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An evaluation of stress education in the Royal Navy

N. Greenberg1, V. Langston2, N. T. Fear1, M. Jones2 and S. Wessely2

Background Psychoeducational programmes aim to reduce the morbidity associated with exposure to stressful

events. Although they are widely used, there are conflicting views as to how or why they might be

effective.

Aim To examine exposure to ‘stress’ education within the Royal Navy (RN) and ascertain any links

between stress education and mental health status.

Methods In all, 1559 RN personnel were surveyed using a study questionnaire which asked about exposure to

and quality of any stress education provided during service. Participants also completed two measures

of psychological health, the General Health Questionnaire (GHQ)-12 item and the Post-Traumatic

Stress Disorder Checklist. Odds ratios (ORs) were calculated and 95% confidence intervals were com-

puted using multivariable logistic regression adjusting for socio-demographic variables.

Results The response rate was 70%; 47% of the sample reported having received a stress brief during service.

Those who reported having received a brief had better general mental health (measured by the GHQ)

than those who had not [adjusted, OR 5 0.76 (0.59–0.98)]. When brief quality was taken into

account, only those who received a brief and considered it ‘useful’ were significantly less distressed

[adjusted, OR 5 0.65 (0.49–0.86)]. Poor-quality briefs were no better than having had no brief at all

[adjusted, OR 5 1.04 (0.74–1.47)].

Conclusions Our data indicate that only educational stress briefs which are relevant for the target audience may be

beneficial. Simply providing stress briefings, without thought to their quality, may constitute a waste of

resources.

Key words Mental health; military; psychoeducation; stress.

Introduction

Factors which deter people from presenting with mental

health problems to professionals have been termed as bar-

riers to health [1,2]. In environments such as the military

where physical and psychological hardiness are consid-

ered valuable, it is important to tackle mental health prob-

lems early on in order to preserve an individual’s dignity

and career [3]. A popular secondary prevention approach

to this issue is the provision of ‘psychoeducation’ or stress

education. This aims either to prevent or to mitigate the

effects of exposure to potentially traumatic situations by

improving an individual’s resilience [4] and within the

UK Armed Forces such an approach is current policy

at both the pre- and post-deployment stages [5].

The potential for psychoeducation to benefit mental

health awareness has been highlighted on a national scale,

examples being ‘Mindout’ [6] and the Royal College of

Psychiatrists’ ‘Changing Minds’ campaign [7]. Psycho-

education is also being advocated on an international

scale by the World Health Organization [8]. However, de-

spite the apparent enthusiasm for psychoeducation, it re-

mains an intervention of relatively unproven value [9].

As a result of growing concern that critical incident

stress debriefing (CISD) [10] might cause harm, the

UK senior military doctor, the Surgeon General, banned

its routine use in 2000 [11]. Research into CISD has

shown that an individual’s appreciation of an intervention

is not necessarily linked to a beneficial psychological out-

come [10]. For financial reasons, and because of concern

for individuals’ health, organizations that use psychoedu-

cation need to understand what is, and what is not, effec-

tive. Robust empirical testing has not yet been undertaken

and opinion in the current literature is mixed. For exam-

ple in a non-military study, Turpin et al. [12] found that

individuals who received stress education leaflets were

more distressed than those who did not, although the re-

sult did not quite reach significance. Furthermore, a re-

cent UK military study [9] found that there was no
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evidence thatapre-deploymentstressbriefingreducedsub-

sequent psychological distress. However, the latterwas nei-

thera randomizednorcontrolled trialandthereareavariety

ofbiases thatmayhave influencedtheoutcome. Incontrast,

Iversen et al. [13] found a weak association between receiv-

ing no homecoming brief and developing post-traumatic

stress disorder (PTSD); those who did not receive a

brief reported more PTSD symptoms.

The aim of this study was to examine the receipt of psy-

choeducationalbriefingsduringservice inacross-sectional

sample of Royal Navy (RN) personnel. In particular, the

study aimed to examine what effect, if any, the quality of

a briefing has on individuals’ mental health.

Methods

This quantitative study involved a cross-sectional self-

report survey of RN personnel serving in 12 operational

warships. All personnel were fit enough to serve at sea and

participation in the survey was voluntary. Ethical ap-

proval for the study was obtained from the Ministry of

Defence (Navy) Research Ethics Committee. The survey

questionnaire was distributed by the research team who

visited the ships and the intended sample size was

2236, i.e. all personnel on all the vessels during the visit.

The research team visited each vessel for 4 days and en-

couraged personnel to complete the surveys during the

working day. The survey itself was the baseline for a ran-

domized controlled trial to examine the efficacy of

Trauma Risk Management (TRiM), a traumatic stress

management peer support programme in the RN. All data

presented here were obtained before any implementation

of the TRiM programme. The details of the study have

been reported elsewhere [14].

The questionnaires enquired into respondents’ opin-

ions of stress and stress-related problems in the Armed

Forces and included the General Health Questionnaire

(GHQ)-12 item [15] and the Post-Traumatic Stress Dis-

order Checklist (PCL-C) [16]. GHQ-12 cases were de-

fined as individuals with a score of $4 and PCL-C

cases were defined as individuals with a total score of$50.

Individuals were also asked to report whether or not

they had received any in-service stress education. Those

who had received stress education were asked when this

had happened and whether the briefings had been really

useful, of some use or of no use. For the purposes of anal-

ysis, the ‘really’ and ‘some’ categories were grouped to-

gether and described as ‘useful’.

The statistical software package STATA, version 8,

was used for statistical analysis. Statistically significant

differences between the proportions were identified using

Pearson’s x2 statistic, with P values of ,0.05 taken to in-

dicate statistical significance. Odds ratios (ORs) and 95%

confidence intervals (CIs) were computed using multivar-

iable logistic regression. All analyses were conducted with

and without adjustment for age, rank, marital status, gen-

der and ship.

Results

The final sample comprised 1559 personnel, representing

a 70% response rate. Those who did not participate most

often reported, when encouraged to participate while the

study team were onboard, that they were too busy during

their working day to complete the forms or were not free to

speaktotheresearchteamduringthetimetheywereonboard.

The demographic characteristics of responders are de-

scribed in Table 1. The median age of the study group was

26 years with an interquartile range of 22–33 years. Forty-

eight per cent were single and 45% cohabiting. Ninety per

cent were males and the rank categories within the RN

population were proportional to the range of ranks within

any particular vessel. Sixty-seven per cent reported hav-

ing been deployed on previous operations (n 5 1043).

The sample was broadly comparable to the RN popula-

tion as a whole but was somewhat younger and of lower

rank most probably representing an excess of older, high-

er ranked personnel in shore-based headquarters posts.

Forty-seven per cent (n 5 714) did not recollect

any formal stress education during their military career

Table 1. Sample demographics; number (n) and percentage (%)

Variable Study sample

(n 5 1559)

n (%)

Naval Services

2006a(n 5

38940) n (%)

Age (years)

,20 169 (11)

20–24 496 (32) 11735 (30)b

25–29 296 (19) 7340 (19)

30–34 262 (17) 5880 (15)

$35 321 (21) 13985 (36)

Missing data 15 (1)

Gender

Male 1392 (89) 35310 (91)

Female 159 (10) 3630 (9)

Missing data 8 (1)

Marital status

Married/cohabiting 706 (45) 16580 (43)c

Divorced/separated/widowed 102 (7)

Single 730 (47) 22360 (57)c

Missing data 21 (1)

Rank

Officer 187 (12) 7630 (19)

Senior non-commissioned

officer

338 (22) 10860 (28)

Junior rank 1027 (66) 20450 (53)

Missing data 7 (1)

aTaken from Defence Analytical Services Agency National Statistics TSP 09 &

TSP 11 2006.

bData available combines the categories ,20 and 20–24.

cData available married/unmarried.
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(Table 2). Not receiving a stress briefing was more com-

monly associated with low rank (P , 0.001, x2 5 94.13,

df 5 2), younger age (P , 0.001, t 5 24.43, df 5 1520)

and which ship individuals were posted to (P , 0.001,

x2 5 26.37, df 5 11).

Of the participants who stated that they had received

stress education, 70% (n 5 575) reported that it had

been useful, the rest reported it as being of no use. Indi-

viduals reported having received training at a variety of

times during service. The most frequent occasions in-

cluded during basic training (42%, n 5 346) and during

continuation training (44%, n 5 356) such as leadership

or promotion courses (Table 3).

Twenty-six per cent (n 5 406) of individuals scored

above the threshold on either the GHQ-12 or PCL-C

and were defined as ‘stress cases’. Seventy-seven individ-

uals scored above the threshold on both measures.

Individuals who had received stress education were

statistically significantly less likely to be a GHQ ‘case’ be-

fore adjustment [OR 5 0.69 (95% CI 0.56–0.88)] com-

pared to those who had not received a stress brief

(Table 4). After adjusting for age, gender and rank, the as-

sociation remained significant [OR 5 0.76 (0.59–0.98)].

When respondents were categorized as to whether they

thought the stress education was useful to individuals who

reported it as useful were statistically significantly less

likely to be a GHQ case both before [OR 5 0.58

(0.45–0.76)] and after adjustment [OR 5 0.65 (0.49–

0.86)] compared to individuals who had not received

any stress education. They were also significantly less

likely to be a PCL case before adjustment for demographic

variables [OR 5 0.45 (0.27–0.76)] although not after

[OR 5 0.64 (0.37–1.13)]. Those who received stress ed-

ucation and believed it to be of ‘no use’ were no more or

less likely to be a PCL or GHQ case than individuals who

had not received any stress education (Table 4).

Discussion

This study has three major findings. Firstly, only half of

the sample remembered having a psychoeducational brief

during service. Secondly, we found that service personnel

who reported having received a psychoeducational brief

at some point throughout their career had better mental

health than those who had not. Lastly, when the quality of

the brief was examined, it was found that only briefs

which were perceived as being useful were associated with

better mental health.

Our study had a number of limitations. Because the

study utilized a self-report methodology, we cannot verify

how many of the subjects had ever received a brief. Recall

bias is known significantly to affect the results of self-

report studies [17] and it is possible that distressed people

may have been less likely to have viewed the briefings they

received as being useful i.e. reverse causality. Although

the response rate of 70% is relatively high, it is impossible

to know whether or not non-responders held different

views to responders. However, the main reason given

for non-participation in the survey, during the research

team’s 4-day visit, was being busy at work rather than re-

luctance to do so. Furthermore, although our sample was

representative of the whole RN population in terms of

rank, it contained a slightly higher percentage of females

and a lower percentage of single respondents than in the

serving RN population [18]. However, there is no reason

why any of these factors should have influenced receipt of

a psychoeducational brief.

Additionally, these findings may have limited applica-

bility to other services (e.g. Army) who work in units that

are structured differently, although all UK service person-

nel operate under the same joint service policy which dic-

tates when briefings should occur [5].

Our finding that only half of the sample remembered

ever having any stress education is somewhat surprising.

One of the aims of the Defence Mental Health Services is

to provide psychoeducational briefings at appropriate

times [19] and current military policy directs that all per-

sonnel should receive briefings in relation to operations

[5]. Given that 67% of the sample reported having been

deployed on operations, it seems unlikely that half of the

sample would never have received a psychoeducational

brief and therefore the reasons for this finding are unclear.

It may be that mental health briefings, given as part of

a series of lectures, were not recognized as being

Table 2. Receipt of stress education and quality (n 5 1559)

Stress education category na (%)

‘I have not been taught about stress education’ 714 (47)

‘I have been taught about stress education

and it was of no use’

243 (16)

‘I have been taught about stress education

and it was of some use’

496 (32)

‘I have been taught about stress education

and it was really useful’

79 (5)

aCategories do not add up to denominators because of missing data (n 5 27).

Table 3. Timing of stress education (n 5 818)

When did the stress education happen? na (%)

During basic training 346 (42)

During continuation training 356 (44)

In preparation for deployment 167 (20)

On return for deployment 110 (13)

Specialist course (i.e. preparation for Op

Frescob or seeking help for a problem)

111 (14)

aIndividuals were allowed to tick multiple categories.

bMilitary personnel’s fire-fighting duties covering fire-fighters strike action.
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psychoeducational in nature or were not seen as relevant

and therefore unlikely to be remembered.

A relationship between mental health, as measured by

the PCL and the GHQ, and the receipt and utility of

stress education adds to the continuing debate on the ef-

fectiveness of stress education. Many studies have found

it to be of little, if any, benefit [9,12], although one study

among military personnel found that not receiving stress

education on homecoming was associated with higher

levels of distress [19]. What the present study has revealed

is that the brief itself may be of less importance to mental

health than its perceived quality. We suggest it is impor-

tant that those who deliver stress education are able to do

so in a way that ensures it is well received by the audience.

A well-delivered brief may not just increase the likelihood

that important information will be remembered but may

also have a beneficial effect on the mental health of the

recipients. Furthermore, if the brief is delivered badly,

our findings suggest that recipients may be worse off than

if they had never received it. The CISD literature [10]

should act as a reminder that psychological interventions

may not be universally benign and they do have the po-

tential to cause harm [20].

We suggest that our findings are of importance to all

organizations which provide their employees with stress

education. Until recently, there has, with a few excep-

tions, been no standardization of briefings within the

RN, although this issue has recently been addressed [21].

As importantly, the military has generally assumed that

being a mental health professional intrinsically implies an

ability to deliver effective briefings. The results of this

study suggest that in order to improve the effectiveness

of the briefing process, it may be necessary to reconsider

how psychoeducational briefings are delivered and who is

chosen to present them. We suggest that the briefing pro-

cess needs to be robust enough to be memorable and of

a consistently high standard in order to maximize its ef-

fectiveness. If a high-quality delivery cannot be assured,

then it may be better not to deliver any intervention at all.

We conclude that there is a clear need to ensure that

stress briefing, whether provided for military personnel

or within other organizations, is capable of mitigating

the psychological risks of working in dangerous environ-

ments. Although our results indicate that psychoeduca-

tion may be beneficial for psychological health, this is

only true if the brief is seen as relevant by the audience

and delivered by an appropriately skilled presenter. If

these conditions are not met, then such briefings may fail

to justify the time and resource devoted to them.
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