

Overseas Visitors) Amendment Regulations 2012, the spouse, civil partner or child of the 

member of the Armed Forces serving overseas is also entitled to return to the UK and 

receive full use of NHS hospital facilities without charge. Again, in England their care 

should be funded by the PCT that covers the secondary care unit providing the 

treatment. 

 

c. PCT allocations include funding for secondary and community healthcare for the Armed 

Forces and those families registered with DMS Medical Centre within their area on an 

unregistered patient basis.  

 

d. Veterans receive standard NHS services as any other member of the community and are 

registered with NHS GP Practices. There are some bespoke services, tailored for the 

needs of the veterans community, some of which will be commissioned nationally eg.  

specialist limb prostheses and rehabilitation services, and some of which are 

commissioned locally by PCTs, e.g. veterans’ mental health services. 

 

After April 2013, commissioning responsibilities will be distributed as follows: 

 

1.4.3 MOD Future 

There is no change to the MOD’s scope of commissioning responsibility for primary and 

occupational healthcare, community mental health or rehabilitation services, However, the 

MOD will no longer to commission accelerated access from MDHUs and most of its existing 

contracts expire on 31 March 2013. With the exception of specific contracts, such as for 

mental health inpatient services and fast-track access for specified orthopaedic conditions, 

all secondary care referrals from DMS medical centres (unless stated otherwise) will be for 

standard NHS care services, and therefore the commissioning responsibility of the NHSCB. 

 

1.4.4 NHS Future 

a. The NHSCB will commission all secondary and community health services required by 

the Regular Armed Forces and their families where registered with DMS Medical Centres 

in England, and reservists while mobilised. The NHSCB will also commission health 

services for these groups stationed overseas who return to England to receive NHS care.  

b. The NHSCB will commission specialised services, including specialist limb prosthesis and 

rehabilitation services for veterans. 



14 
Health Needs Assessment Military and Veteran Health –26 March 2013 

c. CCGs will commission all secondary and community services required by Armed Forces’ 

families where registered with NHS GP Practices, and services for veterans and reservists 

when not mobilised. The bespoke services for veterans, such as veterans’ mental health 

services, will be commissioned by CCGs either individually or collectively.  

d. CCGs also have responsibility for commissioning emergency care services on a 

geographical basis which can be accessed by anyone present in their defined 

geographical boundary e.g. accident and emergency services, emergency ambulance 

services and other emergency health services. Serving members of the Armed Forces 

and their families (where registered with DMS Medical Centres) will have full access to 

these services. 

 

Commissioning responsibilities for the Armed Forces Community after April 2013 are summarised in 

the following table: 

 

Table 1: Armed Forces Commissioning Responsibilities: NHS & DMS Post-April 2013 

   

Serving 

Armed 

Forces in 

England 

 

Serving 

Armed 

Forces 

overseas 

Armed 

Forces 

Families 

registered 

with DMS 

med centres 

in England 

Armed 

Forces 

Families 

registered 

with DMS 

med centres 

overseas 

 

Armed 

Forces 

Families  

registered 

with NHS GP 

Practices 

 

 

 

Reservists 

while 

mobilised 
i
 

 

 

 

Veterans 

(inc. 

reservists 

when not 

mobilised) 

Primary Care 
 

DMS 
ii
 

 

DMS 

 

DMS 

 

DMS 

 

NHSCB 

DMS 

& 

NHSCB 
iv

 

 

NHSCB 

Community 

Mental Health  

DMS 

 

DMS 

 

NHSCB 

 

DMS 

 

CCGs 
 

DMS 

 

CCGs 

Secondary 

acute & 

community 

care 

 

NHSCB 

DMS 

& 

NHSCB 
iv

 

 

NHSCB 

 

DMS 

& 

NHSCB 
iv

 

 

CCGs 

DMS 

& 

NHSCB 
iv

 

 

CCGs 
iii

 

MOD 

Enhanced 

pathways 

 

DMS 

 

DMS 

 

N/A 

 

N/A 

 

N/A 

 

DMS 

 

N/A 

 i Reservists have access to DMS care whilst mobilised 

ii Serving personnel can access local GPs on an emergency basis if needing to access care whilst away from the 

military address 

iii The NHSCB will commission specialised services for veterans, eg limb prostheses 

iv While overseas, serving personnel and families can access DMS-commissioned healthcare where such 

provision exists, or may be provided with non-DMS healthcare by local Host Nation or other contracted 

arrangements, or have right of return for NHSCB-commissioned NHS care in England 

Source: Securing Excellence in Commissioning for the Armed Forces and their families. NHSCB. 20126 

                                                           
7
 Securing Excellence in Commissioning for the Armed Forces and their families. NHSCB. 2012 
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1.5  The New Commissioning Landscape 
The following organisations have roles to play in the commissioning of health care for the Armed 

Forces Community: 

 

Department of Health (DH) – the DH will set out the Secretary of State’s expectations and 

requirements of the NHS in the annual Mandate, agreed with the NHSCB, which will accompany the 

resources allocated by government to the NHS.  The Secretary of State retains responsibility for 

public health services and will enter into agreements for these responsibilities to be discharged by 

Local Authorities and Public Health England. 

 

The NHS England (NHS Commissioning Board) (NHSCB) – The NHSCB will be responsible for the 

direct commissioning of secondary and community health services for Armed Forces and families 

registered with DMS Medical Centres.  It will also assume responsibility for commissioning some 

public health services through a section 7a agreement with the Secretary of State (see para 20d), 

which Armed Forces and their families will be able to access. 

 

Clinical Commissioning Groups (CCGs) – CCGs will be responsible for commissioning health services 

for veterans and families of members of the Armed Forces registered with NHS GP Practices.  CCGs 

will also be responsible for the commissioning of emergency care services for ‘every person present 

in its area’, which includes for members of the Armed Forces and their families.  It is also 

recommended that hosting of Armed Forces Networks transfer from SHAs by agreement to 

appropriate lead CCGs to sustain the work of the 10 Armed Forces Networks currently in place. 

Given the strong focus on veterans and Armed Forces family healthcare, CCGs are well-placed to 

lead Armed Forces Networks, with support from the NHSCB. Further discussions will be needed with 

Armed Forces Networks to agree their transition and leadership arrangements for the future. 

 

Local Authorities (LAs) – LAs will be responsible for commissioning the majority of public health 

services for people in their area including members of the Armed Forces, their families and veterans.  

The exceptions to this are screening services, immunisations, public health services for children aged 

0-5 years, public health services for prisoners and other detainees and Sexual Assault Referral 

Centres (SARCs).  These services will be commissioned directly by the NHSCB. Local authorities will 

also commission open access sexual health clinics and genito-urinary clinics. 

 

Access and entitlement 

There are particular issues of access and entitlement for military personnel. Armed Forces personnel 

are excluded from the NHS Constitution entitlement to Choice of NHS providers. Postings or 

deployments can interrupt existing treatment and can result in serving military personnel or their 

families having to re-join waiting lists in new areas. This is one example of ‘disadvantage’ and the 

Armed Forces Covenant requires that serving members of the Armed Forces and their families 

should join waiting lists at a comparable waiting time. 

 

The NHS England (NHS Commissioning Board) 

The NHSCB is structured with 4 regions and 27 Local Area Teams (LATs). For Armed Forces 

commissioning, the NHSCB will be a single, national commissioner, with common operating 

procedures and commissioning policies deployed nationwide. This will ensure the NHSCB can deliver 
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its commitment under the Armed Forces Covenant to deliver a consistently high quality health 

experience for members of the Armed Forces and their families, with no disadvantage as a 

consequence of their location. 

 

Three lead LATS, one in each of the North, Midlands and East and South (including London) regions 

have been identified. 

The three lead LATs are: 

 

a) North Region: North Yorkshire and Humber 

Armed Forces population: 23,008 

 

b) Midlands and East Region: Derbyshire and Nottinghamshire 

Armed Forces Population: 39,680 

 

c) South Region (including London): Bath, Gloucestershire, Swindon and Wiltshire 

Armed Forces population: 105,591 

 

Figure 1  Distribution of Defence Medical Services registered population by LAT 

 
Source: Securing Excellence in Commissioning for the Armed Forces and their families. NHSCB. 20127 

                                                           
7
 see ibid 
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The relationship between the NHSCB, CCGs, local clinicians, local authorities and Joint Medical 

Command is central to the operating model for the Armed Forces.  This will be a new way of working 

and will require clinical support and expertise along with high quality management and systems. 

The integrated commissioning model for the Armed Forces Community, illustrated below, shows 

how the arrangements for NHSCB commissioning integrate with CCGs and wider partnerships: 

 

Figure 2  Integrated Commissioning Model for the Armed Forces Community 

 

 
 

Source: Securing Excellence in Commissioning for the Armed Forces and their families. NHSCB. 20127 
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 See ibid 
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2  DEMOGRAPHICS 

2.1  Definition of a veteran  
The Ministry of Defence defines a veteran as someone who has served in the Armed Forces for at 

least one day.  There are an estimated five million veterans in the UK, and a further 20,000 

personnel leave the forces each year.    

The Royal British Legion’s definition of a veteran is the most detailed and comprehensive: “Anyone 

who has previously served in the UK Armed Forces, both Regular Forces (including National Service 

or the Home Guard) or Reserve/Auxiliary Forces, the Mercantile Marines in hostile waters; the Allied 

Civil Police Forces; full-time, in uniform for a Voluntary Aid Society in direct support of the Armed 

Forces; or as a British subject serving under British command in the forces of an allied nation.1”   

Both definitions clearly encompass a diverse cohort of former service personnel, with a wide variety 

of health needs.   

Figure 3  UK Military Personnel Deployments since World War Two: 

 

Taken from Kent and Medway HNA 2011 

                                                           
1
 Ibid 
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Most veterans are over 65, and have similar health needs and experiences to the rest of the adult 

population, such as mobility, independent living and social isolation with the same implications on 

resources for both health and adult social care.   

Outside this group is a significant minority of non-elderly veterans.  This terminology presents an 

issue, as the term veteran is itself controversial, since such a large proportion of so-called veterans 

would not describe themselves as such. Younger members of this population would perceive the 

word veteran as applying to the World War Two veterans who are so visible at national veteran 

events. This cohort would be more likely to identify themselves as ‘ex-military’ or ‘ex-service’. This is 

important for service planning, since younger men are likely to be a key target audience. To identify 

them, the question “Have you ever served in the UK Armed Forces?” is more likely to receive a 

positive response than “Are you a veteran?”, and services should be signposted as being for “ex-

service personnel”. Government documents and existing research has tended to use the term 

‘veteran’; for consistency this report will also use the term ‘veteran’ although the issue of 

terminology is important and will influence recommendations. 

The majority of veterans are male and aged over 65.  The retirement age in the military is 55 for 

Officers and some limited exceptions, such as Doctors.  Non commissioned ranks serve up to 22 

years, with some being extended.  So a soldier joining at 18 can retire after a full service at the age of 

40 years.   Due to the Second World War and National Service, a greater proportion of over 65s are 

veterans than amongst younger age brackets. Conscription in the United Kingdom has existed for 

two periods in modern times. The first was from 1916 to 1919, the second was from 1939 to 1960, 

with the last conscripted soldiers leaving the service in 1963. During World War I and World War II it 

was known as War Service or Military Service and from 1948 it was known as National Service.   

In Surrey, 16.7% of the population is aged 65 and over, a significant proportion will be veterans. 

Including this cohort in an assessment of the number of individuals with health needs is likely to 

result in an overestimate of the actual level of need since this ‘bulge’ in the numbers of veterans 

over 65s is not a pattern that will be repeated beyond the National Service generation.  The naturally 

high mortality rate amongst older veterans means their numbers will diminish fairly rapidly over the 

next 10 years, and they will not be replaced by the next generation. 

 The majority of health needs of over 65s will be those experienced by all older people in our society. 

Cardiovascular disease, cancer, stroke, dementia and mobility problems will all represent serious 

burdens of disease amongst veterans; however there is no reason to believe that their incidence will 

be higher amongst veterans than the population in general.   

2.2  National Veteran Numbers 
At present, there is no database of the location of UK veterans. Although the UK Census 

questionnaire does collect information on those currently serving in the Armed Forces, via questions 

relating to current occupation, it does not collect data on veterans.  This is unlike the US Census, 

which has included questions on military service since 1840.  The MOD holds data on recruitment 

locations, but does not hold information on where personnel go on leaving service, or where they 

subsequently move to. This means that attempts to ‘count’ veterans can only be a best estimate, 

based on surveys and modeling of the past, current and future military population. There have been 

a number of attempts to do this. 
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Instead, the most robust estimates of the national veteran population result from survey data.  The 

Royal British Legion undertook a survey of a nationally representative sample of 6,218 over 16 year 

olds interviewed at 273 sample points across the UK7. Of these, 689 responded yes to the question: 

“Are you yourself currently serving, or have you ever served, in the UK regular or reserve Armed 

Forces, including National Service or the Home Guard?” When this is extrapolated out to the total 

population8 a figure of 4.8 million is reached, equating to 10% of UK adults aged 16 and over (95% 

confidence interval 9-11%). Table 2 shows this population by gender, with the substantial majority of 

UK veterans being males. 

 
Table 2  Gender of the UK veteran population (2005) (Source: adapted from Figure 4.1, p18 
The RBL, Profile of the ex-service community in the UK, 2005) 
 
 Estimated number % of total veteran population 
Male 4.03 million 84 
Female 0.77 million 16 
 
The mean age of the UK veteran population is 64 years, compared with to the UK average of 47 
years amongst the general population (as at 20059).  
 
Table 3  Age profile of the UK veteran population (Source: adapted from Figure 4.4, p19 
The RBL, Profile of the ex-service community in the UK, 2005) 
 

Age group (years)  Estimated number  % of total veteran  
population  

16-24  60,000  1  

25-34  260,000  5  

35-44  410,000  8  

45-54  420,000  9  

55-64  740,000  16  

65-74  1,440,000  30  

75-84  1,250,000  26  

85+  210,000  4  

 
 
Although this national survey looks at estimates of the population rather than absolute numbers, it 
can be seen that the majority of UK veterans are in the older age groups, with most (30%) being 
aged 65-74 years; followed by 26% in the 75-84 year age group. 
 
This data does have limitations, which need to be highlighted.  The sample used was that of adults 
living in residential homes only, thereby excluding those veterans in prison, hospital, residential or 
nursing homes and the homeless.  Although these exclusions apply to other surveys, including the 
national Census, it is important to consider the impact that this has on estimating the veteran 
population, since these excluded groups may well reflect significant subsectors of the veteran 
population. 

                                                           
7
 Royal British Legion, November 2005. Profile of the Ex-Service Community in the UK.  

8
 Government Actuary Department figures, 2005 

9
 RBL 2006. Profile and Needs Comparisons between the Ex-Service Community and the UK population. 

Compass Partnership 
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In Winter 2009, an article produced by Woodhead et al. for the ONS Population Trends Series 

extrapolated data from the 2007 Adult Psychiatric Morbidity Survey (APMS)10 to the whole 

population to make an estimate of the number of veterans in 2007. The APMS was a nationally 

representative survey of 7,461 adults which included questions about previous military service. 

Having excluded individuals who reported improbable ages of service (joining before 16 or over 55), 

801 respondents were veterans. When extrapolated out to the mid-2007 estimate of the English 

population11, this gave an estimate of 3,771,534 community-dwelling veterans (95% confidence 

interval: 2,986,315–4,910,205), constituting 9.1% of the 16 and over English population. That the 

95% confidence interval spans a range of nearly 2 million is a reflection of the uncertainties 

associated with extrapolating out from a relatively small sample. Since the original survey only 

included individuals in private dwellings, a further estimate was made of the number of veterans 

living in communal establishments: this was 33,198.  

These two survey studies form the basis of the estimates used elsewhere in this report. Clearly the 

data is far from ideal, both in terms of methodology and the resulting wide confidence intervals. 

However, the fact that there is some consistency between the results obtained via two separate 

surveys suggests that in the region of 9-10% of the 16 and over UK population are veterans. 

Producing an accurate estimate of veteran numbers is problematic. The best estimates range from 3 

to 5 million across England.  

2.3  Future demographic predictions 
Both the ONS and the RBL/CS survey data has been used to make projections about the future size 

of the national veteran population. In both cases, the total veteran population is projected to decline 

over the coming years.  

A report12 by the RBL suggests that by 2020, the UK veteran population will have reduced to 3.1 

million – a reduction of 35% from the 2005 estimate.  

 Although the overall number of veterans is projected to decline, the proportion of veterans aged 85 

years and over is projected to increase by 2020. This is, once again, likely to be a reflection of the last 

veterans of the National Service contingent moving through the age profile, as well as a sustained 

high life expectancy within the UK population as a whole. However, the majority of personnel 

leaving the Armed Forces each year are in the younger age groups, accounting for the increased 

proportions aged 16-24 and 25-34 years. This is important for commissioners to consider, since the 

health needs of younger veterans are likely to differ significantly from those in older age groups.  

The ONS data also predicts an overall reduction in the size of the veteran population in England, with 

a total reduction of 50.4% between 2007 and 2027 (p52).13 They suggest that much of this reduction 

by 2027 will actually result from reductions in the oldest age groups due to a disproportionate 

                                                           
10

 McManus S, Meltzer H, Brugha T, Bebbington P and Jenkins R (2009) Adult Psychiatric Morbidity in England, 
2007: results of a household survey.  Available at: ww.ic.nhs.uk/pubs/psychiatricmorbidity07 
11

 Office for National Statistics. Mid-2007 population estimates for England and Wales, Scotland and Northern 
Ireland 
12

 RBL Future Profile and welfare needs of the ex-service community. London 2006 (online)  
13

 Woodhead, C. et al for the Office for National Statistics. An estimate of the veteran population in England: 

based on data from the 2007 Adult Psychiatric Morbidity Survey. London: 2009 [Online]. Available from: 

http://www.statistics.gov.uk/articles/population_trends/VeteransArticle.pdf ]. 
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number of deaths in these groups compared to the numbers of personnel leaving the services every 

year. Once again, this has implications for a different picture of the age profile of veterans in future 

years, although the average age of the national veteran population is still likely to be older than that 

of the general population. 

2.4  National and Local Geographical Distribution 
The veteran population is not uniformly distributed across the UK.  The ex-Service community has a 

slightly different regional profile to the UK adult population, with a significantly higher proportion 

living in the South West of England, Yorkshire and Humberside and the North West, and a 

significantly lower proportion in London and the West Midlands. 

 

Table 4  REGIONAL PROFILE OF ADULT EX-SERVICE COMMUNITY COMPARED WITH UK 

POPULATION 

 Adult ex-Service Community 

%  

UK Adults % 

South West 11 7 

South East 11 12 

London 5 11 

East of England 9 9 

West Midlands 8 10 

East Midlands 9 8 

Yorkshire & Humberside 11 9 

North West 14 12 

North East 5 5 

Scotland 10 9 

Wales 5 5 

Northern Ireland 3 3 

Source: “ People Aged 65 and Over – Results from the 2001 General Household Survey” (National Statistics) 
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The higher proportion of younger ex-Service community adults in certain regions may be due to 
various factors such as: 
 

 settling close to the Armed Forces base where they were previously stationed, and 
where they may have bought a family home or ‘put down roots’ 

 returning to the region where they lived before active service, therefore reflecting 
areas where Armed Forces recruitment is traditionally strong. 

 
The particularly low proportion of younger ex-Service community adults in the South East may 
require further investigation. It may reflect a real deficit due to affordability, or it could be that 
younger ex-Service personnel are more likely than elsewhere to live in those establishments or 
situations which are excluded from this survey of private households (General Household Survey). 
 
This pronounced variation among the younger veterans is likely as the older national service 
generation was drawn from all geographical areas and socioeconomic backgrounds. 
 
Rather than base their service design on the assumption that all their regional offices could expect 

around 10% of their local population to be veterans, RBL commissioned Experian to undertake a 

mapping exercise down to the local authority level. As previously discussed, there is no large-scale 

survey or database to give reliable estimates of local veteran numbers. RBL and Combat Stress 

provided details of veterans born after 1960 (who might be expected to show the greatest local 

variation) who had accessed their services during 2008-10. They also provided postcodes and some 

demographic/socioeconomic data. Experian combined this data with their Mosaic profiling tool14 to 

produce a social profile of veterans, and identify households that matched this profile. RBL analysts 

suggest that if divided by the average number of people per household (2.2) this gives around an 

80% correlation with veterans (therefore multiplied by 0.8 in their model). 

The veteran density data resulting from such a profiling exercise needs to be interpreted with 

caution. There are clearly problems with using the number and characteristics of veterans accessing 

                                                           
14

 Mosaic Profiling Tool http://www.experian.co.uk/business-strategies/mosaic-uk-2009.html 

http://www.experian.co.uk/business-strategies/mosaic-uk-2009.html
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two ex-service charities to model the wider veteran community, not least that the wider elderly 

population is not included. Only a small proportion of veterans will have accessed services over the 3 

year sample period, and it is difficult to know whether they are representative of the wider veteran 

community. There are further leaps involved in defining the demographic characteristics of 

households where one would expect to find a veteran, and then assuming that the majority of such 

households across the UK will indeed include a veteran. However, given the paucity of reliable data, 

the DH advises that this is our current best information 

Areas with a high number of veterans requesting assistance from a charity could indeed represent 

those with the greatest number of veterans. However, they could also simply be the areas where, 

for socioeconomic or other reasons, veterans are having the most difficulties, and therefore needing 

to access a charity. If this were the case, then the data would still be useful as representative of the 

level of need by area. The worry with making this assumption is that high uptake of services is not 

necessarily a good guide to the level of need in an area. Individuals with the greatest need may face 

barriers in accessing charities, and this unmet need would therefore not be represented. Taken to 

the extreme, this would mean red areas on the map below could be viewed as areas with a few well-

informed veterans with no problems around service-access, whereas blue areas could represent 

localities with many veterans, potentially with high need levels, but who are currently unable to 

access the services offered by charities. 

Figure 4.  Distribution by Postal Sector of Veterans born after 1960 accessing Combat Stress or 
Royal British Legion services over 3 year period, 2008-10 

 
The South-East Coast map bands super postcode areas according to the number of veterans born 

after 1960, as estimated by the Experian profiling. This gives a more detailed regional picture of the 

distribution of these veterans. Many of the areas within the highest band are coastal and/or 
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deprived, which mirrors some of the anecdotal experience of factors that are associated with high 

veteran numbers.  

Figure5  Distribution by Postal Sector of Veterans born after 1960 accessing Combat 

Stress or Royal British Legion services over 3 year period, 2008-10 – focus on Surrey 

 
 

The RBL/Experian mapping includes estimates of the numbers of veterans by local authority. Here, 

we have translated this into a percentage of the 16 and over population to allow direct comparison 

and ranking of Surrey’s local authorities by veteran density. 

Table 5  Geographical Distribution of Post 1960’s born Veterans in Surrey (Estimated) 

Local authority Estimated number of veteran 

households  

(2010) 

Estimated 

Number of 

Veterans 

(Born post 

1960) 

Epsom and Ewell 4,610 1,676 

Elmbridge 7,442 2,706 

Tandridge 8,374 3,045 

Runnymede 8,065 2,933 

Woking 7,919 2,880 

Surrey Heath 7,340 2,669 

Mole Valley 5,526 2,009 
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Source: RBL/Combat Stress /Experian Mapping15 

 

Of the total estimated number of veteran households in Surrey, there are an estimated 34,500 

veterans born since 1960 across the county, with the highest local densities in Reigate and Banstead, 

Guildford and Spelthorne.   

The other set of limited data available at a local level comes from the Defence Analytical Services 

and Advice (DASA). As a snapshot exercise, DASA produced some data providing the location of 

339,745 Armed Forces Pension Scheme recipients, 170,910 War Pension Scheme recipients and 

9,550 individuals awarded compensation under the Armed Forces Compensation Scheme.   

There are currently two compensation schemes in operation regarding UK Veterans. The War 

Pensions Scheme (WPS) provides no-fault compensation for all ex-service personnel where illness, 

injury or death is caused by Service from the start of the First World War in 1914 up until 5 April 

2005. The Armed Forces and Reserve Forces Compensation Scheme (AFCS) came into force on 6 

April 2005 to pay compensation for injury, illness or death caused by Service on or after that date.  

There are a number of different occupational pension schemes available to Armed Forces personnel.  

The data presented in this snapshot exercise covers Armed Forces Pension Scheme 1975 (AFPS 75) 

and Armed Forces Pensions Scheme 2005 (AFPS 05). 

AFPS 75 pension benefits are based on rank and length of Service. All personnel serving between 6 

April 1975 and 6 April 2005 will have served under the AFPS 75 scheme.  AFPS 05 pension benefits 

are based on length of Service and final salary, and personnel who joined after 6 April 2005 will be 

serving under the AFPS 05 scheme. Service personnel need to have at least two years’ reckonable 

service before they are entitled to receive benefits on either scheme. 

                                                           
15

 2010 RBL Projections (2005 RBL Orange Report) extrapolated to local Surrey RBL/Combat Stress/Experian 

Mapping from 2009 (Check date with Chris) 

Guildford 11,546 4,199 

Reigate and Banstead 13,030 4,738 

Waverley 9,749 3,545 

Spelthorne 11,183 4,067 

 94,784 34,467 
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Individuals can be in receipt of awards under more than one scheme simultaneously.  DASA do not 

know how many individuals are in receipt of awards under more than one scheme.  Although there 

is likely to be some double-counting between those in receipt of pensions and compensation 

payments, this figure nevertheless represents between 8% and 12% of the estimated veterans 

population. 

In Surrey, the figures are low, with almost 5000 Armed Forces Pension Scheme pensions being 

issued across the county, the highest concentrations in Waverley, Surrey Heath and Guildford. 

Pensions are paid to those who leave the Services not due to them reaching a certain age (as in the 

State Pension) so they are not necessarily older people.  Over 2000 war pensions are being issued to 

veterans and their dependents in Surrey, again predominately in Waverley, Guildford and Reigate 

and Banstead.  The War Pension and the Armed Forces and Reserve Forces Compensation Scheme 

(AFCS) are issued to those who have sustained an injury of some kind, it is likely that these veterans 

will have particularly high health and social care needs. 
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Table 6  showing distribution of Armed Forces Pension Scheme, War Pension Scheme and Armed Forces Compensation Scheme In Surrey (Snapshot 

as at Sept 2011) 

    All AFPS Recipients of ongoing War Pensions under the War Pension Scheme (WPS) All AFCS 

County Local 

Authority 

AFPS 

total 

All 

WP

S 

Disablement 

Pension 

War 

Widow(er)

s 

War 

Orphan

s 

War 

Parents 

Adult 

Dependan

t 

Unmarried 

Dependan

t 

Child 

Allow 

ance 

ALSO All 

AFCS 

In-

Servic

e 

Post-

Service 

Surrey Elmbridge 340 205 160 40 0 0 0 0 ~ ~ ~ 0 35 

Surrey Epsom and 

Ewell 

125 115 85 30 0 0 0 0 ~ 0 0 0 0 

Surrey Guildford 760 300 235 65 0 0 0 0 ~ ~ 115 80 ~ 

Surrey Mole Valley 255 180 135 45 0 0 0 0 0 0 ~ ~ ~ 

Surrey Reigate and 

Banstead 

345 240 165 70 0 0 0 0 ~ ~ ~ 0 ~ 

Surrey Runnymed

e 

205 110 90 20 0 0 0 0 0 0 ~ 0 15 

Surrey Spelthorne 255 175 145 35 0 0 0 0 0 0 ~ 0 ~ 

Surrey Surrey 

Heath 

905 220 180 40 0 0 0 0 ~ 0 30 15 ~ 

Surrey Tandridge 250 170 115 50 0 0 0 0 ~ 0 ~ 0 ~ 

Surrey Waverley 920 375 295 80 0 0 0 0 ~ ~ ~ 0 ~ 

Surrey Woking 395 165 135 30 0 0 0 0 0 0 ~ 0 ~ 
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Surrey Total 4,755  1,740           

England total 283,495 

 

            

UK Total 339,745 

 

            

DASA (2011) Veterans Postcode Data – letter and tables from Jeff Garrett 
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2.5  Socio-economic status of Veterans  
There is a perception that the Army recruits most of its soldiers from the least privileged socio-

economic groups. The MoD argues that there is little evidence to substantiate that view; but this is, 

at least in part, because currently MoD does not collect data on recruits' socio-economic 

background.  However, in evidence to a Parliamentary committee, a survey relating to Army recruits 

from the Cardiff area between 1998 and 2000 was submitted. It found that the majority of recruits 

came from a 'broken home' or 'deprived background' and had left school with no qualifications.  The 

Cardiff survey found that 40 per cent of respondents joined the Army as a last resort. 

At that same inquiry, a Lieutenant Colonel Strutt, produced a paper on bullying and culture shock in 

the Infantry, which reported 32 per cent of recruits come from poor housing conditions and 45 per 

cent come from 'broken homes'.16  In 2008-09 only 8.9% of new soldier recruits with recorded 

grades for English GCSE  had passed at grades A*-C compared with the national average of 61% in 

England that same year. 

However, for many young people, particularly those from deprived or disadvantaged backgrounds, 

the Armed Forces provide an opportunity that may have been denied them in civilian life. Professor 

Wessely told the inquiry that some members of the Armed Forces who 'are quite clearly risky', and 

may come from 'somewhat dubious backgrounds', nevertheless the vast majority of them seem to 

do well and the military actually does very well by them.'  He added 'I know that is not the purpose 

of the Army, but it is a side effect of the Army; it does address a socially excluded group which very 

few other people can tackle'.  

This background does present a bearing on those who leave the Services early and go back to a 

dysfunctional environment, making them potentially more vulnerable. 

In RBL’s 2005 Survey the average reported net household income amongst veterans was £16,300 per 

annum, as compared with a national average of £26,720 in the same year.17  

Table 7  Mean reported net annual household income of veterans, 2005 

Category Mean reported net annual household income 

All veterans £16,300 

16-24 £15,200 

25-34 £22,700 

35-44 £25,400 

45-54 £20,800 

55-64 £18,100 

65-74 £12,500 

75-84 £9,400 

85+ £9,000 

Source: RBL Survey, 2005 (56% responded to this question) 

The survey did include veterans of all ages, and the average figure of £16,300 is likely to be skewed 

by the high proportion of pensioners within the veteran population. The above table does however 

                                                           
16

 HoC Select Committee on Defence 2005. Third Report. 

http://www.publications.parliament.uk/pa/cm200405/cmselect/cmdfence/63/6302.htm 
17

 ONS, Household Income 2005/6 

http://www.publications.parliament.uk/pa/cm200405/cmselect/cmdfence/63/6302.htm
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illustrate that household income remains below the national average even in middle-aged veterans 

when earning potential usually peaks. Without data on the socioeconomic and educational 

background of recruits, it is difficult to comment on whether military service has a positive or 

negative impact on an individual’s lifetime earnings. Commentators suggest that the average army 

recruit will be recruited from a deprived community, are temporarily raised above the income they 

would have had if not serving, but following discharge return to the same communities, with the 

benefit gained only being permanent if they have acquired transferable skills. 

2.6  Gender of Veterans 
There were 186,360 UK Regular Forces personnel, of which women make up 9.6% (17,850) of the 

workforce.18   Women make up a higher proportion of Reserve forces. 18% of the RAF Regular 

Reserves, and 15% of the Volunteer Reserves are women. The rank structure for males and females 

differs by Service with the RAF having the largest percentage of females in total, at each individual 

Officer rank, and Other Ranks total. The Army has the fewest female Other Ranks and fewest 

females overall. The Naval Service has the fewest female Officers. This may be partly explained by 

restrictions on roles available to women and the nature of the roles in each of the Services.    

The Armed Forces have an exemption from the Sex Discrimination Act and there are restrictions on 

females serving in close-combat roles. Figures compiled in 2006 show that 71% of posts in the Navy, 

67% of posts in the Army and 96% of posts in the RAF are open to women. However, all cap-badged 

posts in the Regular Infantry (and Household Cavalry/Royal Armoured Corps) and the Royal Marines 

are presently closed to women on the grounds of combat effectiveness.    

Generally females are in the lower ranks for both officers and other ranks. Possible explanations for 

this involve the length of time taken to reach senior ranks. For example, historical data shows that 

the proportion of females in the Armed Forces in 1975 was less than half of the current level, and 

although this has steadily increased, females will tend to have shorter lengths of service, and as a 

result will be at lower ranks. In addition, until 1990, women were required to leave the Armed 

Forces if they became pregnant, which also impacts average lengths of service and hence rank. More 

recently, targeted recruitment activity has sought to increase the number of females in the Armed 

Forces which should see more females coming through to senior positions in the future.    

Table 8  Females as a percentage of each rank 

 FEMALES AS A PERCENTAGE OF EACH RANK 

 Total Naval Service Army Royal Air Force 

Total 9.6 9.4 8.0 13.8 

Officer 12.3 9.7 11.3 15.7 

Other Ranks 9.0 9.3 7.4 13.2 

Source: DASA UK Regular Forces Rank Structure by sex at 1 April 2011 
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The age distribution of personnel joining the Armed Forces (intake) is similar for male and female 

personnel. The age distribution of personnel leaving the Armed Forces (outflow) is also similar for 

male and female personnel up to and including the age group 20-24. However, outflow profiles from 

age 25 to 39 differ, with a higher proportion of females leaving at these ages. A higher proportion of 

males (29.7% male compared with 12.6% female) outflow aged over 40, which implies that more 

males than females are completing full careers. 

DASA's analysis of maternity leave suggests that approximately 6% of women in the Armed Forces 

take maternity leave in each year, of which more than 90% return to work afterwards (latest analysis 

dates from 2008). Therefore a small proportion of outflow occurs following maternity, and this could 

be a contributing factor towards the different patterns of male and female outflow. 

The best estimates of the gender balance of the existing veteran population are again based on the 

RBL and Woodhead et al studies. Woodhead et al. estimated that 87.45% of the 2007 veteran 

population were male, and 12.55% female. RBL estimated that in 2010 16.76% of the veteran 

population were female. 

2.7  Ethnic Profile of Veterans 
Black and Minority Ethnic (BME) personnel make up 6.7% of the UK Regular Forces. This differs 

considerably by officer (2.4%) and other rank (7.6%) populations. It also differs by Service with the 

Army employing the most BME personnel (9.6%) and the RAF the least (2.1%). Since 2009, Gurkha 

personnel have been able to transfer into the UK Regular Army, and this can partially explain the 

larger proportion of BME personnel in the Army.   Targeted recruitment in some Commonwealth 

countries, such as Fiji, has also contributed. 

2.7.1  The Gurkhas 

After a campaign in 2009, all Gurkhas who had served for four years after 1948 have been granted 

UK citizenship rights. A Gurkha Settlement Office has been established in Kathmandu to offer advice 

for Gurkha veterans considering settling in the UK. Data is not available on the areas Gurkhas 

veterans are moving to, however locally, the Nepalese are the largest ethnic group in the borough of 

Surrey Heath.19   

In 2010 there were 3,840 Gurkhas serving in the British Army. The major units of the Brigade today 

are The Royal Gurkha Rifles (two battalions), The Queen's Gurkha Engineers, Queen's Gurkha Signals, 

and The Queen's Own Gurkha Logistic Regiment.  In addition there are two independent companies - 

Gurkha Company (Sittang) at the Royal Military Academy Sandhurst and Gurkha Company 

(Mandalay) at the Infantry Battle School, Brecon. 

Recent Gurkha veterans will have rotated between the UK and Brunei, meaning that they are 

familiar with British language and culture. There are concerns however that their families, or older 

veterans, may face cultural barriers in accessing services.    

They may settle in garrison towns due to old military links or because there are existing well 

established communities there.  Given the location of the military bases at Sandhurst, Pirbright and 

Deepcut, Gurkha veterans and their families can be found in Woking and Surrey Heath. 
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A needs assessment on the Nepalese community in Rushmoor, which borders Surrey on the west of 

the county, identified the following as issues: 

The main issues identified were:  

 A public perception that the community carry knives  

 Racism and bullying in the Rushmoor community   

 Cultural and language barriers (particularly in elderly and women)  

 Different educational system here compared with Nepal.  

 Lack of understanding of the British justice system and fear of police  

 Drug use in young Nepali males (heroin)   

 Limited knowledge on how to access public services like the fire service  

 Deprivation and overcrowding in housing  

 Domestic violence being a taboo subject in the Nepali community  

 Difficulty in gaining employment if in possession of poor English language skills  

 Reluctance of Nepali to access benefits and administrative barriers when they do so.  
 

2.7.1.1  Main health problems identified by local professionals and the Nepali community 

Diabetes - Type 2 diabetes was felt to be more common in the Nepali community by both health 

professionals and the community itself. 

Tuberculosis - Nepal is a TB endemic country with 173 cases/100,000 people. 7% (35) of notified 

cases of TB in Hampshire are in the Nepali community (based on figures reported by HPU from 2006-

2009). 

Cardiovascular disease and hypertension - These were both identified as significant problems by the 

community and by health professionals 

Reproductive and Sexual Health problems - Higher abortion rates in this community have been 

reported by health professionals. Ladies from the Nepali community spoke about the limited amount 

of available information on contraception.  Despite hepatitis B having an intermediate prevalence in 

this community (according to the CDC) a very small number of cases has been detected in 

Rushmoor. Local health professionals wonder if this is due to low testing levels. Gynaecological 

cancers such as cervical and endometrial were suggested as common in this community especially in 

the newly arrived Nepali females. Opinion was divided in the health professionals on whether Nepali 

women have good attendance levels for cervical smears. 

Dental health - 22% of the Nepali in the focus groups said they were registered with a dentist. 

Additionally a local teacher also thought that Nepali children had worse dentition than their British 

counterparts. The local dentist interviewed thought that those registered were well engaged with 

preventative dental health messages. 

Substance Misuse (heroin) - The practice of smoking heroin has been widely reported by the 

community and local professionals. Young Nepali males are thought to be the most at risk group. 

Inpatient treatment in Nepal for this is preferred by the community. The providing organisation in 

Nepal, which was named by the community, is potentially affiliated to the Scientology movement 

(Narconon).   
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In Surrey, the Nepalese community have been the focus of a Health Check intervention.  Health 

Checks were delivered to reduce health inequalities experienced by the recently arrived ex-Gurkhas 

and their families in the Surrey Heath and Woking area. The aim was to identify individuals from this 

community who are at risk of developing heart disease, diabetes, stroke and kidney disease, and 

discuss preventative measures in order to reduce the risks of developing these long term conditions. 

100 health checks were offered through locally based Nepalese networks and Nepalese Community 

champions who provided language support and helped in booking appointments for all those who 

were aged between 40-74 years and had not already been diagnosed with heart disease, diabetes, 

stroke and chronic kidney disease. 

In total 68 people attended the appointments for health checks, although 7 of these were from 

Hampshire.  From Surrey, 32 were female and 29 male. The age range was from 38 to 72 years. 

Health Checks results of total patients: 68 

 Smoking Status: 

Smokers (10 to 20 cigarettes/day): 13   Ex –smokers: 2  Non smokers: 46 

 

 Random Blood Glucose (mmol/l):  

Normal (4-7): 47 High (above 7): 14 

 

 Blood Pressure:    

Below 140/90: 40  Above140/90: 31 

 

 Cholesterol  (Total cholesterol normal range: less than 5 mmol/l) 

Normal : 46  High: 15 

We observed that the LDL (Low Density Lipids) and TRG (triglycerides) were typically higher 

in these patients than the normal range.  

 

 Cardiovascular Risk Assessment: 

47 patients were identified in the range of 5-10% risk, 12 patients were 11-20% risk and  

2 patients were in the range of 21-30% risk of developing cardio vascular disease in future. 

Their results were discussed and personal advice was given to each individual on healthy lifestyle 

and how to lower his/her risk of heart disease, diabetes, stroke and maintain a healthy lifestyle by 

increasing physical activity and making changes in their daily diet. Smokers were also sign posted to 

the stop smoking service. 

Those who were required to be on medication to control their health condition were referred to see 

their GP for further investigation and treatment. 

 

2.8  Reservists 
The term ‘Reservists’ encompasses the Volunteer Reserves for all three Forces, and also the RAF’s 

Regular Reserves.   The overall strength of the Reserve Forces has been steadily decreasing since 
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1992, across all three Services. The Volunteer Reserves strength overall and in all three Services has 

also decreased.  The strength of the UK Volunteer Reserve forces (excluding University units), was 

29,960 at 1 April 2012, a decrease of 1,220 on 1 April 2011.20 

The Territorial Army (TA) is the largest of all the Reserve Forces, the others being the Royal Naval 

Reserve (RNR), the Royal Marines Reserve (RMR) and the Royal Air Force Volunteer Reserve 

(RAFVR). 

Nationally, DASA figures indicate that amongst the cohort of individuals leaving military service each 

year, the ratio of Regulars: Reservists is 3:121 RBL estimate that reservists make up 16% of the 

veteran population.22  

An Armed Forces Reservist shall be deemed to be a Veteran when not on duty for the purposes of 

the application of NHS policy or access to services.  

The stakeholders working with veterans in the SEC area have an impression that Kent and Medway 

has a higher proportion of ex-regulars than the national average whereas, for example, Surrey and 

Sussex is felt to have a higher ex-reservist population23.   

Information obtained from South East Reserve Forces' and Cadets' Association show that Surrey has 

Army Reserves only.  There may be others Reservists living in Surrey, but who serve in units outside 

the County and the Association does not have records of these.  Numbers are:   

Table 9  Number of Reservists attached to Surrey Units 

UNIT LOCATION ESTABLISHED 

FOR 

ACTUAL 

STRENGTH 

2 Troop, 579 EOD Squadron  Reigate  32  29  

A Company, 3rd Battalion Princess of Wales’s Royal 

Regiment  

Farnham  83  82  

150 Recovery Company Royal Electrical and 

Mechanical Engineers  

Redhill  85  61 

 

 These figures are considered to greatly underestimate the number of reservists in the County. 

See future military plans and projections (2.10 on page32). 

2.9  Service Leavers Data 
From data available from DASA on the intake and outflow of the Service personnel we can 

determine a pattern24.  Almost half of personnel joining the UK Regular Forces (intake) are aged 
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 DASA 2012. TSP7 - UK Reserve Forces and MOD Sponsored Cadet Forces - 1 April 2012 
21

 DASA, 2011 
22

 RBL, Profile and Needs of the Ex-Service Community 2005-20 
23

 Personal communication from South East Coast Veteran Health Network 
24

 DASA 2011.  Age distribution of intake and outflow for Officers and Other Ranks 
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under 20 years. Only 27% of officer intake and 15% of other ranks intake occurs after the age of 25 

years. Officer intake age profiles are heavily influenced by personnel joining having left higher 

education, with two thirds of all officer intake occurring between the ages of 20 and 24. A peak in 

intake is visible at ages 22/23 years. The age distribution of other ranks intake is more consistent 

across the age range 16-20 before tailing off from 21 years onwards.  

Clear peaks and troughs in personnel leaving the Services (outflow) can be observed at certain ages. 

The profile of outflow by age is, to some extent, determined by the nature of contracts under which 

personnel serve. A number of 'exit points' are available, linked to pension benefits, which differ 

depending on Service, rank and trade.  

For officers, a common exit point for all three Services is at age 38 or after 16 years in Service, 

whichever is later. This causes both a high level of outflow at around ages 38-40, and low levels of 

outflow for personnel in their early/mid 30s, as they wait for their exit point. Another peak for 

officers is at age 55 (normal retirement age), except in the Navy where normal retirement age for 

certain ranks is age 50.  

Within the other ranks, the majority of outflow occurs between the ages of 17 and 29 years. There 

is, however, variation in exit points, both within and between the Services. Personnel under 18 can 

exercise their statutory right to leave, and apart from that, the first point at which personnel can 

leave voluntarily comes 3 or 4 years into service (each Service has slightly different rules). This, 

coupled with failure to complete training for any reason, explains why the majority of personnel 

leaving the Services are aged under 30. Outflow then drops as personnel serve out their careers, 

with the majority on 22 year contracts, although again there are a number of variations. The spike in 

outflow at around age 40 comprises those personnel who, having joined at around age 18, have 

completed their careers. 

Service leavers can be divided into two groups: 

 ‘early service leavers’ with less than 4 years service,  

 long-term military personnel, with more than 4 years service.  

Overall, around 65% of leavers have over 4 years of service, but this varies by force, for example the 

average service duration in the Army Infantry is only 3.7 years. Individuals leaving the Force with 

under 4 years service do not get the same package of support, this is despite the fact that just six  

months of service in Afghanistan is felt to be equivalent to service for the duration of World War 

Two25. 

Most military personnel leave service when they are relatively young adults and very few remain in 

service into their fifties. Figures from Defence Analytical Services Agency (DASA) confirm that it is 

reasonable to assume that every new veteran (that is, each person who has left the Armed Forces in 

a given forecast year) will be younger than 55. 

                                                                                                                                                                                     
http://www.dasa.mod.uk/applications/newWeb/www/apps/publications/pubViewFile.php?content=180.1&date=

2011-05-26&type=html&PublishTime=09:30:00   
25

 South East Coast Armed Forces Forum, Gatwick, June 2011 

http://www.dasa.mod.uk/applications/newWeb/www/apps/publications/pubViewFile.php?content=180.1&date=2011-05-26&type=html&PublishTime=09:30:00
http://www.dasa.mod.uk/applications/newWeb/www/apps/publications/pubViewFile.php?content=180.1&date=2011-05-26&type=html&PublishTime=09:30:00


37 
Health Needs Assessment Military and Veteran Health –26 March 2013 

2.10  Armed Forces Families 
The numbers of Armed Forces families in the UK is unclear as data have not been published on the 

marital status of members of the UK Armed Forces since 2007 when 64.2% of male Regular Army 

officers were married compared with 32.5% of female officers26. However this does not tell us how 

many Armed Forces dependents there are in the UK. 

An independent survey conducted by the RAF Families Federation provides some indication of the 

expected make-up of the RAF Family. In total 3,000 family members participated in the research, of 

which 70% of Regular personnel were married for a second or subsequent time, 17% were in “long-

term” relationships though not married, 13% were separated or divorced and the remaining 14% 

were single (McCafferty 2012, as cited in Centre for Mental Health 2012). 
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3  ARMED FORCES IN SURREY 
Military presence in Surrey 

The county of Surrey has a long and strong military history and presence.  Today, it is home to three 

important training establishments: The Royal Military Academy Sandhurst, The Army Training Centre 

Pirbright and Princess Royal Barracks Deepcut, headquarters to the Royal Logistic Corps (RLC) of the 

British Army and the Defence School of Logistics.  In Headley, near Leatherhead, the Defence 

Medical Rehabilitation Centre, Headley Court, is located, which offers intensive rehabilitation for 

injured service personnel. 

3.1  The Royal Military Academy Sandhurst 
Based in Camberley, The Royal Military Academy Sandhurst is where all Officers in the British Army 

are trained to take on the responsibilities of leading soldiers.  More than 80% of Officer Cadets are 

university graduates, but some arrive with A-Levels or equivalent. Others are serving soldiers who 

have been selected for Officer training and some come from overseas, having been chosen by their 

own armies to train at the world famous Academy.  

3.1.1  Trainees 

There are roughly around 740 Officer Cadets at Sandhurst at any one time.  The Commissioning 

Course for Regular Army Officers is 48 weeks long, including recess periods. It runs three times a 

year, starting in January, May and September. The Territorial Army course is shorter, as is the 

training course Sandhurst offers for military personnel with professional qualifications, in areas such 

as law and medicine.  A new intake of about 240 to 280 join at the start of each term and a smaller 

number will leave at the end of each term, having completed the course.  

Other short courses – there are typically from 30 to 120 students at any one time. The courses 

typically last from 2 to 10 weeks. 

3.1.2  Future planning 

The Academy anticipate a small drop in the number of officer cadets, but will probably see an 

increase in the number of shorter courses, particularly TA – in line with the future operational plans 

for the reservist/regular balance across the Army.   

3.1.3  Permanent Staff 

There are about 690 permanent staff officers and soldiers employed at Sandhurst.  There are a 

number of smaller units located at Sandhurst as well as the RMA and this figure represents a rough 

total across the board.  The larger proportion of the staff are accompanied by their families. 

3.2  Army Training Centre, Pirbright 
Initial Soldier Training is conducted at a number of sites around the country depending on age and 

which section of the Army you are joining.  All standard entry Infantry training takes place in 

Catterick, while the rest of the Army is trained by the various units that make up the Initial Training 

Group (ITG). Three Army Training Regiments (ATRs) deliver Standard Entry (over 17) training, two 

being at Pirbright.  Located near to both Guildford and Woking, ATC Pirbright is the largest Phase 1 

training establishment within Initial Training Group (ITG) responsible for training 17 year olds and 

over.  It was home to a resident unit, the Royal Anglians but it has since moved on and the base is 

currently anticipating the arrival of the Welsh Guards at the Elizabeth barracks. 
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ATC (Pirbright) delivers Phase 1 Training for new recruits joining: 

 Army Air Corps  

 Royal Regiment of Artillery  

 Royal Corps of Signals  

 Royal Logistic Corps  

 Adjutant General's Corps  

 Royal Army Medical Corps  

 Intelligence Corps  

 all female adult entry soldiers 

Alexander Barracks is the Phase 1 training camp, there is a spar shop, gym, swimming pool, squash 

courts, football/rugby pitches, running pitches, barbers, adult learning centre, Sandes coffee shop, 

stables, nursery and medical centre. ATR have an Officers, WO's & Sgts and Cpls Messes. The recruits 

have a WRVS centre, which has internet facility as well as pool tables, quiet room and cinema. 

Project SLAM is currently in the process of upgrading all the accommodation to Grade 1. 

Elizabeth Barracks is a separate camp and is within the ATR camp for the resident Unit, from later 

this year, 2013, the Welsh Guards regiment, they have their own gym, squash courts, football pitch, 

internet suite and Naafi. They share some of the ATR facilities also. The accommodation for single 

serving soldiers is Grade 4 Barrack Blocks. 

3.2.1 Future developments 

Following on from the Defence Secretary’s announcement about the Army Basing Plan, the Welsh 

Guards will be moving into Elizabeth Barracks, Pirbright later this year (`not before summer 2013`); 

the Grenadier Guards will move into Keogh Barracks, Mytchett when the medics move out in 2015. 

The only other change is that 2 Brigade will merge with 145 Brigade to become 11 Infantry Brigade, 

to be based in Aldershot. This transition will occur in 2014. 

3.3  Army Primary Care Training Centre 
Sandhurst RMA and Pirbright ATC are both GP training practices.  In order to develop the expertise 

of the staff training at these centres, the dependants of the permanent staff are offered primary 

healthcare (Defence Medical Service, DMS) as a choice of accessing primary care. There are 21 (out 

of 127) Defence Medical Services medical centres which offer registration to military families for 

training purposes and we have two here in Surrey. 

3.4  Princess Royal Barracks, Deepcut 
Created on the recommendation of the Defence Training Review (DTR), which aimed to rationalise 

and improve training across defence, The Defence College of Logistics and Personnel 

Administration(DCLPA) was formed 1 April 2004. It is one of five Federated Defence Training 

Establishments, or Defence Colleges, that were established through an amalgamation of its 

predecessor single service Logistic and Personnel Administration schools. 

The Headquarters of the DCLPA is located at The Princess Royal Barracks, Deepcut, near Camberley 

in Surrey.  It is based within the borough of Surrey Heath.  The Headquarters provides Command and 

Control for its schools and reports to the Army Recruiting and Training Division (ARTD). The College 

Commandant is an Army Brigadier and experienced logistician; he is also the Garrison Commander 

for the local area including Ash, Mytchett and Pirbright. 
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The Headquarters prides itself on the strong relationships that it has established not only with the 3 

Services, but also with a range of external organisations in the Logistic and Operational 

Administration arenas. Owing to a proactive approach, the headquarters is able to ensure provision 

of Logistic and Personnel Administration training that meets the current and evolving needs of front-

line commands. Royal Logistic Corp personnel conduct their Phase 2 training at Deepcut, having 

completed Phase 1 training at an Army Training Regiment for soldiers or Royal Military Academy 

Sandhurst for Officers. All Officers undertake the RLC Troop Commanders Course prior to posting to 

a Regiment. 

Soldier trainees can specialise in a number of trades: 

 Ammunition Technician 

 Driver / Port Operator 

 Seaman / Navigator 

 Marine Engineer 

 Supplier 

 Chef 

 Driver 

 Driver / Radio Operator 

 Driver / Air Dispatcher 

 Movement Controller 

 Postal and Courier Operator 

 Pioneer 

 Petroleum Operator 

 Rail Operator 

Officers may undertake specialist training as: 

 Ammunition Technical Officer 

 Port and Maritime Operations Officer 

 Petroleum Officer 

 Food Services Officer 

 Postal and Courier Services Officer 

There are approximately 247 trainees and 453 permanent staff.  These figures can fluctuate from 

between 40-50 per month.  Dependents of the trainees tend not to reside in the area but 

dependents of the permanent staff are living in Deepcut and Pirbright, some in Aldershot.  Numbers 

of dependents are not known.   

Deepcut is due for closure although it is thought that this probably won’t be for another 5 years.   

The housing stock is expected to be retained for other units. 

3.5  Defence Medical Rehabilitation Centre, Headley Court 
For most combat casualties, Headley Court is the final stage of the recovery process.  DMRC has over 

300 dedicated military and civilian staff which provide clinical rehabilitation, training and research  

to achieve optimal military health and fitness for their patients. The Centre treats over 6,500 



41 
Health Needs Assessment Military and Veteran Health –26 March 2013 

patients per year. This includes the treatment of complex injuries, including those of amputees and 

brain-injured patients, plus a large volume of work to treat musculoskeletal injuries. DMRC houses a 

dedicated state of the art limb fitting and Amputee Unit, where patients are fitted with high quality 

prosthetics and adaptations, tailored on site to the specific needs of the individual. 

A patient can receive an artificial limb within two days of a first appointment with Headley Court’s 

limb laboratory technicians.   The latest prosthetics, such as the C leg, are fitted with microchips, and 

movement can be refined using Bluetooth technology.  Several patients have been fitted with the 

British-designed iLimb. This is a ‘bionic hand’ with five motors (one for each artificial finger), giving it 

a more sophisticated grasp than most prostheses.  Amputees often have more than one prosthetic 

limb, each one designed for a particular activity, such as walking, bathing, running or skiing.  

DMRC offers access to on-site consultants, physiotherapists, remedial instructors, occupational 

therapists, speech and language therapists, social workers, a psychologist and a cognitive therapist.  

The facilities, set in 85 acres of landscaped gardens, include a hydrotherapy pool, swimming pool, 

four fully equipped gyms to support the clinical departments.  

Headley Court has 96 inpatient beds for the most serious cases, including limb loss, brain and spine 

injury or a combination of both. These patients can spend up to nine months receiving treatment at 

Headley Court.  

There are a further 120 residential places for patients on three-week rehabilitation courses for 

muscle, bone and joint injuries, which can be either work or sports related.  

Preparation for the combat casualty’s gradual return to active duty also begins here. Returning to 

work is central to the Headley Court ethos. 

3.5.1  Future Plans 

Last autumn, the Defence Secretary made an announcement following a feasibility study in to the 

establishment of a defence and national rehabilitation centre (DNRC).   While Headley Court, 

established in 1947, is widely admired for achieving remarkable results for those injured in conflict, 

medical advances will not be possible in the medium to long-term because of the physical 

constraints of the Headley Court site and will therefore require purpose-built accommodation and 

facilities. It was for this reason that the feasibility study into the concept of a DNRC was conducted, 

involving the possibility of establishing a new facility in the Midlands and looking at how the whole 

issue of rehabilitation should be developed in 21(st)-century terms. 

The study involved the MOD, the Department of Health, the Department for Work and Pensions and 

the Department for Culture, Media and Sport. It was conducted during 2010 and 2011 and is now 

complete. It took evidence from a wide variety of sources including many of the practitioners at 

Headley Court.  

The study also revealed widespread support for the notion of civilian rehabilitation benefiting from 

close association with the defence equivalent. During the study a test site in the Midlands was 

identified as able to accommodate both the defence military establishment and allow space for 

national facilities to be developed over time.  
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The Defence Secretary expects to be in a position to announce progress on these next steps towards 

the end of 2013. Should the decision be made to proceed with the project, the outcome would be a 

new defence establishment, located in the Midlands and opening in 2017. 

For now, the Government plans to continue to invest in Headley Court so that it continues to deliver 

to the best possible standard. A project to increase capacity and sustain infrastructure is planned to 

start at the end of this year.   

A decision about the future of Headley Court has not been made yet. 
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4  EPIDEMIOLOGY 

4.1  Physical Health Needs  

4.1.1 Overview of Physical Health Needs 

There is no reliable evidence as to the long-term physical effect of military service.   In fact, a recent 

review of health and social factors affecting the UK‘s veterans suggests that overall, the health of the 

veteran population is comparable to that of the general population27.  

The 2005 RBL survey collected information on self reported health of veterans and their families.  

When compared with the UK general population, some difference were observed in the rates of self 

reported prevalence of the following long term conditions: Musculoskeletal, circulatory, respiratory, 

mental health disorders, eye complaints (including sight), ear complaints (including hearing) and 

digestive conditions 

Table 10  Key differences in self-reported prevalence of long-term conditions between veterans 

and the UK population by age group (Source: adapted from Figure 3.18, p30. The RBL, Profile 

and needs: comparisons between the ex-Service community and the UK population, 2006)12 

Age group Conditions with HIGHER 

prevalence vs UK population 

Conditions with LOWER 

prevalence vs UK population 

16-44 years Musculoskeletal  
Mental health 

 

45-64 years Circulatory  
Respiratory 

 

65-74 years  Musculoskeletal  
Circulatory  
Respiratory 

75 years and over Ear complaints Musculoskeletal 

 

This data highlights some specific differences relevant to the provision of health services for Surrey 

veterans. Firstly, it is apparent that the majority of the burden of ill-health related to both 

musculoskeletal and mental health conditions exists in the younger veterans. With the majority of 

personnel currently leaving the service each year thought to be males from these younger age 

groups, this is likely to have a significant impact on the provision of appropriate services. 

For the large cohort of elderly veterans, their significant physical health problems are likely to be 

age-related rather than due to their previous service. The usual cross-section of the chronic diseases 

of old age will be represented in this veteran population. 

For younger veterans, it is very difficult to unpick whether military service has contributed to any 

observed ill-health. As previously discussed, recruitment is disproportionately from individuals with 
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  Fear N, Wood D, Wessely S for the Department of Health. Health and social outcomes and health services 

experiences of UK military veterans - a summary of the evidence. London: November 2009 [Online]. Available 

from: http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/docu 
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deprived backgrounds and poor educational achievement. Both these factors are independently 

associated with poor health and lower life expectancy.  

The only cohort who have been followed, and their health status compared with comparable non-

veterans are Gulf war veterans. The Government releases regular updates on their mortality, which 

thus far has been lower than amongst the control group. 

4.2  Mental Health of Veterans 
The mental health of UK veterans has received particular attention, with particular focus having 

been on the occurrence of Post-Traumatic Stress Disorder (PTSD).  It is important to highlight, 

however, that although research and media attention is frequently targeted towards rates of PTSD 

and complex PTSD among the ex- armed forces community, the most common mental health 

problems experienced by veterans are depression, anxiety and substance misuse (mainly alcohol) 

disorders, just like the wider general population.  

 Again, in general, the majority of veterans do not suffer with adverse mental health after leaving 

the Services and it is estimated that an extremely small proportion (approximately 0.1% of all 

Regular service leavers) of personnel leaving the forces each year have been discharged for mental 

health reasons.28 

However, certain groups of veterans have been identified as being at higher risk of mental health 

illness. The risk of developing a mental health disorder may not only be linked to experiences during 

an individual’s period of service within the Armed Forces but also to the transition period from 

military to civilian life which, for some, can be extremely challenging. 

Combat Stress has produced a profile of a “typical” new referral to their service in 2009: 

 Average age 44 year old (youngest aged 19, oldest 93)  

 Ex-Army 

 Childhood trauma, neglect, poor care giving  

 Multiple traumatic exposures. Service in many war theatres (Ireland commonest) 

 Family ultimatum –usually second marriage  

 History of multiple house moves, employers, long spells of unemployment or homelessness  

 Many children, mostly not in touch  

 History of domestic violence  

 Significant physical illness  

 Classically diagnosed with PTSD, Depression; Alcohol misuse  

 No prior intervention  
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 NHS has not helped/ been hard to access 

This list illustrates the complexity of the many veteran cases and the need for integrated care 

pathways that bring together multiple sources of support. 

The most extensive survey of mental health amongst British military personnel and veterans is the 

Kings Centre for Military Health Research (KCMHR) cohort study, commissioned by the MOD, which 

looked at the mental health of 9,990 serving personnel and veterans who had been deployed to Iraq 

and Afghanistan. It had a response rate of 56%, and whilst the researchers adjusted for the 

characteristics of non-reporters, there must still be concerns about whether responders are typical 

of all veterans. This study only looked at the mental health of individuals who had served in Iraq and 

Afghanistan, either in a Regular or Reservist capacity. The duration and intensity of these recent 

conflicts mean that it cannot be assumed that these findings hold true for veterans of previous 

conflicts. It also only involves follow-up over a short time period, and there are no robust cohort 

studies looking at the long-term prevalence of mental health problems in the UK veteran population.  

In Fear et al, Health and social outcomes and health services experiences of UK military veterans - a 

summary of the evidence, the main findings from this study showed: 

• Taken as a whole, the ex-Service population, which has been estimated at around 3.8 million for 

England, has comparable health to the general population.  

• The current generation of UK military personnel (serving and ex-serving) have higher rates of 

heavy drinking than the general population. However, this difference may attenuate with age.  

• The most common mental health problems for ex-Service personnel are alcohol problems, 

depression and anxiety disorders.  

• In terms of the prevalence of mental disorders, ex-Service personnel are similar to their still-

serving counterparts and broadly similar to the general population.   

• Military personnel with mental health problems are more likely to leave over a given period than 

those without such problems and are at increased risk for adverse outcomes in post service life.  

• The minority who leave the military with psychiatric problems are at increased risk of social 

exclusion and ongoing ill health.  

• The overall rate of suicide is no higher in UK ex-Service personnel than it is in the UK general 

population; ex-Service men aged 24 or younger are, however, at an increased risk relative to their 

general population counterparts.  

• Early Service leavers are more likely to have adverse outcomes (e.g. suicide, mental health 

problems) and risk taking behaviours (e.g. heavy alcohol consumption, suicidal thoughts) than longer 

serving veterans.  

• Studies looking at delayed-onset PTSD have tended to be retrospective and based on relatively 

small numbers of ex-Service personnel. The results of these studies should be treated with caution 

until prospective data are available.  
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• Involvement in chemical weapons experiments at Porton Down is not associated with an overall 

increase in mortality or cancer morbidity.  

• Deployment to the Gulf in 1990/1991:  

 is associated with increased mortality from non-disease-related causes (e.g. road traffic 

accidents) in the short term but this effect subsides over time and is no longer detectable 7 

years post deployment;  

 is not associated with adverse effects on reproductive health or with an overall increase in 

the incidence of cancer.  

 Deployment to Iraq or Afghanistan is associated with adverse mental health outcomes 

among some groups,  particularly those with pre-Service vulnerabilities, those who 

experience a high level of combat, and reservists (compared with regulars). 

  US data, collected from US military personnel post-deployment to Iraq or Afghanistan, 
suggest a surge in mental health problems on return to the US that continues to increase 
over time. There is as yet no evidence to suggest that this is happening in the UK.  

A recent cohort study29 asked veterans how many times they had been exposed to a number of 

stressful situations. 

Table 11  Exposure Rates Amongst Iraq/Afghanistan Veterans 2005-10 

Exposure Number/rate of exposures 

Seen personnel wounded and killed Never – 53.4% 

Once – 15% 

2-4 times – 19.8% 

≥ 5 times – 11.9% 

Come under mortar/artillery fire/rocket 

attack 

Never – 22.4% 

Once – 6.8% 

2-4 times – 15.9% 

≥ 5 times – 54.9% 

Experience hostility from civilians Never – 53.3% 

Once – 9.7% 

2-4times – 18.8% 

≥ 5 times – 18.2% 

Source: KCMHR cohort study, 201029 

The above table illustrates the broad range of traumatic experiences faced by veterans of the Iraq 

and Afghanistan conflicts. Feeling personally at risk, witnessing the injury or death of comrades, or 

having to injure or kill others can all affect mental health. 

Research from the King’s Centre for Military Health Research (KCMHR) found that 12.6% of UK 
military personnel were violent on return home from deployment in Iraq.   

The study30 found that violence on homecoming was associated with experiences of combat and 
trauma during deployment.  Army personnel returning home often find it difficult to adapt to civilian 
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life after deployment, and there have been reports of soldiers not being able to readapt certain 
behaviours that are helpful in a combat situation but not so helpful back in civilian life.   

Violence was more common amongst those who showed aggressive tendencies before joining the 
Army, but even when that was taken into account, there was still a strong link between exposure to 
combat and traumatic events during deployment and violence on return home.  

Those who reported antisocial behaviour before joining the Army were 3.6 times more likely to be 
violent on their return home. But, after eliminating the influence of pre-enlistment antisocial 
behaviour, socio-demographics and military factors, violence on homecoming was still strongly 
associated with being deployed in a combat role (2 times more likely to be violent on return home) 
or having experienced multiple traumatic events on deployment (3.7 times more likely if 
experienced 4 or more traumatic events on deployment).   

Army personnel who experienced mental health problems such as post-traumatic stress disorder 
(PTSD) were 4.8 times more likely to report violence on homecoming, and those who reported 
alcohol misuse were 3.1 times more likely to report violence on homecoming.   

The study followed 4,928 UK Armed Forces personnel who had been deployed in Iraq in 2003. Data 
was collected by questionnaire and included information on deployment experiences, socio-
demographic and military characteristics, pre-enlistment antisocial behaviour, post-deployment 
mental health outcomes and a self-reported measure of physical violence in the weeks following 
their return home.   

The results form the first phase of the study. Researchers are continuing to follow this group and are 
currently linking their data with that of official Ministry of Justice conviction records. This will 
provide much needed information on the different types of offending over the life course of the 
military personnel in the study.  

4.2.1 Post Traumatic Stress Disorder 

The condition most people would associate with military service is post-traumatic stress disorder 

(PTSD). NICE guidance states that up to 30% of people who suffer a traumatic event may develop 

PTSD. Given the above evidence of trauma exposure amongst veterans of Iraq and Afghanistan, this 

could indicate a huge potential burden of disease. Out of all people with post traumatic stress, 85% 

of patients develop symptoms immediately following a traumatic event.31 This means a snapshot 

picture of recent veterans has the potential to capture the majority of cases. The KCMHR cohort 

study included individuals for whom 6.5 years had passed since deployment. 

The KCMHR cohort study used the 17-item National Centre for PTSD checklist, and detected likely 

cases of PTSD in 4% of respondents. Levels of PTSD rose slightly over time from deployment, but 

remained broadly similar. This is in keeping with a cohort study of 8195 veterans who had been 

deployed in Bosnia and the Gulf; mental health morbidity remained static over the 10 years of 

follow-up.32 
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The prevalence of PTSD as detected is only slightly higher in the surveyed military population. The 

authors note that contrary to widely held beliefs that stigma precludes disclosure, in fact surveys 

tend to result in higher estimates of PTSD prevalence, so that 4% may be an overestimate.  

Researchers noted the following factors associated with a diagnosis of PTSD, after adjusting for 

confounders: 

- Reported PTSD was associated with deployment of any kind 

- There was a higher reported incidence of PTSD amongst deployed reservists than 

- deployed regulars 

- Higher reported incidence of PTSD amongst those who had experience of combat roles 
 

Whilst rates of PTSD may be similar amongst veterans and the general population, this does not rule 

out the possibility that they have specific needs.  The different pattern of risk for Reserve forces may 

reflect differences in comradeship and support, with Regular personnel more likely to remain with 

fellow service personnel for longer periods following deployment which may offer a stronger degree 

of support. Other research has suggested there is a link for all service personnel between exposure 

to combat and the risk of developing mental health problems, and that this may explain why young, 

male members of the Army’s Infantry appear to be particularly at risk.  Those who leave the Services 

early, especially within four years, are thought to have the highest risk of developing mental health 

problems overall.25 

PTSD in veterans is often the result of multiple traumatic exposures, has a very specific military 

context, and it can be associated with additional shame and guilt about seeking help. Self-

sufficiency, so crucial in a combat situation, can count against a veteran if he starts to experience 

mental health problems. 

4.2.2 Suicide Risk 

Research by Kapur et al. analysed the demographic data on the 224 veterans who had committed 

suicide between 1996 and 2005.33 Although the overall rate of suicide was not greater than that in 

the general population, the risk of suicide in male veterans aged 24 years and younger was 

approximately two to three times higher than the risk for the same age groups in the general and 

serving populations.    

The risk of suicide for men aged 30–49 years was lower than that in the general population. The risk 

of suicide was greatest in males, those who had served in the Army, those with a short length of 

service, and those of lower rank. The rate of contact with specialist mental health was lowest in the 

age groups at greatest risk of suicide.  

The reasons behind this population’s vulnerability to suicide are not clear, but the researchers 

suggested that they may include:  

• finding the transition back to civilian life more difficult than others  
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• being adversely affected by service-related experiences  

• having a pre-service vulnerability which has not been addressed.  

With males in this age group known to be particularly reluctant to seek help, as well as the fact that 

some may not even identify themselves as veterans, as previously discussed, this sub-group may be 

particularly vulnerable. Ensuring good data systems exist to identify veterans locally, as well as 

promoting registration with GPs and help-seeking behaviours, these will be key to mitigating any 

increased risk within the local cohort of veterans. 

In Surrey, veterans are acknowledged in the Surrey Suicide Prevention Strategy. A military 

representative sits on the Strategy Steering Group.   

The Deepcut review reported on the circumstances surrounding the deaths of four young soldiers at 

Princess Royal Barracks Deepcut, between 1995 and 2002, all of whom had died by gunshot wounds 

while performing guard duty.  From the accumulating evidence that younger Armed Forces Service 

personnel are at particular risk of suicide, the Deepcut Review still raises particular policy 

considerations for the duty of care proffered to young Service personnel and in particular those 18 

and under. 

The Review in 2006 concluded that on the balance of probabilities the four deaths were self 

inflicted.  Whilst the Army did not cause the deaths, there were failures to identify potential sources 

of risk. It also raised questions about the nature of the training environment at the time and access 

to firearms for vulnerable individuals whilst unsupervised. Despite the Government accepting many 

of the reviews recommendations, the Royal British Legion34 believes policy considerations remain 

outstanding. These include the: 

• Affect of age of recruitment on mental health outcomes. 

• Extent that Duty of Care policies are implemented, particularly for young trainees. 

• Extent that there is joined up medical information sharing on higher risk Service personnel. 

• Quality of living conditions and environment for trainees. 

• Access to firearms for young trainees, particularly if highlighted as vulnerable. 

The Legion believes these points remain valid and are supported by the most recent Ofsted35 report 

on the effectiveness of welfare and duty of care for recruits and trainees in Armed Forces initial 

training. 

4.2.3 Alcohol Misuse 

In the KCMHR cohort study, the 10-item WHO Alcohol Use Disorders Identification Test (AUDIT) was 

used.  It reported that 13% of individuals were identified as misusing alcohol, as compared with 6% 

in the general population.   
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Even when researchers adjusted for the fact that the majority of military personnel are from a 

demographic (young, male) with high alcohol intakes, the military personnel still had significantly 

higher rates of alcohol misuse. 

The following factors were associated with alcohol misuse, after adjusting for confounders: 

- Alcohol misuse was associated with deployment of any kind 

- There was a higher reported incidence of alcohol misuse amongst deployed regulars than 
deployed reservists 

 

The Defence Select Committee in its 2011 report, The Armed Forces Covenant in Action Part 1: 

Military Casualties36, called on the MOD to carry out an urgent study into what is driving the misuse.  

Its report stated, “It is unclear to us whether the MoD regards the misuse of alcohol and other 

dangerous risk-taking behaviour as part of a pattern of reprehensible behaviour which requires 

punishment or discouragement, or a manifestation of stress which requires treatment, or indeed a 

combination of both. The MoD has yet to recognise the seriousness of the alcohol problem and must 

review its policy in this area.” 

Table 12  Comparison of Mental Health Problem Prevalence in Military and General Populations 

Mental Health Problem Military, % General population, % 

Probable PTSD 4% ~3% 

Common mental disorder 20% ~20% 

Alcohol misuse 13% ~6% 

Source: KCMHR cohort study, 2010 

Based on this study, it would seem reasonable to assert that the mental health of veterans is broadly 

similar to that of the general population, albeit that their military career provides a very specific 

context for some presentations. What is noticeable is the level of reported alcohol misuse; it is over 

twice that expected in the general population. Veterans who misuse alcohol probably experience far 

less support and compassion than their counterparts with PTSD, but in fact alcohol misuse can be 

another way of dealing with the experiences of war.  As is shown in the characteristics of a typical 

Combat Stress referral, often the veteran will present with health and social co-morbidities. 

In Surrey, data is not available on veterans accessing DAAT services for alcohol or drug treatment, so 

it is not possible to identify need in this area.  Steps are being taken to include the recording of ex-

Service personnel in future service specifications.  
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4.2.4 Mental Health within Military Families 

During deployments Armed Forces wives and partners experience increased levels of stress, anxiety 

and depression.37,38 During deployment Armed Forces wives report feelings of loneliness, role 

overload, financial difficulties, child-related issues, worry over long-distance relationship 

maintenance, and separation anxiety. Mansfield et al39 examined outpatient attendance among 

Armed Forces wives and reported that spouses of deployed military personnel had significantly 

increased rates of psychiatric diagnoses compared to spouses of those who had not deployed. The 

prevalence of reported depression, anxiety disorders, sleep disorders, acute stress reaction and 

adjustment disorders were also found to be higher.  Factors, such as being pregnant or already 

having children, have also been associated with increased levels of reported stress. A study in 2011 

found increased levels of anxiety and a feeling of being overwhelmed were the direct response to 

the challenges of taking on a new household and the inevitable change to the level of parenting 

responsibility.40  

A study looking at stress and coping by Armed Forces wives whose partners were serving in 

hazardous reserve duty found there were two strategies for coping among the wives; emotion 

focused and problem focused.41   The study found that missing their husband’s companionship, 

concern about his safety and his material help all accounted for secondary stress reactions. 

Protective factors were also identified for reducing stress such as high self-esteem and sense of 

coherence which were integral to reducing the level of perceived stress.   Other studies have found 

that Armed Forces wives have used problem-focused and or emotion-focused coping mechanisms 

and concluded that these were both used in dealing with stressful experiences. Dimiceli et al 

(2010)42 found that problem focused strategies were used by the women much more than the 

emotion focused approach which illustrated greater efforts by the wives to alter the source of their 

stress rather than viewing the stressor as something that must be endured. Armed Forces wives 

therefore coped relatively effectively with the stressful experiences they reported by employing a 

more adaptive strategy to coping with their stress. 
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A recent report43 by the Centre for Mental Health (CMH) looked at the practical initiatives required 

to support service families in housing, health care and education.  It concluded that more was 

required around the impact of mental health problems on families and the effectiveness of existing 

family support, and the impact on Service families of alcohol misuse and domestic violence. 

The report makes seven recommendations:  

1. More research is required around the psychological impact of deployment on the families and 

children of UK Service personnel to ensure that the correct services are developed to meet the 

specific needs of Service families.  

2. Whilst there is considerable research highlighting the concern about the levels of alcohol use 

within the UK Armed Forces, there is very little evidence about the impact of alcohol misuse on 

military families. Research into the possible impact of alcohol misuse among serving Armed 

Forces personnel and veterans and their families is urgently required.  

3. Similarly, more research is needed into the effect of alcohol misuse among veterans and the 

impact on their families.  

4. The contribution of families to the functional capacity of the Armed Forces should be recognised 

and further amendments to the Military Covenant must fully reflect the needs of the families of 

serving personnel.  

5. As the Government expands its Improving Access to Psychological Therapies programme (IAPT) 

it must seek to ensure that IAPT services are able to meet the needs of veterans and their 

families.  

6. The support injured service personnel receive from their families has been shown to be integral 

to recovery. As well as addressing the psychological needs of Service personnel recovering from 

physical injuries, the practical and emotional impact on the families who care for them must also 

be taken into consideration.  

7. Until recently, most research has focused on the impact of men being deployed or separated 

from their families. Further work needs to be undertaken to understand the impact of women’s 

separation from their families and their children.  
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5  THE WIDER DETERMINANTS OF HEALTH AND THE ARMED FORCES 

COMMUNITY 
As mentioned, the majority of veterans leave the services without physical or mental health 

problems and view their time in the Services as a positive experience. For a minority, however, they 

experience often complex mental and physical issues and these can be compounded by a number of 

wider determinants of health, such as issues related to finance, housing and crime. 

The issue of the long term social impact of military service has been widely studied in the US.  They 

too have a similar tradition of drawing their armed forces personnel from disadvantaged 

communities. There is generally the view that many service leavers have benefited positively from 

their military experience.  The question that should be posed, perhaps, is does the socioeconomic 

background of many recruits mean that they would otherwise have had fairly limited opportunities, 

and been more vulnerable to ‘falling between the cracks’ of society? Thus, whilst military service 

does improve their life chances, the challenge is ensuring that this benefit is maintained once they 

have returned to the communities from which they were recruited. 

5.1  Veterans and the Criminal Justice System 
Veterans are widely acknowledged to be the largest occupational group in prisons. However, this is 

hard to substantiate as the exact number of former service personnel in prison in England and Wales 

is not recorded.  Indeed, there have been a number of attempts to produce a reliable figure, but 

none of these studies are wholly accurate, and all are based on varying degrees of conjecture or 

statistical extrapolation. 

At the present time the most accurate figure would seem to be the product of a joint quantitative 

study carried out by the Ministry of Defence and the Ministry of Justice. The study used service 

records, and compared those of approximately 1.3m service leavers with a database of all remand 

and sentenced prisoners in England and Wales on one day in November 2008. This figure was 

adjusted to allow for the incompleteness of DASA’s service leavers’ record, but still did not include 

ex-reservists or veterans pre-dating available records. This study claimed that approximately 2,820, 

equivalent to 3.5 per cent of all those currently in custody in England and Wales, have served in the 

Forces. 

Interestingly, DASA’s analysis suggests that in fact there are less veterans in prison than one might 

expect given their age, gender and socioeconomic profile. They suggest that there are about 20% 

fewer veterans in prison compared with a similarly matched non-veteran population. For men aged 

between 18 and 54, DASA estimate that the proportion of the general population in prison is 43% 

greater than the proportion of regular veterans in prison.  

A high proportion of offenders begin their criminal career in their twenties. Military service takes 

individuals out of the communities where this would happen, provides a regular source of income, 

and ensures there is very limited opportunity for criminality once individuals have joined up. The 

figures for veterans in prison therefore include very few individuals from this high-offending age 

group, skewing the overall results. 

A more positive interpretation would be that military service not only delays criminality, but also has 

a long-term effect on the likelihood of an individual offending. It provides structure, improved 
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employment opportunities, and a sense of pride in the regiment that may deter individuals from 

actions that would bring their force into disrepute. This would fit in with the wider proposed model 

of military service as a positive intervention for individuals whose deprived backgrounds would 

otherwise put them at high risk of poor social and health outcomes. 

The DASA figures have been disputed by groups who assert that the methodology led to a gross 

underestimate of the number of veterans in prison. It has been asserted elsewhere that closer to 10 

per cent of all prisoners are veterans,44 which, if true, would lead to the opposite conclusion, that in 

fact a history of military service makes an individual more likely to be involved in crime. 

The Howard League for Penal Reform’s Inquiry into Former Armed Service Personnel in Prison 

published its final report in June 2011. Theories have been put forward that the numbers of ex-

servicemen in prison are on the increase, that ex-servicemen may be more likely to end up in prison 

than the civilian population, that recent action in Iraq and Afghanistan is significantly contributing to 

the rise of ex-servicemen in prison and that, in particular, it is combat-related trauma which is 

driving the crime that ex-servicemen commit.  

The inquiry found little or no evidence to justify any of these theories.  The numbers of ex-

servicemen in prison appear broadly similar to previous estimates, although there is no definitive 

survey available, and statistics suggest that ex-servicemen are less likely to be in prison than 

civilians.  Ex-servicemen in prison are disproportionately older compared to the general prison 

population, and have offended many years after discharge from the Armed Forces. 

Chair of the inquiry, Sir John Nutting QC, said: “To a degree this inquiry has been involved in a 

process of ‘myth-busting’.  Ex-servicemen are not committing crimes shortly after leaving the plane 

from Helmand, and it is unlikely that combat trauma is driving criminal behaviour.  The reality is that 

most ex-servicemen resettle into the community without problems but that for some, issues arise 

later in life which can lead to offending.  

“The issues that lead ex-servicemen to offend appear to be much the same as most adult male 

prisoners, with social exclusion, alcohol misuse and financial problems afflicting both groups.” 

The Inquiry report suggests that while the numbers of ex-servicemen in prison appear stable, 

evidence from statistical surveys in both England and Wales and the United States show that ex-

servicemen are more likely to be serving sentences for violent and sexual offences than the general 

prison population.  

The Inquiry suggested that one of the main problems was that ex-servicemen in prison are often not 

aware of the help available.  As they have offended many years after discharge, they have effectively 

‘dropped off the radar’ of those that can assist them.  It is therefore imperative that those working in 

the criminal justice system can identify ex-servicemen and help them access the specialist support 

that is out there.  

In order to address this problem, the inquiry has made a number of recommendations.  These 

include the expansion of the current free Veterans Helpline provided by the Service Personnel and 
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Veterans Agency (SPVA).  The main focus of this Helpline is to provide advice on matters such as 

pensions and operates during the working day from Monday to Friday.  The inquiry recommends a 

significant expansion of this service into a crisis helpline, open 24 hours a day, 365 days a year, which 

would include ex-servicemen who can advise fellow veterans in crisis and point them in the direction 

of the many organisations which exist to help them.  

The inquiry also recommends an expansion of existing efforts among the police, probation and 

prison services to identify ex-servicemen at the earliest possible point and put them in touch with 

ex-service organisations that can help them.  In particular, the successful Veterans in Custody 

scheme should be extended to every prison in England and Wales. 

In Surrey, Send Prison has one veteran serving out of 282 prisoners.  There is a lead prison officer, 

who is an ex veteran.  With such small numbers there is a limit what the prison can do.  Highdown 

Prison feedback has come from some of its service providers who work inside the prison and assist 

prisoners with housing and employment issues.  They do not keep official records but it is recorded 

on the Initial Housing Needs Assessment.  

Of a random sample of 121 recent cases, which contain the question "Ex British Armed Forces? 

Yes/No" : 

94 answered 'No'  

2 answered 'Yes'  

25 no answer (Either the question was missed or the client declined to answer) 

A similar sample from Sept 2011 had the following results. Of 128 random assessments: 

95 answered 'No'  

1 answered 'Yes'  

30 no answer  

The prison has referred about 10 ex servicemen, who have made themselves known, to SSAFA and 

the Royal British Legion over the last 6 months but felt that ex servicemen are reluctant to inform 

that they are in fact ex servicemen.   

Coldingley prison checked its population data in August 2012 and had only two offenders who have 

declared military service both dating back to the 1960's.  The prison stated that this figure only 

represents those who declare their military status but the feeling that was that there were more 

veterans but the prison couldn’t prove this. 

In Kent and Medway, a unique project has been initiated which adds to the picture of the interaction 

between veterans and the criminal justice system. The SSAFA and Kent Police Veterans Custody 

Project has been in operation for around two years. Custody Management software was adjusted to 

include a question about whether detainees had any previous military service. The question was 

asked at the point of release from first detention, so that it was clear that it would not alter the 

initial investigation. Using this software enabled analysis of veterans’ demographic data, and also 

ensured that repeat arrests of single individuals were recorded as such. 
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The data revealed that almost 36% of arrests for violence involved veterans. The data also indicated 

that the majority of arrestees disclosing veteran status were young men.  This is at odds with the 

national data for veterans in prison, where the average age of prisoners was older. This may suggest 

that the older age profile of veterans in prison simply reflects the fact that military service delays 

criminal behavior, and therefore receive their first prison sentence at an older age. 

Of all veteran detainees, 37.2% stated that they were unemployed, highlighting the importance of 

linking veterans into job services. 

If detainees self-identified as veterans, they were given a leaflet with details of sources of support. 

With their permission, a referral was also made to SSAFA with the aim to ensure that the individual 

has access to support for their needs. Unmet needs can often be an underlying cause of criminal 

behaviour, and the project also hoped to try and prevent escalation to more serious crime. 

Efforts are currently being made to extend this intervention to A&E departments, with all patients 

being asked whether they have previous military service. As well as physical health problems, 

violence, alcohol, drugs, mental health problems can all present in this way. All patients would be 

asked about previous military service, and veterans then given a card with details of locally available 

support. 

Surrey Police do not routinely ask about previous military service. From a quick check with the 

available data, using searches for job titles such as 'Military/ Soldier/ RAF/ ARMY' etc only 2.3% of 

custody files with a job title have something relating to the military.  Anecdotally, there does not 

appear to be a particular issue with ex servicemen, however without better recording practises it 

would be very difficult to see if there is an issue. 

5.2  Family Support 
It was not until the late 1980’s that the behaviour of a service member’s wife was removed from the 

efficiency report of service members. Armed Forces wives play a fundamental role in supporting the 

career of their partners however until recently this has been a submissive role.45  For Armed forces 

personnel there is constant conflict between their career with the military and the demands of their 

family. These pressures are described by Segal (198646) as “greedy institutions” due to their constant 

need for the time, commitment and energy of Armed Forces personnel.  Engrained in the culture of 

the military is the “service over self” mentality which service personnel carry and which regularly 

conflicts with family life. As a result it is often the Armed Forces family which are expected to adapt 

to the ‘greediness’ of the military institution, however it is recognised that the more military services 

can adapt to the needs of the family, the more committed families will be to the military 

institution39.  

 

It is not surprising then that the rates of divorce among active service personnel are high47.  Other 

studies have found the rate of marriage among serving personnel is higher among those who have 
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served on active duty compared to those who have not.  The changes in divorce rates over the past 

decade reflect changes in rates of marriage over the same period and this could be down to the 

vulnerable situation Armed Forces personnel find themselves in. 

 

Marriage can appear beneficial (security for family if personnel is injured on deployment) which has 

encouraged more vulnerable couples to get married and consequently, has lead to higher rates of 

subsequent marital dissolution. Whilst the military lifestyle offers some ‘protective factors’ for 

marriage such as improving resiliency through supportive communities, development opportunities 

and financial incentives, there are also substantial challenges.  Specifically deployment leaves 

military wives and spouses to take on all the household duties and childcare responsibilities, deal 

with financial difficulties and the challenges of accessing military services. Dandeker et al (2006) 

found it was the financial security offered by a career in the Armed Forces that acted as the 

counterbalance to the challenges this lifestyle poses48. However it is not just the financial stresses 

faced by low-ranking officers which makes these families vulnerable but the exposure to 

occupational violence and the simple fact these families are young which puts them at higher risk for 

domestic violence49.  

 
Indeed, the 2009 Napo report50 provides a breakdown of types of offences of 90 case studies 

gathered for the research. Of 90 case studies, the most common conviction was for violence in a 

domestic setting, featuring 39 times, with ‘other’ violence accounting for a further 18 cases. The 

case studies are, however, a non-randomised sample so any figures have to be treated with caution.  

A qualitative study undertaken in the UK by the Royal British Legion51 investigated the health, 

welfare and social needs of the Armed Force Community by conducting in depth interviews. 

Interviews with families of Armed Forces personnel found an acceptance by wives that they have 

chosen this way of life.  Armed Forces wives reported being placed in the position of acting as a 

single parent but without the recognition and support from society. Regular relocation was found to 

affect a range of factors including employment, career development, healthcare, continuity of 

education, and childcare. In particular living far away from family meant finding childcare was a real 

concern as frequent moves meant families could not build up local knowledge and friendship 

networks.  

 

As a result many wives chose not to work, instead taking on the childcare role. Depression, lack of 

confidence, loneliness and social isolation were cited as common mental health issues. This was 
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exacerbated by factors such as financial concerns, pressures of coping alone, limited social networks, 

concern for their husband on active service and the strain of long periods of separation from 

immediate family. Support from services including the NHS and charitable organisations were 

received by these families with gaps in areas of childcare, accommodation and employment. Barriers 

to accessing services included self reliance, differing support offered by services and in different 

locations and self-perceived barriers by the wives.  However it must be noted that this research 

neglects to provide details of the demographics of the participants such as the military division or 

rank of the serving personnel, the number of children they have or their age. Consequently this must 

be considered when interpreting the results as it is unclear whether the sample can be considered 

representative of the whole Armed Forces community. Subsequently this also calls into question the 

ability to generalise these findings however the results do reflect the findings of similar studies. 

5.3  Domestic Abuse Issues – Armed Forces 
Domestic violence is currently defined by the Home Office as ‘any incident of threatening behaviour, 

violence or abuse (psychological, physical, sexual, financial or emotional) between adults who are or 

have been intimate partners or family members, regardless of gender or sexuality. (This definition is 

due to be expanded in March 2013 to include 16 and 17 year olds and coercive control). 

In November 2010, the Government produced a paper around its ambitions to tackle Violence 

Against Women and Girls. Linked to this paper was an action plan which included that the armed 

forces were to raise awareness of domestic violence within the services. The Ministry of Defence 

produced a Joint Service Policy for Domestic Violence which set out what it expected of 

Commanding Officers and a zero tolerance to domestic abuse within the services. 

It is not easily possible to obtain data around the number of reported incidents of domestic abuse 

from within the military community; however, the military recruits from, and therefore reflects, 

civilian society. Mainstreamed data collection through the British Crime Survey indicates that one in 

four women and one in six men will be affected by domestic abuse during their lifetime. It is also 

undeniable that military service places different constraints and pressures on both the serving 

personnel and families, many of which may compound domestic abuse issues. The rigid command 

and control structure accepted and emulated by serving personnel is neither acceptable or healthy 

in a family environment, the requirements to remain flexible and relocate constantly make it easier 

to isolate victims and conceal issues, and more difficult to track perpetrators and maintain support 

networks. The pressures of additional training, frequent deployments, lengthy separation and the 

rapid transition between both hostile and benign environments and military-style and civilian-style 

relationships are unique factors which are rarely replicated in the conventional civilian environment. 

It is also recognised that there is a greater prevalence of domestic abuse amongst first generation 

Foreign & Commonwealth soldiers, particularly Fijian and Nepali personnel and families, with the 

tempo of the cultural shift regarding domestic abuse adopted by the civilian environment generally 

slower in the military environment. 

There has in the past been very little research conducted in the UK that focuses specifically on 

domestic violence and abuse and military personnel. Research has been conducted that examines 

gender and masculinity in relation to military personnel themselves but this does not focus on the 

family context within which these (ex) military personnel live. Supported by the Ministry of Defence, 

the King’s Centre for Military Health Research (KCMHSR) has conducted research focusing on the 
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resilience of family members (partners) during separation. This research suggested that the partners 

of military personnel were more resilient than military personnel believed, as well as highlighting 

that military families tend to use informal networks of support.  The National Association of 

Probation Officers (NAPO) published findings from a national case review exercise looking at ex-

service personnel within the criminal justice system. This report found that, of the relatively high 

proportion of ex-service personnel within the criminal justice system, ‘the commonest conviction 

was for violence in a domestic setting ... most staff believe that military service enhances the risk of 

domestic violence, and this must be addressed in the military as well as civilian setting...’ (NAPA, 

2009). 

In North East Hampshire, where there is a high concentration of military families, work has been 

undertaken over several years to build relationships and trust between the military and civilian 

police and support services.  This has been carried out to increase understanding and ensure that 

military families feel confident and supported in reporting domestic abuse and accessing help. This 

work has included the commissioning of a pilot research project which was undertaken by the 

University of Bristol in 2009. This research did not find high levels of formal self-reported domestic 

violence and abuse amongst military families but did find high levels of anxiety and concern amongst 

the partners of military personnel about the impact of family reintegration on all areas of family life. 

Although designed to ascertain the nature and extent of domestic violence and abuse, the findings 

from this pilot project highlight how a wider definition, such as that currently used in the 

Government’s VAWG (violence around women and girls strategy) strategy, which includes coercion, 

patterns of abuse and impact, enable us to consider the ways in which issues of control are 

negotiated within military families. (Williamson, 2009, 2011) 

The main barriers to accessing support or for reporting domestic abuse were: 

• Finances 

• Housing 

• Children 

• Immigration status, rights to remain and recourse to public funding 

• Support network of family and friends 

• Impact on career and promotion 

• Rigid command and control structure 

• Unique factors – lengthy separations, rapid transition between hostile and home 

environments, frequent relocations and deployments 

 

It was however identified that there were many additional support services and protective factors 

which include access to specialist support (Army Welfare Service, SSAFA, NPFS). 

The experiences of North East Hampshire would indicate that in order to address domestic abuse 

issues within the military it is important to: 

 Establish regular meetings between military and civilian police and support services 

 Create an environment whereby military families feel confident to access both military and 

civilian support services, depending on their own individual needs  
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 Support Commanding Officers, Unit Welfare Staff and military welfare services in raising 

awareness of domestic abuse and support training requests 

 Ensure that information is shared between the military and civilian police and support 

services to ensure that no-one ‘falls between the gaps’ due to relocation or where one 

agency is aware of domestic abuse issues 

 Identify particularly vulnerable groups (i.e. F&C) and establish and seek to address any 

barriers they may face to reporting abuse (immigration status concerns / misconceptions; 

isolation; language issues etc) 

Within Surrey, there is considerable work being undertaken around domestic abuse. Further need 

has been identified for further scoping work around the domestic abuse within the Serving and 

veteran community.  This is scheduled to be part of Phase II of the Domestic Abuse review and will 

be incorporated into the Domestic Abuse strategy. 

Recommendations for Surrey: 

1. Incorporated into the outcomes for Phase II of the DA review, recognising that there is a gap 

in information and research around UK families 

2. Inclusion in the DA strategy 

3. Training and Development to be reviewed by the project review group 

4. Recommend that a MOD representative is invited to sit on both the Surrey Adult and 

Children’s Safeguarding Boards 

5.4  Housing and Homelessness 
Homelessness is closely linked to adverse physical and mental health, both for veterans and the 

general population.   

A 2008 research study of the ex- Service homeless population in London estimated that 6% of 

London’s current non-statutory (single) homeless population has served in the Armed Forces 

(p.viii).52 Of these veterans, the majority were male and were found to be older than the wider 

homeless population. The authors identified that there were a range of factors contributing to 

homelessness in the veteran group, including the following: 

 One-quarter had risk characteristics that pre-dated their time in the Armed Forces 

and which were carried through their military careers and return to civilian life  

 One-quarter experienced difficulties during their time in the Services, such as mental 
health disorders and substance misuse, which continued after their discharge  

 A small proportion (one in six) did not experience difficulties during their career in the 
Services but had problems with the transition to civilian life, such as difficulties finding 
employment 

 One-third had successful careers in the Services and did not find the transition difficult 
initially but a factor later on after discharge, such as a bereavement, or relationship or 
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financial issue served as a trigger for difficulties and, subsequently, homelessness. 
(p.ix)  

 
The National Audit Office conducted an evaluation in 2006, interviewing veterans who had left the 

service during the previous two years. Respondents were asked whether they had been homeless 

(including having to stay with friends) since leaving the Services. 5% – most of whom were young 

and of junior rank – reported that they had. Of these, 1 in 5 had been homeless for less than 1 

month; approximately half had been homeless for between 1 and 6 months; 14% between 7 and 12 

months, and 12% over one year.53 

There is little evidence to suggest that military life or institutionalisation is a cause of veterans’ 

homelessness.  There is some evidence that, for a minority, military life, through factors such as 

trauma of combat, mobility of the job or the drinking culture has reduced their ability to cope post-

Service. 

Many of the older homeless participants in the studies reported that they received no assistance on 

discharge. However, this provision has greatly improved for more recent Service Leavers with wide 

ranging resettlement packages now provided. However, this is not given to those considered Early 

Service Leavers (ESL’s), for example compulsory discharges, those that fail basic training or fail to 

complete four years of Service. They instead receive only basic resettlement assistance but are given 

an increased package if considered ‘vulnerable’. 

It is recommended that those making the vulnerability assessment should be better trained. It is also 

recommended that the Armed Forces should be more proactive in monitoring post-discharge those 

considered at risk of social isolation. 

Johnson et al35 highlighted that homeless veterans have a much wider level of support available to 

them than the wider homeless population. Despite this, many of the participants in their research, 

although having experienced the MoD resettlement package, and in some cases having been 

homeless for 18 months, were still unaware of the mainstream military charity assistance available 

to them.  They recommended that veteran charities needed to improve awareness of their services.  

In the Military Covenant, the Government announced that it was making available via The 

Department of Communities and Local Government, £400,000 to provide new supported housing for 

Service leavers in England to enable to make a successful transition to civilian life. 

Accommodation was identified in the focus groups with Surrey military families.  MOD 

accommodation is generally considered below the standard acceptable for social housing in the 

wider community.  The MOD had recently withdrawn a proposal to fund a national upgrade of 

service housing.  However, there is a local upgrade of 75 houses at Pirbright.  Yet, in a recent 

statement by the Defence Secretary, £1 billion of investment was announced in new living 

accommodation to provide 7,800 single living spaces and 1,900 new and refurbished units of family 

accommodation.  What that may mean for the Surrey military bases remains to be seen. 
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There is limited but sustainable funding through government bids available, which may enable SCC 

and boroughs and district current services to offer basic maintenance for military family homes.  

Local authorities within Surrey can help identify this community by recording ex-Service status on 

housing registers or homelessness acceptances.  In 2010, 21% (123 actual cases) of the Surrey 

Soldiers, Sailors and Airmen and Families Association’s (SSAFA) caseload was about accommodation.  

It is recommended that the Housing Officers Group look at convening a small working group to look 

at the issues pertinent to the Armed Forces Community, looking specifically that the information and 

support which is required. 

5.5  Welfare needs of Veterans 
Veterans may experience a variety of welfare needs after their time in the Services.  Indeed, this may 

arise during the transition period between military and civilian life. For example, veterans may have 

difficulties finding suitable housing, obtaining adaptations to accommodate injuries or other physical 

health needs or obtaining financial aid to which they are entitled. All these areas play a vital role in 

the overall physical and mental health of the veteran population.  

The Soldiers, Sailors, Airmen and Families Association Forces Help (SSAFA) is a charitable welfare 

case working organisation which responds to serving and former serving Armed Forces, their 

dependents (children under 18) who contact the charity for help in a wide variety of issues.  The 

charity visits and discusses solutions, approaching the Services benevolent charities for funds for the 

client if required. It liaises with local authorities and only acts with the clients' permission.  It does 

not have an advisory or counselling role nor does it have a remit for a continuous social care/welfare 

role once a case has reached a solution for the client.   

In Surrey, SSAFA has some 75 dedicated trained volunteer caseworkers who work on an as required 

basis visiting clients and helping with problems and finance.   It normally handles around 1000 cases 

a year in Surrey.   Approximately 50% of clients are over 50 years old and the great majority are 

retired. During 2010, SSAFA in Surrey carried out 1038 casework activity, with over a 1000 cases for 

veterans.  Of the 1038 cases, 393 were financial cases. 

One problem found in the casework in Surrey is the clients’ lack of knowledge of what services are 

available.   There is also a reluctance to seek information on the grounds that "whatever may be 

available is for other people..." 

The health issues/social factors of serving military and families are based on the frequent movement 

of families from one area to another and a tendency to be seen as itinerant patients.   Some families 

live in MoD married accommodation; some live in their own accommodation.   Families are affected 

by the absence of fathers and the wife/mother has to assume both roles and can find difficulty in 

registering with local doctors and dentists and in travelling for external appointments.    

Serving or recently retired Servicemen with injuries or health issues from their previous service are 

not always particularly articulate about their health issues - this can cause communication problems 

with health professionals who may not appreciate the long term issues of some health problems, 

many with an accompanying mental trauma.  Service people have an expectation of health services, 

based on in-Service medical services which are not always similar to civilian services, and by nature 

of their positive understanding and direct response are considered more effective. 
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The retired Service people and their spouses are not well informed of their health and benefit 

entitlements and they are slow to take advantage of services which exists - some of these issues are 

related to mobility, some to mental health.  

The Royal British Legion is a vital source of support for many veterans, although the Legion also 
provides support for serving personnel and dependents.  The charity provides a wide range of 
services across the UK, with county offices and numerous local branches providing support for local 
populations.  It  can offer financial aid in an urgent crisis, help homeless ex-Service people get back 
on their feet, advise on compensation claims, offer careers advice for those looking to make a fresh 
start after leaving the Forces, as well as arrange home or hospital visits. 
 
Branches are the lifeline of the Legion and the volunteers that run them work tirelessly to raise 
funds and provide welfare support whilst offering a social focus for their members to meet. They 
also play a key role in the recruiting and retention of members from within their local community 
and help raise the profile of the RBL at parades and public events. 
 
Within the County of Surrey there is a large network of Branches.  Some branches have their own 

websites or information pages. The Royal British Legion has just undergone a major restructuring 

programme and we await to see what this means for the Surrey county office. 

5.6  The Welfare Pathways 
Welfare Pathways are partnerships between local councils, the MOD, and service organisations to 

assist service personnel, veterans and their families to access health and welfare advice and services. 

Kent County Council was the first to trial this approach, launching in November 2009. The idea was 

to use Kent and Medway’s existing ‘Gateway’ network to act as an access point to the wide range of 

support services available to veterans. It was also intended that it should enable better liaison 

between government, charitable and local council bodies. 

The Welfare Pathway in Kent has never been formally evaluated, and there is anecdotal evidence 

that there is insufficient awareness of its existence and purpose within the Gateways. An informal 

appraisal of the service suggested the majority of inquiries were regarding housing and benefits, but 

that these were in single figures. The model is strong however, and is one that is being gradually 

adopted by other councils that have come more recently to the issue.  

5.7  Employment 
In the ex-Service community, the unemployment rate among adults of working age is 6%; hardly 

different from the 5% in the general working age population. However this hides an unemployment 

rate among younger members of the ex-Service community (aged 18-49), which is as much as twice 

that of their peers nationally4. 

 

5.8  Military Families and Employment 
The affect of constant relocations on Armed Forces families is considerable particularly when 

relocated to remote or overseas locations which are not conducive to completing educational 

degrees, transferring licenses and certifications, maintaining employment, or pursuing careers39. 54. 
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As a result many Armed Forces wives and partners do not work outside the home, particularly during 

deployments when childcare arrangements are also a factor.  This has huge implications for the 

mental well-being of Armed Forces families39. Not only is employment beneficial to the mental 

health and sense of wellbeing of the individual but it also determines the quality of life of these 

families which is often enhanced by both parents being in paid employment. A study found that 

being employed, having a strong support network and participating in Family Support Groups helped 

in adjusting to separation.55 

 

5.9  Military Children 
The MOD’s Children and Young People's Strategy and Improvement Plan seeks to provide the 

framework for the delivery of children and young people's services across Defence. The Plan aims to 

co-ordinate and concentrate the efforts of a broad range of organisations which contribute to the 

well-being of Service children and young people. 

 

5.9.1  Education 

One of the Directorate Children and Young People’s (DCYP) top priorities is to ensure access 

for children and young people to a range of learning pathways so that they are able to meet the 

challenges of adulthood.  

 

A report by the Department for Education56 (DfE 2010) highlights the disparity of existing research 

into the impact of military life on service children’s education.   One study suggested older children 

and girls were most likely to suffer the most when a parent is deployed overseas. Older youths were 

found to have more problem behaviours such as fighting and, although girls were found to have 

fewer problems in school and with friends, they reported more anxiety than boys.  

 

A study by the National Foundation for Educational Research into Service children and their school 

performance found that mobile pupils were likely to under-perform.57 This disputes the findings of 

other research which concludes that the challenges faced by service children do not affect their 

ability to perform well academically. A survey of MOD Royal Navy and Royal Marines Families 

(2006)58 found  that 43% of naval families have experienced problems finding a place for their 

children at the school of their choice, 64% of have experienced problems with the differences in the 

standard of their child’s education when changing schools, 62% have experienced problems with the 
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difference in syllabus content from changing school and 57% of naval spouses said that their 

children’s behaviour is different at school when their spouse is away.  

 

There is difficulty in isolating factors that impact on a service child’s education and learning; this is a 

complex relationship. It is generally felt that further research is needed to better understand the 

effects of parental deployment.  

 

Analysis of attainment data on Service children in Surrey in 2012 showed that at Key Stages 2 and 4, 

Service children performed as well as or slightly better than the average.  However, these results 

need to be interpreted with some caution as the cohort size is low.  It would be valuable to monitor 

the trend in these results, especially after the regiment of the Welsh Guards has arrived at Pirbright, 

bringing with them their families. 

 

The DfE report found that Service children are more likely to change school than non-service 

children in both Primary and Secondary School. 58% of service children changed school during Key 

Stage 2 compared with 38% of non service children; at secondary school 6% of service children 

changed schools during their GCSE years compared with 2% of non-service children.  

 

A service child identifier was introduced into the Department for Education’s school census in 2008. 

This indicates if a child has a parent or parents who are service personnel, serving in regular military 

units of all HM Forces and exercising parental care and responsibility. The school census is submitted 

by maintained schools on a termly basis, with a more thorough return on an annual basis (in 

January). The census is comprised of information on schools and their pupils, including their 

characteristics. This information is fed into the National Pupil Database (NPD), which is a database of 

all pupils including links with their attainment data from the Early Years Foundation Stage Profile 

(EYFSP) to Key Stage 5. The new service child flag enables service children’s background context to 

be linked with their attainment data. From April 2011 this indicator is also used in the calculation of 

the Pupil Premium funding for disadvantaged children.   

In addition, the MOD provides the following to help Service families and schools who educate the 

children of Service Personnel: 

 

• Service families can apply for a school place on receipt of an assignment order. 

• Schools can exceed admissions numbers to make a place available for a Service child. 

• There is a £250 pupil premium (Service Premium) that the school can receive for each 

Service child identified on their school roll. 

• The MOD is developing a strategy to help children who move schools because their 

parents, carers or guardians are in the Armed Forces. It will look at: Service children 

moving schools abroad, making sure schools are aware about children moving, and 

giving advice and support to parents who have to attend meetings at schools, local 

authorities and tribunals. 

• Families of personnel serving overseas are eligible for Home Fee Status and financial 

student support. This means they do not have to pay overseas study fees in the UK.  
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The Service Premium is a strand of the Pupil Premium paid to schools in respect of children whose 
parents are currently serving in the armed forces.  For 2012-13 schools with service children are 
receiving £250 for every child listed as a service child in the January 2012 school census. 
The Service Premium is paid for children of currently serving armed forces personnel so children of 

parents who are no longer in the armed forces, including those injured or killed in action, would lose 

eligibility. To ensure this does not happen the Government is putting in place new arrangements in 

2012-13 to ensure that children eligible for the Service Premium in 2011-12 who would not 

otherwise be eligible in 2012-13, continue to be counted. Longer term the intention is to extend 

eligibility in the coming years so that Service children will retain eligibility for the Service Premium 

for up to six years. 

 

Table 13  Percentage of Service children in Surrey Schools accessing Service Premium (maintained 

and academies, infant schools up to secondary schools including special schools) in 2011-12. 

 
 

It is recommended that guidelines are established promoting good practice for schools on the use of 

the Service Premium to benefit Service children. 

 

2011 saw the launch of the Ministry of Defence’s Support Fund for State Schools with Service 

Children. This Fund, which on current plans is £3M pa for four years starting 2011, has been made 

available to assist publicly funded schools, Academies and Free Schools throughout the UK mitigate 

the effects of mobility or deployment of their Service communities; Regular Armed Forces and 

Reserve Forces.  A Schools Confederation project in Surrey Heath has won funding from this scheme 

to help fund a Family Support Worker to work with schools in the borough with children from 

military families.  Part of the Worker’s role will be to help integrate new Service children into the 

local schools, enable teachers to get to know their pupils better using an induction booklet, which 

would be completed by the child prior to arriving and offer home visits .  

 

Service children are not evenly spread across England; there are particular areas where they are 

highly concentrated. There are high numbers at Key Stage 2 located along the East of England, in the 

South West, in North Yorkshire, Surrey, Oxfordshire and Kent.   For Key Stage 4 there are high 

numbers along the South West of England, Kent, Lancashire, Surrey, Oxfordshire and North 

Yorkshire. At the end of both Key Stages, there are few service children in Greater London and in the 

Midlands. 
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In Surrey, the distribution of Service children is predominately in the west of the county, with the 

exception of Reigate and Banstead. (See Table () as a proxy indicator) This is as expected as these are 

mainly the locations of the military bases. 

 

Table 14  Local Authorities in England with the highest numbers/and or percentages of service 

children at Key Stage 4, 2009 

 

Local Authority Service  Number of Service 

Children 

Total number of pupils 

in LA at KS4  

%Children in LA 

Wiltshire  266 5,147 5.2 

Plymouth  149 3,013 5.0 

Hampshire  310 14,262 2.2 

Cornwall  108 6,086 1.8 

Lincolnshire  152 8,650 1.8 

North Yorkshire  122 7,080 1.7 

Slough  26 1,537 1.7 

Oxfordshire  88 6,424 1.4 

York  23 1,726 1.3 

Rutland  6 480 1.3 

Cambridgeshire  55 5,948 0.9 

Somerset  47 5,759 0.8 

Surrey  73  10,721 0.7 

Source: Department for Education (2010) The Educational Performance of Children of Service 

Personnel.  

 

5.10  Armed Forces Families at ATC Pirbright Research 
In order to develop an understanding of the perceived health needs of Armed Forces families and 

how these are affected by being part of the Armed Forces community, seven interviews were 

undertaken with families at ATC Pirbright, who were accessing the Jubilee Community Centre. The 

basis of the research59 was to provide a snapshot of views from Service families.  Participants were 

invited to take part in a short interview with a member of the NHS Surrey Public Health Team.  The 

results of these interviews have highlighted the health needs of these families at ATC Pirbright, 

where there are current gaps in service provision and have informed the recommendations of this 

needs assessment. 

The research identified key themes: 

Armed Forces Life: The challenges of the Armed Forces lifestyle was discussed as participants 

described the unpredictability and uncertainty of the military lifestyle where families can be 

relocated almost anywhere and where partners are deployed to wars at short notice.  Most are 

accepting that this is a way of life for being a military wife/partner. 

                                                           
59

 Kite R (2012) The health needs of Armed Forces families in Surrey: a qualitative study.  A Dissertation 

submitted in partial fulfilment of the requirements for the MSc Public Health and Health Promotion. Faculty of 

Health and Social Care London South Bank University 
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In particular, participants described the frequency of postings as the most stressful part of the 

Armed Forces lifestyle. For many this meant they were moving away from family and the support 

this offers particularly as all the participants had young children. 

The participants were then asked about the sense of community at ATC Pirbright. Interestingly all 

but one participant described the difficulty in making friends and lack of a community feel on the 

patch. Participants explained the value of being among other military wives as it was apparent these 

families felt different to the civilian community. Participants did not feel the civilian community 

could provide the same level of understanding and support as military families. 

Mental health: The impact of this stressful lifestyle was described by the majority of participants, 

specifically being posted overseas which was described by one participant as the trigger for her 

mental ill health.  A further two participants disclosed that they had experienced post natal 

depression. The experiences of support offered was very different for these participants, one feeling 

staff at the MOD health centre understood and the other reporting a negative attitude of a health 

professional. 

Access to Services:  All the participants were registered at the MOD health centre on ATC Pirbright 

however there were mixed feelings about using this instead of an NHS GP practice. Concerns were 

raised about out of hours and families access to medical staff on intake days.  Participants also 

acknowledged the benefits of using the MOD health centre in that they understand the needs of this 

community. The participants’ experiences of accessing the Health Visiting and Midwifery services at 

ATC Pirbright were mostly negative. 

Access to dental services was difficult for participants as although they can use the primary care 

services on the base this does not include dental services. The majority of participants cited that 

access to the dental practice in Knaphill was difficult and as a result some were not registered and 

others had stayed with a previous dental practice. 

Participants generally had positive experiences of accessing Frimley Park Hospital and particularly 

valued the paediatrician for showing understanding about the Armed Forces and the potential for 

postings. 

Community Services: The local environment at ATC Pirbright was considered safe and good for 

offering families a variety of things to do. The community centre and groups were really valued by 

the participants. 

Transport: Transport was a big issue for participants, many of whom did not drive or did not have 

access to a car. This greatly influenced participant’s ability to access services, particularly health 

services for their children, which was a great concern. 

Education: Frequent relocations meant children regularly changed schools. Two participants had 

school aged children and one described the challenge of getting her son into a local school.  One 

participant also described the different levels of support offered in military schools compared to 

civilian schools and the impact this is having on her son. 

Housing: All the participants lived on the patch in military housing which is maintained by the MOD. 

The experience of participants was mixed, most had experienced problems but all explained that the 
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maintenance service eventually came out and addressed problems.  The cost of keeping the houses 

warm was also raised by one participant as being extremely expensive. 

 

Recommendations from the research, identified as priorities: 

1. Mental health and wellbeing should be promoted within this community. Low level mental 

health services such as Big White Wall, First Steps and New Thoughts (see Appendix 10 for 

further information) should be promoted and work on reducing the ‘get on with it’ attitude 

to ensure these families seek the appropriate support. It was unclear what services are 

available for women experiencing post natal depression so this should be explored. 

2. Informal networks should be developed with the families at ATC Pirbright, particularly for 

new families. This could be done through the formal community groups and should utilise 

the existing social networks such as the Facebook Page. This will ensure families feel 

supported outside of the community groups and will strengthen the sense of community 

and social capital on the patch.  

3. Armed Forces children should be better supported in the transition for between schools. 

This is particularly important where a child has moved from a military school to a state 

school. Supporting these children in the early years is essential.  

4. Families at ATC Pirbright, as NHS patients, should have access to an out of hours GP service. 

Investigation into how this is provided and who provides it should be undertaken and must 

acknowledge the transport needs of these families. Families should be made aware of this 

service and how to access it if required.  (This has been investigated: The Doctors’ Surgery 

has a contracted out of hours service with details available in a variety of formats, 

including an answer phone message) 

5. Work with the health visiting and midwifery team at ATC Pirbright should be undertaken to 

build up trusting and supportive relationships with these families. Families should be made 

aware of how to report negative experiences with health professionals and feel supported 

and empowered to do so.  

6. A review of the placement of families in MOD housing should be undertaken to ensure 

families, where possible are housed together to help reduce feelings of isolation and 

improve sense of community. The maintenance of MOD housing should also be addressed to 

ensure issues such as mould are resolved.  
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6  CURRENT HEALTH SERVICES FOR ARMED FORCES COMMUNITY 

6.1  Defence Medical Services 
The Defence Medical Services (DMS) provides a comprehensive health service for all serving 

regulars, and reservists whilst they are on active service. It also provides the acute care for any 

physical or psychiatric illness sustained whilst in service.  

The DMS has 15 regional rehabilitation units (RRUs) across the UK and Germany, 5 Ministry of 

Defence hospital units (MDHUs) embedded into NHS acute trusts, e.g. Frimley Park Hospital; the 

Royal Centre for Defence Medicine (RCDM) in Birmingham, and 15 military-run Departments of 

Community Mental Health (DCMH) in the UK with 5 DCMHs at the major permanent overseas bases. 

The Defence Medical Rehabilitation Centre (DMRC) is based at Headley Court.  See earlier section.    

The Joint Medical Command of the MOD commissions £45 million (2011/12) of enhanced care 

pathways from the NHS and independent healthcare providers for serving armed forces. 

There is little intelligence of what is currently funded in respect of use of health services by military 

personnel and their families.   

6.2  Transition from DMS to NHS 
Each year around 22,000 individuals leave the Armed Forces. Of these, 10,000 have served in recent 

operations. Whilst most achieve a seamless transfer to civilian life, for a minority the experience is 

traumatic.60 It is crucial that individuals who have sustained physical injuries, or developed 

psychiatric illness, in the line of service continue to have their needs met once care is transferred 

from DMS to the NHS. 

This is unlikely to be an issue for the most seriously injured military personnel, for example those at 

Headley Court, who have dedicated case workers to liaise with local NHS and social services on their 

behalf. In these cases, MOD staff contact SHA staff to alert them to the fact that there is an injured 

individual who is likely to return to their area. For injured personnel, the period of rehabilitation at 

Headley Court is often substantial, and this gives sufficient time for transition plans to be put into 

place. For these individuals the main concern is whether the NHS can match the intensity and quality 

of service provided within the DMS. The concern is that, having benefitted from these specialised, 

and well-resourced services, military personnel who do not return to active service face a ‘cliff edge’ 

whereby services rapidly fall away on discharge, and take a long time to re-establish once care has 

been taken over by the NHS. For those with a medical discharge on mental health grounds, a military 

social worker works with veterans for up to six months to help them access the right NHS services. 

In Hampshire, 145/2Brigade Personnel Recovery Unit has established a pathway (Operation Sara) 

with the local NHS Services to establish early engagement to prevent the “cliff edge”.  

Collaboratively, a multi disciplinary comprehensive assessment is made with patient and their family. 

MOD referral is made to a NHS SINGLE point of entry (currently the SHA). An early alert system is in 

place via quarterly reviews and referral is made at an appropriate time for the individual but at least 

six months prior to discharge.  The NHS single contact is responsible for alert and referral to 

                                                           
60

 The Murrison Report, Fighting Fit: Fighting Fit: A mental health plan for servicemen and veterans, 
DH, 2010 
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appropriate NHS and/or social care organisation.  A local multi-disciplinary case conference takes 

place.  An offer of a mental health assessment is part of the care package.  It is recommended that 

Surrey agencies look to participate in Operation Sara. 

The majority of individuals leave the armed forces in good health, and the challenge with them is to 

ensure that they are linked into the NHS system, such as registering with a GP, so that any future 

needs are met. At discharge, military personnel are issued with a 3 month supply of any regular 

prescriptions and an FMed 133 form. The FMed 133 provides a summary of their medical history 

whilst in the armed forces, and a record of any regular medications. It also includes a detachable 

request slip to enable their new GP to request their full medical record should they wish to obtain 

more detail. Leavers are instructed to register with a new GP as soon as possible after discharge, and 

to give this form to their new GP. 

There are a number of reported problems inherent in this system: 

 Few veterans register with a GP until they are ill or need a prescription 
 When they do register, many do not see the relevance of, or choose not to disclose, their 

veteran status 
 If veteran status is disclosed, GPs do not always have a system for recording it on the 

veteran’s NHS record 
 The lag between leaving service and registering means few veterans give GPs their FMed 

133 
 GPs are not always aware that they can call down the veteran’s medical record from DMS, or 

how to do so 
 

A guide has been developed for GPs by the Royal College of General Practitioners, with RBL and 

Combat Stress.  The guide outlines some of the healthcare needs and provides advice on how to best 

help veterans.  The Department of Health suggests that veteran status is recorded in their medical 

record using the read code “history relating to Military Service”: Xa8Da. 

In addition, in 2011, a new e-learning course to support GPs in meeting the healthcare needs of 

veterans was launched by the Royal College of General Practitioners (RCGP). Veterans' Health in 

General Practice identifies the psychological and physical issues that are commonly faced by 

veterans and their families and outlines the useful resources that can help GPs improve their care. 

The online learning is free, can be completed in short 20-minute sessions, and takes around two 

hours to complete and is available on the RCGP Online Learning Environment. 

6.3  Medical Assessment Programme 
The Medical Assessment Programme (MAP) provides general medical examinations for veterans of: 

 the first Gulf war 1990/1991 
 Porton Down 
 the war in Iraq from 2003 (Operation TELIC) 
 the war in Afghanistan from 2001 (Operation HERRICK) 

 

The aim is to identify any sequelae from exposures linked to military service in these conflicts. This 

allows monitoring of any emerging trends, but on an individual level also allows prioritised referral 

to the appropriate NHS service. 



72 
Health Needs Assessment Military and Veteran Health –26 March 2013 

6.4  NHS Priority Treatment 
War Pensioners have had a long-standing right to priority NHS treatment. In 2008, this entitlement 

was extended to include all veterans. The concept of priority treatment is not for the veteran to be 

seen quicker than patients with greater clinical need. For conditions related to military service, the 

DH directs that veterans at their first outpatient appointment would be ‘scheduled for treatment 

quicker than other patients of similar clinical priority’. Referring clinicians need to include in their 

referral letters a statement that the health condition may be related to the patient’s military 

service.61 

In a 2009 survey of 500 GPs62, 81% of those questioned said they knew not very much or nothing at 

all about priority treatment. Unsurprisingly given this level of awareness, 85 per cent had not 

informed secondary care providers of a veteran’s entitlement to priority treatment in the past 12 

months. A further survey of 491 War Pensioners63 found that only 11% reported being treated ahead 

of non-emergency patients on their most recent visit to hospital for their service-related condition. 

Of the War Pensioners surveyed only 36% knew of their entitlement to priority treatment. 

6.5  IVF Treatment 
A clause relating to Armed Forces access to IVF has been included in the PCT’s assisted conception 

policy.  It states “The Armed Forces community should enjoy the same standard of, and access to, 

healthcare as received by any other UK citizen in the area they live. Those serving personnel and 

veterans should receive priority assisted conception treatment where it relates to a condition which 

results from their service in the Armed Forces (such as serious genital injuries), subject to clinical 

need.” 

6.6  Prosthetics 
Veterans who have lost limbs in military service and who have a MoD-fitted prosthesis have been 

given a commitment by the DH about prosthesis replacement. The replacement given by the NHS 

prosthetic limb service will be of at least an equivalent technological standard to the original MoD-

issued prosthesis, where clinically needed. 646566 

Dr. Andrew Murrison MD MP was commissioned by the Government in December 2010 to examine 

the future needs of veteran amputees, including how best to fund high-specification, evidence-

based prosthetics services for them in the NHS.  

In support of the recommendations of Dr Murrison’s report, A better deal for military amputees, the 

Prime Minister announced that the government would invest up to £15 million over three years to 

improve prosthetics services for military veterans who have lost a limb due to activities while serving 

their country.    
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 NHS Operating Framework 2008/9, paragraph 3.15, 2009/10 paragraph 66 and 2010/11 paragraph 
2.55 
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  Ipsos-MORI online questionnaire completed by 500 representative GPs across England and Wales 
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 War Pensioners identified by RBL, survey undertaken by Ipsos-MORI 
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 Meeting the Healthcare Needs of Veterans, A guide for general practitioner  pg 6 
65 For those who served :Meeting the healthcare needs of veterans in England DofH, ‘09 pg 4 
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 The Nations Commitment: Cross-Government Support to our Armed Forces, their Families and 

Veterans pg 13 section 2.7 

http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_130824
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6.6.1  Who qualifies for the new funding?  

This additional funding is available only to veterans who have lost a limb whilst in military service. A 

veteran who has left military service, but whose limb loss is attributable to an injury sustained whilst 

in service, also qualifies.  

Veterans who lose limbs after they leave the military or suffer limb loss whilst in the military that is 

not attributable to service e.g. in a civilian road traffic accident, will continue to access services as 

usual through their local Disablement Service Centre (DSC).  

6.6.2  What will be funded?  

The additional funding for veterans is for treatment that would not normally be provided by the 

NHS: 

 Routine maintenance of components that are outside warranty will, generally speaking, 

continue to be the responsibility of the relevant DSC  

 Should a consultant in rehabilitation medicine not be available in your area, the support of a 

prosthetist may suffice. In such cases, applicants might also seek the support of other 

relevant clinicians in making the case for their application, e.g. physiotherapist, occupational 

therapist) 

 Warranties for new prostheses should cover routine maintenance and upkeep for most 

components  

 Sockets, suspension and any orthoses required to support a new limb may however be 

funded by the Panel 

Veterans having difficulty accessing a DSC should contact their GP in the first instance and then the 

Veteran Prosthetics Panel. A full list of Disablement Service Centres is available on NHS Choices.  

Veterans who have recently been discharged from the military may also apply for funding though 

their DSC. In many cases, their existing artificial limb(s) will be under warranty so funding will not be 

required for routine maintenance. However, sockets and suspension may be over and above what is 

normally provided by the NHS and in cases where new sockets or suspension are required; these 

may be funded by the Panel.  

The Panel will make decisions about sports prostheses on a case-by-case basis. Again, the support of 

clinicians (such as prosthetists or, ideally, a consultant in rehabilitation medicine) will help in making 

a case. 

6.6.3  The interim funding system  

The interim system for funding individual veterans' prosthetics can be accessed by existing and new 

veterans, with the support of their NHS Disablement Service Centre (DSC). 

The Veteran's Prosthetics Panel is the body that will make decisions on how funding is used whilst 

the longer-term solution is being developed.  

 

 

http://www.nhs.uk/ServiceDirectories/Pages/ServiceSearchAdditional.aspx?ServiceType=DisabilitySupport
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6.6.4  The longer term solution 

This was announced in February 2013.  Nine existing NHS facilities across the country will receive a 

share of up to £6.7 million. They will be able to use this specifically to access the latest technology 

and provide the highest quality of prosthetic care for veteran amputees.  This will be managed by 

the NHS England (NHS Commissioning Board). 

6.6.5  Key Aims of the Veterans National Prosthetic Service 

1. To provide entitled veterans with an NHS national rehabilitation and prosthetics service that 

provides support consistent with the veteran relevant elements of MOD provision. 

2. To transfer, where appropriate, the best examples of clinical practice and innovation in 

amputee rehabilitation and prosthetics care from DMRC Headley Court to the NHS. 

3. To evaluate this practice and develop clinical standards and methods that can be transferred 

to the wider amputee community in a way that is relevant, affordable, and demonstrably 

value for money. 

The South West London and Surrey Trauma Network Major Trauma and Rehabilitation stakeholder 

event was held in June to look at the major trauma strategies and prepare rehabilitation services and 

commissioning for increasing emphasis upon the optimisation of these services in the future.  

The major trauma network is conducting a review of the Strategies and used the workshop to 

consider them in the context of wider rehabilitation needs as the major trauma component cannot 

be looked at in isolation. An audit is underway with the objective of highlighting the following 

considerations: 

• Services which are absent in the health economy  

• Services which exist but access to them is delayed 

• Services which exists but provision is sub optimal 

6.7  Mental Health Services Care Pathway for Veterans 
Data concerning veterans accessing mental health services in the county was until recently not 

collected.  However, Improving Access to Psychological Therapies (IAPT) data collection has 

commenced through delivery of the newly commissioned ‘New Thoughts’ service. This will provide 

valuable data on the numbers of Veterans accessing mental health services (tier 1 to 3). Access to 

mental health services for ex-service personnel is within all mental health service contracts. 

6.7.1  Surrey Mental Health Veterans Lead 

Following the recommendations in Dr Murrison’s MP report into the mental health of veterans, NHS 

Surrey has commissioned a Surrey Veterans Mental Health Lead.  This strategic role sits within 

Combat Stress and aims to improve and develop the existing mainstream clinical care pathways In 

Surrey making them more accessible and responsive to veterans.  This is not about creating a new 

service, but more about ensuring that our current services are widely known about, receptive and 

quick to respond to meet the mental health needs of veterans.   
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With the main presenting conditions identified as depression and anxiety, prompt access to 

appropriate interventions such as those delivered by the ‘New Thoughts’ (IAPT) service across Surrey 

is essential, and a 2009 national report on IAPT services for veterans identified the following gaps: 

a) Lack of knowledge and understanding of veterans and the Armed Forces; 

b) Are not aware that veterans may have specific needs because of past military cultures; 

c) May lack confidence in working with veterans, or perceive them to have special needs which 

they can’t meet, and: 

d) May be fearful that veterans can be violent. 

It also noted that existing mental health services often have a number of barriers preventing access 

by veterans. Often, veterans’ beliefs and behaviours may prevent access or worsen health 

experience, such as: 

• Believing that mental health problems are shameful and so deliberately hiding symptoms 

from health professionals; 

• Believing that NHS professionals will not understand their service history; 

• Believing that the effort, stigma and shame will outweigh the benefits of asking for and 

receiving help; 

• Self medicating with alcohol in order to mask their moods or problems, and stop them being 

detected; 

• Believing that psychological therapies are not effective for veterans 

• Being disenchanted by previous exposure to mental health services in the military or NHS 

• Having difficulty access general health services in the first place- especially for those that are 

socially excluded. 

The service specification for the Surrey Veterans Mental Health Lead has been devised to develop a 

pathway to current services that addresses ‘stigma’ and helps facilitate direct access to services that 

can achieve good mental health and wellbeing for military veterans living in Surrey.  Surrey and 

Borders Partnership NHS Foundation Trust is a valuable partner in the proposed service.  SABP hosts 

secondary care level mental health interventions of which access is essential for the small 

percentage of veterans which have this significant level of mental health need.  

This Surrey based role will develop a unique operational partnership between the NHS and social 

care service and the veteran charities.  Supported and sitting within Combat Stress the Surrey 

Veterans Well-being role will develop a collaborative approach to veterans need across Surrey.  It is 

envisaged that the partnership will also embrace other veterans’ agencies in the provision of this 

service. Combat Stress is currently supporting 65 veterans in Surrey (Redhill and Reigate ‘Life’, 2nd 

November 2011). 
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6.7.2  Medical Assessment Programme 

This is a service that until recently was provided at the Baird medical facility at St Thomas’ Hospital in 

London, but has now moved to a central location in Chilwell and is available to veterans from across 

the country, including Surrey.  

Its aims are: 

- To assess, and attempt to understand, the physical and psychological difficulties experienced 

by ex-service personnel presenting to the service. 

- To provide advice to individuals and health professionals about the mental and physical 

health of veterans in their care. 

- To offer advice to individuals, families, health professionals and interested parties about the 

mental health of veterans 

- Where possible, to provide diagnoses and management strategies for individuals and the 

medical and mental health professionals involved in their care. 

It is open to anyone who: 

 Has seen active service since 1982 (including veterans of the Falklands conflict), 

 Is now demobilised, and 

 Has mental health problems that might be linked to service on operations. 

6.7.3  Reserves Mental Health Programme 

The Reserves Mental Health Programme (RMHP) is open to any current or former member of the UK 

Volunteer and Regular Reserves who has been demobilised since 1 January 2003 following an 

overseas operational deployment as a reservist, and who believes that the deployment may have 

adversely affected their mental health. Under the RMHP, Defence Medical Services (DMS) liaise with 

the individual’s GP and offer a mental health assessment at the Reserves Training and Mobilisation 

Centre in Chilwell. If diagnosed with a combat-related mental health condition, out-patient 

treatment is offered via one of the MOD’s Departments of Community Mental Health. If more acute 

cases present, the DMS will assist access to NHS in-patient care.  

Between November 2006 and May 2009, the RMHP was contacted by around 300 qualifying 

individuals. The majority of calls were self-referrals. Most of them received the help they needed 

simply by contacting the professional team members, but 92 individuals attended to be assessed. Of 

these:  

 70% were diagnosed as having a combat-related mental health problem  

 25% were assessed as not having a mental health disorder, and  

 5% were assessed as having a problem not related to their deployment  
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6.8  Third Sector Mental Health Services for Veterans 

6.8.1  Big White Wall (www.bigwhitewall.com) 

This is an online early intervention service for people in emotional and psychological distress, 

provided in partnership with the Tavistock and Portman NHS Foundation Trust (TPFT). 

The service combines social networking principles with a choice of clinically-informed interventions 

to improve mental wellbeing. A team of ‘Wall Guides’ (counsellors) ensure the full engagement, 

safety and anonymity of all members. 

The Big White Wall was cited in the Murrison Report as a tool that could support hard-to-reach 

veterans: “Big White Wall is a pioneering online early intervention service that engages people who 

will not access traditional clinical services because of stigma attached to mental illness.” 

Making services accessible to men is a problem for all mental health services, and the Big White Wall 

seems a promising approach in this regard, with male membership rising from 20% to 35% over the 

last year.  An independent evaluation of the Big White Wall found that 95% of members experience 

improvement in wellbeing and 73% share an issue for the first time. 

6.8.2 Combat Stress 

Combat Stress offers: 

 The Combat Stress 24-hour Helpline, 0800 138 1619– Providing confidential help and advice 

on any mental health issues to the military community and their families. Between its launch 

in March 2011 and the end of June 2011 it had received approximately 3000 calls. T 

 An expanding community outreach service, delivered by teams of Mental Health 

Practitioners, Community Psychiatric Nurses, and Regional Welfare Officers. 

 Specialist clinical treatment at three short-stay residential centres in Shropshire, Surrey and 

Ayrshire.  

 Combat Stress has appointed two Reserve Forces Liaison Officers, Tony Phillips is the TA and 

Reserve Forces  liaison officer for the South.  

Combat Stress Residential Programme 

DH has commissioned a specialised, six-week residential treatment programme for veterans in 

England with PTSD. The programme aims to treat male and female veterans from the Army, Navy, 

Air Force and  Merchant Navy who are suffering from complicated presentations of severe PTSD, as 

a result of multiple exposures to traumatic events (including while in combat), and who have other 

co-morbid issues, such as depression or alcohol abuse. The new programme has three main 

interventions comprising: 

1. Group psycho-education 

2. Group skills training and cognitive restructuring 

http://www.combatstress.org.uk/pages/24-hour_helpline.html
http://www.combatstress.org.uk/pages/welfare.html
http://www.combatstress.org.uk/pages/centres.html
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3. Individual trauma-focussed psychotherapy including Trauma-Focussed Cognitive Behaviour 

Therapy or/and Eye Movement Desensitisation and Reprocessing. The individual therapy is 

in accordance with NICE Guidelines for treatment of PTSD 

Combat Stress has appointed 2 x Reserve Forces Liaison Officers. 
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7  SOCIAL SUPPORT SERVICES 

7.1  Career Transition Partnership (CTP) 
The CTP aims to make the transition from military to civilian life as successful as possible. The 

services which they provide include teaching the skills necessary to produce a CV, assisting with 

interview techniques, and helping individuals to research the employment market and to apply for 

jobs. For eligible servicemen, the support begins up to two years prior to discharge and lasts up to 2 

years after discharge. 

Personnel who have served 6 years or more are eligible for the full CTP support programme, which 

includes 50 job-related courses at the Aldershot Resettlement Training Centre. They are also 

assigned a personal career consultant who is available to provide advice throughout the 

resettlement process. The consultant works with the individual to develop a Personal Resettlement 

Plan, which sets out and timetables activities designed to help him to find a job or pursue a chosen 

career.  

Early service leavers who have served less than four years, or who have been compulsorily 

discharged, are not entitled to the full level of support. However, since 2004 they have been 

provided with a resettlement brief designed to signpost assistance available to them from ex-service 

welfare organisations. It also provides information on access to housing. Under the new programme, 

mandatory one-to-one interviews are also used to assess early service leavers’ vulnerability to the 

dangers of social exclusion in civilian life, and servicemen who are assessed as vulnerable are offered 

additional resettlement assistance. 
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8  PROJECTED SERVICE USE AND OUTCOMES IN 3-5 YEARS AND 5-10 

YEARS 
There is limited baseline data available on this population group.  It will be important to work with 

colleagues in the Department of Health and Ministry of Defence, who are also looking at this piece 

of work.  Scenario planning and a risk evaluation will be required.  

9  UNMET NEEDS AND SERVICE GAPS 

9.1  Health 
 Lack of data on service usage 

 Mental health – new role may highlight unmet needs 

 Further data required on amputations, military injuries, sexual health 

 Alcohol services responding to need? 
 

9.2  Education 
 Work with schools, military colleagues and military families to develop guidelines for best 

practice using Pupil Premium for children from military families 

 Following the evaluation of induction booklet for Service children, developed for use in 
Surrey Health schools, examine possibility for roll-out in anticipation of the Welsh Guards 
Regiment arrival in Surrey. 

 
There are a number of MOD initiatives which could benefit from SCC linkages: 

 Skills/ qualifications achieved during service may be of interest to local employers.  

Investigate pathways during Transition between MOD and local agencies.  

 Sponsorships to complete university degrees and the establishment of public service 

apprenticeships may benefit from a direct referral route to the SCC Apprenticeship and 

graduate entry schemes 

 Troops to Teachers degree courses are fully funded and may benefit from direct links with 

the SCC education recruitment programme. 

9.3  Accommodation 
MOD accommodation is generally considered below the standard acceptable for social housing in 

the wider community.  The MOD has recently withdrawn a proposal to fund a national upgrade of 

service housing. 

Limited but sustainable funding through government bids may enable SCC and boroughs and district 

current services to offer basic maintenance. 

Disabled veterans compensation is disregarded for affordable housing and Disabled Facilities Grant 

means testing: need to check number of vets currently accessing housing. 

9.4  Transition from military to civilian life 
The intention is to develop an enhanced resettlement programme for personnel leaving before the 

end of the 4 year initial period of service, focused on finding training and employment opportunities 
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particularly if the public, voluntary and community services sector.  A two year transition 

programme has commenced in February 2012 with all areas establishing the E2H2W (Education to 

Employment, Health to Housing and Welfare) process and multi-agency links. 

9.5  Support after service 
Kent County Council, Hampshire, Wigan, Fife and North Yorkshire have populated an Armed Forced 

Community Welfare Pathway.  Its purpose is to access support from statutory and civil society 

organisations for personnel and families service; veterans and families; and widows/ widowers.  The 

intention is to have a single national point of contact, with referral onwards to the relevant local 

organisation.  Pathway routes have not yet been established in Surrey. 
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10  RECOMMENDATIONS FOR COMMISSIONING 
10.1  Incorporation of Military and Veterans strategies within locality commissioning profiles (for 

each of the 11 boroughs and districts) 

10.2  Formal pathways development: 

 

10.2.1  Between MOD, including Personnel Recovery Units, and multi agencies during transition 

(from military to civilian life) to:  

 

- Health 

- Accommodation 

- Education 

- Disability services 

- Employment 

Particularly for young Early Service Leavers (who should be targeted as a potentially vulnerable 

group). 

Look at introducing protocol established under Operation Sara with 145/2Brigade PRU in Surrey. 

10.2.2  For Veterans/Ex-Military to access: 

 

- Universal services made Armed Forces friendly 

- Mental health/ substance misuse and alcohol services 

- Voluntary, community and faith sector 

- Social care services 

 

10.2.3  Agencies to record veteran/ex-military status to improve intelligence gathering and improve 

service provision. 

 

10.2.4  Work with clinical commissioning groups to engage GPs in recording veterans’ status in 

medical records, and update their training on veterans health needs via RCGP e-learning package 

and other training events. 

 

10.2.5  Nominated lead officers “Champions” (preferably veterans or Reservists), in each major 

public service agency to promote awareness. 

 

10.2.6  Monitor progress and review for future commissioning beyond Murrison funding of the 

Veteran Mental Health Lead.  This is currently being commissioned, as part of Murrison’s Report 

recommendations.  Post hosted by Combat Stress in partnership with existing Surrey Mental Health 

Providers. 

 

10.2.7  Scoping and development of a Surrey Military Veterans card to confirm status and access 

pathways: as a new development linked to the Surrey Registers programme. 

 

10.2.8  Formally integrate Surrey information systems with veterans’ information. 
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10.2.9  Ensure actions around military and veterans are incorporated into the outcomes for Phase II 

of the Domestic Abuse review, recognising that there is a gap in information and research around UK 

families. 

10.2.10  Ensure military and veterans are included in the DA strategy. 

 

10.2.11  Training and Development in DA for military and civilian services to be reviewed by the 

project review group. 

 

10.2.12  Recommend that a MOD representative is invited to sit on both the Surrey Adult and 

Children’s Safeguarding Boards. 

 

10.2.13  Work with schools, military colleagues and military families to develop guidelines for best 

practice using Pupil Premium for children from military families. 

 

10.2.14  Following the evaluation of induction booklet for Service children, developed for use in 

Surrey Health schools, examine possibility for roll-out in anticipation of the Welsh Guards Regiment 

arrival in Surrey. 

 

10.2.15  Ensure greater communication and integration between DMS medical centres and local 

civilian health bodies: offering training and support, e.g. stop smoking training; family planning 

training; awareness training on suicide and mental health illness for chain of command and GPs. 

 

  



84 
Health Needs Assessment Military and Veteran Health –26 March 2013 

11  RECOMMENDATIONS FOR NEEDS ASSESSMENT WORK 
 

11.1 More detailed investigation into scoping and mapping Veteran numbers  

11.2 Disabled veterans accessing adapted housing and DFGs 

11.3 Number of veterans with degrees, in education service and graduation entering workforce. 

11.4 Review current apprenticeship schemes, e.g. SCC and number of veterans. 

11.5 Current safeguarding support re army families and whether reasonable 

11.6 Number of veterans registered as unemployed. 

11.7 Are ex-service personnel disadvantaged in Surrey? Low pay and expensive local services – 

bus, sports centres etc.? How many free or discounted schemes are applicable for veterans? 

11.8 Police, probation and prisons to identify veterans within the criminal justice system and seek 

diversion strategies and resettlement options. 

11.9 Mental health – piece of work looking at veteran access and also support for army families.   

11.10 More research is required around the psychological impact of deployment on the families 

and children of UK Service personnel to ensure that the correct services are developed to meet the 

specific needs of Service families. 

11.11 DAAT Services – numbers accessing services; is there adequate signposting to mental health 

services and veteran support charities  

11.12 Research into the impact of alcohol misuse on military families. Research into the possible 

impact of alcohol misuse among serving Armed Forces personnel and veterans and their families is 

urgently required.  

11.13 Children’s services (numbers currently; location and funding issues – is funding reaching 

pupils)/Review Surrey’s Schools Admissions Policy to see if it is responsive to needs of Military 

families 

11.14 Access to social housing for veterans: numbers currently in social housing; numbers on 

waiting lists by the 11 boroughs and districts 

11.15 Numbers of reservists employed by key public service agencies in Surrey: Surrey CC; Surrey 

PCT; Boroughs and Districts. Reviews of HR policies on Reservists in public service agencies to ensure 

“Armed Forces Friendly”. 
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