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Summary 

The Defence Medical Services (DMS) provide a range of healthcare, from treating Service 
personnel injured in combat to providing rehabilitation for sports injuries in the UK. 

The clinical care for Servicemen and women seriously injured on operations is second to 
none. DMS personnel, working with the NHS, provide world-class care and we pay tribute 
to them. Recent improvements at the Royal Centre for Defence Medicine in Birmingham 
in areas such as ward management and welfare support are welcome. We acknowledge this 
progress, and encourage the Ministry of Defence to continue it, and to incorporate these 
considerations into its plans for developing the facilities in and around Birmingham. There 
has been considerable inaccurate reporting about the care at Selly Oak. We strongly 
deprecate this behaviour, and believe editors have a responsibility to ensure that their 
newspapers report on the basis of facts rather than hearsay. 

The DMS’s rehabilitation services, especially at Headley Court, are exceptional, and are 
contributing enormously to the welfare of injured Service personnel. We welcome the 
review of Headley Court in the light of the continued high operational tempo, and look 
forward to its results. 

Services are delivered to Armed Forces personnel by the MoD, the NHS, and charities and 
welfare organisations. We believe this is right, and builds on a proud tradition in the UK of 
linking the community with the Service personnel who have been injured fighting on their 
behalf. However, the Government and voluntary organisations should engage with a wider 
public debate about which services are most appropriately provided by each sector. 

The MoD’s decision to base its secondary care around units embedded in NHS Trusts was, 
and remains, a sound one. It allows DMS personnel to work side by side with civilian 
clinicians to develop and maintain their skills, while offering the opportunity for 
Servicemen and women to be treated in a semi-military environment. However, more 
needs to be done to address the sharing of best practice between the DMS and the NHS. 

Devolution means that the MoD must cooperate with a number of different health 
departments to provide the full range of appropriate services for Armed Forces personnel, 
their families and veterans. This cooperation is usually good, but we found that in Scotland 
it was often inadequate. The MoD must review the structures through which it engages 
with other departments and administrations. The Scottish Executive must also examine its 
procedures for engagement and cooperation and look at how improvements could be 
made. 

We welcome the Government’s extension of the priority access to healthcare available to 
veterans but we are not sure that adequate procedures are in place to identify veterans and 
to ensure that priority access. The MoD’s reliance on self-identification is simply not good 
enough. We are also concerned that medical records are not transferred efficiently enough 
from military to civilian clinicians. An automatic system of transferring medical records 
and tracking veterans in the NHS, with an option to opt out, would provide a more robust 
system which took account of individuals’ privacy. 
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The MoD provides high-quality healthcare for Service families abroad, but spending has 
lagged behind that in the NHS. There are also doubts about the long-term viability of the 
stand-alone hospitals in Cyprus and Gibraltar. The MoD must say what plans it has made 
for the facilities, and how it will continue to provide healthcare for Service communities 
overseas. It should also set out a timetable for tackling this issue. 

Mental health is a vital responsibility for the DMS. We acknowledge the progress they have 
made and their adoption of a preventative approach where possible. Their community-
based system of mental healthcare is in line with NHS best practice. We pay tribute to the 
work of Combat Stress in assisting veterans with mental health needs, but we are 
concerned that the identification and treatment of these veterans is not sufficiently 
thorough or systematic. The NHS needs both a robust method of tracking veterans, and a 
detailed understanding of their problems. 

Reserve personnel play a critical role in the delivery of military healthcare. The Territorial 
Army has so far met around half of the Armed Forces’ medical commitment in Iraq and 
Afghanistan. The public should recognise the contribution which the Reserve forces make 
to the military and to society as a whole. The MoD needs to make sure that the Reserve 
forces are not overstretched and that recruitment and retention remains buoyant. 
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1 Introduction 

Scope of the inquiry 

1. In October 2006, the Defence Committee decided to undertake a wide-ranging inquiry 
into the provision of healthcare for the Armed Forces. While there was at the time 
considerable media interest in the treatment of casualties from operations in Iraq and 
Afghanistan, we wanted to look at the subject in the broadest sense, and to examine how 
Service personnel and their families were cared for. We were also keen to examine the 
arrangements made for veterans and the way in which the Ministry of Defence (MoD) 
cooperated with the National Health Service (NHS) to deliver appropriate care. 

2. We decided to examine six key areas. The first was the treatment of personnel seriously 
wounded on operations, and the procedures for caring for them, from the point of 
wounding to evacuation to and treatment in the United Kingdom. The second, 
interrelated, area was the rehabilitation work for those with serious, generally musculo-
skeletal or neurological, injuries. The third was the relationship between the Ministry of 
Defence and the National Health Service in terms of delivering healthcare. The fourth area 
we examined was the care for veterans and Service families. The fifth issue was mental 
healthcare, both for Service personnel and for veterans. Finally, we examined the role of 
Reserve personnel in the Defence Medical Services. 

3. During the course of our inquiry, we conducted a number of visits. In November 2006, 
during a visit to Cyprus, we were shown round The Princess Mary Hospital (TPMH) at 
RAF Akrotiri. In June 2007, we visited the Defence Medical Rehabilitation Centre (DMRC) 
at Headley Court; Combat Stress’s care home, Tyrwhitt House, in Leatherhead; and the 
Royal Centre for Defence Medicine (RCDM) and Selly Oak Hospital in Birmingham. 
During our visit to Iraq in July 2007, we saw the deployed field hospital in the Contingency 
Operating Base (COB) at Basra Air Station, which we had previously visited when it was at 
Shaibah Logistics Base in 2006. In September 2007, we visited the Primary Casualty 
Receiving Facility (PCRF) on board RFA Argus, a Royal Fleet Auxiliary vessel, on exercise 
in the Solent. In October 2007, we visited 2 Medical Brigade and the Army Medical Service 
Training Centre at Strensall in Yorkshire, and the Regional Rehabilitation Unit (RRU) and 
Medical Reception Station (MRS) at Redford Barracks in Edinburgh. In addition, some of 
us visited the Ministry of Defence Hospital Units (MDHUs) at Frimley Park, Portsmouth, 
Plymouth and Northallerton. 

4. We held four evidence sessions in the course of this inquiry. On 12 June 2007, we took 
evidence from representatives of Service welfare organisations. On 21 June 2007, in 
Birmingham, we took evidence from the University Hospital Birmingham NHS 
Foundation Trust, the five Trusts which cooperate with the MoD to run MDHUs, and the 
British Medical Association. On 11 October 2007, in Edinburgh, we took evidence from 
the Royal College of Psychiatrists, the St John and Red Cross Defence Medical Welfare 
Service, and officials from the Scottish Executive. On 27 November 2007, we took evidence 
from Ministers and officials from the Ministry of Defence and the Department of Health. 
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5. In addition to our evidence sessions and visits, we conducted a two-stage Internet-based 
consultation, in summer and autumn 2007, the results of which are summarised in Annex 
B. 

Earlier reports 

6. Our predecessors have inquired into Armed Forces medical care on a number of 
occasions. Key reports were produced during the mid- to late 1990s, a period of profound 
change for the UK Armed Forces following the end of the Cold War and the attempt to 
make good on the so-called ‘peace dividend’. There were reports in 19951, 19972 and 19993. 

7. All of these reports examined the way in which military healthcare was adapting to the 
changing circumstances, military requirements and resource constraints of the 1990s. An 
understanding of current health provision for the Armed Forces needs to take account of 
the changes of the past fifteen years, and we examine those changes in more detail below. 

Changes in the provision of military healthcare 

8. The first major post-Cold War review of the UK’s military requirements was 1990’s 
Options for Change. This included a review of defence secondary care in the UK, which 
proposed a rationalisation of the seven existing military hospitals to three single-Service 
facilities, at Haslar (Royal Navy), Aldershot (Army) and Wroughton (Royal Air Force). 
Secondary care for overseas garrisons such as Cyprus and Gibraltar was to remain the 
responsibility of the existing stand-alone hospitals. 

9. The care provided by the three Service hospitals was to be augmented by 300 beds based 
in National Health Service hospitals, staffed by military personnel. These would be known 
as Military District Hospital Units or MDHUs (though they were subsequently renamed 
Ministry of Defence Hospital Units, retaining the original acronym). Engagement with the 
NHS was intended not only to ease the burden on MoD resources but also to encourage 
the broadening of clinical skills and the interchange of experience. 

10. There was a further review the following year, 1994, as part of Front Line First. This 
recommended the closure of Aldershot and Wroughton, and the consolidation of 
provision at a tri-Service hospital at Haslar. The review also re-endorsed the creation of 
three MDHUs, and suggested the creation of four ‘Next Steps’ agencies, to manage: 
secondary care, dental care, medical training and medical supplies. Each agency was to 
have a Chief Executive who would report to the Surgeon-General. 

11. Although the MoD had originally planned to maintain the Royal Hospital Haslar, 
primarily as a centre for training, after the closure of the hospitals at Aldershot and 
Wroughton, it was found that the number and range of cases required to maintain skills 
and make clinical services viable was not available. Therefore, in December 1998, the 

 
1 Defence Committee, Fifth Report of Session 1994-95, Defence Costs Study Follow-up: Defence Medical Services, HC 

102 

2 Defence Committee, Third Report of Session 1996-97, Defence Medical Services, HC 142 

3 Defence Committee, Seventh Report of Session 1998-99, The Strategic Defence Review: Defence Medical Services, HC 
447 
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Government took the decision to close Haslar in phases and to consolidate its training 
activities within the NHS, based around the MDHUs. Haslar ceased to be a military unit on 
31 March 2007, though it continues to be owned by the MoD and will continue to function 
until late 2009, when clinical services will transfer to the Queen Alexandra Hospital at 
Cosham in Portsmouth. 

12. The realignment of medical care, and especially the provision of secondary care, was 
not without its problems, as our predecessor committees found. It is also clear to us, 
especially from contributions to our web-based consultation on this inquiry, that there 
remains considerable strength of feeling in the Service community and beyond. Many 
passionately opposed the closure of Service hospitals and continue to regard it as a 
mistaken policy. The existence of identifiable, military-owned and run facilities was clearly 
important and a source of much pride and affection, and a number of the contributors to 
our web forum wanted to see them re-established. 

13. We acknowledge that stand-alone military hospitals were important to the Service 
community, and we also appreciate the argument that it is beneficial to injured Service 
personnel to be treated in their own community, in familiar surroundings. On our visit to 
Headley Court in June 2007, we saw for ourselves the benefits to be gained from harnessing 
the power of the camaraderie of the Armed Forces to help the healing process, both 
mentally and physically. We further acknowledge the existence of such facilities in the 
United States, to which opponents of the closure of military hospitals often point. 

14. However, we find the arguments in favour of the closure of the stand-alone Service 
hospitals irresistible. We accept that the reduction in numbers of personnel which took 
place in the Armed Forces after the end of the Cold War meant that there was 
insufficient patient volume to make the military hospitals viable in the long term, a 
situation which can still be seen, for example, at The Princess Mary Hospital at RAF 
Akrotiri, which we visited in November 2006. We are also persuaded that the small volume 
of patients, combined with the limited case range presented by the Service population, was 
inadequate to maintain the skills of Armed Forces medical personnel. The principle 
behind the decision to move from stand-alone military hospitals to facilities which co-
operate with the NHS was the right one, from a clinical, administrative and financial 
point of view, and we see no evidence that the care offered to military personnel has 
suffered as a result. Indeed, we believe that Armed Forces clinicians now have 
experience of a much broader range of cases, which benefits their training. We also 
support the decision by the MoD to disengage from the Haslar site. We heard from 
Service personnel on a number of our visits that the current arrangements were much 
preferable in clinical terms to stand-alone Service hospitals. 

15. There was further administrative streamlining of the Defence Medical Services in 1998. 
Defence Medical Services: A Strategy for the Future gave the Surgeon-General complete 
oversight of the DMS by making the individual Service Medical Directors-General report 
to him rather than to their Chiefs of Staff. The administration of medical services was 
further altered in 2002, with the appointment of a non-medical Deputy Chief of the 
Defence Staff (Health) to manage the administrative work of the Defence Medical Services 
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Department, while clinical services remained the responsibility of the Surgeon-General.4 In 
November 2007, we took evidence from the Surgeon-General, Lieutenant-General Louis 
Lillywhite MBE QHS, and the Deputy Chief of the Defence Staff (Health), Lieutenant-
General Robert Baxter CBE, and we are satisfied that this ‘double headed’ approach is an 
efficient and effective one. 

Current organisation of Armed Forces medical care 

16. The Surgeon-General and the Deputy Chief of the Defence Staff (Health) jointly 
oversee the work of three organisations. These are: 

• The Defence Medical Services Department (DMSD): the administrative headquarters 
of the DMS, which is responsible for strategic direction; 

• The Defence Medical Education and Training Agency (DMETA): a tri-Service 
organisation which provides personnel to meet the secondary care requirements of 
operational deployments as well as educating and training medical personnel. DMETA 
has command and control over: 

• Ministry of Defence Hospital Units; 

• The Royal Centre for Defence Medicine (RCDM); 

• The Defence Medical Rehabilitation Centre (DMRC) at Headley Court; 

• The Defence Medical Service Training Centre (DMSTC) at Keogh Barracks; 

• The Defence Medical Postgraduate Deanery, and 

• Retained military tasks at the Royal Hospital Haslar, managed in conjunction with 
Portsmouth Hospitals NHS Trust and due to close in late 2009. 

• Defence Dental Services: a tri-Service organisation which employs both military and 
civilian personnel and provides dental services in the UK and on operations.5 

17. The individual Services each have a responsibility for delivering primary healthcare and 
the requisite medical support on operations. The Surgeon-General and the Deputy Chief of 
the Defence Staff (Health) produce medical policy for the Royal Navy, Army and Royal Air 
Force Medical Services, which are responsible to the Service Chiefs of Staff. 

 
4 The first DCDS (Health) was Lieutenant-General Kevin O’Donoghue, now General Sir Kevin O’Donoghue, Chief of 

Defence Materiel. 

5 Ev 89-90 
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2 Treatment of casualties from operations 

Procedures for operational casualties 

18. DMS personnel are deployed on operations in both of the major theatres, on Operation 
HERRICK (Afghanistan) and Operation TELIC (Iraq). Personnel are deployed on a tri-
Service basis, and there is heavy reliance on Reservists, especially in terms of deployed 
hospital care and specialist roles. Around half of the Army’s deployed secondary care 
capability has been met by the Territorial Army, and four TA field hospitals have provided 
services for a 12-month commitment in Afghanistan (HERRICK 6 and 7), beginning in 
April 2007. 

19. The medical personnel deployed on operations provide assessment and immediate 
treatment for all casualties, whether injured in combat or otherwise, through Incident 
Response Teams (IRTs). There are also Deployed Rehabilitation Teams (DRTs) and 
Deployed Mental Health Teams (DMHTs) in-theatre to provide a first line of treatment 
and guidance on any further treatment or referral necessary. 

20. Seriously injured casualties are generally given initial treatment and stabilised by 
medical personnel in theatre then aeromedically evacuated to the UK when appropriate.6 
The deployment of a full range of clinical staff to field hospitals has allowed much more 
extensive treatment of casualties in-theatre. The decision to evacuate is a clinical one. 
Between January 2006 and April 2007, 367 UK personnel were evacuated from 
Afghanistan and 866 from Iraq (although not all of these were battle injuries). 

Birmingham as the centre for treating operational casualties 

21. Since 2001, the main receiving unit for casualties evacuated from operational theatres 
has been the Royal Centre for Defence Medicine, based at the University Hospital 
Birmingham Foundation Trust (UHBFT) (though there was some use made of The 
Princess Mary Hospital at RAF Akrotiri in Cyprus during the most intense phase of 
Operation TELIC 1 in Iraq in 2003). The decision to establish a partnership with UHBFT 
was taken because, according to the Ministry of Defence, “the medical needs of the Armed 
Forces are best served through access to facilities and training in a busy acute care hospital 
that is managing severe trauma on a daily basis”.7 Selly Oak Hospital, one of the five 
specialist hospitals within UHBFT and the home to most of the treatment received by 
operational casualties, is highly experienced in treating the most common types of injuries 
sustained by Service personnel, such as polytrauma. In addition, the main arrival point for 
casualties is RAF Brize Norton, with which Selly Oak has good links.8 

22. Julie Moore, Chief Executive of UHBFT, explained that Birmingham had been a 
particularly suitable partner for the MoD: 

 
6 That is, transported by air, accompanied by medical personnel. 

7 Ev 91 

8 ibid. 
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In terms of its central location, located near to a big airport and its good road 
networks, I think that was one of the major factors in choosing it so that patients can 
be easily transported when they are aeromedically evacuated back to Birmingham. In 
addition, it has got very strong partnerships with local universities, again feeding the 
training environment at the Royal Centre for Defence Medicine.9 

Dr David Rosser, the Medical Director at UHBFT, added that: 

The range of clinical specialties we have is very extensive. The only major specialties 
we do not provide are paediatrics and obstetrics and gynaecology. If one is injured in 
any form of major trauma any part of the body can be affected and we have surgical 
specialists particularly skilled in dealing with virtually every part of the body.10 

23. We heard evidence from the Army Families Federation (AFF), the Royal British Legion 
(RBL), SSAFA, Combat Stress and the Royal Air Forces Association (RAFA) to support the 
decision to work with UHBFT, and to attest that the clinical care offered at the RCDM was 
first-class. Ms Sammie Crane, Chief Executive of the AFF, told us that: 

The feedback I have had is that the clinical care at Selly Oak is so good it could not be 
replicated elsewhere and therefore that it is the correct place to which serious 
casualties should be taken.11 

24. UHBFT stressed that the arrangements which were put in place were “to operate in 
peacetime not in times of conflict or war”.12 Instead, a plan by which the NHS as a whole 
would become involved in the treatment of substantial numbers of casualties was devised, 
the Joint Casualty Reporting and Reception Plan (JCRRP). This was refined in 2002 into 
Reception Arrangements of Military Personnel (RAMP). That notwithstanding, RAMP has 
been used only once, in 2003. UBHFT has taken all other casualties sent back from 
Operations TELIC and HERRICK. 

25. UHBFT suggested that it has become the dominant reception centre for casualties 
because there was a strong preference for using it among military personnel. Aeromedical 
staff preferred to transfer to UHBFT because it was a regular occurrence, and the clinical 
staff were familiar with the procedure. Military doctors in Afghanistan and Iraq preferred 
to return casualties to an atmosphere which they knew and trusted.13 

Clinical care and welfare services 

26. In order to achieve the level of specialised treatment which was required for injured 
Service personnel, it was deemed necessary to place casualties in the appropriate clinical 
environment—burns patients were treated in the burns unit, neurosurgical injuries in the 
neurosurgical unit and so on. UHBFT told us that its initial contract with the MoD 
specifically asked for military casualties to be treated in the appropriate area, rather than in 

 
9 Q 108 

10 Q 109 

11 Q 2 (Ms Crane) 

12 Ev 107 

13 ibid. 
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a specific ward. Similarly, military clinical staff were deployed in different areas within the 
hospital rather than on a specific ward, in order to give them the most appropriate 
experience and opportunity for training and skills development. 

27. Initially, there was also a military-managed ward to allow DMS staff to gain experience 
of clinical management. It was not a trauma unit but a mixed-sex general surgical ward. 
However, this arrangement was brought to an end when the majority of the ward staff were 
deployed to Afghanistan at 24 hours’ notice.14 

28. Prior to our inquiry, there had been considerable, often adverse, press coverage of the 
standards of care at Selly Oak Hospital in particular. This included allegations that patients 
had been asked to remove their uniforms for fear of causing offence and had been verbally 
abused by visitors who opposed the war in Iraq. We asked Ms Moore, the Chief Executive 
of UHBFT, if there had been any complaints related to the stories highlighted from a 
number of newspapers. These included a report in the Daily Telegraph that an injured 
paratrooper had been verbally abused by a Muslim visitor, a story in the Daily Star that an 
injured Servicemen had been told to remove his uniform for fear of causing offence and an 
article in the Mail on Sunday that a soldier at Selly Oak had been accosted by a group of 
Muslim women.15 She confirmed that the trust had received no complaints. She went on to 
tell us that scrutiny by the press had placed considerable demands on the Trust: 

The time taken to deal with this has been quite considerable. The senior nurse in 
charge of the ward at one time said she felt she was doing organised visits round the 
ward instead of looking after patients, and that cannot be right.16 

Her written memorandum on behalf of the Trust highlighted the same concern. 

My concern is that these debates [over the standard of care] were played out in the 
press rather than by considered discussion between those concerned and senior 
hospital staff. This sustained negative press campaign has had a significant 
demoralising effect on clinical staff, NHS and military, I am sure it has affected the 
morale of deployed troops and their families and it has certainly affected our 
reputation with our own population and patients.17 

29. The evidence from UHBFT, that the negative press coverage had not been based on 
accurate representations of factual cases, echoed what we had been told by the MoD. It 
seems clear that there has been much inaccurate and irresponsible reporting 
surrounding care for injured Service personnel at Birmingham, and that some stories 
were printed without being verified or, in some cases, after the Trust had said that they 
were untrue. We condemn this completely. Editors have a responsibility to ensure that 
their newspapers report on the basis of verified fact, not assumption or hearsay. The 
effect of such misrepresentation on the morale of clinical staff and Service personnel 
and families was considerable. We consider the publication of such misleading stories 
as reprehensible. 

 
14 Ev 106 

15  Q 161 

16 Q 159 

17 Ev 107 
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30. Another criticism in some sections of the media was the loss of the military-managed 
ward, with some people emphasising the importance of Service personnel being treated in 
a military atmosphere in which they would be comfortable. In response to this, in late 2006 
UHBFT was asked to provide a new Military Managed Ward (MMW), in which the senior 
nurse in charge would be a military nurse. The preference of the DMS was that this should 
be the trauma ward where most injured Service personnel are treated. However, there was 
not a military nurse with the required skills and experience to manage a ward, so it was 
necessary to train someone to fulfil that role. Furthermore, there were insufficient military 
nurses to staff the ward, and it was claimed at the time that it would not be possible to 
reach the required numbers to have a 70% military staffing level until July 2007.18  

31. We asked the Minister about progress on the Military Managed Ward when he 
appeared before us in November 2007. He explained that there were around 39 military 
nurses at Selly Oak, a Regimental Sergeant-Major ward manager to deal with discipline and 
matters relating to Service life, and two liaison facilities who maintained links with patients’ 
parent units. He concluded: 

You walk around Selly Oak now, and it is like new. There are a lot more military 
people and uniforms […] the hope going to the new ward is that we can put in an 
actual ward manager who would have responsibility on that ward for all the things 
that happen in that ward.19 

32. There were also criticisms of the welfare and support services provided at Selly Oak. 
When we spoke to representatives of welfare organisations in June 2007, they assured us 
that the clinical care at Selly Oak was of a very high standard, but that, in the words of one 
witness, “support for people who visit and for the individuals whilst there in terms of 
providing basic essentials is currently provided by charities which some […] suggest is 
perhaps not appropriate”.20 Among the issues identified were travel assistance for families 
of injured Service personnel, provision of toiletries and basic clothing for Service personnel 
who had been separated from their possessions, and accommodation for relatives of 
patients. Improvements were taking place, but some of the slack had been taken up by 
welfare organisations. For example, the Army Families Federation had paid for the 
temporary refurbishment of flats originally built for doctors and nurses so that they could 
be used by patients’ families.21 

33. One significant development which bridged the gap between clinical care and welfare 
was the appointment of a Standing Joint Commander (Medical), who was an experienced 
infantry officer. His role has been to take responsibility of command and control issues and 
to coordinate the care pathways for casualties brought into Birmingham. Lieutenant-
General Baxter stressed the importance of this appointment: “an experienced soldier is 
going in there, he knows the issue in the operational theatres, he knows what it is like 
looking after soldiers”.22 

 
18 Ev 107 

19 Q 409 (Mr Twigg) 

20 Q 3 (Ms Freeth) 

21 Q 23 

22 Q 409 (Lieutenant-General Baxter) 



Medical care for the Armed Forces    13 

 

34. We acknowledge the progress which has been made at Selly Oak in terms of creating 
a military environment, to take advantage of the healing process of being surrounded 
by those who have been through similar experiences, to make patients feel comfortable 
and give them familiar surroundings. The MoD has made substantial efforts in this 
regard, and we look forward to hearing of further progress in the response to this 
report. The MoD must make sure that the issues of welfare for patients and families are 
central to its planning in developing its medical facilities in and around Birmingham.  

35. We also welcome the improvements in welfare provision and pay tribute to the 
work of welfare and charitable organisations. We consider that there is nothing 
intrinsically wrong in welfare and charitable organisations contributing to the support 
of our injured Service personnel. Indeed, quite the reverse is the case, since it builds on 
a proud tradition in the United Kingdom of linking the community with the Service 
personnel who have been injured fighting on their behalf. The MoD and the voluntary 
sector should engage openly with the debate about which services are more 
appropriately provided by the Government and which by charities and voluntary 
groups. 

36. However, we also underline the fact that many of the improvements set out above 
are relatively recent, and there has been a great deal of change over the past 18 months. 
The MoD should not be complacent: they have had to learn important lessons and it is 
clear that the picture at Selly Oak was not always so positive. Nor should progress now 
stop, but the MoD should continue to learn lessons from its experiences in treating 
injured Service personnel at Selly Oak. 

The concentration of services: criticisms and plans 

37. While there was almost unanimous praise for the clinical standards at Selly Oak, the 
decision to site a single trauma unit in Birmingham was questioned by Mr Terence Lewis, 
Medical Director of Plymouth Hospitals NHS Trust. Mr Lewis pointed out that his trust 
had one of the biggest hospitals in Europe under one roof, was a major tertiary care 
provider and was home to one of only a handful of level-one trauma units in the UK. He 
therefore regarded it as “a great pity” that his trust did not provide any trauma 
infrastructure to military personnel.23 

38. We put this criticism to the Parliamentary Under-Secretary of State for Defence, Derek 
Twigg MP, in November 2007. He told us that the advice he had received was that the use 
of Birmingham as a single site for the treatment of operational casualties was right “because 
of the concentration of our medical expertise and the range of cases that our people are 
seeing and, of course, the NHS people are seeing as well”. He added that “there is an 
argument as well—and this has come over quite strongly from the individual Service 
personnel—that they like to be grouped together, which of course we can do.” He 
concluded that the numbers of operational casualties, while higher than they had been 
before 2001, were relatively small compared to other conflicts, and were not high enough 
to require or allow the treatment in several different locations.24 
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39. The Surgeon-General added two points in support of the Minister’s answer. The first 
was that a criterion in choosing Birmingham had been the presence of a university, which 
there had not been at that time in Plymouth. The second was that Birmingham was a large 
conurbation, which would allow the MoD to “spread out in a local way should the number 
of casualties exceed the capability of whatever it was that we chose”. He noted that the 
three short-listed facilities had been in large conurbations: Birmingham, Newcastle-upon-
Tyne and Guy’s and St Thomas’ in London.25 

40. Another criticism of the Birmingham site which we heard from Service personnel when 
we visited in June 2007 was that it was not close to any major Service population (unlike, 
say, Plymouth or Portsmouth), which meant that the families of the injured being treated 
there often had to travel considerable distances, and that personnel serving in Birmingham 
did not feel that there was a sense of community, sometimes making it an unpopular 
posting. 

41. The MoD has plans to develop the facilities in and around Birmingham. When we 
visited the RCDM, we were told that it had been involved from a very early stage in the 
Birmingham New Hospitals Project, which would provide brand new facilities, including 
dedicated military areas. We were also told that there were plans to develop facilities for 
training and messing at Whittington Barracks in Lichfield. This was part of the Midland 
Medical Accommodation (MMA) project, which would bring together on one site the 
headquarters of the DMS, DMETA, the Defence Medical Services Training Centre and 33 
Field Hospital (currently based at Gosport).26 

42. Lieutenant-General Baxter explained to us in oral evidence that the MoD intended 
Birmingham and Lichfield to form a “dumb-bell” in terms of shape: 

We are looking […] to continue to build on that, if you like, fissionable mass, 
bringing the various components together, making sure the thinking piece goes into 
the training and the education and to look at concentrating other bits of training. 
Our eyes are on taking Whittington Barracks and converting that into a satellite to 
the main Birmingham piece. We are looking at plans now, we are looking at budgets 
and we are looking to what we call a Main Gate submission, the investment decision, 
early in the New Year [2008].27 

43. We acknowledge the case for concentrating the main clinical and training assets of 
the DMS and DMETA on one cluster of sites. While Birmingham may not be close to a 
major Service community, we accept that it is suitable in terms of transport links and 
proximity to a university, both of which are important factors. However, the MoD 
needs to make its case for the Birmingham-Lichfield ‘dumb-bell’ more explicitly, and 
we expect the Government response to our report to set out in detail the plans and 
progress on this. The MoD and, where appropriate, the voluntary sector should also 
make sure that there are adequate travel and accommodation arrangements for 
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families visiting patients in Birmingham, and, as important, that these are easily 
understood and accessible. 

44. The UHBFT/RCDM services are delivered at Selly Oak in buildings which are in 
many cases ageing. Delivery of the PFI development is scheduled to bring new, state-of-
the-art buildings and facilities by 2012. We expect the MoD, as part of its annual 
reporting process, to state whether delivery on the Birmingham New Hospitals project 
is on target. 
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3 Rehabilitation and aftercare 
45. Another main element of the work of the DMS is rehabilitation and aftercare. The 
MoD’s Defence Rehabilitation Plan operates a tiered approach to the delivery of services. 
The first point of contact is one of 70 Primary Casualty Receiving Facilities, which treat 
around 80% of problems. The PCRFs, in turn, can refer patients to one of 15 Regional 
Rehabilitation Units (RRUs), staffed by multi-disciplinary teams including doctors, 
physiotherapists and rehabilitation instructors, which concentrate on the assessment of 
musculo-skeletal injuries and sports medicine. The MoD’s memorandum claimed that the 
benefits brought by the use of RRUs included successfully treating more than four-fifths of 
patients through physiotherapy and rehabilitation alone, with no surgical intervention, and 
discharging the “vast majority” of patients fully fit for task.28 We visited an RRU in 
Edinburgh in October 2007. 

46. The principle underlying the DMS’s approach to the treatment of musculo-skeletal 
injuries is that, wherever possible, care should be provided at a local level, and should make 
the best possible use of physiotherapy and rehabilitation rather than surgical intervention. 
This has the additional benefit of avoiding patients spending long periods on waiting lists 
for assessment and treatment. 

47. We were very impressed by the services at the Regional Rehabilitation Unit we 
visited in Edinburgh and commend the staff for their excellent work. The MoD’s 
approach to musculo-skeletal injuries is forward-looking and sensible, and we are 
persuaded that it has been of significant benefit to Service personnel as patients, and to 
the efficiency and effectiveness of their units. 

48. The final link in the rehabilitation chain is the Defence Medical Rehabilitation Centre 
at Headley Court in Surrey, which we visited in June 2007. The Centre, which was opened 
in 2004, deals principally with patients suffering from polytrauma and brain injuries. It has 
220 staff, half military and half civilian, with 156 patient beds, 36 of which are ward-based. 
It provides physiotherapy and rehabilitation for complex musculo-skeletal injuries and 
specialised neuro-rehabilitation for patients with brain injuries. Since June 2006, it has also 
been home to the Complex Rehabilitation and Amputee Unit, and has a contract with a 
private company for the production of prosthetics. These are manufactured on site and 
individually tailored to the patients’ needs. 

49. The principle underlying the work of the Centre is to return patients to functional 
independence, and, where possible, to active military duties. Historically, around 95% of 
patients have returned to military duties, but this has fallen to 85-90% in the recent past, 
given the increasingly serious injuries with which patients are presenting. Only around half 
of those patients with serious brain injuries tend to return to military duties.29 

50. The facility had been requisitioned from Lord Cunliffe by HQ Canadian Forces during 
the Second World War, after which it was bought by the Estate Agents and Auctioneers 
Institute (now the Royal Institute of Chartered Surveyors) to endow as a rehabilitation unit 
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for aircrew in memory of the deeds of RAF aircrew during the War. It remains governed 
by a trust, the deeds of which include the rehabilitation of all Armed Forces personnel. 

51. The MoD told us that there was an ongoing review of Headley Court, to look at future 
anticipated needs and development of the site, and that Mole Valley Council had been 
involved in discussions about the process.30 The Minister maintained that Headley Court 
was currently “very fit for purpose”, but added that the MoD “want[ed] to look at the 
longer, short to medium term future in terms of any developments that need[ed] to take 
place”.31 

52. There had been some press comment suggesting that some of the facilities available at 
Headley Court were insufficient to meet the demand placed upon them. Specifically, it had 
been alleged that the lack of availability of the hydrotherapy pool had forced the Centre to 
take patients by bus to Leatherhead public swimming pool. It was further alleged that there 
had been an incident in which members of the public had expressed dissatisfaction with 
this arrangement on the grounds that the presence of obviously injured personnel might 
distress other users of the pool, especially children. 

53. We put this allegation to the Minister in November 2007. He explained that it was in 
part founded on a misapprehension of the purpose of different types of pool. The 
hydrotherapy pool at Headley Court was heated to a relatively high temperature, and was 
not suitable for those with cardiovascular issues. For those patients, a standard swimming 
pool was more suitable. Therefore, it was not the case that the hydrotherapy pool was 
unable to deliver the required capacity, but rather that some patients had different 
requirements.32 The Surgeon-General added that the administration at Headley Court had 
at no point suggested that the arrangements to use the public swimming pool in 
Leatherhead were ineffective, inadequate or inappropriate, complaints to which the DMS 
would have responded.33 

54. We readily acknowledge the extraordinary work which is carried out at Headley 
Court and have nothing but praise for the staff, who have had to cope with an increased 
tempo of operations and treat patients with injuries which, only a few years ago, would 
have been fatal. We regard this as a good example of the Government and charities 
cooperating to provide those services which they can most appropriately deliver. We 
were astonished by the ability of some gravely-injured Service personnel to be 
successfully treated, and to return to active military duty. However, we are concerned 
by reports of problems with the local community in terms both of developing the 
facilities at Headley Court and of using local authority amenities. If it is true that some 
local residents objected to the presence of Service personnel, we find that attitude 
disgraceful. The Government should make the outcome of the current review into the 
facilities at Headley Court fully available, and should explain what planning it has done 
to account for the increased operational tempo and its implications for Headley Court. 
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4 Cooperation with the NHS 

Ministry of Defence Hospital Units: secondary care and training 

55. Following the closure of the military hospitals in the 1990s, the decision was taken to 
establish a number of military units within NHS facilities, both to provide a degree of 
secondary care for Armed Forces personnel, and to allow for the training and skills 
maintenance of military medical staff. There are currently five of these Ministry of Defence 
Hospital Units: 

• MDHU Portsmouth (Queen Alexandra Hospital, Portsmouth Hospitals NHS 
Trust) 

• MDHU Derriford (Derriford Hospital, Plymouth Hospitals NHS Trust) 

• MDHU Frimley Park (Frimley Park Hospital NHS Foundation Trust) 

• MDHU Northallerton (Friarage Hospital, South Tees Hospitals NHS Trust) 

• MDHU Peterborough (Peterborough and Stamford Hospitals NHS Foundation 
Trust) 

The MDHUs assumed most of the twin burdens of clinical care and training because there 
were insufficient numbers of patients and too small a range of cases to allow military 
medical personnel to develop and maintain the required skills. 

56. MDHUs are not stand-alone units or wards. Rather, their purpose is “to provide 
administrative, business and training functionality”, leaving clinical staff to concentrate on 
their medical work. Service medical personnel in MDHUs are integrated throughout the 
host NHS Trusts, thereby providing a double benefit: the volume and range of cases which 
pass through the NHS facilities allow them to develop and maintain their skills, which 
means that they are at full readiness for deployment when necessary. They also contribute 
to overall NHS capacity and capability.34 MDHUs employ a substantial number of Reserve 
personnel. We examine this issue in more detail in Chapter 7. 

57. A key role of MDHUs is to provide a pool of deployable personnel, and there are 
certain challenges in managing this. Terence Lewis, the Medical Director of Plymouth 
Hospitals NHS Trust, told us: “We have 260 Regular staff in our organisation, 250 of whom 
departed to Iraq with virtually no notice”.35 These were people who were “absolutely crucial 
to the organisation […] [and] losing those in an organisation such as ours has a very major 
effect”.36 The Health Minister told us that, while workforce planning was the responsibility 
of individual trusts under the guidance of their Strategic Health Authorities, the increase in 
the number of clinical personnel being trained would inevitably ease any problems caused 
by the deployment of personnel.37 Andrew Cash, Co-Chair of the DH/MoD Partnership 
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Board, added that workforce planning was one of the three key areas which his Board was 
currently examining, and it was acutely aware of the need for cooperating to manage the 
deployment of medical personnel.38 We are satisfied that the MoD and the Department 
of Health are aware of the management problems which the deployment of personnel 
from MDHUs poses for the Trusts in which they are based and that they are working in 
a coordinated way to minimise these problems. 

58. The General Medical Council (GMC) attested that the training provided in MDHUs 
was as good as that in the NHS. It explained that the training posts “are fully integrated 
into foundation training, carry full educational approval and deliver the required 
competencies of the Foundation Training Programme”.39 

59. While the training role which MDHUs play is important, they also provide 
considerable clinical care for the Armed Forces. The Health Minister told us that around 
65% of Service personnel received elective treatment in MDHUs as opposed to in 
mainstream NHS facilities. However, we heard concerns that, while MDHUs offer swift 
access to high-quality care for Service personnel, some had to travel considerable distances 
to receive that treatment.40 The Surgeon-General told us that the MoD attempted to 
balance clinical need against local access to healthcare.41 

60. The Department of Health’s memorandum explained that, where appropriate military 
healthcare was not available, Service personnel based in the UK were entitled to the full use 
of NHS facilities on the same basis as civilians, while personnel based abroad were similarly 
entitled to NHS secondary care if they returned for treatment. The provision of this care 
was the responsibility of Primary Care Trusts.42 

61. The principle which underlies MDHUs is a sound one. We believe that embedding 
DMS personnel in NHS trusts to work side by side with civilian clinicians is the best 
way to develop and maintain their skills, as well as providing an opportunity for 
Servicemen and women to be treated in a semi-military environment. We were 
impressed by the MDHUs which we visited and are satisfied that they deliver high-
quality care to military and civilian patients. 

62. One of the aims of integrating Service medical personnel was said to be the exchange of 
skills and best practice between military and civilian clinicians.43 However, when we visited 
the headquarters of 2 Medical Brigade at Strensall in Yorkshire, we were told that some of 
the trauma care which Service medical personnel provide in operational theatres was far in 
advance of that which the NHS could offer. In particular, we were told that the time from 
point of trauma to treatment was very much shorter in Afghanistan and Iraq than was the 
norm in the NHS. This suggested that there was more work to be done in terms of sharing 
best practice. The Health Minister, Ben Bradshaw, admitted that best practice was “not as 

 
38 Q 475 (Mr Cash) 

39 Ev 105 

40 Q 56 

41 Q 428 

42 Ev 135 

43 For example, Ev 85-86 



20    Medical care for the Armed Forces 

 

widespread as it should be”. He added that the Department of Health was considering 
putting more explicit advice in the annual operating framework about the need to 
encourage Reservists, which would assist the “cross-fertilisation of cultures”.44 The MoD 
and the Department of Health should address the sharing of best practice as a matter of 
urgency. More structured exchange of skills and techniques is in the interests of the 
NHS and Service personnel. We also consider it probable that the MoD, when working 
alongside forces from other countries, will learn lessons from differing approaches 
adopted by those other countries which could usefully be shared with the NHS. We 
expect the response to this report to explain in detail what steps will be taken to 
encourage this. 

63. Some of us visited four of the five MDHUs. One striking characteristic of some of the 
units we visited was a strong single Service ethos, despite the notional tri-Service nature of 
MDHUs. Indeed, they were on one occasion described to us in explicitly single-Service 
terms: Derriford and Portsmouth being Royal Navy, Frimley Park and Northallerton being 
Army and Peterborough being RAF. The Deputy Chief of the Defence Staff (Health) 
explained that this was due to historic connections with specific Service communities.45 We 
appreciate the strength of Service loyalties and the power of traditional connections, 
but we suggest that more needs to be done to ensure that MDHUs are representative of 
a genuinely tri-Service DMS. 

‘Fast track’ treatment in the NHS 

64. The MoD told us that there was a distinction between ‘fast track programming’ and 
‘accelerated access’. The latter refers to the treatment which Service personnel receive in 
MDHUs, for which the MoD pays the host trusts. However, there is also a system of ‘fast 
track programming’, under which Service personnel can receive fast access to treatment 
(generally for musculo-skeletal disorders) over and above the arrangements with MDHUs. 
This treatment can be in the MDHU host Trusts, in other NHS Trusts or in the 
independent sector.46 This distinction between ‘fast track programming’ and ‘accelerated 
access’ was not at first explained clearly and it took prolonged examination to discover the 
full details. The priority in the treatment of injured Service personnel must be to return 
them as quickly as possible to operational effectiveness, so it is sensible for the DMS to 
use whatever mechanism delivers this objective most efficiently. The MoD should 
express more clearly the arrangements for ‘fast track programming’, and we are 
concerned that they are not fully or properly understood by all parties involved. 

The devolved administrations 

65. The MoD has responsibility for Service personnel across the UK but must cooperate 
with a number of jurisdictions to access civilian medical services. While the relationship 
between the MoD and the Department of Health seems to be a good one, the situation in 
Scotland seems to be less satisfactory, judging by the evidence we took from officials from 
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the Scottish Executive in October 2007. Health ministers from the devolved 
administrations signed up to the concordat between the MoD and the Department of 
Health, and, as there is no MDHU in Scotland, the MoD deals with individual health 
boards when it is necessary for Service personnel to receive clinical care.47 

66. The structure of the NHS in Scotland differs substantially from that in England. Since 
April 2004, healthcare provision has been the responsibility of 14 geographically-based 
NHS Boards and a number of Special Health Boards. Hospitals not managed by Special 
Health Boards are managed by, and GPs contracted in by, the local NHS Board. Provision 
of community health care and most mental health care is also the responsibility of local 
Boards. 

67. We asked officials from the Scottish Executive about cooperation with the MoD on a 
variety of issues: giving help to Service families returning from overseas postings, the 
provision of mental health care for veterans, the transfer of medical records for those 
leaving the Armed Forces, the employment and conditions of Reserve personnel. On too 
many of these issues, the response was one of confusion, incomprehension or ignorance. 
On the subject of Service families returning from overseas and registering with a GP, for 
example, an official said: 

Any family coming into a community has an entitlement to register with a general 
practice in their area, so there is no difference there. I suppose it is the local 
intelligence of knowing where to go, if you like, when the family gets back.48 

On the subject of dentists, she added: 

There is an obligation on the health boards to provide a general medical practitioner 
for every citizen whereas there is not for an NHS dentist. I have no knowledge of 
whether Service families have particular difficulties over and above the rest of the 
population.49 

68.  Overall, there was too much reliance on guidance issues to health Boards, and when we 
pressed officials on monitoring the implementation of this guidance, we were told: 

We have not got a measure that would enable us to do that. I guess our major 
measure of these kinds of issues would be are we getting a lot of complaints about 
them, and we are not […] it is impossible to monitor how every bit of guidance that 
goes out is implemented […] some of this is about the actual clinical interaction 
between a GP or a practice nurse or a frontline clinician and a veteran, and unless 
you are sitting on top of that interaction it is an extremely difficult thing to 
measure.50 

69. Our visit to Scotland left us deeply concerned. It is unreasonable to expect any 
administration, whether in Whitehall or one of the devolved assemblies, to 
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micromanage the agencies which execute its policies. But depending on guidance and 
taking a laissez faire approach to making sure that such guidance is implemented is 
totally inadequate, and reinforces our view that the issues confronting Service 
personnel and their families are not sufficiently high up the list of priorities for the 
Scottish Executive. 

70. We accept that plurality is an inevitable outcome of the devolution settlement. 
However, we are concerned that the provision of some aspects of healthcare in 
Scotland, for Service personnel and their families, is not always given the priority it 
deserves because of poor cooperation and communication. The MoD must review the 
structures through which it engages with other departments and administrations, and 
explain how it intends to improve the situation. We also expect the Scottish Executive 
to review its arrangements in response to our report. 
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5 Care for veterans and Service families 

Priority access for veterans 

71. Medical care for ex-Service personnel is the responsibility of the NHS. However, since 
1948, there has been an entitlement to priority access for war pensioners to treatment for 
conditions relating to their service.51 On 23 November 2007, the Government announced 
that this priority access would be extended to all veterans for conditions which were 
believed to derive from service. This followed a pilot project run by Hull Primary Care 
Trust, and the Health Minister estimated that it would extend priority access from around 
170,000 veterans across the UK to a figure in the region of 5,000,000.52 

72. Just as important as priority access to treatment for veterans is ensuring that those who 
are eligible are aware of their entitlement and how to benefit from it. Andrew Cash, Co-
Chair of the DH/MoD Partnership Board, said that this was a two-part process: personnel 
would be informed of their entitlement while in the Armed Forces, while the arrangements 
would also be explained in the operating framework issued to PCTs and to general 
practitioners.53 

73. The new system will, therefore, rely on self-identification by veterans, some of whom 
may be reluctant to make their status known. This seems to present a fundamental 
problem. Even assuming the seamless transfer of medical records (which we consider in 
paragraphs 77-79 below), a clinician will not automatically have any way of knowing that a 
patient has served in the Armed Forces, let alone that his or her condition may be related to 
the period of service. This is all the more problematic given that some conditions can show 
symptoms months or years after the patient has left the Armed Forces (particularly in 
relation to mental health, which we consider in Chapter 6 below). 

74. In response to these criticisms, the Surgeon-General counselled caution. He told us 
that: 

Not all veterans want it to be known that they are veterans, so we just need to be 
careful about being too proactive in some cases. An individual who has left the 
Armed Forces, in some cases, not many but in some cases, may wish that severance 
to be complete, and we need to be very careful about being too proactive and 
overriding an individual’s wish.54 

75. We welcome the Government’s extension of the priority access available to veterans 
in England. However, the MoD must explain clearly what it is doing in conjunction 
with the devolved administrations to ensure that this entitlement extends across the 
UK. It should also give a clear definition of who qualifies as a veteran and is therefore 
entitled to this treatment.  
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76. We also acknowledge that the implementation of the policy will present some 
challenges in terms of privacy. However, the MoD and the Department of Health need 
to do much more to make sure that the entitlement to priority access is widely 
understood and taken up by those who need it. We do not believe that there is currently 
a sufficiently robust system for tracking veterans in the NHS, and we expect the MoD’s 
response to this report will set out the Government’s thinking on how this could be 
improved. Simply to rely on the individual to bring his or her status as a veteran to the 
attention of a clinician, given some of the conditions which are common among ex-
Service personnel, is inadequate and an abdication of responsibility. We believe that an 
automatic tracking system with an ‘opt-out’ provision would balance the need for 
robustness with the protection of individuals’ privacy. 

Transfer of records 

77. An issue which goes hand in hand with priority treatment for veterans is the transfer of 
medical records from the military to the civilian clinician. The system as it was explained to 
us is that those leaving the Armed Forces, after having a medical examination, are given a 
summary of their medical history to present to a civilian general practitioner upon 
registering. The GP can then, if necessary, request the full medical records of his or her 
patient from the MoD, relating to the period of service in the Armed Forces.55 The Health 
Minister also claimed that the transfer of the summary would become automatic under the 
NHS National Programme for IT when the NHS and MoD computer systems were 
integrated.56 The Surgeon-General added that he did not think the system was ineffective, 
as there was currently no backlog of requests from GPs for military medical records.57 

78. The system remains essentially reactive. It is the responsibility of the individual veteran 
to present the GP with a summary medical report, and the responsibility of the GP to 
request the full records if necessary. We heard anecdotal evidence from Service personnel 
that the procedures do not always operate as they should, that records are not transferred, 
are not fully disclosed, and are not always accepted by clinicians, for example when needed 
for insurance policies. Commodore Elliott, Chief Executive of Combat Stress, put the 
problem plainly: 

The procedures for medical discharge involve handing the patient across to the 
National Health Service, and the medical records go with the patient into the NHS. 
All too frequently the problem is that the Services do not know where that patient 
will end up. He has nowhere to go. A lot of servicemen who are being discharged will 
not contact their local GPs and all the services that they should connect up to until 
they are in trouble, and therein lies a huge problem.58 

79. We remain concerned that medical records do not transfer as seamlessly from the 
Armed Forces to civilian life as they could. Too much is left to the initiative of the 
patient, and on our visits we heard that the existing system often works imperfectly. We 
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recommend that the MoD re-examine its procedures with regard to medical records 
and examine ways in which there could be an automatic transfer of records and a more 
effective safety net for those who, for whatever reason, do not take the initiative in 
transferring or requesting records. We also ask the MoD to give us an update on the 
progress of its IT system, the compatibility with the NHS National Programme for IT, 
and its anticipated schedule for implementation of the new system. 

Wider implications 

80. The care of veterans is important not just in terms of making sure that first-class 
healthcare is available swiftly and easily to those who have served the country. It has a 
wider impact on the perception of Service life, both in terms of Service personnel and their 
families, and in terms of the community at large. We have already expressed concern over 
the issue of recruitment and retention of personnel by the Armed Forces.59 We believe that 
providing first-class healthcare for veterans, and making sure that people have 
confidence that they will be able to access and will receive such treatment, is an integral 
part of the debt which society owes to those who serve in the Armed Forces, and, as 
such, has an impact on recruitment and retention. 

Service families overseas 

81. The MoD is responsible for the delivery of healthcare to Service families posted abroad. 
It is provided in a number of different ways. In Germany, British Forces Germany 
Healthcare Services (BFGHS) is a partnership between the MoD, Guy’s and St Thomas’ 
NHS Foundation Trust, the Defence Medical Welfare Service, SSAFA Forces Help and the 
Defence Dental Service which provides “seamless primary, community, secondary and 
tertiary care”. Hospital facilities are the responsibility of Guy’s and St Thomas’, which 
subcontracts with five German provider hospitals. In the Permanent Joint Operating Bases 
(PJOBs) at Cyprus and Gibraltar, primary healthcare is provided by PJHQ, using primarily 
Service personnel, while secondary care is provided by The Princess Mary Hospital 
(Cyprus) and the Royal Naval Hospital (Gibraltar). There are also contracts with some 
local healthcare providers and UK-based NHS hospitals to provide access to services which 
MoD resources cannot supply.60 

82. SSAFA Forces Help, which is involved in providing some healthcare services for 
families abroad, observed that the standard of care offered was “generally very satisfactory 
and indeed in most cases excellent”. However, it warned that the substantial increases in 
funding for the NHS had not been matched by the MoD in terms of funding healthcare 
abroad: the NHS budget had risen by 5% a year since 2002, while the MoD’s expenditure 
had risen by only 2%. Given that it was necessary to pay military clinicians comparable 
salaries to those of civilian staff, the funding gap was exacerbated.61 The Minister accepted 
that the MoD had not been able to match the rate of increase in expenditure enjoyed by the 
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NHS. He told us in November that it was a subject of ongoing discussions with the 
Treasury.62 

83. We acknowledge that Service families posted overseas generally receive very good 
healthcare through sensible partnership arrangements. We are glad that the MoD 
accepts that its spending has lagged behind that of the NHS. It is essential that medical 
care for our Service personnel posted overseas should keep pace in every way with the 
NHS, so that they are not penalised for joining the Armed Forces. 

84. Another issue which is under review is the continuing existence of stand-alone 
hospitals for Service communities overseas in Cyprus and Gibraltar. When we visited The 
Princess Mary Hospital at RAF Akrotiri in November 2006, we saw a facility which was 
clinically of a very high standard, but which was serving a population of a size so small that 
the facility was underused and overstaffed. However, it was not possible to outsource the 
provision of all services to local providers. Equally, it was reliant on visiting clinicians or 
locums from the UK for some services. This made clinical continuity and the maintenance 
of skills difficult. 

85. We doubt if the establishments in Cyprus and Gibraltar are clinically or financially 
viable in the long term. The MoD should make clear how it intends to address this 
problem and what options are being explored for maintaining healthcare provision for 
Service communities in a more effective and efficient manner. It should also set out a 
timetable for tackling this issue. 

Service families in the UK 

86. One of the major issues for Service personnel and families returning from overseas 
postings is making the transition from a situation in which the MoD provides healthcare, 
to a situation in the UK in which families (though not Servicemen and women) are entirely 
reliant on local NHS services. Particular concerns have included the process of registration 
with NHS general practitioners and dentists (pressure on the latter is particularly acute, as 
has been reported widely in the media), and the management of expectations when 
transferring from one regime to the other. 

87. The problem of dentistry in particular was put to us by Sammie Crane of the Army 
Families Federation. She identified two aspects of this problem. The first was that Service 
families move so regularly that it could be very difficult to get to the top of a waiting list for 
an NHS dentist, while such lists are non-transferable. The second, anecdotal, issue was that 
families in which both parents are Service personnel, and whose dentistry needs are taken 
care of by the MoD, often found that dental practices would not register children unless 
one parent was also registered with that practice.63 

88. There appeared to be an acute lack of support for families in Scotland making the 
transition from postings abroad to those in the UK. The Scottish Executive told us that 
“these are really matters for the MoD”, and demonstrated no substantial awareness of the 
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problems which Service families faced.64 Asked whether more could be done to ease the 
transition, one official responded, “I suppose they [the MoD] could give them an 
information pack”.65 The impression was created that Service families would have no more 
information and support in getting access to healthcare after prolonged absence overseas 
than any other sector of the population. 

89. We acknowledge that the healthcare of Service families in the UK is the 
responsibility of the NHS. However, the MoD has a part to play, and should be doing 
more to support Service families during the transition from overseas postings to 
reliance on NHS healthcare. There should be better cooperation between the MoD and 
health departments across the UK. The Scottish Executive also has a responsibility to 
improve its procedures in this regard. Providing this sort of support is a vital part of 
maintaining morale among Service personnel themselves and their families, which has 
such a profound effect on the retention of experienced Servicemen and women. 
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6 Mental health 

Mental healthcare for Service personnel 

90. We now turn to another key aspect of healthcare for Servicemen and women, mental 
health. In 2002, the MoD published the conclusions of its Medical Quinquennial Review, 
as a result of which there was a reconfiguration of mental health services it provided. These 
were based on the principle of community mental health and carried out primarily through 
15 military Departments of Community Mental Health (DCMHs), with satellite centres 
overseas. These are staffed by mental health teams comprising psychiatrists, mental health 
nurses, clinical psychologists and mental health social workers. The MoD’s aim is to treat 
personnel who present with mental health needs as out-patients where possible.66 

91. For in-patient care, since the Duchess of Kent Psychiatric Hospital at Catterick closed 
in April 2003, the MoD has used a central contract with the Priory Group of hospitals to 
treat Service personnel in psychiatric units which it claims allows patients to be treated 
much closer to their parent units than was the case when the Armed Forces operated its 
own psychiatric hospitals. There is close liaison between local DCMHs and Priory units to 
manage the in-patient care of Service personnel.67 There are agreed communication 
protocols between the Priory Group and the MoD at admission, after 48 hours, at 14 days 
if further inpatient stay has been requested, and at discharge.68 

92. In terms of preventative measures, we heard on several occasions about efforts to 
provide opportunity for ‘decompression’—that is, for personnel returning from front-line 
duty to have an opportunity to recover in a group setting and absorb their often traumatic 
experiences before returning to their families and friends. The Minister noted that this was 
a problem made more acute by reduced travel time. 

In the old days where you might spend a few months coming home, whether you 
were in the Second World War or elsewhere, on a ship for a long time, has of course 
gone in the main now.69 

93. When we visited Cyprus in October-November 2006, we were told that one of the 
facilities offered by the development of the Forward Mounting Base was space to allow this 
decompression. For example, the 3 Para battle group had used Bloodhound Camp for this 
purpose after returning from a tour of duty in Afghanistan. The Royal Marines have 
formalised a comparable arrangement known as Trauma Risk Management or TRiM. The 
Minister described this as “a sort of a buddy system led by warrant officers in terms of 
talking through their issues or concerns with each other”, and noted that it seemed to be 
working well.70 
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94. The MoD’s memorandum noted that medical discharge from the Armed Forces due to 
psychological illness was low. Only around 150 personnel, less than 0.1%, were discharged 
annually for mental health reasons “whatever the cause”.71 

95. We heard some criticism of the contract with the Priory Group. Dr Christopher 
Freeman, a consultant psychiatrist at the Royal Edinburgh Hospital and a Fellow of the 
Royal College of Psychiatrists, said that he was not convinced that the Priory’s clinicians 
had the relevant expertise, and that they lacked the ability to relate to the experience of 
Service personnel. He also expressed an anxiety that “the private sector makes its money by 
keeping people in beds, the longer someone is in hospital, the more money they get, and 
that is a tension between the NHS and the private sector”.72 

96. In general, Dr Freeman characterised the MoD’s mental health provision for serving 
personnel as “an okay job but not a great job”. He took the view that assessment and 
monitoring of mental health needs was good overall, but that the psychiatric services were 
stretched. MoD and Department of Health witnesses were more positive. They stressed 
that the concentration on community care was the right one, and that the relationship with 
the Priory group, with its “joined-up regional, across-the-UK footprint”, was bearing 
fruit.73 Professor Louis Appleby, the Department of Health’s Mental Health Clinical 
Director, added: 

The model that is being described is very much in line with current service provision. 
The modern idea of providing mental health care is that it is primarily community-
based, that small in-patient units provide back-up of a very specialist kind linked to 
what is then provided in the community. It seems to me from what I know of the 
MoD version of mental health care that it is very much in line with those NHS 
principles.74 

97. We consider that the MoD provides adequate mental healthcare for serving 
members of the Armed Forces. We have been told on visits that there is a culture of 
individuals ‘bottling things up’ inherent in the Services, but we note with approval the 
steps which have been taken to attempt to prevent problems through ‘decompression’. 
This should be an integral part of the procedures for all personnel returning from 
operational tours. It is also important that the problems which can arise are recognised 
throughout the Services, so that early warning signs can be spotted and dealt with 
before problems get worse. We believe it is sensible to approach mental healthcare from 
community-based provision, delivered in conjunction with local military units, in-
patient treatment being a last resort. The MoD should also review its contract with the 
Priory Group to assess its effectiveness. 
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Mental healthcare for veterans 

98. One of the problems in dealing with the mental health needs of Service personnel 
arising from traumatic experiences during combat is that the effects can remain hidden for 
many years and only become apparent when they have left the Services. The MoD 
cooperates with the Department of Health and the Ex-Services Mental Welfare Society 
(Combat Stress) “to ensure that good quality and appropriate services are available for 
those who need them”.75 The stated aim is to: 

Bring Combat Stress services into alignment with current best practice and to 
achieve greater integration with the NHS services to allow appropriate and speedy 
referral for those who need it.76 

99. Shortly before the Ministers, Derek Twigg and Ben Bradshaw, appeared in front of us, 
the MoD and the Department of Health announced the establishment of six two-year pilot 
schemes for mental health for veterans, at the initial cost of £500,000. These schemes are 
intended to work: 

via the veterans units as well as with the NHS providers of mental health in these 
locations and that will be really to enable clinicians in the Health Service to gain a 
better understanding of the issues around those who have served in the Armed 
Forces and the issues that might arise, which often impact on their mental health.77 

The pilot projects were announced as being in Camden, Stafford, St Austell, Newcastle-
upon-Tyne, Cardiff and somewhere in Scotland. 

100. There are two major challenges facing the MoD and its partners in dealing with 
mental healthcare for veterans. The first, given the decision to work so intimately with a 
private organisation like Combat Stress, is making sure that there are adequate resources to 
manage demand. The second is identifying those veterans with mental health needs and 
directing them towards the appropriate treatment. 

101. We took evidence from Combat Stress, and visited their facility at Leatherhead in 
Surrey, in June 2007. In its written memorandum, it said that major reports in 2003 and 
2005 had found the provision of healthcare for veterans with mental health issues was 
inadequate. Combat Stress acknowledged that those veterans were a group with which it 
was difficult to engage, and noted that younger veterans were also starting to become much 
more prominent in its treatment centres, bringing new challenges.78 

102. Commodore Elliott, Chief Executive of Combat Stress, expressed his organisation’s 
difficulties to us. 

We have had a very large increase in the number of referrals. In the past three years 
we have had a 27 per cent increase, or nearly 1,000 referrals a year. For a small 
organisation like ours that is causing us a great deal of overstretch. I am prepared to 
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use that term. I also use it when speaking to the Secretary of State and the Veterans 
Minister whenever I possibly can.79 

He went on to explain that referrals to Combat Stress came from three different sources: 
10% came from the NHS and social services, 30% came from ex-Service organisations such 
as the Royal British Legion and SSAFA, but the majority, around 60%, were self-referrals. 

103. In terms of funding, Combat Stress received money from the Veterans’ Agency and 
from the war pension treatment and travel allowance. However, this was in itself 
problematic, as a very small proportion of those whom it treated (around 2% in 2006) were 
in receipt of a war pension. Commodore Elliott explained that “we do not turn them away; 
we worry about them first and how the hell we are to fund what we are doing for them 
comes second”.80 

104. The MoD announced in November 2007 that it was increasing the fees it paid to 
Combat Stress from £2.5 million in 2006–07 “rising to 45 per cent. from January 2008 to 
enable them to enhance their capability to treat veterans”.81 We welcome this additional 
funding, and pay tribute to the work which Combat Stress is doing. The MoD is right to 
engage with private organisations such as Combat Stress where that is appropriate, but 
it must continue to ensure that the organisation is adequately funded and has the 
clinical capability to deal with the patients who are referred to it. The MoD should also 
think more strategically about, and explain in their response to this report, their 
relationship with private and charitable organisations, and the extent to which they 
should provide services on behalf of the Government. 

105. One of the reasons that the NHS must bear much of the burden in terms of mental 
health needs arising from service in the Armed Forces is that these can take many years to 
emerge, as mentioned in paragraph 98. Combat Stress told us that the average period 
between leaving the Services and developing mental health problems was around 15 
years.82 The problem of early intervention with veterans suffering from mental health 
problems was identified to us by Dr Freeman. He was particularly critical of the lack of 
proactive provision of mental healthcare for veterans, saying that the NHS “hardly deals 
with them at all”.83 His diagnosis was that substantial change was needed: 

I think what we do need is a really good monitoring system, a central point of referral 
so that these men who find it very difficult to seek help can have walk-in shop front 
clinics where they can go, where they can see other veterans working as volunteers, 
where they can have an assessment triage for their appropriate treatment. After that 
stage, and they may well still link in with that shop front service for many years, they 
would go for their specialist treatment, getting psychotherapy or drug addiction 
treatment or whatever. It is the point of entry we need to manage better. It would 
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cost hardly any money to have a triage system like that, an assessment service for 
veterans.84 

106. Commodore Elliott identified a similar shortcoming in the NHS, telling us that 
veterans’ problems were not always understood by civilian clinicians. A veteran who had 
undergone a traumatic experience in battle could find himself referred to a Post-Traumatic 
Stress Disorder (PTSD) support group with people who had been in car accidents or had 
suffered traumatic childbirths. This, he argued, was inappropriate: “when it comes for him 
to talk about his experience […] either he bottles out and leaves the group straight away or 
reduces the group, including the therapist, to tears. He traumatises the group. They just do 
not fit in.”85 

107. This problem requires a twofold solution. First, it is only possible to treat veterans 
with mental health needs if there is a robust system for tracking and identifying patients 
who have served in the Armed Forces (as we have discussed in Chapter 5 above). Second, 
the NHS has to be able to respond to the particular needs of veterans, and be aware of the 
symptoms with which they may present. 

108. We also received a memorandum from Major General Robin Short, former Director-
General of Army Medical Services, and others, which focused on the treatment of PTSD.86 
The memorandum argued that PTSD was a considerable problem, both among Service 
personnel and among veterans, and that the extent of the problem was likely to grow due 
to the high tempo of operations. It also argued that the MoD was failing to learn lessons 
from the way in which the US military had improved the treatment of PTSD. The US had 
made progress in de-stigmatising PTSD, and now included psychological maintenance as 
an integral part of post-deployment activity. By contrast, the MoD lacked a coherent policy 
towards the detection and treatment of PTSD, and, indeed, he asserted, had not even 
acknowledged the existence of the condition.87 

109. Derek Twigg denied that the MoD did not pay adequate attention to the issue of 
PTSD. He told us in November 2007 that only between 25 and 30 Service personnel each 
year were discharged with PTSD, but “that is not in any way belittling the fact that for those 
people that is a tremendous difficulty and is affecting their lives”.88 

110. We are concerned that the identification and treatment of veterans with mental 
health needs relies as much on good intentions and good luck as on robust tracking and 
detailed understanding of their problems. If the NHS does not have a reliable way of 
identifying those who have been in the Armed Forces, then it already has one hand 
behind its back when it comes to providing appropriate clinical care. We repeat our 
belief that there must be a robust system for tracking veterans in the NHS, and this 
should feed into enhanced facilities for addressing their specific needs. 
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7  The role of Reserve medical personnel 
111. The DMS is particularly heavily reliant on Reserve personnel, who serve alongside 
their Regular colleagues on operations. This reliance has increased due to the higher tempo 
of operations, combined with smaller numbers of deployable Regular DMSD personnel. 
This is part of a balance: while Reservists volunteer in order to use their skills, there is a 
danger of deploying them so often that the pressure upon them becomes excessive. 

112. The Surgeon-General explained that a degree of the reliance on Reservists had been 
necessitated by manning shortfalls. However, he argued that the situation was 
“significantly improving”, and that this would ease some of the pressure. For example, in 
2002, there had been serious shortfalls in the number of anaesthetists, with only 20 posts 
out of 95 filled. There were now 45 filled and by 2012 that figure would rise to 71. “That, of 
course, will automatically reduce the reliance on the Reserves.”89 

113. Workforce planning within the NHS plays an important part in the management of 
Reserve forces. Andrew Cash told us that the MDHUs, in which large numbers of 
Reservists were employed, had to ensure that they were not placed under unmanageable 
pressure, for example by the deployment of Reserve forces at that same time as the 
Regulars were sent on an operational tour. This was an objective of the DH/MoD 
Partnership Board.90 

114. When we visited the Headquarters of 2 Medical Brigade at Strensall in Yorkshire in 
October 2007, we were told that the TA had so far met around 50% of the Armed Forces’ 
medical commitment for Operations TELIC and HERRICK, and that there were currently 
substantial numbers of TA medical personnel in Afghanistan (the numbers in Iraq were 
much smaller as medical provision for Operation TELIC is currently a Regular 
commitment). We also saw a TA unit, 201 (Northern) Field Hospital (Volunteer), 
preparing and training for operational deployment as part of Operation HERRICK. We 
were told that TA recruitment remained steady, but there was a need to recruit younger 
people, as the TA medical service represented an ageing population, with medical 
specialists taking a long time to train. 

115. Another issue affecting Reserve medical personnel is the attitudes of employers. With 
increasing commercial orientation and focus on targets in the NHS, the BMA argued that 
“given the choice of two equal candidates for a consultant post [an employer is likely] to 
appoint the candidate with no reserve liability”. Furthermore, similar problems were likely 
to exist in general practice: “reserve liability […] will often be considered a handicap and a 
disincentive to recruit”. It concluded that “these situations are driven […] by the medical 
workforce shortage coupled with the severe lack of contingency capacity in most NHS 
organisations and general practices”.91 

116. Witnesses from the Department of Health did not accept the scale of this problem. Mr 
Cash told us that he had “not specifically” encountered this kind of discrimination against 
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Reservists, and stressed that NHS employers fully supported staff who had to undertake 
their annual 15-day commitment to the Reserve forces.92 The Health Minister went further, 
saying that he would urge Reservists who felt that they had suffered discrimination to use 
the complaints procedure to seek redress.93 

117. Officials admitted that more could be done in terms of providing support for 
Reservists returning from operations. There were procedures in place for occupational 
health departments to debrief personnel, for line managers to discuss relevant issues with 
staff, and generally to create an environment in which participation in the Reserve forces 
was encouraged. However, Mr Cash admitted that “there is room for more and I think that 
is why we have picked this up as an issue in our next phase of work, to really restate that we 
support this”.94 

118. We understand and appreciate the vital role which Reservists play in delivering the 
Armed Forces’ healthcare capabilities, and believe that they are an integral component 
of the DMS. We have seen ample evidence of excellent cooperation between Regular 
and Reserve forces, and believe that Reservists bring important skills to the Armed 
Forces. We also think that operational deployment gives members of the Reserve forces 
the opportunity to make use of their training when back in the UK. 

119. The MoD must not take the integral involvement of Reservists for granted. It must 
make sure that recruitment remains buoyant and that retention is sufficient to guard 
against any degradation of capability. It must also ensure that members of the Reserve 
forces receive proper support, both from their civilian employers, and from the Armed 
Forces when they return from operational deployments. The public should recognise 
the contribution which the Reserve forces make to the military and to society as a 
whole. 
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Conclusions and recommendations 

1. We find the arguments in favour of the closure of the stand-alone Service hospitals 
irresistible. We accept that the reduction in numbers of personnel which took place 
in the Armed Forces after the end of the Cold War meant that there was insufficient 
patient volume to make the military hospitals viable in the long term (Paragraph 14) 

2. The principle behind the decision to move from stand-alone military hospitals to 
facilities which co-operate with the NHS was the right one, from a clinical, 
administrative and financial point of view, and we see no evidence that the care 
offered to military personnel has suffered as a result. Indeed, we believe that Armed 
Forces clinicians now have experience of a much broader range of cases, which 
benefits their training. We also support the decision by the MoD to disengage from 
the Haslar site. (Paragraph 14) 

3. It seems clear that there has been much inaccurate and irresponsible reporting 
surrounding care for injured Service personnel at Birmingham, and that some stories 
were printed without being verified or, in some cases, after the Trust had said that 
they were untrue. We condemn this completely. Editors have a responsibility to 
ensure that their newspapers report on the basis of verified fact, not assumption or 
hearsay. The effect of such misrepresentation on the morale of clinical staff and 
Service personnel and families was considerable. We consider the publication of such 
misleading stories as reprehensible. (Paragraph 29) 

4. We acknowledge the progress which has been made at Selly Oak in terms of creating 
a military environment, to take advantage of the healing process of being surrounded 
by those who have been through similar experiences, to make patients feel 
comfortable and give them familiar surroundings. The MoD has made substantial 
efforts in this regard, and we look forward to hearing of further progress in the 
response to this report. The MoD must make sure that the issues of welfare for 
patients and families are central to its planning in developing its medical facilities in 
and around Birmingham. (Paragraph 34) 

5. We also welcome the improvements in welfare provision and pay tribute to the work 
of welfare and charitable organisations. We consider that there is nothing 
intrinsically wrong in welfare and charitable organisations contributing to the 
support of our injured Service personnel. Indeed, quite the reverse is the case, since it 
builds on a proud tradition in the United Kingdom of linking the community with 
the Service personnel who have been injured fighting on their behalf. The MoD and 
the voluntary sector should engage openly with the debate about which services are 
more appropriately provided by the Government and which by charities and 
voluntary groups. (Paragraph 35) 

6. However, we also underline the fact that many of the improvements set out above 
are relatively recent, and there has been a great deal of change over the past 18 
months. The MoD should not be complacent: they have had to learn important 
lessons and it is clear that the picture at Selly Oak was not always so positive. Nor 
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should progress now stop, but the MoD should continue to learn lessons from its 
experiences in treating injured Service personnel at Selly Oak. (Paragraph 36) 

7. We acknowledge the case for concentrating the main clinical and training assets of 
the DMS and DMETA on one cluster of sites. While Birmingham may not be close 
to a major Service community, we accept that it is suitable in terms of transport links 
and proximity to a university, both of which are important factors. However, the 
MoD needs to make its case for the Birmingham-Lichfield ‘dumb-bell’ more 
explicitly, and we expect the Government response to our report to set out in detail 
the plans and progress on this. The MoD and, where appropriate, the voluntary 
sector should also make sure that there are adequate travel and accommodation 
arrangements for families visiting patients in Birmingham, and, as important, that 
these are easily understood and accessible. (Paragraph 43) 

8. The UHBFT/RCDM services are delivered at Selly Oak in buildings which are in 
many cases ageing. Delivery of the PFI development is scheduled to bring new, state-
of-the-art buildings and facilities by 2012. We expect the MoD, as part of its annual 
reporting process, to state whether delivery on the Birmingham New Hospitals 
project is on target. (Paragraph 44) 

9. We were very impressed by the services at the Regional Rehabilitation Unit we 
visited in Edinburgh and commend the staff for their excellent work. The MoD’s 
approach to musculo-skeletal injuries is forward-looking and sensible, and we are 
persuaded that it has been of significant benefit to Service personnel as patients, and 
to the efficiency and effectiveness of their units. (Paragraph 47) 

10. We readily acknowledge the extraordinary work which is carried out at Headley 
Court and have nothing but praise for the staff, who have had to cope with an 
increased tempo of operations and treat patients with injuries which, only a few years 
ago, would have been fatal. We regard this as a good example of the Government and 
charities cooperating to provide those services which they can most appropriately 
deliver. We were astonished by the ability of some gravely-injured Service personnel 
to be successfully treated, and to return to active military duty. However, we are 
concerned by reports of problems with the local community in terms both of 
developing the facilities at Headley Court and of using local authority amenities. If it 
is true that some local residents objected to the presence of Service personnel, we 
find that attitude disgraceful. The Government should make the outcome of the 
current review into the facilities at Headley Court fully available, and should explain 
what planning it has done to account for the increased operational tempo and its 
implications for Headley Court. (Paragraph 54) 

11. We are satisfied that the MoD and the Department of Health are aware of the 
management problems which the deployment of personnel from MDHUs poses for 
the Trusts in which they are based and that they are working in a coordinated way to 
minimise these problems. (Paragraph 57) 

12. The principle which underlies MDHUs is a sound one. We believe that embedding 
DMS personnel in NHS trusts to work side by side with civilian clinicians is the best 
way to develop and maintain their skills, as well as providing an opportunity for 
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Servicemen and women to be treated in a semi-military environment. We were 
impressed by the MDHUs which we visited and are satisfied that they deliver high-
quality care to military and civilian patients. (Paragraph 61) 

13. The MoD and the Department of Health should address the sharing of best practice 
as a matter of urgency. More structured exchange of skills and techniques is in the 
interests of the NHS and Service personnel. We also consider it probable that the 
MoD, when working alongside forces from other countries, will learn lessons from 
differing approaches adopted by those other countries which could usefully be 
shared with the NHS. We expect the response to this report to explain in detail what 
steps will be taken to encourage this. (Paragraph 62) 

14. We appreciate the strength of Service loyalties and the power of traditional 
connections, but we suggest that more needs to be done to ensure that MDHUs are 
representative of a genuinely tri-Service DMS. (Paragraph 63) 

15. The priority in the treatment of injured Service personnel must be to return them as 
quickly as possible to operational effectiveness, so it is sensible for the DMS to use 
whatever mechanism delivers this objective most efficiently. The MoD should 
express more clearly the arrangements for ‘fast track programming’, and we are 
concerned that they are not fully or properly understood by all parties involved. 
(Paragraph 64) 

16. Our visit to Scotland left us deeply concerned. It is unreasonable to expect any 
administration, whether in Whitehall or one of the devolved assemblies, to 
micromanage the agencies which execute its policies. But depending on guidance 
and taking a laissez faire approach to making sure that such guidance is implemented 
is totally inadequate, and reinforces our view that the issues confronting Service 
personnel and their families are not sufficiently high up the list of priorities for the 
Scottish Executive. (Paragraph 69) 

17. We accept that plurality is an inevitable outcome of the devolution settlement. 
However, we are concerned that the provision of some aspects of healthcare in 
Scotland, for Service personnel and their families, is not always given the priority it 
deserves because of poor cooperation and communication. The MoD must review 
the structures through which it engages with other departments and administrations, 
and explain how it intends to improve the situation. We also expect the Scottish 
Executive to review its arrangements in response to our report. (Paragraph 70) 

18. We welcome the Government’s extension of the priority access available to veterans 
in England. However, the MoD must explain clearly what it is doing in conjunction 
with the devolved administrations to ensure that this entitlement extends across the 
UK. It should also give a clear definition of who qualifies as a veteran and is therefore 
entitled to this treatment. (Paragraph 75) 

19. We also acknowledge that the implementation of the policy will present some 
challenges in terms of privacy. However, the MoD and the Department of Health 
need to do much more to make sure that the entitlement to priority access is widely 
understood and taken up by those who need it. We do not believe that there is 
currently a sufficiently robust system for tracking veterans in the NHS, and we 
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expect the MoD’s response to this report will set out the Government’s thinking on 
how this could be improved. Simply to rely on the individual to bring his or her 
status as a veteran to the attention of a clinician, given some of the conditions which 
are common among ex-Service personnel, is inadequate and an abdication of 
responsibility. We believe that an automatic tracking system with an ‘opt-out’ 
provision would balance the need for robustness with the protection of individuals’ 
privacy. (Paragraph 76) 

20. We remain concerned that medical records do not transfer as seamlessly from the 
Armed Forces to civilian life as they could. Too much is left to the initiative of the 
patient, and on our visits we heard that the existing system often works imperfectly. 
We recommend that the MoD re-examine its procedures with regard to medical 
records and examine ways in which there could be an automatic transfer of records 
and a more effective safety net for those who, for whatever reason, do not take the 
initiative in transferring or requesting records. We also ask the MoD to give us an 
update on the progress of its IT system, the compatibility with the NHS National 
Programme for IT, and its anticipated schedule for implementation of the new 
system. (Paragraph 79) 

21. We believe that providing first-class healthcare for veterans, and making sure that 
people have confidence that they will be able to access and will receive such 
treatment, is an integral part of the debt which society owes to those who serve in the 
Armed Forces, and, as such, has an impact on recruitment and retention. (Paragraph 
80) 

22. We acknowledge that Service families posted overseas generally receive very good 
healthcare through sensible partnership arrangements. We are glad that the MoD 
accepts that its spending has lagged behind that of the NHS. It is essential that 
medical care for our Service personnel posted overseas should keep pace in every 
way with the NHS, so that they are not penalised for joining the Armed Forces. 
(Paragraph 83) 

23. We doubt if the establishments in Cyprus and Gibraltar are clinically or financially 
viable in the long term. The MoD should make clear how it intends to address this 
problem and what options are being explored for maintaining healthcare provision 
for Service communities in a more effective and efficient manner. It should also set 
out a timetable for tackling this issue. (Paragraph 85) 

24. We acknowledge that the healthcare of Service families in the UK is the 
responsibility of the NHS. However, the MoD has a part to play, and should be doing 
more to support Service families during the transition from overseas postings to 
reliance on NHS healthcare. There should be better cooperation between the MoD 
and health departments across the UK. The Scottish Executive also has a 
responsibility to improve its procedures in this regard. Providing this sort of support 
is a vital part of maintaining morale among Service personnel themselves and their 
families, which has such a profound effect on the retention of experienced 
Servicemen and women. (Paragraph 89) 
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25. We consider that the MoD provides adequate mental healthcare for serving 
members of the Armed Forces. We have been told on visits that there is a culture of 
individuals ‘bottling things up’ inherent in the Services, but we note with approval 
the steps which have been taken to attempt to prevent problems through 
‘decompression’. This should be an integral part of the procedures for all personnel 
returning from operational tours. It is also important that the problems which can 
arise are recognised throughout the Services, so that early warning signs can be 
spotted and dealt with before problems get worse. We believe it is sensible to 
approach mental healthcare from community-based provision, delivered in 
conjunction with local military units, in-patient treatment being a last resort. The 
MoD should also review its contract with the Priory Group to assess its effectiveness. 
(Paragraph 97) 

26. We welcome this additional funding, and pay tribute to the work which Combat 
Stress is doing. The MoD is right to engage with private organisations such as 
Combat Stress where that is appropriate, but it must continue to ensure that the 
organisation is adequately funded and has the clinical capability to deal with the 
patients who are referred to it. The MoD should also think more strategically about, 
and explain in their response to this report, their relationship with private and 
charitable organisations, and the extent to which they should provide services on 
behalf of the Government. (Paragraph 104) 

27. We are concerned that the identification and treatment of veterans with mental 
health needs relies as much on good intentions and good luck as on robust tracking 
and detailed understanding of their problems. If the NHS does not have a reliable 
way of identifying those who have been in the Armed Forces, then it already has one 
hand behind its back when it comes to providing appropriate clinical care. We repeat 
our belief that there must be a robust system for tracking veterans in the NHS, and 
this should feed into enhanced facilities for addressing their specific needs. 
(Paragraph 110) 

28. We understand and appreciate the vital role which Reservists play in delivering the 
Armed Forces’ healthcare capabilities, and believe that they are an integral 
component of the DMS. We have seen ample evidence of excellent cooperation 
between Regular and Reserve forces, and believe that Reservists bring important 
skills to the Armed Forces. We also think that operational deployment gives 
members of the Reserve forces the opportunity to make use of their training when 
back in the UK. (Paragraph 118) 

29. The MoD must not take the integral involvement of Reservists for granted. It must 
make sure that recruitment remains buoyant and that retention is sufficient to guard 
against any degradation of capability. It must also ensure that members of the 
Reserve forces receive proper support, both from their civilian employers, and from 
the Armed Forces when they return from operational deployments. The public 
should recognise the contribution which the Reserve forces make to the military and 
to society as a whole. (Paragraph 119) 
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Annex A: List of Abbreviations 

AFF    Army Families Federation 

AMSTC   Army Medical Service Training Centre 

BFGHS   British Forces Germany Healthcare Services 

BMA    British Medical Association 

COB    Contingency Operating Base 

DCMH   Department of Community Mental Health 

DH    Department of Health 

DMETA   Defence Medical Education and Training Agency 

DMHT    Deployed Mental Health Team 

DMS    Defence Medical Services 

DMSD    Defence Medical Services Department 

DMSTC   Defence Medical Services Training Centre 

DMRC    Defence Medical Rehabilitation Centre 

DMWS   Defence Medical Welfare Service 

DRT    Deployed Rehabilitation Team 

GMC    General Medical Council 

GP    General Practitioner 

HIVE    Help Information Volunteer Exchange 

IRT    Incident Response Team 

IT    Information Technology 

JCRRP    Joint Casualty Reporting and Reception Plan 

MDHU   Ministry of Defence Hospital Unit 

MMA    Midland Medical Accommodation 

MMW    Military Managed Ward 

MoD    Ministry of Defence 

MRS    Medical Reception Station 

NHS    National Health Service 
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PCRF    Primary Casualty Receiving Facility 

PCT    Primary Care Trust 

PFI    Private Finance Initiative 

PJHQ    Permanent Joint Headquarters 

PJOB    Permanent Joint Operating Base 

PTSD    Post-Traumatic Stress Disorder 

RAF    Royal Air Force 

RAFA    Royal Air Forces Association 

RAMP    Reception Arrangements of Military Personnel 

RBL    Royal British Legion 

RCDM    Royal Centre for Defence Medicine 

RFA    Royal Fleet Auxiliary 

RRU    Regional Rehabilitation Unit 

SSAFA    Soldiers, Sailors, Airmen and Families Association 

TA    Territorial Army 

TPMH    The Princess Mary Hospital (RAF Akrotiri) 

TRiM    Trauma Risk Management 

UHBFT   University Hospital Birmingham Foundation Trust 
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Annex B: Report on the Committee’s web 
forum 

The Committee ran a web forum in two stages during 2007. The first stage began in May 
and was extended into June, while the second ran in November and was extended by a 
week into December. 

The purpose of the web forum was to attempt to engage directly with Service personnel, 
their families and others, and to hear the views of those who would not normally submit 
evidence to an inquiry by a select committee of Parliament. The forum was advertised by 
press release and publicised to, among others, Service welfare groups, HIVEs, health 
organisations and unofficial Service internet sites. 

The first stage addressed three main areas. These were the care provided for Service 
personnel injured on operations, the provision of healthcare for Service families at home 
and abroad, and the ways in which the Ministry of Defence and the National Health 
Service cooperate to deliver healthcare for the Armed Forces. 

The second stage invited contributions on mental health, Reserve personnel, cooperation 
between the MoD and the NHS, and the progress of the inquiry up to that point. 

The web forum was created by Parliamentary Information Communication and 
Technology (PICT) in conjunction with an independent consultant. 

In order to contribute directly, interested parties were required to create an account. At 
registration, a set of basic terms and conditions were made available, as well as a clear 
explanation of the forum’s moderation policy. Once they had created an account, they 
received a username and password that allowed them to access and submit to the forum. 
Users were also able to read the posts and discussions without logging in. 

During the course of the forum, Committee staff, with support from the Committee Office 
Scrutiny Unit, were responsible for ‘facilitation moderation’. The Chairman posted 
comments to facilitate discussions, asking for additional comments on an issue posted on 
the web pages, or introducing a new topic to move the discussion along. 

The web forum closed in December 2007, but contributions can still be viewed at 
http://forums.parliament.uk/defence-medical. 
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Formal minutes 

Tuesday 5 February 2008 

Members present: 

Mr James Arbuthnot, in the Chair 

Mr David S Borrow 
Mr David Crausby 
Mr David Hamilton 
Mr Dai Havard  
Mr Adam Holloway  

 Mr Brian Jenkins 
Mr Kevan Jones 
Robert Key 
John Smith 

Draft Report (Medical care for the Armed Forces), proposed by the Chairman, brought up 
and read. 

Ordered, That the draft Report be read a second time, paragraph by paragraph. 

Paragraphs 1 to 119 read and agreed to. 

Annexes (List of Abbreviations and Report on the Committee’s web forum) and Summary 
agreed to. 

Resolved, That the Report be the Seventh Report of the Committee to the House. 

Ordered, That the Chairman make the Report to the House. 

Ordered, That embargoed copies of the Report be made available, in accordance with the 
provisions of Standing Order No. 134. 

Written evidence was ordered to be reported to the House for printing with the Report, 
together with written evidence reported and ordered to be published on 22 May, 24 July, 9 
October, 21 and 28 November and 11 December. 

Written evidence was ordered to be reported to the House for placing in the Library and 
Parliamentary Archives.  

 

[Adjourned till Tuesday 19 February at 10.00am 
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Witnesses 

Tuesday 12 June 2007 Page 

Ms Sammie Crane, Chief Executive, Army Families Federation (AFF), 
Commodore Toby Elliott RN, Chief Executive, Ex-Services Mental Welfare 
Society (Combat Stress), Air Commodore Edward Jarron, Secretary-General, 
Royal Air Forces Association (RAFA), Ms Sue Freeth, Director Welfare, The 
Royal British Legion, and Mrs Elizabeth Sheldon, Project Manager, In-Service 
Support, Soldiers, Sailors, Airmen and Families Association (SSAFA) Forces 
Help.  Ev 1

Thursday 21 June 2007 

Ms Julie Moore, Chief Executive, and Dr David Rosser, Medical Director, 
University Hospital Birmingham NHS Foundation Trust.  

Ev 20

Mr Terence Lewis, Medical Director, Plymouth Hospitals NHS Trust, Mr 
Andrew Morris, Chief Executive, Frimley Park Hospital NHS Foundation 
Trust, Mr Neil Permain, Director of Operational Services, South Tees 
Hospitals NHS Trust, and Ms Chris Wilkinson, Director of Nursing, 
Peterborough and Stamford Hospitals NHS Foundation Trust.  Ev 28

Dr Brendan McKeating, Chairman, Armed Forces Committee, British Medical 
Association.  
 

Ev 32

Thursday 11 October 2007 

Dr Christopher Freeman, Consultant Psychiatrist, Royal Edinburgh Hospital.  Ev 36

Dr J Gordon Paterson OBE, Chairman, St John and Red Cross Defence Medical
Welfare Service.  Ev 41

Mr Derek Feeley, Director of Healthcare Policy & Strategy Director, Mr Geoff 
Huggins, Head of Mental Health Division, Healthcare Policy & Strategy, and 
Dr Nadine Harrison, Medical Adviser, Primary & Community Care 
Directorate, Scottish Health and Wellbeing Directorate.  Ev 44

Thursday 27 November 2007 

Derek Twigg MP, Parliamentary Under Secretary of State for Defence, 
Lieutenant-General Robert Baxter CBE, Deputy Chief of the Defence Staff 
(Health), and Lieutenant-General Louis Lillywhite MBE QHS, Surgeon-
General, Ministry of Defence, and Mr Ben Bradshaw MP, Minister of State 
for Health Services, Professor Louis Appleby, Mental Health Clinical 
Director, and Mr Andrew Cash, Co-Chair, DH/MoD Partnership Board, 
Department of Health.  Ev 55
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List of written evidence 

1 Board of the St John and Red Cross Defence Medical Welfare Service (DMWS) Ev 79 

2 South Tees Hospitals NHS Trust Ev 81 

3 Royal National Institute for the Deaf (RNID) Ev 82 

4 Deltex Medical Ev 83 

5 Peterborough and Stamford Hospitals Ev 85 

6 Royal College of Physicians Ev 87 

7 Ministry of Defence  Ev 89, Ev 130, Ev 133, Ev 139, Ev 142, Ev 147, Ev 153 

8 British Medical Association Ev 102 

9 General Medical Council Ev 104 

10 University Hospital Birmingham NHS Foundation Trust Ev 106 

11 Royal British Legion Ev 107 

12 Ex-Services Mental Welfare Society (Combat Stress) Ev 108 

13 Priory Group Ev 110 

14 Plymouth Hospitals NHS Trust Ev 110 

15 Soldiers, Sailors, Airmen, and Families Association (SSAFA) Ev 111 

16 Lynne Jones MP, Richard Burden MP, Gisela Stuart MP and Steve McCabe MP Ev 112 

17 Postgraduate Medical Education and Training Board (PMETB) Ev 113 

18 British Armed Forces Federation (BAFF) Ev 115 

19 S W Rowley Ev 118 

20 Brigadier W E I Forsythe Ev 118 

21 Councillor Peter Langdon Ev 120 

22 Robin Short, Martin Kinsella and David Walters Ev 121 

23 British Red Cross Ev 127 

24 John Champion Ev 130 

25 Department of Health Ev 134 

26 Mr K P Mizen Ev 139 

27 Terence Lewis Ev 140 

28 British Limbless Ex-Service Men’s Association (BLESMA) Ev 141 

29 Haslar Task Force Ev 146 

30 Martin Deahl Ev 148 

31 Caroline Richards Ev 148 

32 Scottish Executive Ev 149 
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List of unprinted evidence 

The following memoranda have been reported to the House, but to save printing costs 
they have not been printed and copies have been placed in the House of Commons 
Library, where they may be inspected by Members. Other copies are in the Parliamentary 
Archives, and are available to the public for inspection. Requests for inspection should be 
addressed to The Parliamentary Archives, Houses of Parliament, London SW1A 0PW (tel. 
020 7219 3074). Opening hours are from 9.30 am to 5.00 pm on Mondays to Fridays. 

The Commission for Healthcare Audit and Inspection 

Mrs Ann McDonald 

Dr Richard Ashton 
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List of Reports from the Committee during 
the current Parliament 

The reference number of the Government’s response to each Report is printed in brackets 
after the HC printing number. 

Session 2005–06 

First Report Armed Forces Bill HC 747 (HC 1021) 

Second Report Future Carrier and Joint Combat Aircraft Programmes HC 554 (HC 926) 

Third Report Delivering Front Line Capability to the RAF HC 557 (HC 1000) 

Fourth Report Costs of peace-keeping in Iraq and Afghanistan: Spring 
Supplementary Estimate 2005–06 

HC 980 (HC 1136) 

Fifth Report The UK deployment to Afghanistan HC 558 (HC 1211) 

Sixth Report Ministry of Defence Annual Report and Accounts 2004–05 HC 822 (HC 1293) 

Seventh Report The Defence Industrial Strategy HC 824 (HC 1488) 

Eighth Report The Future of the UK’s Strategic Nuclear Deterrent: the 
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Ninth Report Ministry of Defence Main Estimates 2006–07 HC 1366 (HC 1601) 

Tenth Report The work of the Met Office HC 823 (HC 1602) 

Eleventh Report Educating Service Children HC 1054 (HC 58) 
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Quarterly Reports for 2005, Licensing Policy and 
Parliamentary Scrutiny 

HC 873 (Cm 6954) 

Thirteenth Report UK Operations in Iraq HC 1241 (HC 1603) 

Fourteenth Report Armed Forces Bill: proposal for a Service Complaints 
Commissioner 

HC 1711 (HC 180) 

Session 2006–07 

First Report Defence Procurement 2006 HC 56 (HC 318) 

Second Report Ministry of Defence Annual Report and Accounts 2005–06 HC 57 (HC 376) 

Third Report Costs of operations in Iraq and Afghanistan: Winter 
Supplementary Estimate 2006–07 

HC 129 (HC 317) 

Fourth Report The Future of the UK’s Strategic Nuclear Deterrent: the 
Manufacturing and Skills Base 

HC 59 (HC 304) 

Fifth Report The work of the Committee in 2005 and 2006 HC 233 (HC 344) 

Sixth Report The Defence Industrial Strategy: update HC 177 (HC 481) 

Seventh Report The Army’s requirement for armoured vehicles: the FRES 
programme 

HC 159 (HC 511) 

Eighth Report The work of the Defence Science and Technology 
Laboratory and the funding of defence research 

HC 84 (HC 512) 

Ninth Report The Future of the UK’s Strategic Nuclear Deterrent: the 
White Paper 

HC 225–I and –II 
(HC 551) 

Tenth Report Cost of military operations: Spring Supplementary Estimate 
2006–07 
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