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Thesis Abstract

Post-Traumatic Stress Disorder (PTSD) is the most reported mental health difficulty reported by first responders, emergency service personnel and military veterans. The overall aim of the thesis is to contribute toward the understanding of how individuals who respond to critical incidents such as first responders or emergency service personnel experience PTSD and how military veterans were impacted during the Covid-19 pandemic. 

A review of the literature is presented in paper one. A systematic review was conducted of existing literature on PTSD in emergency service personnel and first responders following a critical incident. The literature presents evidence for factors impacting the prevalence and development of psychological distress and PTSD. Direct exposure to a critical incident was a prevalent factor in determining PTSD symptoms and the review found that females experience less symptoms of PTSD than males in this population. The review did not identify the support provisions available to first responders or where they are able to access support post-incident. 

Paper two presents the empirical research undertaken which explores the impact of the Covid-19 pandemic on UK military veterans experiencing PTSD. Two veterans and ten healthcare professionals took part in focus groups that were analysed using Thematic Analysis. Six themes were identified: Service Provision”, “Barriers to Accessing Services”, “Changes in Clinical Presentation”, “Traumatic Triggers”, “Commemorations” and “The Impact of the British Armed Forces withdrawing from Afghanistan”. These themes are discussed, and recommendations are made for clinical implications and future research. 
In paper three, an executive summary of the empirical paper is presented. The summary is aimed at veterans and healthcare professionals working with veterans in healthcare provisions within the UK. It provides a brief background to existing literature on military veterans and PTSD and the Covid-19 pandemic. An overview of the research is presented and suggestions for services. 
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[bookmark: _Toc101984038]Abstract

Objective: A systematic review of existing literature on post-traumatic stress disorder (PTSD) in emergency service personnel and first responders following a critical incident in the United Kingdom (UK), Europe and Australia. The review summarises what is known about the prevalence of PTSD following a critical incident and focuses on emergency service personnel and first responders only. 
Method:  A systematic literature search was conducted using several databases. Additional studies were hand searched from references cited within the identified papers and any related articles as well as grey literature to reduce any publication bias. 
Results: Seven papers met the inclusion criteria to be included within this review. Five of the studies used a cross-section observational design and reported on PTSD within emergency service personnel and first responders. Two of the papers included completed a review of literature on emergency service personnel and first responder with a view to exploring preventative strategies. All the included studies met a reasonable level of quality assessed by using two critical appraisal tools: The Critical Appraisal Skill Programme (CASP) Checklist (2018) and a critical appraisal tool compiled by the author. 
Conclusions: Overall, the literature has provided evidence for factors impacting the prevalence and development of psychological distress and PTSD in emergency service personnel and first responders. Previous research has identified direct exposure to a critical incident is a predictor of the development of PTSD. Furthermore, the current review has identified differences between gender and roles, with females across all roles experiencing lower levels of PTSD, and police officers experiencing higher levels of PTSD than other roles. The review recommends that future research explores further evidence of factors that impact the prevalence and development of PTSD in emergency service personnel and first responders so that appropriate post-incident support can be provided.  


[bookmark: _Toc101984039]Introduction

	This literature review explores what is known about the prevalence and likelihood of developing post-traumatic stress disorder (PTSD) in emergency service personnel and first responders following a critical incident (Bryant et al., 2019). Emergency service personnel and first responders are occupations are at higher risk of developing PTSD due to the nature of their job roles and high and repeated exposure to traumatic events (Jones et al., 2018). The prevalence and development of PTSD symptoms in emergency service personnel is an important consideration as in the face of unprecedented incidents such as explosions or shootings or any emergency requiring service personnel support, they are responsible for public safety which could be impacted by their psychological distress (Regehr & LeBlanc, 2017). The review will focus on emergency service personnel and first responders in UK, European and Australian populations.
	Each strand of the emergency services has their own definition of a critical incident that meets their organisational specifications. For the purposes of this literature review, a broader definition of critical incident has been applied referring to any incident that required a large-scale emergency response to a disaster (Hammond et al., 2001). This is inclusive of mass casualty incidents following a disaster, terrorist attacks and large-scale fires which involves a variety of government agencies, including in some cases military support. The author recognises that there are geographical disparities across the definition of critical incident, however, to ensure depth within the search, incidents that did not meet the defined criteria were not included in this review. 

[bookmark: _Toc101984040]Emergency Service Personnel and First Responders 
	The World Health Organisation (WHO) acknowledges that there are varying classifications and terminology to describe professionals who respond to emergency or critical incidents and disasters (2008). A first responder is the first individual that is designated to provide medical assistance in an emergency (WHO, 2008). The level of training required to be a first responder can vary dependant on jurisdiction however the minimum level requires a specific level of first aid instructions covering airway, circulation, and spinal control (WHO, 2008). In the United Kingdom (UK), the emergency services are comprised of three main organisations: the police service, the emergency medical services (ambulance) and the fire service (Clark, 2020). The search and rescue services are also considered under the umbrella of emergency services. Of the three organisations, the police force is considered the largest force in the UK (Clark, 2020). In Europe, the emergency services are comprised of police, ambulance personnel and the fire brigade (Reuter et al., 2020). 
	It is important to consider the prevalence and development of PTSD symptoms in emergency service personnel and first responders as they are responsible for the public safety, and this could be impacted by their psychological distress (Regehr & LeBlanc, 2017). Previous literature has identified that individuals experiencing PTSD symptoms generally experience poorer physical and mental health (Asnaani et al., 2014) only further highlighting the wider impact this can have on public safety if the professional individuals of the emergency services are experiencing symptoms that impact their overall wellbeing and functioning. For example, literature has found that symptoms of re-experiencing are linked to reduced physical health functioning and symptoms of hyperarousal are linked to lower feelings of energy and poorer perceptions of emotional health (Asnaani et al., 2014). When considering this in the context of public safety, individuals who may be experiencing these symptoms and subsequent impact on functioning whilst responding to a critical incident, their decision making, or occupational skills may be negatively impacted which may pose concerns for public safety. This research therefore highlights the importance of exploring what is known about the prevalence and likelihood of developing post-traumatic stress disorder (PTSD) in emergency service personnel and first responders following a critical incident (Bryant et al., 2019).

[bookmark: _Toc101984041]Defining PTSD 
	The clinical diagnosis of PTSD was first included in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) in 1980 (Friedman, Resick, Bryant & Brewin, 2011) which was a paradigm shift in the conceptualisation of psychological distress 
(Jones & Wessely, 2007). Prior to this, researchers such as Sigmund Freud had begun to explore stress responses and how this manifest in his clients (Wilson, 1994). 
	PTSD first became widely recognised when the impact of operational deployments on military veterans were explored following the Vietnam war (Creamer et al., 2011) and it was noted that the impact of being exposed to traumatic incidents and witnessing mass casualties resulted in the development of PTSD symptoms such as nightmares, flashbacks, hypervigilance, and anxiety. Whilst it is recognised that literature on emergency responders is limited, they are exposed to higher levels of traumatic incidents than the general increasing their risk of developing PTSD (Adams et al., 2013). Evidence has shown that in populations of emergency responders, symptoms of PTSD are more likely to be in the avoidance sub scale (avoidance of thoughts and reminders) as opposed to intrusion (nightmares, flashbacks, intrusive thoughts) (Regehr, 2001) however intrusion symptoms are still reported within the population (Hyman, 2004). 
	The DSM-V currently defines PTSD as a debilitating psychiatric disorder caused by exposure to traumatic stressors (American Psychiatric Association, 2013). The criterion for PTSD is categorised into clusters; intrusion (Criterion B), avoidance (Criterion C), negative alterations in cognitions and mood (Criterion D) and alterations in arousal and reactivity (Criterion E) (Yang et al., 2017). 

[bookmark: _Toc101984042]Prevalence of PTSD in Emergency Service Personnel and First Responders 

	It can be argued that emergency responders and rescue workers are the hidden victims of disasters and critical incidents due to their exposure to mutilated bodies, mass destruction, multiple casualties, and life-threatening situations (Regehr, 2001). More recent literature has acknowledged that a gap in the evidence exists with regards to duty-related risk factors and prevalence of mental health difficulties in first responders (Jones et al., 2018) however people in these occupations are an increased risk for developing mental health difficulties (Jones et al., 2018). Evidence has demonstrated that early intervention can be useful when considering PTSD in military personnel (Litz, 2004) and research has begun to explore this within emergency responders (Regehr, 2001), such as post incident debriefs with superiors. 
	Much of the research on the prevalence of PTSD in emergency responders is based on populations from the United States (US) and there is a lack of research on other nations (Wilson, 2015). Due to the variance of exposure experienced by first responders and emergency service personnel, more recent literature has begun to explore risk factors for the prevalence of PTSD within this population and has found peritraumatic stress to be a predictor of the development of PTSD (Marmar et al., 2006). Furthermore, the evidence base has also found differences in the prevalence of PTSD across differing nations (Berger et al., 2012) suggesting that estimating the prevalence of PTSD in emergency service personnel is difficult due to the variability in the samples. 
[bookmark: _Toc101984043]Rationale for the Review
[bookmark: _Toc101974468][bookmark: _Toc101975212][bookmark: _Toc101976248][bookmark: _Toc101982680][bookmark: _Toc101984044]	The aim of this review is to provide a synthesis of existing literature and identify what is already known about the mental health impact of PTSD on emergency service personnel and first responders following a critical incident within the UK, Europe and Australia. Much of the existing literature (Allsopp et al., 2019; Overmeire et al., 2021; Vandentorren et al., 2018) focuses on the mental health impact on the wider population but excludes emergency service personnel from this knowledge base. The author therefore considered that health professionals and clinicians working with individuals who identify within the emergency service population may benefit from a synthesis of literature that could support the considerations of therapeutic interventions. The focus of the literature review is specifically on examining PTSD emergency service personnel and first responders following a critical incident.

[bookmark: _Toc101984045]Method

[bookmark: _Toc101984046]Search Strategy 

	A systematic search of existing literature was conducted. Several databases were identified and selected through the following host websites: EBSCOhost and Cochrane. The databases within the host websites included MEDLINE, PsychBOOKS, eBook Collection, PsychARTICLES, PsychINFO, AMED, CINAHL Plus and SPORTDiscus. Other database searches included Oxford Academic, Wiley Online and Science Direct. A grey literature search was also conducted via Ethos; an online host website for unpublished dissertations to ensure bias was minimised within the search strategy. A hand search was completed from the reference list of key texts to ensure all research literature meeting the inclusion and exclusion criteria were included. 
	The literature search was conducted between June and July 2021. Each search was limited to a publication start date of 1980, when PTSD was first included within the Diagnostic and Statistical Manual (DSM). The searches were completed using the following search terms: (mental health impact OR mental health experiences) AND (emergency service staff OR emergency service personnel OR first responders) AND (post-traumatic stress disorder OR PTSD OR post-traumatic stress disorder) AND (critical incident OR national crisis OR national emergency). 

[bookmark: _Toc101984047]Inclusion and Exclusion Criteria 

Studies were included within this review if the following criteria had been met: 
· Participants were emergency service personnel and/or first responders (police, firefighters, and paramedics) 
· Military personnel that had responded alongside civilian emergency service personnel. 
· Geographical location of the study included the United Kingdom and/or Europe and/or Australia.  
· The study must report on trauma symptomology within the designated populations. 
· Articles were published in the English language (due to a lack of translation resources) 


Studies were excluded from this review if they met the following criteria: 
· Article included an American population (due to differences within healthcare provision in comparison to the UK, Europe and Australia) 
· Article was not written in the English Language 
· The article did not report on trauma symptomology following a critical incident, national emergency, or national crisis. 

	The initial search of the review yielded 3,826 articles, of these 1633 duplicates were removed from the search database. The articles were screened based on title and abstract in the first stage of screening to determine whether the article would meet the inclusion/exclusion criteria which resulted in a retention of 47 articles. Following this, the full text was read to confirm whether the article had met the inclusion and exclusion criteria for the purposes of this review. Following this screening stage, seven articles were retained. A hand search of citations and reference lists of the key texts was completed to ensure that all articles meeting the criteria had been included. A grey literature search was also conducted for the same purpose and neither search yielded any eligible articles.  As a result, a final seven articles met the review criteria. 
	Reviews completed of systematic reviews that had been published found that key information (e.g., trauma symptomatology) was often poorly reported and thus the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) was developed (Liberati et al., 2009). The PRISMA guidelines were developed to ensure transparent reporting of systematic reviews. Figure 1 illustrates the search strategy for this systematic review completed within the four phase PRISMA flow diagram.





Figure 1 Study Flow Chart Following PRISMA guidelinesIdentification 
Screening 
Eligibility  
Included 
Records identified through database searching and grey literature sources (N=3,826)
EBSCO Host (N=2,929) 			British Library (N=0)
Cochrane (N=5)				Oxford Academic (N=268)	
Science Direct (N=571)		            Wiley Online Library (N=86)

			


Duplicates Removed (N=1633)
Removed based on title & Abstract (N=1586)
Number of Articles screened by Title and Abstract (N=1633)
Full text articles assessed for eligibility (N=47)

EBSCO Host (N=25)
Wiley Online (N=7)
Science Direct (N=5) 
Oxford. Academic (N=10)


Full text articles excluded based on inclusion/exclusion criteria with reasons (N=39)
 Geographical Location as United States of America due to differences in healthcare provision (N=12) 
Article was not in the English Language due to limited translation services (N=2) 
Article was not focused on trauma symptomology or not related to critical incident (N=27) 

Hand searching of article reference list using Google Scholar, (using google scholar) and other publications for further eligible articles (N=0)
Articles meeting Inclusion Criteria and therefore included in final review (N=7)
EBSCO Host (N=3)			
Oxford Academic (N=3)
Science Direct (N=1)

	
		































Data Extraction & Quality Considerations

	Two appraisal tools were used to inform data extraction within this review: The Critical Appraisal Skill Programme (CASP) Checklist (2018) was used to appraise the studies which conducted a review of existing literature, and another appraisal tool adapted by the author. 
	A critical appraisal tool for the observational studies was compiled by the author in line with the Strengthening the Reporting of Observational Studies in Epidemiology checklist (STROBE) (Von Elm et al., 2008) and recommendations made by Young and Solomon (2009). Considerations from The Appraisal tool for Cross-Sectional Studies (AXIS tool) (Downes et al., 2016) were also used to inform the critical appraisal tool. Whilst each of these tools independently provides a substantial guide to reviewing literature of an observational nature, it was not feasible to utilise one tool as both tools independently included questions that were unrelated to the methodology of the included studies. Critical appraisal tools for cohort studies such as the Cohort Study CASP Checklist (2018) were considered however these were ruled out as not all the studies included follow up with their participants.  
	The STROBE checklist (Von Elm et al., 2008) provides additional guidance on the critical appraisal of observational studies enhancing guidelines recommended by Young and Solomon (2009). This is further enhanced with the inclusion of appraisal items from the AXIS tool (Downes et al., 2016). The amalgamated checklist is presented in Appendix B. 
	For each of the appraisal tools utilised, the author assessed whether each study addressed all the questions on the checklist to assess quality. This was rated on a scale of “Yes”, “Partial” or “No” and assigned a score of 2, 1 and 0 respectively to give a rating of how each study met the criterion for each question. The highest score a study could receive was 28/28. Studies that scored low on the scale were Details of the rating scale and key can be found in Appendix C and D. 
[bookmark: _Toc101984048]


Results

[bookmark: _Toc101984049]Study Characteristics

	All the studies in this review recruited from UK, European and Australian populations. Between each study there was disparity between the organisational structure of the populations, impacting the generalisability of the results to wider populations. The author notes that American populations were excluded from the review due to the differences within the medical services system; for example, in European populations, generally it is ambulance personnel who attend the critical incident first whereas in the US, the medical services are not required to be the first response (Dick, 2003). 
	Most of the studies within this review were observational studies and used a quantitative methodology (Bennet et al., 2005; Kyron et al., 2019; Misra et al., 2009; Skogstad et al., 2016) with one paper using a mixed method of quantitative and qualitative measures (Frenkel et al., 2021). Two reviews were also included that did not overlap with the studies included in this review (Brooks et al., 2019a; Kleim & Westphal, 2011) as these were broad in nature and did not include a full systematic methodology. A summary of study characteristics can be found in Table 1, along with the main strengths and limitations found. 









Table 1: Summary of Study Characteristics 

	
	Author, Year, and Place
	Participants and Setting
	Design
	Findings
	Strengths
	Limitations

	Bennett, Williams, Page, Hood, Woollard & Vetter (2005)

United Kingdom
	N= 617
Mean Age = 39.58 years

Male and Female and Non-Specified Gender

 Emergency Ambulance Personnel in the United Kingdom



	Correlation and Regression

The Hospital Anxiety and Depression Scale (HADS: Zigmond & Snaith, 1983)

Post-traumatic Diagnostic Scale (PDS: Foa, 1995)

Cognitive Appraisal Questionnaire (CAQ: Bennett, Conway, & Clatworthy, 2001)

Ambulance Work Stressors Questionnaire (AWSQ: adapted from Clohessy & Ehlers, 1999)
	Two-thirds of the sample experienced troubling memories about their work in the past and nearly half of the sample were experiencing troubling memories at the time of the study. 

Female ambulance personnel reported markedly lower levels of PTSD and anxiety than men. 


	Results are generalisable 

Clear analysis

Accounted for non-responders 

Baseline measures taken from participants
	No confidence intervals 

No statistical power noted 

	Brooks, Rubin & Greenberg, 2019a.

United Kingdom

	
Male and Female First Responders 

Demographic Details not noted
	Review of Literature
	
Long term psychological distress was only experienced by a minority of first responders. 


Those with a history of psychiatric history or stressful life events prior to the disaster are more likely to be psychologically impacted as well as those who have high exposure to the incident. 

	Clear recommendations were made as to how occupations can support the population discussed. 
	Rigour of studies included in the review was not discussed. 

Overview of studies reviewed were not clearly defined. 




	Frenkel, Giessing, Egger-Lampl, Hutter, Oudejans, Kleygrewe, Jaspaert & Plessner (2021)

Austria, Germany, Switzerland, the Netherlands and Spain
	N=2567
77% male

Mean Age = 39.69
	Principle Component Analysis

Regression
Qualitative Interviews 

Perceived stress was measured using the single item „During the last week, I felt stressed out “, rated with a Likert scale ranging from 1 (not at all) to 7 (very).

German Multidimensional Mood Questionnaire (Wilhelm & Schoebi, 2007). 

The use of emotion regulation strategies was assessed by six items, each representing one emotion regulation strategy (Brans et al., 2013):

	Female officers with less work experience, feeling unprepared and engaging in negative maladaptive emotion regulation are at risk to develop negative health consequences due to severe work stress in comparison to male officers. 
	Any strengths?
	Any limitations?

	Kleim & Westphal (2011)

Sweden
	
Male and Female First Responders 

Demographic Details not noted. 
	Review of Literature
	Minority of first responders who respond to disasters experience substantial psychological distress following the event. 

First responders identified as a high-risk group due to risk factors of history of mental illness and injury during rescue operations.
	Results from the review could be generalised across emergency service personnel and first responders across different geographical locations. 

Reasonable recommendations made to prevention and intervention strategies demonstrating implications of findings. 
	Rigour of studies included was not discussed. 



	Kyron, Rikkers, LaMontagne, Bartlett and Lawrence (2019)

Australia
	N = 14, 868

Mean Age = Exact mean age not reported however highest number of respondents were within the 45-54 age range.

Male and Females from Australian Emergency Service Agencies.
	Correlation and Regression

The Kessler-10 measure was used to
assess symptoms of depression and anxiety (Kessler et al., 2002).

Adapted version of the Posttraumatic
Stress Disorder Checklist for DSM–5 (PCL-5; Blevins, Weathers,
Davis, Witte, & Domino, 2015),

“Have
you ever experienced a stressful event or series of events either at
work or away from work that deeply affected you?”
	Longer lengths of service to be associated
with a higher likelihood of being exposed to stressful events
that deeply affected employees at work

Stressful events at work in the sector were experienced by the majority
of personnel, and had a stronger association with posttraumatic
stress symptoms and high psychological distress. 

The most frequently reported stressor was traumatic events
experienced in the course of working in each emergency service,
with the exception of the state emergency service.
	Response Bias/Confounding Variables accounted for 

Clear analysis

Confidence Intervals  

Stratified Sampling
	Screening measures adapted to be brief therefore not fully representative of the measure. 

	Misra, Greenberg, Hutchinson, Brain & Glozier (2009)

United Kingdom
	N=525

Mean Age = 37 in sample directly involved in the incident vs 40 for those who were not directly involved in the incident.

Male and Female Ambulance Service Personnel. 56% of sample population was directly involved in the 2005 London Bombings.
	Chi-Squared and Mann-Whitney U
Trauma Screening Questionnaire (Brewin, Rose and Andrews, 2002)

Substantial stress was defined as responding ‘quite
a bit’ or ‘extremely’ to one or more of five symptoms associated
with adjustment disorders
(Schuster, Stein and Jaycox, 2001)
	Overall, 4% of study participants were identified as having
probable PTSD 

Those most affected psychologically
were personnel working at the actual disaster
scene. 
	Clear method of data collection 

Considers what the findings contribute to existing evidence and practice. 


Baseline measures were taken from participants. 


	Limitations of the study not considered by the authors 



	Skogstad, Heir, Hauff and Ekeberg (2016)

Norway
	N= 1790

Mean Age Range = 30-49
Male and Female Rescue Personnel following the Norwegian terror attack.
	Regression

The PTSD Checklist (PCL), Weathers, Liie, Herman, Huska and Keane (1993).

	The levels of PTSS across professional groups were
low except for the unaffiliated volunteers. 

Associations
with PTSS were female gender, less preparation, more
exposure and perceiving obstruction in work. Most professionals
were experienced and prepared, unlike the unaffiliated
volunteers.
	Clear method of data collection 

Clear analysis 

Confidence Intervals reported 

Baseline measures were taken from participants. 
	Statistical power not reported 

Limitations of the study not discussed by the author

Results not generalisable to a wider population 










[bookmark: _Toc101984050]Study Results

There was some disparity amongst the studies on how many participants within the sample experienced psychological distress. Five of the studies reported that only a minority of participants experienced psychological distress following exposure to a traumatic event or critical incident (Brooks et al., 2019b; Kleim & Westphal, 2011; Misra et al., 2009; Skogstad et al., 2016). Some variability in reporting was present across the studies as Bennett et al. (2005) reported that two thirds of their sample experienced troubling memories after events they had responded to in the past and nearly half of the sample were actively experiencing troubling thoughts at the time of the study. 
       Interestingly, Bennet et al., 2005; Skogstad et al., 2016 & Frenkel et al., 2021 noted gender differences between the prevalence of PTSD in males and females and found that female personnel (police officers, rescue, and ambulance personnel) were found to experience lower levels of PTSD and anxiety than males in their respective roles. However, each of these studies also reported that pre-disposing factors also influenced the prevalence of experiencing PTSD following responding to a traumatic event as also found in Kleim and Westphal. (2011). Therefore, it is difficult to distinguish whether the gender disparities in prevalence of PTSD were reliant on pre-disposing factors as opposed to exposure to critical incidents/emergencies. 
        Two of the studies found that an influencing factor in the development of psychological distress was unpreparedness (Frenkel et al., 2021) and lack of experience (Skogstad et al., 2016). This was also supported by Misra et al., (2009). Whilst they did not directly find an influence of unpreparedness and lack of experience, they noted that those individuals who responded directly on scene reported higher levels of PTSD than those who did not. It could be suggested that the unpreparedness of responding to such an unprecedented incident may have factored into the prevalence of PTSD symptoms.  

	
[bookmark: _Toc101984051]Critical Appraisal

[bookmark: _Toc101984052]Participants

	Not every study within this review looked at the different organisations that comprise the emergency service personnel as a cohort. This can be considered an important factor as each strand could respond within the role of another strand, for example, a police officer could respond first and be required to perform first aid which would be considered the role of ambulance personnel (Skryabina et al, 2020). Four of the studies recruited from the varying strands (Brooks et al., 2019a; Kleim & Westphal, 2011; Kyron et al., 2019; Skogstad et al., 2016). Two of the studies recruited from a sample of ambulance service personnel (Bennett et al., 2005; Misra et al., 2009), whilst one study recruited from police officers (Frenkel et al., 2021). The studies which recruited from individual strands (Bennet et al., 2005, Misra et al., 2009, Frenkel et al., 2021) may be limited in their ability to generalise their findings to other roles within their organisational structure who may have been exposed to the same event. 
         The studies included in this review that did recruit across a sample of emergency service personnel noted differences between roles. Firefighters were found to have the highest prevalence of PTSD symptoms in Kleim and Westphal (2011), whilst police officers were found to have the highest prevalence of PTSD symptoms in Kyron et al., (2019). It could be assumed that this is due to individual differences between each role and whether the exposure to a traumatic event was direct or indirect, highlighting the importance for research to consider looking at the occupations as a cohort. However as critical incidents require response and intervention from all strands of emergency service personnel (Larson et al., 2006), it can be argued that the individual roles are comparable and have therefore been included for their comparison in this review. Furthermore, there may be differences in post exposure protocol to support individuals who experience trauma across geographical locations and type of incident which may account for these differences however this was not reported by the authors.  
      The studies included within this review included both male and female participants and reported gender differences within the responses. Three of the studies (Bennett et al., 2005; Frenkel et al., 2021; Misra et al., 2009) had higher response rates from male participants ranging from 77-89% across the studies. In contrast, the observational studies found higher response rates from female participants (Kyron et al., 2019; Skogstad et al., 2016) which Kyron et al., (2019) noted was surprising within their sample. Interestingly, Kyron et al., (2019) recruited from an Australian sample of emergency service agencies which is classified as a male dominated occupation by 76% by the Australian National Skills Commission (https://www.nationalskillscommission.gov.au/community-and-personal-service-workers). It is therefore surprising that this study found a higher female response rate in such a male dominated occupation. The study also found a high response rate from male participants which is reflective of the high recruitment levels of males in Australian emergency services (Baxter-Tomkins & Wallace, 2009). This also suggests sampling bias, however with such large sample sizes across the studies, ranging from 525-14,868 respondents, the studies provide sufficient opportunity to explore any gender differences residing within these occupations. 

Representativeness 
      Representativeness within a study’s sample is paramount to ensure all relevant populations of individuals are included to reduce bias within the sampling (Omair, 2014). 
      The observational studies included within this review were representative within their own geographical locations due to their sampling method as the populations studied has higher male dominance within the occupation and the sample had more male than female participants (Bennet et al., 2005; Frenkel et al., 2021; Misra et al., 2009). The review completed by Kleim and Westphal (2011), provided an overview of twelve papers that focused on different geographical locations across Europe and the USA and could be considered representative whereas Brooks et al., (2019a) did not specify the number of papers that were reviewed, limiting its representativeness. In the study by Kyron et al., (2019), they used a stratified sampling method due to a large sample size which is also anticipated to yield a representative sample of Australian emergency service personnel. 

         In the study by Skogstad et al., (2016), the method of participant recruitment affected the representativeness of the study. The authors of the paper identified a “leader” within each participating unit of the study who was responsible for the distribution and collection of the questionnaires. The “leader” was also a senior member of the unit which could have impacted the reliability of both responses and data collection. Similarly, although the initial sampling method suggested a representative population, the leaders themselves may have presented with bias as to whom the questionnaires were distributed to. Furthermore, as the study was limited to a sample set to a specific geographical location and recruitment from the fire service only, it was not generalisable to a wider population of emergency service personnel/first responders across occupational cohorts. 
       Despite the limitations of the studies that can only be considered representative within their own geographical locations and not to a wider population, three of these studies (Bennett et al., 2005; Misra et al., 2009; Skogstad et al., 2016) looked at a population that responded to a specific critical incident within that location. It could therefore be assumed that the findings from these studies could be representative to populations that have responded to similar incidents for example, the Barcelona terror attack in 2017 (Castañeda, 2018).

[bookmark: _Toc101984053]Design 

       The studies in this current review had clear objectives and hypotheses with six studies using a cross-sectional design and two studies reviewing previous research literature on disaster-exposed personnel. With cross-sectional study designs, the data are only relevant to the point in time that the data was collected which is appropriate when looking at the relationships between variables as the design accommodates for numerous variables to be explored at once. Further augmenting the appropriateness of the cross-sectional designs used by the authors is the lack of manipulation of variables or environment as exposure occurred prior to the study.  In the studies of Bennett et al., (2005), Misra et al., (2009) and Skogstad et al., (2016) a cross-sectional design was advantageous in collecting preliminary evidence for the impact of responding to a critical incident to provide a baseline of evidence of which future research can build upon should similar incidents occur. 
       A commonly reported limitation of using a cross-sectional design is the inability to infer causality as it is not possible to know if specific factors have made an individual more or less likely to develop PTSD. This is particularly important to consider within this population as emergency service personnel and first responders will often experience traumatic events throughout their careers (Regehr, 2001; Jones et al., 2018). Future research that considers cross-sectional design should consider a longitudinal study so that a baseline can be established and therefore causality can be inferred at a specific time point. Future research should also consider using measure inclusive of complex PTSD which will be discussed later in this review. 
       The studies of Kleim and Westphal (2011) and Brooks et al., (2019a) reviewed existing literature but did not apply a systematic methodology and can be considered position papers. However, Kleim and Westphal (2011) gave recommendations for prevention and intervention strategies that can be implemented on an organisational level. The paper by Brooks et al., (2019a) did not give a clear overview of the studies reviewed posing a limitation as it is unclear how the reviews could be replicated or to what degree the literature was critically appraised. 

[bookmark: _Toc101984054]PTSD Measures 

         Across four of the studies (Bennett et al., 2005; Kyron et al., 2019; Misra et al., 2009; Skogstad, 2016) different measures were used to assess symptoms of PTSD however no studies used an official statistical classification such as the International statistical classification of diseases and related health problems (ICD-10) (WHO, 2019). Previous research has found the ICD-10 is more frequently used and values for clinical training and clinical diagnosis (Mezzich, 2002) than other classifications such as The Statistical Manual of Mental Disorders (DSM-V) (American Psychological Association, 2013). 
      In the studies of Skogstad et al., (2016) and Kyron et al., (2019), the Posttraumatic. Stress Disorder Checklist for DSM–5 (PCL-5) was used to assess post-traumatic stress. Similarly, Bennett et al., (2005) used the Post-Traumatic Diagnostic Scale (1995) based upon the DSM-5.  In Skogstad et al., (2016), trauma symptomology was not detailed however symptom prevalence was reported from a gender and role perspective. The study found that unaffiliated volunteers had significantly more stress symptoms than the professional rescue workers with mean scores of M=32.4 and M=20.5, P<0.001 respectively. The study also found that 15% of the unaffiliated workers scored on the PCL at the threshold of PTSD compared with only 0.2-2.0% of professional workers. There was also a clear gender split with females scoring higher than males at a PTSD sub-threshold level (PCL 35-49). This gender split was also prevalent across the differing occupational roles. Police officers scored highest on the PCL (>50). This finding is also congruent with Kyron et al., (2019) who found that out of a population sample, police officers also scored highest on the PCL-5 with an average score of 26.2, meeting the DSM-5 threshold for PTSD.
     Contrastingly, Misra et al., (2009) used the terminology “Probable PTSD” as a diagnostic term using the Trauma Screening Questionnaire (Brewin, Rose & Andrews, 2002) to avoid stigma of psychiatric diagnosis using questionnaires. This may have incurred some bias in respondents due to the unclear nature of diagnosis and unclear definition of what constitutes “probable PTSD”. The author does not state whether participants were informed of the rationale for the terminology used on the measures therefore responses may have been subject to some elements of bias. 
	The research conducted by Kyron et al., (2019) used adapted measures to assess post-traumatic stress symptoms as the authors stated that reported symptoms could be a result of cumulative trauma from repeated exposure to critical incidents rather than a singular event. However, this excluded questions around self-blame and negative evaluation introduced in the DSM–5 (2013), excluding subscales of the categorisation of symptoms. Furthermore, the authors do not discuss specific symptomology reported by participants limiting the extent to which the study could contribute to evidence bases around psychological interventions. 

[bookmark: _Toc101984055]Factors Impacting the Prevalence of PTSD 

The observational studies found various factors that impacted the prevalence of PTSD and psychological distress (Bennett et al., 2005; Frenkel et al., 2021; Kyron et al., 2019; Misra et al., 2009; Skogstad et al., 2016). In the studies of Skogstad et al., (2016) and Frenkel et al., (2021), experience and preparedness were significant factors in predicting the prevalence of PTSD in populations of emergency rescue personnel and European police officers respectively. However, the incidents to which personnel responded were unprecedented (e.g., explosions/shootings), and it can be argued that it can be difficult to prepare a workforce for such unprecedented events. 
Furthermore, Skogstad et al., (2016) found that exposure to factors such as perceived threat, explosions/shootings, being injured, other uncertain risks, witnessing people in despair and people with major injuries and fatalities were also significant predictors of psychological distress and PTSD. Similarly, Kyron et al., (2019) found that out of a range of work stressors experienced by emergency services personnel, traumatic events at work were the most significant predictor of psychological distress across all occupational roles. Similarly, the study of Misra et al., (2009) were congruent with these findings and found that emergency personnel who worked directly at the disaster scene were the most psychologically impacted. It can be assumed from these findings that direct exposure can be a significant predictor in the prevalence of psychological distress and PTSD symptoms. 
The reviews included in this study found pre-disposing factors of history of mental illness or stressful life events to be predictors of psychological distress in emergency service personnel and first responders (Brooks et al., 2019a; Brooks et al., 2019b Kleim & Westphal, 2011). Furthermore, the reviews also found disaster exposed personnel who experienced direct exposure were more likely to develop PTSD symptoms than those who were not exposed. The findings determine that pre-morbidity and direct exposure to a critical incident are important factors to consider. The author notes here for future considerations of psychological intervention, that level of exposure and injury should be important factors to consider. 

Data Analysis 
The observational studies in this review applied data analysis methods that were clear and appropriate for the study objectives. In contrast, the reviews by Kleim and Westphal (2011) and Brooks et al., (2019a) were not conducted systematically therefore the reliability of these reviews are in question. Similarly, the reviews did not discuss data extraction methods or use of critical appraisal tools therefore the validity of each review can also be called into question and gives limitations as to the generalisability of their findings. 

When using statistical analysis on quantitative data, sample size, effect size and statistical power are of paramount consideration (Arnoldo et al., 2015). Conducting a power analysis prior to running inferential statistics informs the author of the recommended sample size required for the results to have statistical power (Sullivan & Feinn, 2012). When discussing statistical power, this refers to the likelihood that the study will detect an effect of a variable(s) on another variable(s). Statistical power is therefore linked to effect size, which highlights relationships between the variables and accounts for the proportion of explained variance. Of all the observational studies included in this review, none of the studies reported on statistical power or effect size. Whilst it could be assumed that due to the large sample sizes, the authors assumed statistical power would be met, it also suggests a lack of transparency within the data set and possibility of a study being under power, increasing the likelihood for a Type II error to have been made (Linnet, 1987). 
Only three of the observational studies reported on missing data (Frenkel et al., 2021; Kyron et al., 2009; Skogstad, 2016). In the study by Frenkel et al., (2021) missing data was briefly mentioned but no explanation was given as to how this was managed, suggesting data bias in the analysis. Skogstad et al., (2016) noted a small percentage (0.5-5%) of missing data and this data was therefore dichotomised and included in statistical analysis. Kyron et al., (2009) also found a small percentage of missing data (0.1%) and single imputation was used prior to data analysis. When considering missing data, data transformation is an important factor in ensuring the reduction of bias and validity of a study (Fink, 2009). Of the remaining observational studies by Misra et al., 2009 and Bennett et al., 2005, it is not noted whether there was any missing data present. In the case of Bennett et al., (2005) the study completed a regression analysis on the dataset which requires a full dataset (Applebaum et al., 2018). There was a lack of clarity from the authors whether the data was transformed or remained missing suggesting that an element of bias could be present, reducing the validity and highlighting a limitation of these studies. 
The observational studies consistently reported the exact significance values or p value of their findings as well as descriptive statistics. However, only three observational studies reported on confidence intervals (Kyron et al., 2009; Misra et al., 2009; Skogstad et al., 2016). Confidence intervals provide the range in which the true value of a variable lies therefore providing a more accurate evaluation of the dataset (Sullivan & Feinn, 2012). Without the inclusion of confidence intervals within the reporting of data, it can be difficult to determine the true effect of a variable, thus, questioning the reliability of the studies. 

[bookmark: _Toc101984056]Discussion

The findings from this review highlight similarities and differences in the studies included between factors impacting the prevalence of psychological distress and PTSD in emergency service personnel and first responders. Most of the studies included acknowledge that direct exposure to a critical incident significantly impacted the prevalence and development of psychological distress following the event. The differences between the studies also suggested that the role of the emergency service personnel impacted the prevalence of PTSD symptoms with numerous studies finding police officers to be the most significantly impacted in comparison to fire and ambulance personnel. It can be suggested from these differences that future research could benefit from exploring the different roles and prevalence of PTSD and comparing these across the different personnel groups as highlighted in Walker et al., (2018). 
Furthermore, the studies included in the review also noted that there were differences between gender and the prevalence of PTSD with females reported lower levels of PTSD than males (Bennett et al., 2005; Skogstad et al., 2016) which could be due to stigma around reporting trauma in police officers (Edwards & Kotera, 2020) however, this was not further stratified by role therefore it could also be suggested that future research could benefit from exploring this association further. 
None of the studies included within this review were without their limitations across the items on the critical appraisal tools utilised. The observational studies posed a limitation with regards to the lack of longitudinal study or a follow up which would have supported the inference of causality between the variables explored (Song and Chung, 2010). However, as this was not present, causality could not be identified. Similarly, the studies were also limited by the representativeness of the sample population and geographical location. However, the author notes that for some of the studies (Bennet et al., 2005; Frenkel et al., 2021; Misra et al., 2009; Skogstad et al., 2016) the critical incident was unprecedented such as explosions or shootings therefore the degree of exposure could be considered greater within these populations however generalisability may be limited as a result. 
The current review has identified pre-disposing factors influencing the prevalence and development of PTSD symptoms. Future research could benefit from exploring the impact of pre-disposing factors on the development of PTSD symptoms by comparing individuals who do not identify any pre-disposing factors prior to being exposed to the critical incident, for example, with those who had experienced trauma outside of their occupation prior to the exposure of the critical incident. Existing literature has shown the degree to which pre-disposing factors can impact the likelihood of an individual developing PTSD symptoms (Kessler et al., 1999).

[bookmark: _Toc101984057]Clinical Implications and Future Research

Although the review looked at emergency service personnel and first responders, the studies highlighted that there are significant differences between the different organisations within these occupations. The difference between the occupations indicates that when discussing and planning therapeutic intervention, it is important to consider the role of the individual and the correlation with their exposure to the critical incident. For example, it could be suggested that ambulance service personnel may experience more exposure to injuries of victims due to the medical nature of their role, however, as all three strands of emergency services respond to and manage medical emergencies, this would need to be explored further to determine the level of disparity between police, ambulance, and fire personnel in the emergency services. 
It is also important to consider the differences between males and females that have been identified in this review with regards to the prevalence of PTSD symptoms and psychological distress. Whilst the studies have noted a difference between sexes, the sub sections of PTSD symptoms have not been explored to determine which symptoms are more prevalent for which gender. This again could be important when considering wellbeing support within the organisations but also considering therapeutic interventions. The studies have demonstrated that there are multiple factors that can impact the prevalence of PTSD symptoms across genders and roles within emergency service personnel and has highlighted a case for individual need to be considered when thinking about clinical intervention. However, there is also the consideration of policies and protocols being different within the different occupations, for example in the UK the ambulance service and police force will have a different pathway to employees accessing mental health support (Clark et al., 2021). 
Additionally, this review has highlighted that UK, European and Australian literature is limited when investigating responses to critical incidents however there has been an increase of terror attacks in the European state (Andreeva, 2020) and the UK has also seen terror attacks such as the London bombings (Bennet et al., 2005) and the Manchester Arena attack (Hind et al., 2021). Future research would benefit from exploring these populations further over a longitudinal time frame with greater exploration of the factors impacting the prevalence of PTSD within this population. 
Future research would also benefit from using standardised measures of PTSD (DSM-V, 2013) so an accurate and valid representation of emergency service personnel and first responders’ psychological distress can be gained. Gaining further empirical evidence into how emergency service personnel and first responders experience PTSD and its prevalence, can be clinically beneficial when thinking about post-incident support required and planning therapeutic interventions for individuals working within these organisations. 

[bookmark: _Toc101984058]Limitations of this review 

This review utilised two different appraisal tools which can be considered a limitation as not all studies were measured by the same tool. One of the appraisal tools was composed by the author from an amalgamation of validated measures such as the STROBE checklist (Von Elm et al., 2008; Young & Solomon, 2009) and the AXIS checklist, (Downes et al., 2016). Whilst there was a clear rationale for using an amalgamated appraisal tool, the tool was not standardised or validated. It could be assumed the tool was influenced by the author’s own bias around the articles and only of significant interest to the research questions, which could impact the validity of the appraisals made. 

A systematic methodology was used for the purposes of this review however it is possible that some publications were missed through the hand searches or due to articles not being listed within the chosen databases.  Publication bias was reduced as much as possible through grey literature searches of the British Library however, unpublished research may have also been missed. 
This review excluded any studies that contained a population inside of the US due to the differences between healthcare provision in the emergency services populations and thus the findings for this review are limited to UK, European and Australian populations. Whilst it is recognised that the US experiences more critical incidents, the current review is concerned with events of critical incidences in the UK, Europe, and Australia. 

Conclusion

	The aim of the review was to provide a synthesis of existing literature and identify what is already known about the mental health impact of PTSD on emergency service personnel and first responders following a critical incident within the UK, Europe, and Australia and seven papers were included. The review found that degree of exposure was a contributing factor to the development of PTSD and personnel who were directly exposed to a critical incident were more likely to develop PTSD than those who were not directly exposed. Furthermore, the current review has identified differences between gender and roles, with females across the divisions of ambulance, police and firefighters experiencing lower levels of PTSD, and police officers experiencing higher levels of PTSD than ambulance and fire personnel. The review also found that personnel with pre-disposing factors such as history of mental health difficulties experienced higher prevalence and development of PTSD symptoms. 
Future research should consider exploring the role of the individual and the correlation with their exposure to the critical incident so it can be better understood whether this exists on a graded scale regarding direct and indirect exposure. Future research should also consider exploring factors impacting the prevalence and development of PTSD in emergency service personnel and first responders using standardised measures which inform appropriate interventions such as post-incidents debriefs and therapeutic interventions. Different pathways to accessing mental health support should also be considered in future research to determine more cohesive pathways across the ambulance, police, and fire divisions to support employees in accessing mental health support. 
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	 2
	2
	2
	2
	2
	2
	2
	2
	1
	2
	2
	2
	2
	2
	27/28

	Kyron et al., (2019)

	2
	2
	2
	2
	2
	2
	1
	1
	1
	2
	2
	2
	2
	2
	25/28

	Misra et al., (2009)

	2
	2
	2
	2
	2
	2
	2
	2
	2
	1
	2
	2
	2
	2
	27/28

	Skogstad et al., (2016)

	2
	2
	2
	2
	2
	2
	2
	2
	1
	1
	2
	2
	2
	2
	26/28

	Frenkel et al., (2021)

	2
	2
	2
	2
	2
	2
	2
	1
	1
	2
	2
	2
	2
	2
	26/28

	Brooks et al., (2019)

	2
	1
	1
	0
	1
	N/A
	N/A
	2
	2
	2
	
	
	
	
	11/20

	Kleim & Westphal (2011)
	2
	2
	1
	0
	1
	N/A
	N/A
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[bookmark: _Toc101984068]Abstract

Objectives: Post-Traumatic Stress Disorder (PTSD) is considered the most reported disorder within military veteran populations with symptoms including avoidance, re-living/re-experiencing trauma, and hypervigilance. The Covid-19 pandemic is considered the most serious pandemic in over a century and impacted societies and populations worldwide. The research conducted aimed to explore how the pandemic and state of lockdown impacted military veterans in the United Kingdom (UK) experiencing PTSD.

Method: Focus groups were conducted with two veterans and ten healthcare professionals UK. Reflexive Thematic Analysis was used to analyse the data. 

Results: Six themes were identified: “service provision”, “barriers to accessing services”, “changes in presentation”, “triggers”, “commemorations” and “the impact of the British Armed Forces withdrawing from Afghanistan”. Veterans experienced an increase in hypervigilance and intrusive dreams during the pandemic and increased alcohol consumption. Healthcare professionals also reported an increase in family dynamic difficulties in veterans during the lockdown due to increased time spent at home. There were barriers to accessing services identified from both veterans and healthcare professionals including the changes in digital provision and veterans having access to such technology to engage in therapy. 

Conclusions: The Covid-19 pandemic undoubtedly impacted UK military veterans experiencing PTSD. The findings from the study suggest that service provision should consider a blended approach to therapeutic intervention delivery to meet the individual needs of service users. Service provisions should also consider the inclusive of the family when formulating interventions as the difficulties are experienced by the whole family. 


[bookmark: _Toc101984069]Introduction

Post-Traumatic Stress Disorder (PTSD) is considered the most prevalent psychiatric disorder in military veterans inclusive of its comorbidity with Major Depressive Disorder (MDD) (Bleich et al., 1997). Research into veterans who are diagnosed with such disorders following operational and non-operational deployment found that veterans appear at risk of social exclusion, physical health difficulties and ongoing ill health (Iverson & Greenberg, 2009). The current Covid-19 pandemic saw communities asked to isolate as part of government guidelines which has caused an increase in experiences of social exclusion. 
Changes to healthcare provisions because of the pandemic has meant access to these provisions by military veterans has become increasingly difficult due to risk of infection and transmission (Thome et al., 2021), suggesting that a review and reconsideration into the way health provisions are provided to veterans is required (McFarlane et al., 2020). Considering this literature, the researcher felt the subjective experiences of veterans during the pandemic would provide valuable insight into how they were impacted and how services can adapt their provision to support veteran wellbeing both during and following the Covid-19 health crisis. 

[bookmark: _Toc101984070]Defining Military Veterans 
Definitions of a veteran differ greatly between different nations and not all military personnel identify with the term post discharge from service (Truusa & Castro, 2019). The United Kingdom (UK) defines military veterans as anyone who has served for at least one day in Her Majesty’s Armed Forces (Office for Veterans Affairs, 2020). This is inclusive of regular and reservists or Merchant Mariners who have seen duty on legally defined military operations (Office for Veteran Affairs, 2020). 

[bookmark: _Toc101984071]PTSD and Military Veterans 

PTSD was first identified as a psychiatric disorder in 1980 by the American Psychiatric Association’s (APA) third edition of The Statistical Manual of Mental Disorders (DSM-III) (Pai et al., 2017), as a psychiatric disorder that occurs in individuals who have experienced or witnessed (either directly or vicariously) a traumatic event (Breslau, Lucia, & Davis, 2004). The DSM-V identifies four criteria for meeting the diagnosis threshold for PTSD as: intrusion, avoidance, alteration in cognition and mood and alterations in arousal and reactivity (Friedman et al., 2011). The DSM-V states that individuals must display symptoms of one or more of the four clusters discussed to meet the clinical threshold for PTSD diagnosis (Wilson, 1994; Friedman et al., 2011).
Intrusion symptoms include recurrent, involuntary, distressing, and intrusive memories of the event, recurrent distressing dreams relating to the traumatic event, dissociative reactions such as flashbacks, intense psychological distress at exposure and/or a marked physiological reaction to internal and external cues that symbolise or resemble the traumatic event (DSM-V, 2013). Avoidance symptoms of PTSD pertain to the avoidance of indirect or direct stimuli that remind the individual of the event, and/or avoidance of efforts to avoid any external reminders such as objects, people and places that may arouse distressing memories (Asmundson et al., 2004). 
The PTSD criteria of alterations in cognition and mood are conceptualised as inability to remember important aspects of the traumatic event, persistent and/or negative beliefs and appraisals about oneself, others or the world, persistent distorted cognitions about the cause or consequence of the traumatic event, persistent negative emotions, loss of interest in activities, feelings of detachment from others and persistent inability to experience positive emotions (Walton et al., 2018). Alterations in arousal and reactivity associated with experiencing the traumatic event either beginning or worsening post exposure is evidenced by irritable behaviour and angry outbursts, hypervigilance, exaggerated startled response, concentration difficulties and disturbance of sleep (Weston, 2014). 
Various theories of the development of PTSD exist with emphasis on the processing and attributions an individual makes of the traumatic event as a risk factor for developing PTSD. For example, the Ehlers and Clark Trauma-Focused Cognitive Behavioural Therapy model (TF-CBT) argues that if the traumatic event is cognitively processed by an individual as posing serious harm or threat to them, then the prevalence of developing PTSD is more likely (2000). 
Symptoms akin to PTSD were first reported following the First World War and was originally labelled as a combat stress reaction (Campise & Campise, 2006). Combat stress reaction was first conceptualised as an acute emotional disorder in UK veterans with symptoms of sleep disturbance, apathy, fatigue, muscle tension and palpitations (Mareth & Brooker, 1985). Further psychological symptoms were identified as confusion, night terrors, disorientation and hysteria attributed to the stress of warfare (Mareth & Brooker, 1985). Initially, military research found that the development of PTSD in military forces was due to fear-based stressors such as being on the front line, particularly after the First World War (Solomon, 2013). However, as research and knowledge of PTSD has developed, it is recognised that there are many other contributing factors to the development of PTSD in military veterans, inclusive of adverse childhood experiences (Carroll et al., 2017) and comorbidity of physical health difficulties (Otis et al., 2010). 
PTSD is the most reported mental health illness from military veterans worldwide (Palmer et al., 2017) in comparison to depression, anxiety, and alcohol disorders (Iverson et al., 2009). A United States (US) sample found that PTSD accounted for 14-16% of psychiatric distress in US veterans (Gates et al., 2012). In research conducted with UK veterans following operational deployment to Iraq and Afghanistan, PTSD accounted for 28.9% of mental health difficulties with specific PTSD symptoms accounting for 4.8% of reported symptomology (Iverson et al., 2009). In a similar study that explored the prevalence of PTSD in veterans who had returned from operational deployment to Afghanistan and Iraq, PTSD was found to be more prevalent than depression and other disorders such as Traumatic Brain Injury (TBI) (Ramchand et al., 2008,). However, the researchers noted in their review that the measures of PTSD used across the studies were not validated against clinical diagnoses, querying the validity of these findings.  
Media reports on veteran mental health has predominantly focused on PTSD as the primary disorder experienced however, UK research has found depression, anxiety and alcohol disorders as the most prevalent difficulties experienced following deployments (Iverson & Greenberg, 2009).  Recent research has corroborated these findings and found that health anxiety may be more prevalent in the veteran population in comparison to the general population (McFarlane et al., 2020).
Whilst research suggests that depression may be more prevalent than PTSD, both disorders are highly correlated comorbid pathologies with research finding that 50% of individuals meeting criteria for PTSD, also met the criteria for Major Depressive Disorder (Bleich et al., 1997). In a study of military veteran primary care patients, PTSD was more prevalent in depressed primary care patients and comorbid PTSD was associated with increased illness burden, delayed responses to treatment and poorer prognosis. This suggests that whilst depression has been found to be more prevalent, the comorbidity with PTSD yields poorer prognosis and outcomes for military veterans (Campbell et al., 2007). 
Whilst research comparing UK and US military veterans have found that across both populations, most service personnel do not develop psychiatric disorders post service, those who do develop disorders such as depression, anxiety and PTSD appear to be at risk of social exclusion, physical health difficulties and ongoing ill health (Iverson and Greenberg, 2009): risk factors that are currently speculated as an impact of the Covid-19 pandemic (McFarlane et al., 2020). 

[bookmark: _Toc101984072]Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) Health Pandemic
In March 2020, the SARS-Cov-2 health crisis was declared a worldwide pandemic (Covid-19 Pandemic) by the World Health Organisation (WHO, 2020). Each country responded to the pandemic with different mandated rules and regulations determined by the rate of transmission of the infection (WHO, 2020). In the UK, the lockdown and mandated isolation required the population to remain in their own homes and not socialise with any friends, family, or social support networks face-to-face. This caused an increase in social isolation which was further compounded by the hypervigilance and panic experienced as the pandemic went on (Banerjee & Rai, 2020). The rules of social isolation saw individuals unable to access support networks such as family and friends, A challenge experienced by everyone, including the veteran population and posed a who would access these networks regularly (McFarlane et al., 2020). 
For individuals worldwide, the imposition of isolation and lockdown had a significant impact and change on their normal daily routines as well as their physical and psychological health (Pietrabissa, & Simpson, 2020). Individuals reported increased hypervigilance around physical health, those who had pre-existing medical conditions and subsequently more vulnerable to contracting Covid-19 (WHO, 2020; Pietrabissa, & Simpson, 2020). Military research conducted at the beginning of the pandemic hypothesised that UK military veterans were likely to experience an increase in their symptoms of hypervigilance, anxiety, and low mood (McFarlane et al., 2020). 

[bookmark: _Toc101984073]Impact of Covid-19 on Service Provision
The Covid-19 health pandemic has been classified as the most serious pandemic in over a century (Shura et al., 2021). Research has demonstrated that due to the pandemic, provision of and access to healthcare has changed, particularly in inpatient mental health settings, where individuals were reluctant to access services due to risk of transmission and infection (Thome et al., 2021). Early research conducted during the pandemic reviewed healthcare provisions for military veterans and suggested that healthcare provisions should be reconsidered considering the pandemic and adapt services to meet the needs of military veterans experiencing service-related PTSD (McFarlane et al., 2020). The pandemic has seen healthcare professionals working differently such as remote working and reduced caseloads due to reduced capacity. This change in service provision has impacted availability of mental health support whilst the focus has been on emergency or critical care environments for individuals who have contracted Covid (Shura et al., 2021). This change has had a major impact in veteran mental health with a reduction in accessibility of services due to services changes the way they operated (McFarlane et al., 2020). 
Research has suggested that the reduction in clinical capacity throughout the pandemic has impacted the equitability of service provision provided which has impacted veteran mental health due to increased time on intervention wait lists and reduction in amount and type of interventions offered (McFarlane et al., 2020).  
As veterans are more likely to experience health anxiety and physical health difficulties, thus, further compounding existing mental health difficulties (McFarlane et al., 2020), the study aims to obtain subjective experiences of veterans that will support the understanding of the needs of military veterans experiencing PTSD both during and post the current health pandemic.

[bookmark: _Toc101984074]Aims and Objectives 
Arguably, the emergence of the Covid-19 pandemic has significantly impacted the equitability and accessibility of service provision provided for military veterans, with research suggesting that provisions should be reviewed to be sustainable to manage veteran wellbeing throughout the pandemic (Mcfarlane et al., 2020). Current research has argued that mental health concerns both during and post Covid-19 anticipate an increase in the presentation and reported symptomology of PTSD (Shura et al., 2021). Considering the evidence base, it is important to ascertain how the pandemic has impacted military veterans and whether service provision for veterans has been impacted. 
The study aims to explore the experiences of military veterans of the British Armed Forces experiencing PTSD symptoms during the current health pandemic. The research will focus on how the pandemic and state of lockdown in the UK has impacted the wellbeing of UK veterans and how they have managed their experiences of PTSD during this time. The study will explore the perspectives of both veterans and healthcare professionals working with or who worked with veterans during the pandemic. 
[bookmark: _Toc101984075]
Method

[bookmark: _Toc101984076]Ethical Considerations 
After a peer review of the study protocol, ethical approval was granted from Staffordshire University ethics committee (see Appendix B). The ethical considerations for the project are in line with the British Psychological Society (BPS) Code of Human Research Ethics (2014) and government guidelines at the time of recruitment and data collection (gov.uk, 2020). Data was collected via video communication platform.  
Ethical considerations of minimising harm and privacy and dignity of individuals and communities were made in line with BPS guidelines (2014). Participant distress was considered, and appropriate support organisations were detailed on participant information (see Appendix C) and debrief sheets (see Appendix D). An adverse event protocol was also put in place (see Appendix E). Participant information was anonymised by the researcher using pseudonyms and data was encrypted and stored electronically. Consent to take part in the project was obtained in line with the BPS guidelines for internet-mediated research (BPS, 2013). 

[bookmark: _Toc101984077]Design 
The initial research design included use of Interpretative Phenomenological Analysis (IPA) for data analysis (Smith et al., 1997; Smith & Shinebourne, 2012) with semi-structured interviews however, due to difficulties in recruitment uptake during Covid-19 and dropouts in attendance for focus groups, the research design was amended. A deductive process was used to conduct a Reflexive Thematic Analysis (TA) (Braun & Clarke, 2006; Braun & Clarke, 2021) utilising focus groups to facilitate group discussion on the impact of the Covid-19 pandemic on UK military veterans experiencing PTSD. 
Focus groups are an interactive method of data collection and provide rich insight into what may contribute to motivations of complex behaviours (Morgan & Krueger, 1993). Focus groups provide a unique strength in their ability to see the degree of consensus, disparity and diversity, a quality valuable to data collection (Morgan & Krueger, 1993). Focus groups are subject to limitations of “dominant voices” (Smithson, 2000) whereby one participant may dominate the discussion, removing the valuable strength of group interaction which was controlled for by the researcher’s role in facilitating discussions. Focus groups can also be subject to researcher bias (Morgan, 1996) which was counteracted by completing a reflexive journal throughout the study. 

[bookmark: _Toc101984078]Epistemological Position
The researchers epistemological position sits within a social constructionist position which argues that reality is socially constructed by individuals and new phenomenon is to be understood through their subjective experiences which can be shared experiences (Corbetta, 2003). Thematic analysis was chosen as it fit within keeping of a social constructionist approach and the shared meanings of participants which can be understood within their socio-cultural context (Willig, 1999). 

[bookmark: _Toc101984079]Participants 
Participants of the study included two veterans of the British Armed Forces, and ten healthcare professionals who had worked with veterans during the Covid-19 pandemic. Veteran status was self-reported, and all healthcare professional participants worked within veteran specific services. Participants of the study were required to be aged 18 or over, veterans experiencing PTSD (self-reported) or healthcare professionals who had worked with veterans during the pandemic. Access to video communication platforms was also required. Any prospective participants who did not meet this criterion were excluded from participation. A purposive sample was used which identify individuals with specific experiences related to the study objectives, to reduce any sampling bias (Palinkas et al., 2015), and to make effective use of information rich cases who are knowledgeable regarding the phenomenon of interest: how the Covid-19 pandemic impacted UK military veterans experiencing PTSD from the perspective of service users and service providers. 

[bookmark: _Toc101984080]Procedure 
Participants were recruited from the general population using social media platforms such as Twitter, Facebook, and LinkedIn. Participant consent forms and information sheets were sent out to participants once they had expressed interest in the project by contacting the researcher (see Appendix F). Participants were required to complete the consent form by ticking twelve items of consent and signing the form before they could take part in the research. 
The project was advertised through a short “poster” type image with the eligible criteria and the details of the researcher identified (see Appendix G) via an accessible link across social media platforms. This created a snowball effect whereby the more the post was shared, the wider the sample of possible participants became (Etikan et al., 2016). The research poster was also advertised via crowdsourcing whereby the link was shared on other Facebook pages and groups that were specific to UK military veterans. 
Once consent had been obtained by participants. an email invitation was sent to attend a focus group. Three focus groups were created as follows: 1) veteran service users, 2) a focus group for healthcare professionals, and 3) a further group for healthcare professionals. A further focus group was run with healthcare professionals due to participant drop out in the first focus group. Focus group schedules for all focus groups can be found in Appendix H. Data was collected using online video platform Microsoft Teams where each group was recorded and transcribed, producing a verbatim transcript. Transcripts were checked by the researcher to ensure accuracy and to anonymise identifying information by use of pseudonyms. 
The service user focus group had 9 participants express interest in taking part, and two participants returned the consent forms and attended the focus group. In the initial professional focus group, 11 participants expressed interest in taking part, four consent forms were returned, and two participants attended. In the second focus group for professionals, eight professionals expressed interest, returned their consent forms, and attended the focus group. Following the focus group, participants were sent a participant debrief sheet and thanked for their time. 

[bookmark: _Toc101984081]Data Analysis 
Data from all three focus groups were analysed using Reflexive Thematic Analysis (Braun & Clarke, 2006; Braun & Clarke, 2021). A deductive approach was taken to data analysis which used the research question to guide the analysis as opposed to an inductive approach which does not have a predetermined research question driving data analysis (Braun & Clarke, 2006; Braun & Clarke, 2021). The six phases of Braun & Clarke’s (2006) analysis were followed using a recursive process allowing for free movement between the phases and flexibility with the data for any new themes that emerged in later phases (Braun & Clarke, 2006; Braun & Clarke, 2021). Further details on the six phases can be found in Appendix I. The researcher coded the transcripts at a semantic level, recognising only the explicit content of the data and not inferring implicit meaning (Braun & Clarke, 2006). Details on initial coding, example data extracts, coding into themes and initial thematic map can be found in Appendices J, K, L and M. 
The researcher kept a journal detailing personal responses experienced in relation to the data to ensure and maintain methodological rigour. Any assumptions made by the researcher were noted and the journal was used to ensure that codes and themes were grounded within the data and not made from assumptions. 
[bookmark: _Toc101984082]
Reflexivity
The researcher is a mixed white and Asian British female, currently completing their final year of Clinical Psychology training. The researcher has previously worked in a military veteran specific service within the National Health Service (NHS) and takes an anti-diagnostic view. The researcher felt their previous experiences of working with military veterans was useful as it allowed the researcher to focus on the subjective experiences and shared meanings of veterans in the context of a new phenomenon of the Covid-19 pandemic. Additionally, the researcher also experienced the pandemic as a new phenomenon and recognised that there could be some shared experiences between them and participants which could have influenced some of the ideas generated. 
The researcher noted that their previous experiences and own experience of the pandemic could inevitably influenced their understanding of the data, and a reflexive journal was kept minimising this and ensure themes and codes remained grounded in the data collected. Please see Appendix N for an extract from the reflexive journal.  
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Results

The Reflexive Thematic Analysis yielded six main themes with subthemes present under four of the main themes outlined in figure one below. The six main themes are identified as: “Service Provision”, “Barriers to Accessing Services”, “Changes in Clinical Presentation”, “Traumatic Triggers”, “Commemorations” and “The Impact of the British Armed Forces withdrawing from Afghanistan”. Themes of Commemorations and The Impact of the British Armed Forces withdrawing from Afghanistan were omitted from this paper as they did not directly link to the research question. 
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[bookmark: _Toc101984084]Theme One: Service Provision

Changes to service provision in response to the Covid-19 pandemic impacted both veterans and healthcare professionals and was prevalent within this theme and came from sub-themes of service delivery, veteran response to changes in service provision, impact on professionals and impact on interventions delivered. 
Service provision was impacted positively by reducing travelling time and Louise (Healthcare Professional) stated “I suppose for us, it's a greater reach for us we can kind of see more people”. A change in volume and routes of referrals into veteran services, with an initial reduction in the beginning of the lockdown was reported “we definitely noticed that reduction in referrals as well” (Amy, Healthcare Professional) which gradually increased as restrictions were lifted, and veterans were able to access more social support and activities. A reflection was made about how services could have been more accessible to veterans earlier in the pandemic “early adoption of video technology would have been good” (David, Healthcare Professional). 
Healthcare professionals reflected a reduction in GP referrals due to service users not able to access their GP’s as easily during the pandemic “Veterans haven't been seeing the GP’s though have they during the lockdowns” (Amy, Healthcare Professional). A decline in referrals from Liaison and Diversion and Criminal Justice Service was also noted which have risen as restrictions have been lifted “we would expect to see some people coming in that route off the back of antisocial disruptive behaviour sometimes in the community, I think literally people weren't out drinking and having fights”, “Now, we're getting quite a lot from liaison teams” (David, Healthcare Professional). 
The pandemic has seen veteran services to increase their therapeutic offer to meet the changing needs of service users with the introduction of online therapeutic groups “So we started running a live in well, with post-traumatic stress group, started running an anger group” (Louise, Healthcare Professional) and increasing contact with service users on waiting lists “people that we knew, or were on waiting lists, we tried sort of, yes, speak to them, which we possibly wouldn't have done normally, so that was a really nice thing to do, keep in touch with people a bit more” (Louise, Healthcare Professional). It was reflected that this was a change that professionals felt should continue following the pandemic “So that was another development, I suppose that made I think has improved the service or hopefully we’ll continue as we build upon what we've done already and have new iterations of it” (Louise, Healthcare Professional).  
The introduction of video communication for therapeutic delivered was reflected upon by healthcare professionals on veterans discussing experiences of trauma within their own homes and the impact this had “I had clients…. who would do live video calls from home, and then they've got to go back to the kids straight after talking about their trauma…it’s weird bringing that stuff up in your house” (Cathy, Healthcare Professional).
Reflections were made on the impact on clinician roles during the pandemic “Because you’re doing things and chasing things over and over…and the way this impacted veterans seeking support” (Angela, Healthcare Professional). Across both professional focus groups, there was reflections that during the pandemic the work became “quite draining” (Angela, Healthcare Professional) and of becoming a “Jack of all trades in veterans’ mental health” (Angela, Healthcare Professional). This interestingly led on to reflections around disparity within service provision “The huge disparity in even in the north. We talked to our Northeast colleagues and their ADHD services are still NHS, can you imagine, and they have, because they've utilized the Covenant really well, they’ll see veterans within three months in that service” (Angela, Healthcare Professional). 
Services saw an increase of female veterans coming forward and reflected on whether this was a product of their experiences during the pandemic i.e., being at home more or whether there had been a shift in attitudes around female veterans accessing support “I’d say it’s a bit of both, if you think about those transitioning out. When I think about DCMH and women accessing service, childcare was a real issue for going to appointments, so you could set up a group offer if you ran it alongside a childcare group at the base and a load of women would turn up” (Angela, Healthcare Professional). 
Changes to service provision has undoubtedly had an impact on veterans accessing these services with professionals reporting that some veterans displayed a resistance to move to online contacts “We had a lot of initial resistance to online contacts in therapy, therapy specifically at first because people doing trauma in their own home” (Angela, Healthcare Professional) and the impact this had on their therapeutic experience “…a lot of people delayed in therapy or our engagement with services” (Angela, Healthcare Professional).  Angela (Healthcare Professional) reflected that this changed over as the pandemic progressed “But over time there's been an improved willingness to engage and actually, like you say, then trying to get people onto other services when they've had this digital offer”. With the reductions in government restrictions, professionals reported a resistance from veterans in their service to return to face-to-face sessions now that a digital option is offered “I mean, we're certainly experiencing some resistance from clients to actually meet face to face now” (Samantha, Healthcare Professional) and the difficulties this raises “you've got some concerns about comes to big complex risk and complex dependency that's quite difficult when you really want to see people face to face and they don't want to come” (Angela, Healthcare Professional). 
Changes to service provision allowed services to change the way they delivered their intervention and become more flexible in their approach “ Yeah, I would say some of the Psychological Wellbeing Practitioner (PWP) step 2-3 interventions are now happening in TILS so there’s a lot more case management, so you're doing that behavioural activation, you’re testing motivation, your graded exposure, your low level sleep interventions, mood, which we would usually have sent on to the therapy service” (Angela, Healthcare Professional). 

[bookmark: _Toc101984085]Theme Two: Barriers to Accessing Services 
This theme focused on the barriers to accessing services with two sub-themes of technology and prevention of access to services. Resistance to accessing online technology in services was noted “[veterans] don’t go for phone and video in nearly the same willingness that civvies were all flooding to the sort of like, oh isn’t it wonderful, we can do video calls” (Alex, Healthcare Professional). The use of video communication platforms during the pandemic further compounded existing barriers present to accessing services noted by veteran participants “you know, I couldn’t really talk in a muffled mask, and I’ve got problems hearing anyway. So actually, that would have put a real language barrier between the two of us” (Jimmy, Veteran), “It’s the face, the full facial expression is a plus. It’s a smile, auditory, you know, you can see the sadness there or whatever. But without it, you can’t” (Burt, Veteran). 
Veterans described the difficulty of accessing services during the pandemic “you can’t go in unless there’s something wrong with ya” (Jimmy, Veteran), “everything was blocked; doctors, hospitals and everything” (Jimmy, Veteran) and the impact on their own physical health “I’ve got to go this afternoon for the first time for a while to give bloods so they can check me diabetes. But that’s been a long time coming and it’s the same with mental health” (Jimmy, Veteran). 
Similar views were shared by healthcare professionals about the impact on veterans’ physical health “And they’ve got physical health, and they’re not bein’ routinely seen. There’s a lot being missed” (Angela, Healthcare Professional), and brain injuries “we’ve got a lot of people with pain coming back in related to brain injury that might not have been prevalent before that aren’t being picked up on once because they’ve not been having their reviews” (Angela, Healthcare Professional). 
Digital poverty was a prevalent sub-theme of barriers to accessing services with professionals reporting difficulties in completing trauma work “I was ringing him on his housephone, you know, I couldn’t do that kind of trauma work on a housephone. And it really did put a barrier to his treatment” (Samantha, Healthcare Professional). The impact on veterans of engaging in trauma therapy in the home was also reflected upon “I had clients who were working from home, who would do live video calls from home, and then they’ve got to back to the kids straight after talking about their trauma” (Cathy, Healthcare Professional). The reflections made by healthcare professionals highlight additional barriers around using technology to access psychological therapies. 

[bookmark: _Toc101984086]Theme Three: Changes in Clinical Presentation 
This theme focused on the changes in presentation experienced by veterans during the pandemic and yielded six subthemes, Alcohol Use, PTSD Symptoms, Family/Relational Dynamics, Response to Government Rules, Attitudes towards Services/Clinicians and Co-Morbidity. 
An increase in alcohol consumption by veterans was a pattern prevalent in both healthcare professional focus groups and the veteran focus group. A lack of social activities was speculated as a possible reason for the increase in consumption “because they couldn’t get out and the clubs closed, because they’re at home, they drank a bit more” (Cathy, Healthcare Professional). Both veterans reported an increase in their own alcohol consumption with one veteran reporting “I haven't drank for 10 years I started drinking before Christmas” (Burt, Veteran). 
Prevalence of PTSD symptoms was discussed in all three focus groups. An increase in intrusive dreams was reported, with a focus on vividity “I think I understand that dreams are more vivid, now” (Alex, Healthcare Professional). Increases in risk and complexity were prevalent throughout the pandemic “you've got some concerns about comes to big complex risk and complex dependency”, “But these are people, then naturally do become risky 'cause they're quite vulnerable” (Angela, Healthcare Professional). 
Healthcare professionals observed an increase in hypervigilance in veteran service users “there was a reinforcement in a way around hypervigilance. Um, and that nowhere is safe” (Samantha, Healthcare Professional). Interestingly Samantha (Healthcare Professional) also reported that for some of their service users the lockdown decreased their hypervigilance and anxiety “actually they felt safe because they didn't have to go to all these places, actually they knew where their loved ones were”. Samantha (Healthcare Professional) further reported that she noticed veterans’ sense of safety “was really empowered”.  
Healthcare professionals reported that lockdown guidelines created a sense of shared solidarity and experience in the veteran community “well now everyone else feels exactly the way I felt for all these years. Everyone else can feel that sense of I don't want to leave the house like I am locked in” (Samantha, Healthcare Professional). In contrast to this, the reduction in hypervigilance was conceptualised by one healthcare professional as avoidance which increased in complexity when restrictions were lifted “because it's obviously just part of an avoidance thing, arguably, and so that when we finally did get to see them, they seemed to have got more complex” (David, Healthcare Professional) suggesting the lockdown served as avoidance for veterans from their PTSD symptoms. 

Veterans also reported a sense of becoming quiet and withdrawn impacting on their relationships with their partners and a sense of being lost during the COVID-19 lockdown restrictions. Participant Burt, Veteran recalls:

“…I went awfully quiet. She [partner] still seems to get her back up because I don't speak a lot now...because that's how I cope, I distract, I'll do things, you know, when my mind goes... So yes, yes, my missus was upset about the way I acted and stuff”.

Family and relational dynamics were present in the narratives of healthcare professionals who reflected on veterans acknowledging the importance of family support during the pandemic, and credited ‘…the fact that their families need to be involved too” (Angela, Healthcare Professional). Healthcare professionals also reflected on how the lockdown provided veterans with insight into “how that might impact on others when family think they're going to go and jump off a bridge and all those kinds of things would actually do in that home was difficult for some” (Samantha, Healthcare Professional). This was a clear indication of the mental health difficulties faced by veterans and the impact on their families and corroborated by Burt’s (Veteran) account above. The reflections made here stipulate that the increased time with family compounded existing difficulties for veterans due to “the family got to see some of the stuff that they didn't normally see-some of the family dynamics and cracks started to appear” (David, Healthcare Professional). 
The impact on children within the family was reflected upon by healthcare professionals “we're seeing a lot more male coercive control. Kids being used - we always saw it small amounts but not I would say we're seeing a lot more relational stuff” (Angela, Healthcare Professional). Angela (Healthcare Professional) further stated “our services need to be a lot more relational and systemic focused because of that and moves to treatments like cognitive analytical therapy that psychodynamic, that DIT, sort of stuff. I think, uh, behavioural family interventions, DBT, a mix of different waves of things”. 
Comorbidity within veteran health due to combat trauma and traumatic brain injury (TBI) was present within the reflections of healthcare professionals.  Angela (Healthcare Professional) reflected “We've got a lot of people with pain coming back related to brain injury, other symptoms related to the brain injury that might not have been prevalent before that aren't being picked up once they've not been having their reviews”. This reflection speculates on the gaps in referral routes into services and how physical health conditions may be missed by primary care settings due to the restrictions. 
Interestingly, there has also been an increase in other comorbid presentations throughout the pandemic which has brought new populations of veterans forward “And that you would say under neurodiversity and ADHD as well as presenting more. Got more autism referrals, people are finding us that might not have come to us before because all the other routes are blocked so they they're populations of people we knew were around” (Angela, Healthcare Professional). This demonstrates the difficulties faced by veterans in attempting to access support and engage with services during the pandemic which may be a triggering experience for them due to the barriers faced. 

[bookmark: _Toc101984087]Theme Four: Traumatic Triggers 
This theme focused on things that triggered an onset or perpetuating psychological distress in veterans being seen in services during the pandemic and state of lockdown. A key theme reported was the wearing of masks and how this induced increased hypervigilance in veterans. Angela (Healthcare Professional) reported 
“That face masks and face coverings were really quite triggering, so we we actually put some advice out there, particularly black face coverings, triggering around ISIS and Taliban”. Healthcare professionals reported that veterans who had operational deployments to the Gulf War and Bosnian conflicts who witnessed or experienced chemical attacks appeared to be triggered by the mask wearing “Uh, and the further triggering the trauma linked to fast protection but actually hazmat suits, chemical attacks in Gulf, Bosnia, and resistance to wear them due to suspicion around the government agencies” (Angela, Healthcare Professional). 
Healthcare professionals also reported an increase in referrals from veterans operationally deployed to Afghan and Iraq “we've got a lot more people come forward from Afghan or from Iraq have now been triggered by that might not come forward” (Angela, Healthcare Professional). It was reflected that this could be due to their previous engagement with services “maybe they're on the first turn of the wheel. Cause sometimes they come around a few times. But actually, this turn because of the pandemic - super angry, whether that's acquired brain injury as well, you know” (Cathy, Healthcare Professional).
A sub-theme also emerged around the noise of pots and pans being banged “one veteran said to me, the pots and the pans. Oh, was the sound was was gunfire or they thought they associated it with the loud noise and that caused re-experiencing in the home” (Samantha, Healthcare Professional), highlighting how arousal symptoms in veterans were activated by commemorations during the pandemic. 

[bookmark: _Toc101984088]Discussion

The Covid-19 pandemic was unprecedented and could not have been prepared for. At the time of writing this research paper, the world was still considered to be in a pandemic and there is a growing body of research on the impact this has had across all populations, with existing research conducted at the beginning of the pandemic. 
The aims and objectives of the research project were to explore how the Covid-19 impacted UK military veterans through the experiences of veterans and healthcare professionals. The study found changes to service provision in veterans mental health impacted veterans both positively and negatively. Whilst the change to delivering intervention online meant that healthcare professionals were able to treat a greater reach of service users as evidenced in the theme of service provision, the requirement that veterans had access to technology to support online video communication presented a barrier to accessing treatment. This finding aligns with research by McFarlane (2020) who found that the change to remote working and online therapy reduced the accessibility of services provided. However, the present study was conducted later in the pandemic and found that as services became more accessible due to government regulations lessening, veterans preferred online intervention suggesting that whilst accessibility may be reduced for some veterans, the offer of online treatment may increase engagement from veterans who are able to access this technology. 
Whilst this present study found that veterans were still keen to access services face-to- face but initially resistant to online contacts, this is contradictory to previous literature by Thome et al., (2020) which found that individuals were reluctant to access services due to risk of transmission and infection. However, as more time passed during the pandemic, services found that veterans preferred online contact. Whether the reason for this was due to fear of transmission and infection was not stated. 
An increase in alcohol consumption as well as hypervigilance and intrusive dreams was found in theme three, changes in clinical presentation and was discussed by both veterans and healthcare professionals. Whilst research by Iverson and Greenberg (2009) stated that depression, anxiety, and alcohol disorders in UK veterans were more prevalent than PTSD, this research paper aligns with the findings from Bleich et al., (1997) who found that PTSD and MDD share comorbid pathologies. There were also some reports in the present study that hypervigilance and anxiety was reduced for veterans during the pandemic as their sense of safety increased due to being at home and increase their sense of solidarity as the entire population shared the experience of lockdown. Not only does this suggest that whilst the pandemic was a shared experience, there were differences in how it impacted PTSD symptoms, but also that the comorbidity between PTSD and MDD in veterans may share a higher correlation than previously reported by Iverson & Greenberg (2009). With the increase in alcohol consumption during the pandemic as well as pre-existing conditions, it suggests that that within the veteran population, it may be difficult to differentiate between each condition due to their correlated comorbidity. 

[bookmark: baep-author-id2]The impact of the pandemic on veteran family and relational dynamics was discussed by healthcare professionals and veterans in their respective focus groups. Veterans reported that they became withdrawn from their loved ones which impacted their relationships and healthcare professionals speculated on the impacted of completing trauma therapy online in the home and how this may impact veterans who return to their families following their session. It was also speculated that the impact on the family may further compound PTSD symptoms such as avoidance as veterans were unable to avoid the impact their difficulties have on the family. This finding corroborates with previous literature conducted on veterans and families; a literature review conducted by Galovski & Lyons (2004), found the arousal symptoms experienced by veterans are predictive of family distress and anger is associated with secondary traumatisation within the family. Healthcare professionals in the present study reported that services also saw an increase in male coercive control and children in the family being impacted suggesting that veterans’ mental health, particularly after the pandemic would benefit from conceptualisation from a family perspective as well as within the individual. Previous literature also found that veterans who experience warzone or combat-related PTSD experience poorer family adaptions upon discharge (Vadterling et al., 2015) which was touched upon by healthcare professionals who speculated about the increase in referrals and whether these were veterans who were reaching out for support for the first time following their discharge from the military. 
Healthcare professionals discussed the increase in female veterans accessing veteran mental health services during the pandemic and speculated on possible reasons for this as a. shift in attitudes towards female veterans accessing support and their capacity to access services increasing due to increase in childcare provisions during the pandemic. This finding aligns with existing literature which states that female veteran status is often underreporting and viewed as a descriptive factor rather than an analytical factor in veteran research (Eichler, 2016) suggesting that further research needs to be undertaken on the gender differences in the transition to civilian life and how this may impact male and female veterans accessing mental health support. 

[bookmark: _Toc101984089]Clinical Implications
In this study, there was an indication that in the initial stages of the pandemic, veterans were resistant to online therapy intervention, however as the pandemic progressed, this attitude shifted, and veterans engaged in online contacts well. Interestingly, healthcare professionals reported that as government guidelines lessened the social distancing restrictions, they found that veterans had become resistant to face-to-face contacts and preferred an online delivery of therapy. Whilst it is clear there are mixed perceptions by veterans on the way therapy is delivered, mental health provisions should consider offering a blended approach of online and face-to-face to interventions that is centered around the veterans’ individual needs, making access to therapeutic intervention more accessible. A blended approach would also reduce the barrier of access to technology for veteran who do not have access to such devices to ensure all individual needs are met. 
The present study also found alcohol consumption, anxiety, and PTSD to be comorbid conditions reported by veterans and service provisions should consider this comorbidity and the degree of correlation when hypothesising interventions to ensure all needs of the veterans are formulated and considered when understanding their subjective experiences and difficulties. Often, excessive alcohol consumption can be a barrier for veterans accessing mental health services and a wider formulation can support their engagement into appropriate services to meet their needs. 
The impact of Covid-19 on veterans and their families was a strong theme in both veteran and healthcare professional narratives in this study. It is evident that a veteran’s experience of PTSD undoubtedly impacts their families with previous research suggesting this is associated with secondary traumatisation within the family unit. Healthcare professionals should consider more systemic formulations when working with veterans their families and mental health provisions should consider models that are inclusive of the family unit when working with an individual such as Systemic Family Therapy, Dialectical Behavioural Therapy and Psychodynamic approaches to meet the needs of veterans and their families. 


[bookmark: _Toc101984090]Limitations 
The study experienced difficulties with recruitment uptake, and most participants were healthcare professionals with only two participants with veteran status. This could have biased the narratives presented on the impact of Covid-19 on military veterans as they were mostly reported by professionals, limiting the generalisability of the findings to a wider veteran population. All healthcare professionals in the study worked in veteran specific services therefore comparisons of service provision between mainstream services and veteran specific services could not be made; this could have provided valuable insight into implications for future service changes. 
The study accepted self-reported PTSD from veteran participants. Whilst this allowed for the subjective experiences of veteran participants to be explored, it did not allow the study to address any differences in specific subsections of PTSD experienced such as combat-related PTSD or complex PTSD and whether there were differences in the way veterans were impacted by the pandemic depending on how they experienced their post-traumatic stress. 

[bookmark: _Toc101984091]Future Research
Future research should consider the impact of the pandemic on veterans and their families as the findings from this paper have highlighted an increase in familial difficulties because of the pandemic. Existing literature has identified an increased interest in family involvement in their treatment for PTSD (Batten et al., 2009) which the present study has identified became more prevalent during the pandemic suggesting a need for future research into family involvement to inform more systemic models within service provisions for this population. 
Existing literature has found veterans with PTSD experience an aversion to loud noises (Hafemeister, & Stockey, 2010) and those with combat-related PTSD experience and increase in PTSD symptoms in response to loud noises (Orr et al., 1995). The pandemic saw commemorations for frontline workers in the form of banging pots and pans which it could be hypothesised, could have increased veteran experiences of PTSD. In light of this, future research should consider the specific subsections of PTSD such as combat-related trauma, complex trauma, veterans with adverse childhood experiences and whether their experiences of the pandemic differed from those within this research paper and whether they experienced more intrusive memories and flashbacks. 
This paper has also highlighted the prevalence and impact of comorbid conditions such as physical health and PTSD. Future research should consider the prevalence of pre-existing physical health conditions during the pandemic and how TBI, for example, acts as a barrier for help-seeking among veterans in general, and the impact on veterans’ overall psychological wellbeing during and after COVID-19 and enforced lockdown. Future research could inform clinical services and improve access to these services for veterans experiencing comorbid difficulties. 

[bookmark: _Toc101984092]Conclusion 
The study explored the impact of the Covid-19 pandemic on UK military veterans experiencing PTSD. The study found that during the pandemic, military veterans experienced increased alcohol consumption, increase in hypervigilance and intrusive dreams and difficulties within family. However, for some veterans, the lockdown decreased their hypervigilance and gave them a sense of safety. Service provision changes in response to the pandemic have undoubtedly contributed to the difficulties faced by veterans in accessing services and posed new barriers with the introduction of online intervention delivery. However, the study also found that as the pandemic progressed, this became a preference for veterans. The pandemic has undoubtedly impacted UK military veterans with both their experiences of PTSD and accessing services for mental health support. Future research should consider exploring the impact the pandemic had on veterans and their families and how the pandemic impacted veterans experiencing subsections of PTSD such as combat-related trauma, complex PTSD, and those with comorbid conditions such as alcohol consumption. 
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Military Psychology journal is published by Taylor and Francis and uses the American Psychological Association (7th edition) referencing guidelines. 

A summary of guidelines includes: 
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Regular Articles
· Should be written with the following elements in the following order: abstract, text, references, tables, and figures
· Should be no more than 30 pages, inclusive of:
· Abstract
· Tables
· References
· Figure or table captions
· Footnotes
· Endnotes
· Should contain no more than 5 keywords. Read making your article more discoverable, including information on choosing a title and search engine optimization.


A link to the full author guidelines can be found using the below link. 

https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=hmlp20#references
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Please explain how any potential risks or hazards will be dealt with, along with any justificatory statements. This information should highlight any remaining ethical considerations and how to respond to them in a way which may assist the Research Ethics Committee in arriving at some judgement upon the proposal.

Should any adverse event occur with regards to participants mental health and/or distress, the researcher will ascertain participant's state of health by acknowledging that there may be some distress present and participants will be asked if they would like the focus group to be stopped. If the participant agrees to stop the focus group, they will be signposted to the various support networks in the participant information sheet and debriefing sheet. They will be thanked for their time and their data will be withdrawn from the research. 

Should participants state that they feel able to continue with the focus group then the researcher will remind participants regarding their right to withdraw and again take verbal consent for the focus group to continue.

The researcher will ensure that all Covid-19 regulations will be followed as per government guidelines. Due to the changing guidelines in line with a phased plan implementation by the government, the researcher will ensure up to date guidelines are adhered to as per government policy outlined at https://www.gov.uk/coronavirus (Last Accessed 21.7.20). As present, individuals who do not live in the same household are unable to meet face to face unless a 2-metre distance is maintained, and appropriate Personal Protective Equipment (PPE) used. Due to this, the research will be carried out via audio and video platforms.
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[bookmark: _Toc101984103]Appendix H- Focus Group Schedules for the Veteran and Healthcare Professionals Focus Groups

Healthcare Professionals Focus Group 

1. From your professional experience, how do you feel UK military veterans experiencing PTSD were impacted by the Covid-19 pandemic? 

2. Did you feel there was an increase in PTSD symptoms reported by veterans during the pandemic? If so, how did veterans experience this? 

3. How was service provision impacted? 

4. Did the pandemic present any new barriers to accessing your services or further impact existing barriers? 

5. Was there anything different reported by military veterans during the pandemic outside of their mental health? 

Veteran Focus Group

1. How do you feel that either yourselves from your personal experience or veterans as a whole were impacted during the COVID 19 pandemic?

2. Did you feel that healthcare services for both physical and mental health changed because of the pandemic? If so, how? 

3. Did you feel there were any new barriers to accessing services? 

4. How did you feel experiences of PTSD for veterans were impacted because of the pandemic? 

5. Did you feel military veterans experienced the pandemic differently to civilians? 
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	Data Extract
	Coded For

	“Yeah, totally agree. I mean, it's been a nightmare. Just getting into see me - I'm a diabetic now. And it's been a bloody nightmare. I've gotta go this afternoon for the first time for a while to give bloods so they can check me diabetes. But that's been a long time coming. And it’s the same with mental health. No, it's not the NHS’ fault, but somethings need to be accountable because you have a job and we are part of the Armed Forces Covenant, but we feel we have just been left in the gutter, personally”.  

	Access to GP’s 

Access to mental health provisions 

Attitudes towards the NHS 

Accountability 

Treatment of Veterans  

Impact on Physical Health 

	“Peer support’s been a nightmare. My crisis - I’m fortunate, my daughter is a care manager. She’s helped me immensely whilst I’ve been struggling over the last 18 months. Without my daughter’s help, I would have gone over the top, personally”. 
	Lack of peer support 

Care from family with physical health

Impact on mental wellbeing 

 

	“I think for those veterans or those, those people that were really isolated, and had no friends or family and was really on their own, actually lockdown really made them isolated. So, I remember speaking with someone who I was their only contact in me, and I had to do it every week, and I was the only person that they spoke to. And this gentleman didn't have a laptop he didn't have, he only had a house phone, he didn't have a smartphone. 




	Lack of social support 

Impact of lack of social support on isolation experienced 

Professionals being only source of contact 

Lack of technology as a barrier to accessing support 
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At the time of conducting this research I am a 30-year-old mixed white and Asian British female employed as a Trainee Clinical Psychologist within the NHS. I first developed an interest of working with military veterans in the UK when I was in post as an assistant psychologist in an NHS Military Veterans Service. My time in post as an assistant psychologist opened my eyes to how veterans are impacted by their military careers and the current support available for them across the NHS and third sector organisations. My experience here also gave me subjective knowledge and understanding of gaps in service provision and barriers to veterans accessing services. 

For one of my third-year placements, I have returned to this placement to gain further experience of working with military veterans. I felt myself feeling strongly about working with this population as I often felt they did not have enough knowledge on services available to them and how to access services. I also felt that military veterans are typical labelled within a diagnostic model and wider socio-cultural context are often lost in their diagnoses. I challenge the medical model and its use of diagnostic language and labelling and endeavour to minimise my own personal use of diagnostic language in my clinical work. I believe that an individual’s personal experiences can be understood through their own subjective experiences which can be enhanced through collaborative discussion where I can promote psychological understanding and mindedness. This stance guided my choice of methodology to complete a qualitative piece of research as I wanted to give veterans an opportunity to share their subjective experiences in a way that could potentially inform clinical practice to better support their needs. 

Whilst completing the research, particularly the data analysis, I was aware that I had my own clinical experiences of working with veteran and had my own subjective knowledge of how veterans are impacted due to the experiences shared by my own clients. I reflected on the impact this could have on the research with regards to bias and chose to code my data semantic so that all codes came directly from spoken words of participants to reduce the risk of bias from my subjective interpretation. I used this journal to reflect on anything that I felt may impact my perceptions of my data and kept a separate journal of themes of things that had come up in my sessions with clients so that if anything presented itself in session that was in my research, I could separate the two and limit the influence of my clinical experience on my interpretation of my data sets. 
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Word Count: 2477 (excluding title page, references, and glossary) 



This paper is not intended for publication. It has been produced as a report aimed at veterans and healthcare professionals working with veterans. 








Executive Summary

“Exploring the impact of the Covid-19 pandemic on UK Military Veterans with PTSD. Gaining perspectives of veterans and healthcare professionals working with veterans”



Natasha Roberts 
Trainee Clinical Psychologist
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[bookmark: _Toc101984112]Research Summary

This summary has been prepared for military veterans of the British Armed Forces and healthcare professionals working with military veterans. 

This summary will outline a research study that explores how the Covid-19 pandemic impacted UK military veterans experiencing PTSD. The study gained the perspectives of both veterans and healthcare professionals who either worked with military veterans during the pandemic or who are currently working with military veterans. The study was completed as part of the Staffordshire University Clinical Psychology Doctorate. Approval for the study was granted by Staffordshire University ethics committee. 

The research will be submitted to the “Military Psychology” to be considered for publication. 

When preparing this report, a draft was read by two veterans who provided comments on how to improve accessibility of the document. A glossary of terms can be found at the end of this summary. 



Background

[bookmark: _Toc101984113]What is Post-Traumatic Stress Disorder? 

Post- Traumatic Stress Disorder or PTSD is something that occurs in individuals who have experienced a traumatic event either directly, or as a witness to the event (Breslau et al., 2004). Symptoms of PTSD are categorised into four clusters by the Statistical Manual of Mental Disorders (DSM-III) (Pai et al., 2017). The four clusters include: 

Avoidance 

· Avoiding things that remind an individual of the event such as people, objects, and places.





Intrusion      

· Dreams 
· Memories 
· Nightmares 
· Flashbacks 












Alterations in Cognition & Mood 

· Changes in beliefs about the self, others, and the world around us. 
· Low mood 
· Worry about the future 
· Loss of interest in activities.

Alterations in Arousal & Reactivity 

· Irritability
· Easily startled
· Hypervigilance
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Why is PTSD relevant to Military Veterans?

PTSD is the most reported mental health difficulty from military veterans worldwide (Palmer et al., 2017). Research that has been conducted in both the UK and the United States of America (USA) found that PTSD was the most reported mental health difficulty following discharge from the military (Gates et al., 2012; Iverson et al., 2009). Research has also found that veterans experiencing PTSD, may also experience other mental health difficulties such as depression, anxiety, alcohol and substance misuse and difficulties within their families (Iverson & Greennberg, 2009; Galovski & Lyons, 2004). As well as experiencing mental health difficulties, veterans are also likely to experience difficulties with their physical health due to combat-related injuries, training exercises and exposure to warzones (Otis et al., 2010). 

[bookmark: _Toc101984115]How does this relate to the Covid-19 Pandemic?

In March 2020, the SARS-Cov-2 health crisis was declared a worldwide pandemic (Covid-19 Pandemic) by the World Health Organisation (WHO, 2020). In the UK, the government mandated guidelines around social isolation which required individuals to remain at home and not socialise with any friends, family, or social support networks face-to-face. This saw an increase in individuals experiencing social isolation and experiencing hypervigilance and panic around their physical health (Banerjee & Rai, 2020). Research conducted in the early stages of the pandemic found that the government rules would stop veterans from being able to access their social support networks and pose a challenge to their wellbeing (McFarlane et al., 2020).

[bookmark: _Toc101984116]How did the pandemic impact services who provide support to veterans? 

The pandemic changed the way that healthcare in the UK was provided, and community mental health services provided therapy and support online. This change had a major impact in veteran mental health as it reduced access to services due to the changes made in response to the government guidelines (McFarlane et al., 2020). 
Early research into the pandemic completed a review of healthcare services for military veterans and made suggestions from their review. The research suggested that veteran healthcare should be reconsidering considering the pandemic and services should be adapted to meet the needs of military veterans with PTSD (McFarlane et al., 2020). 
[bookmark: _Toc101984117]
Aims of the Research Study

Previous research has found that the Covid-19 pandemic impacted the way mental health services provided support for military veterans such as moving to online therapy sessions which undoubtedly impacted veterans accessing these services. Research has suggested that services providing such support, need to sustain the way they provide support for veterans following the pandemic (McFarlane et al., 2020). Current research has also anticipated that veterans will experience an increase in their experiences of their PTSD (Shura et al., 2021). 
The study aims to explore the experiences of military veterans of the British Armed Forces experiencing PTSD during the Covid-19 pandemic. The research focused on how the pandemic impacted the wellbeing of veterans and explored the perspectives of both veterans and healthcare professionals working with or who worked with veterans during the pandemic. 
[bookmark: _Toc101984118]How we conducted the study

The study was open to UK military veterans and healthcare professionals who worked with veterans during the pandemic. The study was advertised on Facebook, Twitter and LinkedIn. Eligible participants were given an information sheet about the study and each participant signed a consent form to take part. 
Three focus groups were completed: one with veteran participants and two with healthcare professionals. Two veterans and ten healthcare professionals took part in the study. All focus groups were video recorded and transcribed. Once the focus groups were completed, the researcher conducted a “thematic analysis”. This involved the researcher going through the focus group transcripts and identifying the key ideas that each participant had discussed and finding differences and similarities across all the focus groups. 
[bookmark: _Toc101984119]
What the research found

After completed the thematic analysis, the research developed “themes”. Each theme represented the ideas that were most discussed across all of the focus groups. 

The study found 6 themes: 
Service Provision



Barriers to Accessing Services 



Changes in Clinical Presentation


Traumatic Triggers 



Commemorations



The Impact of the British Armed Forces withdrawing from Afghanistan.



Themes of Commemorations and The Impact of the British Armed Forces withdrawing from Afghanistan were not discussed in the research paper as they did not directly relate to the research question however they have been kept for considerations on future research. 

Each theme is supported by participant quotes from each focus group 

All the participants’ names have been changed to protect their identity. 


[bookmark: _Toc101984120]Theme One: Impact on Service Provision

This theme represented how services offering support to veterans had been impact by the pandemic and how this impacted veterans and their wellbeing. 

Key Ideas:


· Service provision was impacted positively by moving to online therapy as healthcare professionals were able to see more veterans. 
· Healthcare professionals reported that initially, they found a resistance from veterans accessing support online and discussed how this impacted on veterans discussing their traumatic experiences in their homes. 
· The change to online therapy allowed services offer new ways of delivering therapy such as online therapeutic groups. 
· Services saw an increase of female veterans referring in for mental health support and discussed whether this was a result of the pandemic or changing attitudes towards female veterans accessing support. 
· Veterans initially presented with some resistance to online therapy. 


“I suppose for us, it's a greater reach for us we can kind of see more people”. - Louise (Healthcare Professional) 





“So, we started running a live in well, with post-traumatic stress group, started running an anger group” - Louise (Healthcare Professional)










“When I think about women accessing services, childcare was a real issue for going to appointments” - Angela (Healthcare Professional) 











“We had a lot of initial resistance to online contacts in therapy…specifically at first because people doing trauma in their own home...discussing trauma in their own home” - Angela (Healthcare Professional) 







[bookmark: _Toc101984121]Theme Two: Barriers to Accessing Services

This theme represented barriers veterans faced in accessing support for their physical and mental health during the pandemic. Perspectives from both veterans and healthcare professionals are represented. 


Key Ideas: 

· Access to technology that allows for video communication platforms was a barrier to veterans being able to access support. 
· Veterans found it difficult to liaise with individual’s whilst wearing masks as they could not see their faces. 
· Veterans with physical health conditions, had difficulty accessing their GP’s during the pandemic and it was discussed that physical health difficulties may have been missed by professionals as veterans were not being routinely seen.











““I was ringing him on his housephone, you know, I couldn’t do that kind of trauma work on a housephone. And it really did put a barrier to his treatment” - Samantha (Healthcare Professional)   








 “And they’ve got physical health, and they’re not bein’ routinely seen. There’s a lot being missed” - Angela (Healthcare Professional) 









“I’ve got to go this afternoon for the first time for a while to give bloods so they can check me diabetes. But that’s been a long time coming and it’s the same with mental health” - Jimmy (Veteran)
  










“You know, I couldn’t really talk in a muffled mask, and I’ve got problems hearing anyway” - Burt (Veteran)










[bookmark: _Toc101984122]Theme Three - Changes in Clinical Presentation

This theme represents changes in presentation experienced by veterans during the pandemic and is represented by the perspectives of both veterans and healthcare professionals. 



Key Ideas: 
· Veterans experienced an increase in alcohol consumption during the pandemic 
· Veterans experienced an increase in their experiences of PTSD, with an increase in intrusive dreams and hypervigilance reported. 
· However, for some veterans, the lockdown reduced their experiences of hypervigilance, and their sense of safety was empowered. 
· Veterans experienced a shared sense of togetherness in the veteran community because everyone was experiencing the same thing.
· Veterans discussed a sense of becoming quiet and withdrawn which impacted their relationships with their partners. 
· Healthcare professionals discussed that they experienced an increase in veterans reported difficulties within their families because of their PTSD experiences and discussed how services can support the families of veterans. 
· Healthcare professionals reported that they saw an increase in veterans experiencing more than one mental health difficulty or physical conditions such as Traumatic Brain Injury and those with Autistic Spectrum Disorder. 





“we're seeing a lot more male coercive control. Kids being used - we always saw it small amounts but not I would say we're seeing a lot more relational stuff” - Angela (Healthcare Professional) 



“And that you would say under neurodiversity and ADHD as well as presenting more. Got more autism referrals, people are finding us that might not have come to us before because all the other routes are blocked” - Angela (Healthcare Professional) 











“I haven't drank for 10 years I started drinking before Christmas” (Burt, Veteran). 






“I think I understand that dreams are more vivid, now” (Alex, Healthcare Professional).












“Actually, they felt safe because they didn't have to go to all these places, actually they knew where their loved ones were”. Samantha (Healthcare Professional) 




“There was a reinforcement in a way around hypervigilance. Um, and that nowhere is safe” (Samantha, Healthcare Professional)











[bookmark: _Toc101984123]Theme Four - Traumatic Triggers

This theme represented things that triggered psychological distress in veterans that were being seen in services during the pandemic. 


Key Ideas: 
· Veterans were triggered by mask wearing due to their experiences of operational deployments to warzones. 
· Veterans were triggered by the noises of pots and pans being banged in commemoration for frontline workers 
“That face masks and face coverings were really quite triggering, so we we actually put some advice out there, particularly black face coverings (Angela, Healthcare Professional) 




“One veteran said to me, the pots and the pans. Oh, was the sound was was gunfire or they thought they associated it with the loud noise and that caused re-experiencing in the home” (Samantha, Healthcare Professional). 


















[bookmark: _Toc101984124]What do these findings mean?

The research study found that the Covid-19 pandemic impacted UK military veterans experiencing PTSD in different ways. Veterans experienced an increased in their alcohol consumption and their PTSD experiences such as intrusive dreams and hypervigilance. Veterans also experienced barriers to accessing services, particularly those who did not have access to technology that would allow them to access online therapy. 
Veterans and their families also experienced difficulties within the family unit because of the lockdown and veterans own traumatic experiences. Healthcare professionals discussed that they had seen an increase in veterans experiencing difficulties with their partners and families and they had seen an increase on the impact of children within the home. 
The pandemic had a positive impact on the way healthcare professionals were able to deliver therapeutic support to veterans and they were able to see more veterans online and offer new types of therapy such as group therapy. 

[bookmark: _Toc101984125]What can professionals do to help?

Professionals can offer a blended approach of online and face-to-face therapy that meets veteran’s individuals needs to support them to access therapy in a way that is accessible to them. By offering, a blended approach, this will also reduce barriers to access to services for veterans who do not have access to video technology. 
Professionals should also consider varying presentations of PTSD such as combat-related PTSD, complex PTSD, anxiety and alcohol and substance misuse and consider all factors contributing to a veteran’s difficulties when thinking about therapy models that may be beneficial in supporting the veteran’s wellbeing. It is important that professionals consider all the contributing factors to a veteran’s wellbeing to ensure all their needs are met. 
The research found that during the pandemic, veterans experienced difficulties with their partners and families and services saw an increase in these difficulties during this time. In light of this, professionals should consider including families when supporting military veterans.  

[bookmark: _Toc101984126]How could this study be improved?

The study could be improved by including the perspectives of more veterans. Whilst healthcare professionals discussed what they had experienced and heard from veterans, the study would provide greater insight into the experiences of veterans, from first-hand accounts. 
The study could further be improved by considering different types of PTSD specific to military veterans such as combat-related trauma, complex trauma, and childhood trauma and whether there were any differences on the impact of the pandemic on veterans who experience these types of traumas. 

[bookmark: _Toc101984127]What happens next?

The summary will be sent to participants of the study and individuals who requested a copy. 
[bookmark: _Toc101984128]Conclusion

The study explored the impact of the Covid-19 pandemic on UK military veterans experiencing PTSD. The study found that during the pandemic, military veterans experienced an increase in alcohol consumption, hypervigilance and intrusive dreams and difficulties within the family. However, for some veterans, the lockdown decreased their hypervigilance and gave them a sense of safety. The changes to the way therapy were delivered had positive impacts on veterans and also presented barriers to accessing services. Professionals should consider offering a blended approach to therapy to ensure therapy is accessible to all veterans and that their individual needs are met. 
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[bookmark: _Toc101984131]Glossary

	Term 
	Definition 
	Example 

	
Arousal
	
The action or fact of arousing or being aroused.

	
Irritability, difficulty sleeping, difficulty concentrating

	

Attention Deficit Hyperactivity Disorder
	
Any of a range of behavioural disorders occurring primarily in children, including such symptoms as poor concentration, hyperactivity, and learning difficulties.

	
Being impulsive, hyperactivity, and difficulties with attention span.

	


Autistic Spectrum Disorder (ASD) 
	




A developmental disability caused by differences in the brain.

	
Difficulty participating in conversations, difficulties connecting with others’ thoughts or feelings. Difficulty reading others’ body language and facial expressions. For example, a person with ASD may be unable to comprehend if a person is angry or sad. 


	

Childhood Trauma
	The experience of an event by a child that is emotionally painful or distressful, which often results in lasting mental and physical effects.

	
Physical Abuse, Sexual Abuse, Neglect, Emotional abuse

	
Cognition
	The mental action or process of acquiring knowledge and understanding through thought, experience, and the senses.

	
Thoughts and beliefs and understanding. 

	
Combat
	
Fighting between armed forces.


	
World War 

	

Combat-related PTSD
	Combat PTSD is defined as a specific type of posttraumatic stress disorder (PTSD) experienced by men and women who have been in combat.

	
PTSD that has developed from an individual fighting in combat. 

	

Complex Trauma
	
Complex trauma describes both children's exposure to multiple traumatic events—often of an invasive, interpersonal nature—and the wide-ranging, long-term effects of this exposure.

	
Childhood trauma or abuse that has a long-lasting impact on an individual. 

	
“et al.,” 
	
This comes from the Latin phrase meaning “and others” It is used to describe research with three or more authors. It uses the first author’s name and et al., is used to describe the other authors. 

	
If this executive summary was referenced it would be “Roberts et al., 2022” 

	

Flashbacks
	
A flashback is a vivid experience in which you relive some aspects of a traumatic event or feel as if it is happening right now.

	
Re-living a traumatic event as though it is playing like a movie in your mind. 

	

Hypervigilance
	
The elevated state of constantly assessing potential threats around you

	
Looking for exits out of a room or building. 

	
Intrusion
	
The action of intruding.

	
A thought or memory coming into your mind without you meaning it. 

	
Neurodiversity
	
The range of differences in individual brain function and behavioural traits, regarded as part of normal variation in the human population

	
Traumatic Brain Injury, Autistic Spectrum Disorder, Attention Deficit Hyperactivity Disorder


	
Pseudonym 
	
A fictitious name, especially one used by an author.

	
Somebody called Alicia may have their name changed to Sophia to protect their identity in a research paper. 

	
Reactivity
	
The quality or condition of being reactive

	
Being irritable, experiencing anger, being overly watchful of one’s surroundings. 

	

Sars-Cov-2
	
SARS-CoV-2 is a member of a large family of viruses called coronaviruses.

	
Symptoms include fever, loss of taste and smell, persistent cough and difficulty breathing. 


	



Thematic Analysis
	
Thematic analysis is a method of analysing qualitative data. It is usually applied to a set of texts, such as an interview or transcripts. The researcher closely examines the data to identify common themes – topics, ideas and patterns of meaning that come up repeatedly.

	


Themes identified within this executive summary. 

	
Traumatic Brain Injury (TBI) 
	
A traumatic brain injury,
or TBI, is an injury that affects how the brain works.

	
A head injury from playing sports, a car accident or being in active combat. 

	
Warzone 
	
A region in which a war is being fought.

	
World War 
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Researcher Name: | Natasha Roberts

Title of Study: 'SU_21_108 Exploring the impact of a health pandemic (Covid-19) on
UK Military Veterans who are experiencing symptoms of Post-
Traumatic Stress Disorder (PTSD). Amendment of SU_20-050.

Status of approval: | Approved with Minor Flaws

Thank you for submitting your application which the panel has now considered. The
panel’s recommendation is that your application is approved with minor flaws. See
below for details.

Detail required:

~The ethics form still refers to the semi structured interview in the introduction. Please ensure
the change in methodology is reflected throughout.

“There are information sheets, consents and debriefs that are no longer relevant — please remove
these.

~The information sheet etc state that participants have until Oct 2021 to withdraw. This needs to
be amended. Perhaps give them 2 weeks from participating to withdraw

Action now needed:

Please revise your proposal to take account of the feedback provided by the ethics
committee which is listed above.

You should arrange to meet with your supervisor as soon as possible to discuss the
revision of your proposal. When you have addressed all the comments, please email the
revised form, and a covering letter indicating how you have addressed the points
raised to ethics@staffs.ac.uk

Please make sure that all appropriate signatures are included on the amended Ethics

Form and that all of the changes are highlighted in Red. One way of doing this is to
convert the document to pdf and use the highlight function in Adobe.

You are reminded that you cannot commence the implementation phase of your study
until you have received a written response from the Ethics Panel confirming approval.

Date: 15" February 2022
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PARTICIPANT INFORMATION SHEET
Professional Focus Group
Project Reference Number: [insert once provided by the university ethics committee]

Title of study

Exploring the impact of a health pandemic (Covid-19) on UK Military Veterans who are
experiencing symptoms of Post- Traumatic Stress Disorder (PTSD).

Invitation Paragraph

T would like to invite you to participate in this research project which forms part of my doctorate in
clinical psychology thesis research. Before you decide whether you want to take part, it is important
for you to understand why the research is being done and what your participation will involve.

Please take time to read the following information carefully and discuss it with others if you wish.

Ask me if there is anything that is not clear or if you would like more information.

What is the purpose of the study?

The coronavirus disease 2019 (Covid-19) pandemic and state of lockdown within the United
Kingdom (UK) has changed the way individuals have been able to access their local mental health
services and has also impacted their daily lives, in particular, military veterans. These changes can
impact mental wellbeing and may impact how veterans choose to access support and may also

impact the support that is required.

The study therefore aims to explore this by interviewing UK military veterans who arc experiencing
symptoms of Post-Traumatic Stress Disorder about their experiences during the health pandemic,

any support they might have accessed and what support they feel would be helpful.

Why have I been invited to take part?
You have been invited to take part in this focus group because you identify as a professional who

has experience of working with, or you are currently working with UK military veterans

experiencing symptoms of PTSD.

What will happen if I take part?
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If you consent to take part in this study, you will be invited to attend a focus group with me and
approximately four other professionals via an online video platform such as Microsoft Teams or
Zoom. A link will be emailed to you that will let you into the group on the specified date/time.
On the day, a general group discussion will be facilitated by me about veterans’ experiences of
Covid-19 and state of lockdown and how the group perceives veterans have been impacted. The
group discussion will also explore what services can do to support veterans both during the
current pandemic and afier the pandemic. An example of a possible question is “How has Covid-

19 affected the way you work with veterans?”

The purpose of the focus group is to provide information that will help inform rescarch interviews
that will take place with other veterans exploring how Covid-19 has impacted their wellbeing. Duc
to the unprecedented nature of the current pandemic, I felt it was important to run a focus group
with professionals to ensure that the questions in the research interviews arc appropriate to ask
across all branches of the armed forces and relevant to what veteran’s feel arc the most important
factors impacting their wellbeing. This might invite you to discuss your own personal experiences
or the experiences of others you may know. The focus group will be video recorded, with your
consent through the online video platform uscd. This recording will be stored in a password
protected One Drive that only I and my supervisors will have access to. Prior to the focus group
commencing, I will indicate that the recording has started and will indicate when it has ended. Once
the focus group has ended, I will use the information provided to form questionnaires for the
research interviews. Your information will not be identifiable in any way in any publications of the

study.

Do have to take part?

Participation is completely voluntary. You should only take part if you want to and choosing not to
take part will not disadvantage you in anyway. Once you have read the information sheet, please
contact us if you have any questions that will help you make a decision about taking part. If you
decide to take part, we will ask you to sign a consent form and return this to a specified email

address and you will be given a copy of this consent form to keep.

What are the possible risks of taking part?
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During the focus group, you may discuss things that you find arc upsetting. Similarly, you may hear
experiences of other people that you find upsetting. Should this situation happen, I will
acknowledge that there may be some distress present in the group and ask if you would like to
withdraw from the interview. If at this point, you do decide you would like to withdraw, all your
data will be removed from the study. I will signpost you to helpful numbers of support
organisations that are detailed on the bottom of this form and also on a debrief sheet that I will send

you at the end of the focus group.

W " fits of taki ”

There are no intended direct benefits of taking part of the study.

Data handiing and confidential
Your data will be processed in accordance with the data protection law and will comply with the

General Data Protection Regulation 2016 (GDPR).

All data in the study will be anonymised. The focus group data will be video recorded, with
consent, and will be stored in a password protected One Drive account that only I have access to.
When I transcribe the data from the focus group, I will remove all personal information that may
identify you. For example, if you state in the focus group that you arc from Staffordshire, I will
write this up as “participant identified as being from the Midlands arca”. Whilst I will ask
participants of the focus group to ot share specific content at the beginning of the focus group

discussion, I cannot guarantce this outside of the focus group.

Iwill keep all data from the study for ten years in accordance with Staffordshire University
Research Data Policy in an electronic encrypted format, The data collccted in the study will only be
shared with my rescarch supervisors and clinical supervisors. In the event a transcribing service is

required, I will gain your consent before this is used.

Data Protection Statement

The data controller for this project will be Staffordshire University. The University will process
your personal data for the purpose of the research outlined above. The legal basis for processing
your personal data for research purposes under the data protection law is a “task in the public

interest’ You can provide your consent for the use of your personal data in this study by completing

the consent form that has been provided to you.
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What if I change my mind about taking part?

You are free withdraw from the study, without having to give a reason. Withdrawing from the study
will not affect you in any way. However, if the focus group has alrcady commenced, we will be

unable to remove your pseudonymised responses from the transcription and online recording.

‘How is the project being funded?
The project s institution funded as part of the Doctorate in Clinical Psychology Postgraduate

Course.

What will happen to the results of the study?

The study s part of the Doctorate in Clinical Psychology course. As part of this, the result of the
study will be submitted to a peer-reviewed journal for publication. The publication will not have
any identifiable information within the write up. It may be that the findings from the study are of
interest to services working with veterans during this pandemic and results may be disseminated via

a written report to these services.

Who should I contact for further information?

If you have any questions or require more information about this study, please contact either the
principal investigator or co-investigator using the following contact details:

Natasha Roberts (Principle Investigator)
Traince Clinical Psychologist

natasha.roberts@student.staffs.ac.uk

Dr Kim Gordon (Co-Investigator)
Research Supervisor

kim.gordon@staffs.ac.uk

What if 1 have furth . if hi 0

If you have experienced discomfort during the focus group as a result of talking about your
experiences or if you wish to make a complaint about the conduct of the study you can contact the
study supervisor or the Chair of the Staffordshire University Ethics Committee for further advice
and information on the following details:
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Dr Kim Gordon
Research Supervisor, Staffordshire University

kim.gordon@staffs.ac.uk

Professor Nachiappan Chockalingam
Chair of the Staffordshire University Ethics Committee
n.chockalingam@staffs.ac.uk

Tim Home
Director of Rescarch, Staffordshire University
Research, Innovation and Impact Services

Cadman Building, Staffordshire University, College
Road, Stoke-on-Trent, ST4 2DF

tim.horne@staffs.ac.uk
01782 295722

Thank you for reading this information sheet and for considering taking part in this research.

Support Organisations

British Psychological Society (BPS
Telephone: 0116 254 9568

Website: www.bps.org.uk

4 the british
RT{ psychological society

Division of Clinical Psychology (DCP!

Telephone: 0116 254 9568 AYA Division of
Website: https://www.bps.org.uk/member- VAV Clinical Psychology

microsites/division-clinical-psychology

British Association for Behavioural & Cognitive

Psychotherapies (BABCP'
Telephone: 0330 320 0851

Website: https://www.babcp.com/

Nurses and Midwifery Council N ursing &
Telephone: 020 7637 7181 i T
Website: https://www.nme.org.uk/ Midwifery

Council

Thank you for your participation
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PARTICIPANT INFORMATION SHEET
Service User Focus Group
Project Reference Number: [insert once provided by the university ethics committee]

Title of study
Exploring the impact of a health pandemic (Covid-19) on UK Military Veterans who are
experiencing symptoms of Post-Traumatic Stress Disorder (PTSD).

Iovitation P "
I would like to invite you to participate in this research project which forms part of my doctorate in
clinical psychology thesis research. Before you decide whether you want to take part, it is important
for you to understand why the rescarch is being done and what your participation will involve.
Please take time to read the following information carefully and discuss it with others if you wish.

Ask me if there is anything that is not clear or if you would like more information.

What is the purpose of the study?
The coronavirus disease 2019 (Covid-19) pandemic and state of lockdown within the United
Kingdom (UK) has changed the way individuals have been able to access their local mental health

services and has also impacted their daily lives, in particular, military veterans. These changes can

impact mental wellbeing and may impact how veterans choose to access support and may also

impact the support that is required.

The study therefore aims to explore this by interviewing UK military veterans who are experiencing
symptoms of Post-Traumatic Stress Disorder about their experiences during the health pandemic,

any support they might have accessed and what support they feel would be helpful.

Why have I been invited to tak .
You have been invited to take part in this focus group because you identify as a UK military veteran
experiencing symptoms of PTSD, who has previously accessed mental health support from a

veteran specific service and/or charity.
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What willb 1 tal "
If you consent to take part in this study you will be invited to attend a focus group with me and
approximately four other veterans via an online video platform such as Microsoft Teams or Zoom -
other platforms will be considered depending on which platforms are more accessible for
individuals, however all will be free to access. A link will be emailed to you that will let you into
the group on the specified date/time. On the day, a general group discussion will be facilitated by
me about veterans’ experiences of Covid-19 and state of lockdown and how the group perceives
veterans have been impacted. The group discussion will also explore what services can do to
support veterans both during the current pandemic and after the pandemic. An example of a
possible question is “do you feel mental health support has been helpful during Covid-19 and how

have you experienced this”

The purpose of the focus group is to provide information that will help inform research interviews
that will take place with other veterans exploring how Covid-19 has impacted their wellbeing. This
might invite you to discuss your own personal experiences or the experiences of others you may
Kknow. The focus group will be video recorded, only with your consent through the online video
platform used. This recording will be stored in a password protected One Drive that only I and my
supervisors will have access to. Prior to the focus group beginning, I will indicate that the recording
has started and will indicate when it has ended. Once the focus group has ended, I will use the
information provided to form questionnaires for the research interviews. Your information will not

be identifiable in any way in any publications of the study.

Do I have to take part?

Participation is completely voluntary. You should only take part if you want to and choosing not to
take part will not disadvantage you in anyway. Once you have read the information sheet, please
contact us if you have any questions that will help you make a decision about taking part. If you

decide to take part, we will ask you to sign a consent form and return this to a specified email

address and you will be given a copy of this consent form to keep.
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ible risks of taki ”

During the focus group, you may discuss things that you find are upsetting. Similarly, you may hear
experiences of other people that you find upsetting. Should this situation happen, I will
acknowledge that there may be some distress present in the group and ask if you would like to
withdraw from the interview. If at this point, you do decide you would like to withdraw, all your
data will be removed from the study. I will signpost you to helpful numbers of support
organisations that are detailed on the bottom of this form and also on a debrief sheet that I will send

you at the end of the focus group.

If you feel as though talking about your experiences of PTSD, especially in the context of the
current pandemic could be too upsetting and/or potentially triggering for you, please do think
carefully about participating.

Wi " bl fits of taki >

There are no intended direct benefits of taking part of the study.

Data handii 1 confidentiali

Your data will be processed in accordance with the data protection law and will comply with the

General Data Protection Regulation 2016 (GDPR).

All data in the study will be anonymised. The focus group data will be video recorded, with
consent, and will be stored in a password protected One Drive account that only I have access to.
When I transcribe the data from the focus group, I will remove all personal information that may
identify you. For example, if you state in the focus group that you are from Staffordshire, I will
write this up as “participant identified as being from the Midlands area”. Whilst I will ask
participants of the focus group to not share specific content at the beginning of the focus group

discussion, I cannot guarantee this outside of the focus group.
Please note that should any illegal activity be disclosed, I will have to share this information with
my supervisor. Dependent on the nature of the disclosure, I may have to inform the appropriate

authorities of the details of the disclosure.

T will keep all data from the study for ten years in accordance with Staffordshire University
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Research Data Policy in an electronic encrypted format. The data collected in the study will only be
shared with my research supervisors and clinical supervisors. In the event a transcribing service is

required, I will gain your consent before this is used.
Data Protection Statement

The data controller for this project will be Staffordshire University. The University will process
your personal data for the purpose of the research outlined above. The legal basis for processing
your personal data for research purposes under the data protection law is a ‘task in the public

interest’ You can provide your consent for the use of your personal data in this study by completing

the consent form that has been provided to you.

What if I ch ind ki "

You are free withdraw from the study, without having to give a reason. Withdrawing from the study
will not affect you in any way. However, if the focus group has already commenced, we will be unable

to remove your pseudonymised responses from the transcription and online recording.

How s th . ing funded?

The project is institution funded as part of the Doctorate in Clinical Psychology Postgraduate

Course.

What will happen to the results of the study?

The study is part of the Doctorate in Clinical Psychology course. As part of this, the result of the
study will be submitted to a peer-reviewed journal for publication. The publication will not have
any identifiable information within the write up. It may be that the findings from the study are of
interest to services working with veterans during this pandemic and results may be disseminated via

a written report to these services.

Wheo should T for further information?

If you have any questions or require more information about this study, please contact cither the
principal investigator or co-investigator using the following contact details:

Natasha Roberts (Principle Investigator)
Trainee Clinical Psychologist
natasha roberts@student.staffs.ac.uk
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Dr Kim Gordon (Co-Investigator)
Research Supervisor

kim.gordon@staffs.ac.uk

What if I have further questions, or if something goes wrong?

If you have experienced discomfort during the focus group as a result of talking about your
experiences or if you wish to make a complaint about the conduct of the study you can contact the
study supervisor or the Chair of the Staffordshire University Ethics Committee for further advice
and information on the following details:

Dr Kim Gordon
Research Supervisor, Staffordshire University

kim.gordon@staffs.ac.uk

Professor Nachiappan Chockalingam.
Chair of the Staffordshire University Ethics Committee

n.chockalingam@staffs.ac.uk

Tim Horne

Director of Research, Staffordshire University
Research, Innovation and Impact Services

‘Cadman Building, Staffordshire University, College
Road, Stoke-on-Trent, ST4.2DE

tim.horne@staffs.ac.uk
01782 295722

Thank you for reading this information sheet and for considering taking part in this research

Helpful Support Organisations

If you have found reading this information distressing in any way and would life to access support, please see the
below list of helpful support organisation numbers.

Samaritans

6123 SAMARITANS

e HBLPfOr
0300 303 9888 HEROES

wosstn  GOMBATSTRESS
0800 138 1619

FOR VETERANS'MENTAL HEALTH
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Debriefing Sheet
Professionals Focus Group

Study Title: Exploring the impact of a health pandemic (Covid-19) on UK Military Veterans

who are experiencing symptoms of Post-Traumatic Stress Disorder (PTSD).

‘This focus group was run to explore the experiences of UK military veterans during the

current Covid-19 health pandemic.

The rescarcher wanted to contact professionals working with veterans experiencing PTSD
symptoms to understand how the current health pandemic may have impacted and use this
information to help inform interview questions that arc appropriate and applicable to all
branches of the armed forces. Rescarch has suggested that the current factors associated with
the lockdown such as isolation, reduced movement duc to lockdown and/or physical can act

as stressors for PTSD.

Participation to the study was voluntary and confidential. The participant is aware that they

are able to contact the researcher if they have any questions following the study.

You are free withdraw at any point of the study, without having to give a reason.
Withdrawing from the study will not affect you in any way. You are able to withdraw your
data from the study up until June 2021 after which withdrawal of your data will no longer be
possible. This is duc to all data being anonymised therefore it will be difficult to distinguish

which data belongs to you.

If you choosc to withdraw from the study, we will not retain any information that you have

provided us as a part of this study.

If you expericnced any distressed during participation during this study and would like to

access support, helpful support organisations have been included on this sheet as below:
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Support Organisations

British Psychological Society (BPS

Telephone: 0116 254 9568
‘Website: www.bps.org.uk

Division of Clinical Psychology (DCP"

Telephone: 0116 254 9568

‘Website: https://www.bps.org.uk/member-
microsites/division-clinical-psychology

British Association for Behavioural & Cognitive
Psychotherapies (BABCP'

Telephone: 0330 320 0851

‘Website: https://www.babcp.com/

Nurses and Midwifery Council

Telephone: 020 7637 7181
‘Website: https://www.nme.org.uk/

@V = the british

psychological society

AVA. Division of
VAV Clinical Psychology

(BABCP)

Nursing &
Midwifery
Council

Thank you for your participation
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Debriefing Sheet
Service User Focus Group

Study Title: Exploring the impact of a health pandemic (Covid-19) on UK Military Veterans
who are experiencing symptoms of Post-Traumatic Stress Disorder (PTSD).

‘This focus group was run to help inform research interviews that aim to explore the

experiences of UK military veterans during the current Covid-19 health pandemic.

The rescarcher wanted to contact veterans experiencing PTSD symptoms to understand how
the current health pandemic may have impacted and use this information to help inform
interview questions that arc appropriate and applicable to all branches of the armed forces.
Research has suggested that the current factors associated with the lockdown such as

isolation, reduced movement due to lockdown and/or physical can act as stressors for PTSD.

Itis hoped that by speaking with veterans, we are able to understand your experiences better,

and what support works best for you.

Participation to the study was voluntary and confidential. The participant is aware that they

are able to contact the researcher if they have any questions following the study.

You are free withdraw at any point of the study, without having to give a reason.
Withdrawing from the study will not affect you in any way. You are able to withdraw your
data from the study up until June 2021 after which withdrawal of your data will no longer be
possible. This is duc to all data being anonymised therefore it will be difficult to distinguish

which data belongs to you.
If you choosc to withdraw from the study, we will not retain any information that you have

provided us as a part of this study.

If you experienced any distressed during participation during this study and would like to

access support, helpful support organisations have been included on this sheet as below:
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Bupport Organisations

Samaritans

Telephone: 116 123
Website: https://www.samaritans.org/

Help for Heroes
Telephone: 0300 303 9888
Website: https://www.helpforheroes.org.uk/

Combat Stress
Telephone: 0800 138 1619
Website: https://www.combatstress.org.uk/

Roval British Leg
Telephone: 0808 503 6617
Website: https://www.britishlegion.org.uk/

SAMARITANS

H=LPfor
HEROES

GOMBATSTRESS

FOR VETERANSMENTAL HEALTH

THE ROYAL BRITISH

LEGION

Thank you for your participation
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May 2021
PARTICIPANT CONSENT FORM
Professionals Focus Group

Title of Project: Exploring the impact of a health pandemic (Covid-19) on UK Military Veterans who are experiencing
symptoms of Post-Traumatic Stress Disorder (PTSD).

Name of Researcher: Natasha Roberts

Please initial box

1. Tconfirm that I have read the information sheet dated 27" July 2020 (Version 1) for the
above study. I have had the opportunity to consider the information, ask questions and have
had these answered satisfactorily.

2. Tunderstand that my participation is voluntary and that I am free to withdraw at any time

without giving any reason, without my medical care or legal rights being affected.

3. Tunderstand that the information collected about me will be used to support
other research in the future and may be shared anonymously with other researchers.

4. Tagree to my interview being video and audio recorded.

5. Tagree for my data to be used in this study and for the purposes of publication/conferences and

teaching

6. Tunderstand that T am free to contact any of the people involved in the research to seek
further clarification and information.

7. Tunderstand that a transcript of my interview in which all identifying information
has been removed, will be retained for 10 years in accordance with Staffordshire
University Research Data Policy in an electronic encrypted format by the researcher.

8. Tunderstand that signed consent forms and original audio/video recordings will be
retained in a password protected One Drive account and only the researcher and specified
supervisors for the purposes of the thesis will have access to this data. The researcher will
securely retain this for 10 years in accordance with Staffordshire University Research Data

Policy in an electronic encrypted format.
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9. Tunderstand that if I inform the researcher that myself or someone else is at risk of harm
they may have to report this to the relevant authorities - they will discuss this with me first
but may be required to report with or without my permission.

10. T understand that in any report on the results of this research my identity will remain
anonymous. This will be done by changing my name and disguising any details of my
interview which may reveal my identity or the identity of people I speak about.

T understand that all information I provide for this study will be treated confidentially.

11. Tunderstand that participation involves being part of an online group video discussion with
other professionals working with veterans and the researcher, discussing how veterans
have been impacted by the current health pandemic of Covid-19, how they have managed
during this time and what service can do to support veterans both during and post Covid-19.

12.Thave read the information sheet provided and the above points on this form and I agree to
take part in this research

Name of Participant Date Signature

Name of Person Date Signature
taking consent
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PARTICIPANT CONSENT FORM
Service User Focus Group

Title of Project: Exploring the impact of a health pandemic (Covid-19) on UK Military Veterans who are experiencing
symptoms of Post-Traumatic Stress Disorder (PTSD).

Name of Researcher: Natasha Roberts

Please initial box

1. Tconfirm that I have read the information sheet dated 27 July 2020 (Version 1) for the
above study. I have had the opportunity to consider the information, ask questions and have
had these answered satisfactorily.

2. Tunderstand that my participation is voluntary and that I am free to withdraw at any time
without giving any reason, without my medical care or legal rights being affected.

3. Tunderstand that the information collected about me will be used to support

other research in the future and may be shared anonymously with other researchers.

4. Tagree to my interview being video and audio recorded.

5. Tagree for my data to be used in this study and for the purposes of publication/conferences and

teaching

6. Tunderstand that 1 am free to contact any of the people involved in the research to seek further
clarification and information.

7. Tunderstand that a transcript of my interview in which all identifying information has been removed
will be retained for 10 years in accordance with Staffordshire University Research Data Policy in an
electronic encrypted format by the researcher.

8. Tunderstand that signed consent forms and original audio/video recordings will be retained
in a password protected One Drive account and only the researcher and specified
supervisors for the purposes of the thesis will have access to this data. The researcher will
securely retain this for 10 years in accordance with Staffordshire University Research Data
Policy in an electronic encrypted format.
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9. Tunderstand that if I inform the researcher that myself or someone else is at risk of harm
they may have to report this to the relevant authorities - they will discuss this with me first
but may be required to report with or without my permission.

10. T understand that in any report on the results of this research my identity will remain
anonymous. This will be done by changing my name and disguising any details of my

interview which may reveal my identity or the identity of people I speak about.
T understand that all information I provide for this study will be treated confidentially.

11. Tunderstand that participation involves being part of an online group video discussion with
other veterans and the researcher discussing how veterans have been impacted by the current
health pandemic of Covid-19 and how they have managed during this time.

12. Thave read the information sheet provided and the above points on this form and I agree to
take part in this research

Name of Participant Date Signature

Name of Person Date Signature
taking consent
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Are you a UK Military Veteran?

We are looking for UK Military Veterans from all branches of the armed forces to take part in a project
exploring the impact of Covid-19 and state of lockdown on UK Military Veterans experiencing PTSD.

What is involved? To take part you must be:
You will be asked to complete a demographics = 18 years or over
from providing the team with information about
yourself. = UK Military Veterans experiencing
PTSD (this includes self-reported
You will then be asked to attend a focus group PTSD)
with other veterans to discuss how the current
health pandemic has impacted UK Military = Have access to online video calling
Veterans. This should take between 30-60 minutes for example, Microsoft Teams.
in total.

Who do | contact to take part?

If you wish to take part in the study or have any questions about the study, please contact Natasha
Roberts (Trainee Clinical Psychologist)

8 natasha.roberts@student.staffs.ac.uk

@RobertsNatashaX

ﬁ @RobertsNatashaX
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Are you currently working with UK Military Veterans in a professional

capacity?

We are looking for healthcare professionals who have worked with or are currently working with UK
Military Veterans. The project is exploring the impact of Covid-19 and state of lockdown on UK Military
Veterans experiencing PTSD.

What is involved?

You will be asked to complete a demographics
from providing the team with information about
yourself.

You will then be asked to attend a focus group
with other professionals to discuss how the
current health pandemic has impacted UK Military
Veterans. This should take between 30-60 minutes
in total.

To take part you must be:
18 years or over

Working in a professional capacity

with UK Military Veterans
experiencing PTSD (this includes

self-reported PTSD)

Have access to online video calling
for example, Microsoft Teams.

Who do | contact to take part?

If you wish to take part in the study or have any questions about the study, please contact Natasha
Roberts (Trainee Clinical Psychologist)

a natasha.roberts@student.staffs.ac.uk

g @RobertsNatashaX
ﬁ @RobertsNatashaX
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Description

Phase One Familiarising self with data set by reading and re-reading and
noting initial coding ideas.
Phase Two Generate initial codes once data has been accurately transcribed

by paying equal attention to all individual data sets.

Phase Three

This phase broadened the focus of the analysis into themes.
Within this phase, themes and sub-themes are identified and

noted in the data analysis by returning to data extracts frequently.

Phase Four

Reviewing the themes identified by returning to data extracts
frequently to observe if they were accurately represented by the
codes and themes they were assigned to. If any weaker themes
were identified, they were merged with existing themes, providing
this did not take away the meaning of the code, or removed from
analysis if there were insufficient data to support the theme.
Weaker themes were objectified as any data extracts that could
be interpreted in different ways, in these cases, the data was
allocated to the theme or sub-theme the researcher felt it

represented the strongest.

Phase Five

Defining and naming themes. Themes identified in phase four
were defined and refined and the final thematic map was

produced.

Phase Six

Producing the report. This stage involved writing a detailed
description of each theme using data extracts as evidence to

support the validity and prominence to the data’s meaning.










 

  Description 

 

Phase One 

 

Familiarising self with data set by reading and re-reading and 

noting initial coding ideas. 

 

Phase Two 

 

Generate initial codes once data has been accurately transcribed 

by paying equal attention to all individual data sets.  

 

 

Phase Three 

 

This phase broadened the focus of the analysis into themes. 

Within this phase, themes and sub-themes are identified and 

noted in the data analysis by returning to data extracts frequently.  

 

 

 

 

 

Phase Four 

Reviewing the themes identified by returning to data extracts 

frequently to observe if they were accurately represented by the 

codes and themes they were assigned to. If any weaker themes 

were identified, they were merged with existing themes, providing 

this did not take away the meaning of the code, or removed from 

analysis if there were insufficient data to support the theme.  

Weaker themes were objectified as any data extracts that could 

be interpreted in different ways, in these cases, the data was 

allocated to the theme or sub-theme the researcher felt it 

represented the strongest. 

 

Phase Five 

Defining and naming themes. Themes identified in phase four 

were defined and refined and the final thematic map was 

produced.  

 

Phase Six 
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		Description



		
Phase One

		
Familiarising self with data set by reading and re-reading and noting initial coding ideas.



		
Phase Two

		

Generate initial codes once data has been accurately transcribed by paying equal attention to all individual data sets. 



		

Phase Three

		

This phase broadened the focus of the analysis into themes. Within this phase, themes and sub-themes are identified and noted in the data analysis by returning to data extracts frequently. 



		




Phase Four

		Reviewing the themes identified by returning to data extracts frequently to observe if they were accurately represented by the codes and themes they were assigned to. If any weaker themes were identified, they were merged with existing themes, providing this did not take away the meaning of the code, or removed from analysis if there were insufficient data to support the theme. 

Weaker themes were objectified as any data extracts that could be interpreted in different ways, in these cases, the data was allocated to the theme or sub-theme the researcher felt it represented the strongest.



		
Phase Five

		Defining and naming themes. Themes identified in phase four were defined and refined and the final thematic map was produced. 



		
Phase Six

		Producing the report. This stage involved writing a detailed description of each theme using data extracts as evidence to support the validity and prominence to the data’s meaning. 
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Access to services (lack thereof, difficulty)
Feeling Isolated

Service Impact

Communication Barriers

Positives of wearing masks (being hidden)
Avoidance

Increasein drinking

Unableto attend funerals.

PTSD Symptoms

Loss

Military vs Civvy Experiences

Ministry of Defence - Managing PTSD out.
Organisations following rules

Enjoyment of lockdown - didn’t have to go out

Access to services (lack thereof, difficulty)
Service Impact

Face to face therapy appointments.
Graded exposure work

Service provision offer - 12 weeks

TILS and Op Courage offer

Increase in case management

Increase in Behavioural Activation
Charities went silent

Service Offer Reduced

Resistance to online therapy initially
Discussing traumain own homes
Clinicians completing sessions in their own homes
Engagement delay in services

Going back out in public again

Face to face therapy appointments.
Graded exposure work

Service provision offer - 12 weeks
TILS and Op Courage offer

Trauma Recovery is further back
Ready for further therapy

Increase in case management
Increase in Behavioural Activation
Enjoying lockdown - staying home
Re-inforcement of hypervigilance
Nowhereis safe

Face mask wearingis triggering
Gulf War, Bosnia

Resistance to wearing face masks
Charities went silent

Service Offer Reduced

Resistance to online therapy initially
Discussing traumain own homes
Clinicians completing sessions in their own homes
Engagement delay in services
Willingness to engage

Digital Offer

Complex risk and dependency
Client's resistance for face to face
Home as safe space

lWiIIingness to engage
Declinein GP referrals
Draining for clinicians
Constraints of the service/job role
Clinician Fatigue
Physical Health not picked up
Medication Reviews
Care Pathway Difficulties
Duplication of work (clinicians)
Disparity nationwide of services offered
"Being aJack of All Trades"
Comissionining for treatment
Positive impact of pandemic on service provision
Less travel =increased clinical time
Increase in service activity without the added cost
Clients able to engage more with video
Difficulty picking up on non-verbal cues with clients via video
Job Role Scope
Waiting times for services
Dependence on services
Becoming admin/holding people
Impact on referral routes
Increase in appointment accessibility
Supporting mainstream services (IAPT)
Service pressures to move people on
Positive impact on therapeutic relationship

Communication Barriers

Digital Offer

Client's resistance for face to face

Others around during online sessions in the home (not private)
Co-morbidity/Long Term Health Conditions
Increased Health Vulnerability

Speaking to more professionals (confusing)
Unableto attend funerals.

Digital poverty

Lack of IT skills - older veterans =alienation
Lack of technology

Increasein drinking

PTSD Symptoms

Enjoyment of lockdown - didn’t have to go out
Going back out in public again

Trauma Recovery is further back

Ready for further therapy

Enjoying lockdown - staying home
Re-inforcement of hypervigilance

Nowhereis safe

GulfWar, Bosnia

Resistance to wearing face masks
Not talking unless its to GP - SMS Use
Complex risk and dependency
Increasein risk
Anger in Vets Community

Feeling Isolated

Positives of wearing masks (being hidden)

Avoidance

Loss

Military vs Civvy Experiences

Ministry of Defence - Managing PTSD out.

Home as safe space

Physical Health impacting trauma

Increasein risk

Anger in Vets Community

Increasein Intrusive Dreams

Increasein alcohol comsumption

Increasein hypervigilance

Vivid dreams experienced more by the population

Increase family input since pandemic started

Family dynamics

Children exposed to relational difficulties between parents mor
Impact on the partners

Increase in complexity

Increase in vets from Afghan/Iraq - Op Pitting

Increase in neurodiversity/ADHD ASD

Social anxiety

Overwhelming demands

Goingto ground
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