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Psychiatric problems in medically evacuated service members
In The Lancet today, Steven Cohen and colleagues1 report 
their prospective cohort study of medical evacuation 
and return to duty for service personnel in Operation 
Iraqi Freedom or Operation Enduring Freedom. They 
conclude that preventive measures and aggressive 
forward-deployed interventions could reduce the eff ect 
of non-battle-related injuries. Every subsequent war 
has seen improved medical interventions and better 
use of body armour. As a result, in the recent wars 
in Iraq and Afghanistan, the proportion of medical 
evacuations resulting from battle injuries is decreasing 
while operational stress injuries and other psychiatric 
disorders are playing an increasing part in medical 
evacuation. The most striking fi nding from today’s 
study was that nearly three-quarters (72%) of service 
members who were evacuated for disease and non-
battle injuries did not return to full duty. The situation 
is a particular problem for military personnel evacuated 
for psychiatric conditions.

The prevalence of mental health problems after 
deployments to Iraq and Afghanistan has been reported 
at between 11·3% and 27·2% in US and UK military 
personnel.2,3 Specifi cally, rates of post-traumatic 
stress disorder (PTSD) in US military personnel have 
been estimated at between 11·2% and 17·1% after 
deployment in Iraq and Afghanistan, compared with 
a baseline rate of 5% before deployment,4 whereas 

the UK military have reported lower rates of 4·8%.3 
Variation in PTSD rates might be related to the lapse 
between the end of a mission and the start of a mental 
health assessment, the nature and frequency of 
potentially traumatic events during the mission, or the 
length of deployment.

Despite the varying rates of PTSD after deployment 
and increased mental health resources devoted to 
treating combat stress, Cohen and colleagues’ study 
showed an increased number of service personnel 
evacuated for psychiatric conditions and only a 
minority returned to active duty. Furthermore the 
presence of a comorbid psychiatric condition in soldiers 
with other medical conditions, such as spinal pain, 
decreased the probability of return to duty by 38%. This 
result is important because many studies have revealed 
an association between PTSD and physical health, 
in cluding cardiovascular, gastrointestinal, musculo-
skeletal, res piratory, dermatological, and endocrine or 
metabolic problems, neurological or nervous system 
disorders, and pain or fi bromyalgia.5–7 Also, physical 
injury during deployment is a major risk factor for 
PTSD, which in turn is an independent risk factor that 
further contributes to failure to return to work after 
being injured.8,9

The low rate of return to duty in service personnel 
evacuated for psychiatric conditions warrants further 
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study, and today’s article points out the importance 
of cumulative stress in repeated deployments and the 
physical and mental demands on the military member 
and their family. Military personnel cannot refuse a 
lawful order to do dangerous or deadly operational 
activities, and the low rate of return to duty might be 
related to the nature of the combat operation for which 
military commanders might be reluctant to deploy an 
individual with a psychiatric diagnosis to a combat zone. 
Early intervention becomes crucial to help promote 
recovery because military members often experience 
sub stantial stigma disclosing symptoms of PTSD and 
other psychiatric problems.4 However, despite important 
advances in pharmacological and psychotherapeutic 
treat ments of PTSD, including comprehensive treat-
ment guidelines,10 responses in combat veterans have 
traditionally been poorer than have those in civilian 
populations.11

Factors that have been identifi ed as predicting poor 
response in combat-related PTSD include chronicity, 
comorbidity, and high levels of anger which are often 
present in veterans with PTSD.12 Military-specifi c factors, 
such as military training and the nature of deployment, 
which often involves months of persistent hyperarousal 
and hypervigilance in unfamiliar surroundings away 
from a social support network, are a negative predictor 
in veterans with military-related PTSD.12 When they 
do seek treatment, patients with PTSD will often fi rst 
present to their medical offi  cer and might not initially 

disclose mental health problems but might instead 
present with repeated somatic or physical complaints.13,14 
As such, when dealing with the military, health-care 
personnel should have a high index of suspicion and 
screen for possible PTSD symptoms, especially if there 
is a physical injury.

Today’s study emphasises that, as survival rates of 
combat injuries increase, the medical community will 
need to prepare for increased rates of non-battle-related 
injuries, such as psychiatric morbidity, especially military-
related PTSD. Resources dedicated to developing specifi c 
treatment for war veterans are needed, and they should 
focus not only on symptom reduction but also on 
rehabilitation and improving quality of life to help to 
mitigate combat-related disability.
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Domestic and political violence: the Palestinian predicament
In The Lancet today, Cari Clark and colleagues1 present 
a cluster survey in which they investigated whether 
political violence was associated with male-to-
female intimate-partner violence in the occupied 
Palestinian territory. They found that political violence 
was signifi cantly related to higher odds of intimate-
partner violence. Their report is a welcome addition to 
the scant literature that focuses on the sociopolitical 
context of intimate-partner violence, a subject that is 
under-researched, especially in the occupied Palestinian 
territory. The authors question the approach of isolating 
intimate-partner violence from political, economic, and 
social infl uences, and the assumption that domestic 
violence is about individuals and families, rather than 
also about the collective and the national. They link 
intimate-partner violence to chronic exposure to 
institutionalised structural violence, and thus contribute 
to a conceptual reframing of violence in terms of the 
inseparability of domestic and public spaces.2

In taking this approach, Clark and colleagues off er 
a rebuttal to the fi xation on demonising Palestinian 
men and society with the use of a simple frequency 
to represent gender oppression in the occupied 
Palestinian territory.2 When the Palestinian Central 
Bureau of Statistics fi rst published their initial survey 
fi ndings on intimate-partner violence,3 the media, 
including human rights organisations, concluded 
that “23% of Palestinian women experience domestic 
violence”. A mis representation of both the severity 
and the frequency of domestic violence were pointed 
out in later analyses.2

In the occupied Palestinian territory, violence is every-
where, existing in the “weave of life”.4 People face 
violence, brutality, and life chaos every day. Despite 
its pervasiveness, men are overwhelmingly the direct 
victims of political violence. By linking intimate-partner 
violence with exposure to direct and indirect forms of 
political violence, Clark and colleagues highlight some of 

the complexities entailed in the occurrence of intimate-
partner violence. Their paper simultaneously destabilises 
the facile and problematic dichotomy in which men 
are seen automatically as perpetrators, with women as 
victims.

Today’s Article supports a public health approach to 
understanding intimate-partner violence by inquiring 
about the interactions of psychological and social 
factors aff ecting the perpetration of violence between 
individuals.5 The study acknowledges that family 
violence might be the result of multidimensional 
processes, with poverty as an associated factor,6 and 
with poverty itself seen as a lethal form of violence.7 
In addition to poverty, the fi ndings also point to 
Palestinian men’s exposure to political violence and its 
social eff ect, which in turn can lead to violence. That is, 
a cycle of violence can be associated with the violation 
of everyday life under Israeli military occupation and 
colonisation. In this sense, today’s Article raises the 
notion that intimate-partner violence might be the 
tip of the iceberg of violation and social suff ering. 
Fanon8 reminds us that when colonial aggression turns 
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