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ALTHOUGH THERE HAS BEEN

much attention since the attacks
of September 11, 2001, regarding
the effect of combat on service
members and some attention to
the effect on military families,
there has been scant consideration
to the structural components
within the military and Depart-
ment of Veterans Affairs (VA)
systems that bar some veterans
from VA services because of their
discharge status. These compo-
nents can and should be modified
to prevent a public health crisis
of great magnitude that will only
grow over time. The cultural
divide between military and
civilian institutions in the United
States 1 amplifies the conse-
quences of discharges on the
American public health system
in a manner that is invisible to a
larger civilian society. When a
returning service member has
posttraumatic stress disorder
(PTSD), anger problems, and
misconduct, it is easier for the
military to criminalize the behavior
and to discharge the service
member other than honorably
than it is to treat the disorder.
Military commanders do not
want to be burdened by wounded
warriors who are problematic.
As such, retributive discharge
proceedings offer an expedient
option to lengthy treatment of the
ongoing issue of an unfit service
member. Ultimately, many of
these service members are left
without VA eligibility to address
the mental health trauma caused
by their service. The effect of the
commander’s desire for prompt

removal of wounded warriors
from the military heavily burdens
the community’s public health
systems. Accordingly, we suggest
that moving upstream—that is,
through military rehabilitative
justice focusing on the mental
health needs of military offenders
before discharge—will reduce the
downstream consequences of
civilian maladjustment and inter-
generational transmission of
mental illness. Moreover, we argue
that the military justice system
has the obligation to address the
issues before they translate into
risk and danger in the community.

We provide a brief overview of
postdeployment health problems,
combat and criminal behavior,
and effect of military justice on
postmilitary treatment access on
family and occupational function-
ing; outline the rationale for the
rehabilitative military justice as
an alternative to punitive systems
to reduce the negative social and
consequent public health outcomes
for combat-traumatized service
members; and encourage review
and adoption of policy options
and public health advocacy.

HEALTH ISSUES AMONG
RETURNING VETERANS

More than 2.5 million service
members have deployed in the
Global War on Terrorism, includ-
ing Operation Iraqi Freedom, Op-
eration Enduring Freedom, and
Operation New Dawn.2 Conser-
vatively, one third have been esti-
mated to have war-zone-based
stress injuries.3 The magnitude of

the connection, or nexus, between
war-zone injuries, misconduct, and
criminal behavior (both before
and after military service) during
the Global War on Terrorism
and exclusion from VA benefits
and treatment after discharge is
not known. From the military
side, between 2001 and 2011,
misconduct separations increas-
ingly accounted for the US
Army’s 179 012 administrative
(i.e., nonjudicial) separations,
reflecting many returning service
members who, as veterans, will
have no access to VA services.4

On the community side, the US
Department of Justice, Bureau
of Justice Statistics, estimated in
2007 that 703 000 veterans were
under correctional supervision
(in custody or under parole or
probation) and that veterans were
9.6% of the 12 million Americans
arrested.5,6 Furthermore, earlier
Bureau of Justice Statistics jail
and prison surveys published in
2000 and 2007 documented high
levels of emotional and mental
health problems, reported that
approximately 20% of veterans
in custody lack the character of
military discharge (i.e., honorably
discharged) to access appropriate
VA treatment on release from
custody, and found that veterans
not honorably discharged had
more serious criminal and sub-
stance abuse histories than did
those honorably discharged.5,7

Although these data are not in-
clusive of the universe of those
at risk in the nexus of concern
here, they indicate that, conserva-
tively, tens of thousands of these
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returning service members have
already surfaced in the nonmilitary
justice system.

Both large-scale civilian3 and
military8 reports have docu-
mented what Rand Corp3 has
termed the “invisible wounds of
war” among returning US service
members, the most notable of
which are PTSD, depression, and
traumatic brain injury. Under-
lining the unprecedented nature
and effect of warfare during the
Global War on Terrorism, the
military’s Joint Mental Health
Advisory Team VII8 report

found a decline in individual
morale, higher stress rates, high
exposure to concussive events,
more time in a combat zone, and
increased deployments. The ex-
perience of America’s Vietnam
War veterans is painfully in-
structive on the persistence
of such problems and the post-
discharge justice involvement
of service members: 10-year
follow-up of veterans after the
Vietnam War found that approxi-
mately 960 000 male and more
than 1900 female veterans still
had full-blown chronic PTSD

and that almost half of all male
veterans had a history of arrest
or incarceration after discharge,
although the correlation to mili-
tary discharge status was not
specified.9 A more recent study
of military PTSD found that 38%
of the veterans experienced
delayed onset of symptoms even
40 to 50 years after initial trauma
exposure.10 Such numbers pro-
vide a historical benchmark for
how many veterans with combat
exposure experience long-term
mental health and behavioral
issues.

COMBAT AND
POSTDEPLOYMENT
CRIMINAL BEHAVIOR

A recent study of violent
offending by British veterans of
the Iraq and Afghanistan wars
found that both combat exposure
and increasing levels of war
trauma predicted postdeploy-
ment violent offending and
strong associations between
mental health problems and vio-
lent offending.11 The added sig-
nificance of depression is its as-
sociation with suicide, an issue of
self- and, not infrequently, other-
directed violent behavior.12,13

Bureau of Justice Statistics data
prior to Operation Iraqi Freedom
and Operation Enduring Freedom
indicated that 57% of veterans
in state prisons in 2004 were in-
carcerated for violent offenses and
that victims of veteran violence
were more frequently intimate
partners, friends, or acquaintances
than were victims of nonveterans
(25% vs 11%).7 War-zone expo-
sure has been linked as a risk factor
for postdeployment violence
aggravated by alcoholism and
financial strain, factors that are
likely to be augmented for combat
veterans with blemished military
records.9,14 A large-scale study of
predictors of misconduct among
20 746 Operation Iraqi Freedom
and Operation Enduring Freedom
Marines found that those with
postcombat psychiatric disorders
were nine times as likely to be
separated from the service for
behavioral reasons.15

MILITARY JUSTICE AND
ITS EFFECT

The Uniform Code of Military
Justice was passed by Congress
and signed into law by President
Harry Truman in 1950.16 Not-
withstanding recent significant
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changes to military law for charges
involving sexual assault, the Uni-
form Code of Military Justice
embodies two important principles:
(1) individualized sentencing;
and (2) the military commander’s
control over the legal process,
including both administrative
separations and courts-martial.

Taken together, these principles
provide commanders with consid-
erable control and flexibility.

Minor infractions, such as
reporting late for duty, can be
handled by sanctions (e.g., extra
duty, rank reduction).17---19 More
serious misconduct can lead to two
types of involuntary separations

from the service: (1) courts-martial
that lead to a conviction and a
punitive discharge (bad-conduct
discharge, dishonorable discharge,
or officer dismissal), or (2) admin-
istrative discharges (e.g., other-
than-honorable discharge), in
which there is no conviction but
a blemish in the character of

service. The military does not dif-
ferentiate between felonies and
misdemeanors like civilian courts
do and, instead, features different
types of courts-martial that are
statutorily limited in the extent of
punishment that can be imposed
(e.g., special court-martial vs more
severe general court-martial).20

Figure 1 summarizes the disci-
plinary pathways that can result
in being discharged other-than-
honorably.

By statute, a dishonorable
discharge or an officer dismissal
normally precludes all meaning-
ful VA benefits. However, those
with a bad-conduct discharge
from a special court-martial and
those with an administrative
other-than-honorable discharge
still may be entitled to benefits
based on the VA’s evaluation
process.17,21 Character of service,
whether bad-conduct discharge
or other-than-honorable dis-
charge, is a major determi-
nant of future eligibility for VA
health care, which normally
requires a fully honorable
discharge or a general under-
honorable-conditions discharge.
Both types of disciplinary actions
frequently result in loss of VA
benefits, often without meaningful
distinction in the forum where it
is adjudicated.

Commanders want troops who
are able to manage their problems
despite adverse effects of combat
duty. Table 1 summarizes the
number of punitive discharges
during the Vietnam era and the
first decade of the Global War on
Terrorism. These statistics dem-
onstrate that the current Global
War on Terrorism Era, which did
not involve a Draft and did not
include as many actively serving
personnel, has still resulted in
comparable levels of punitive
discharges, most evident in far
greater numbers of dishonorable
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FIGURE 2—Outcomes of (a) retributive military justice (courts-martial or administrative discharges) and
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discharges, which are traditionally
reserved for the most severe mil-
itary offenders and offenses. In
difficult economic times, there will
always be an ample supply of re-
cruits, giving commanders more
incentive to opt for harsh punish-
ment and less incentive to con-
sider the health and cost burden
on society of their decisions.24,25

Moreover, the status of pending
disciplinary action places of-
fenders at a substantial disadvan-
tage for obtaining effective mental
health treatment by virtue of
ineligibility to enter Wounded
Warrior programs, practical bur-
dens of pretrial confinement
pending court-martial, or the per-
vasive attitude within a unit’s
leadership that treatment follow-
ing arrest is likely a ploy to evade
criminal responsibility.24,25 In-
stead of promoting service mem-
ber resilience—the ability to
bounce back from adversity, stress,
and trauma—the effect of punish-
ment from military justice is only
resilience-busting. Service members
now have dual problems: those
from the war, and those from
military justice, setting the stage
for revolving door social problems:
criminality, mental illness, and
drug abuse.24,26 Yet another con-
sequence of a criminal military
record is a bar to future employ-
ment in occupations service
members are uniquely trained to
perform (e.g., law enforcement),

which has economic consequences
not only for the veteran but also
for the family.

The expedience of a retributive
separation is on the side of the
military, and the consequences fall
to public health. Community, state,
and county health service systems
incur the cost of addressing the
military’s unfinished business of the
mental health trauma caused by
military service.26---28 Finally, Schal-
ler29 adds yet another cost to the
military’s justice process in the form
of heavy financial burdens on state
and local criminal justice systems.

MILITARY DISCIPLINARY
EFFECT ON FAMILY

Demoralization of the service
member within the military justice
framework only compounds
combat-based psychological
problems, and such distress can
experientially be borne by family
members. Service members’ med-
ical and psychiatric, legal, and
related employment problems can
and do strain and overwhelm the
strongest of spouses or partners.
Marital stress often influences the
spouse’s work performance and
leads to domestic violence, sepa-
ration and divorce, child custody
and support conflicts, parenting
problems, and poverty.30 As a
testament to these effects, the
army reported dramatic increases
between fiscal years 2008 and

2011 in domestic violence
(50%: from 4827 to 7228) and
child abuse (62%: from 3172 to
5149) referrals.4

Vicarious or secondary trau-
matic stress describes the trans-
mission of a spouse’s or parent’s
mental health condition to his
or her family members. It is the
“signature injury” experienced by
military families when the service
member spouse or parent has a
combat-related mental health con-
dition.31,32 Military children have
been found to be more anxious
and to have more difficulties in
family functioning compared
with children of civilians.32---35

Secondary traumatic stress helps
explain why children of service
members are 2.5 times as likely
to develop psychological prob-
lems as are American children
in general and why children of
deployed parents experienced
loss and stress beyond normal
levels.32,36 Although the full
extent of intergenerational
trauma transmission remains un-
known,36 the inability to obtain
needed VA treatment because of
one’s discharge status undoubtedly
worsens the effect of secondary
traumatic stress.

REHABILITATIVE
MILITARY JUSTICE

An alternative model to a
resilience-busting retributive

system is resilience-building reha-
bilitative justice with a therapeutic
purpose.37---39 The cascading
negative effect of the untreated
and punished service member on
public health serves as a contrast
to the positive benefits that could
be obtained through rehabilitative
justice (Figure 2). This concept is
not foreign to the military, which
has a long but obscured history
of rehabilitative justice that has
used a problem-solving approach
resembling contemporary treat-
ment courts. Examples include
the disciplinary companies at the
US Disciplinary Barracks of
World War I, Service Command
Rehabilitation Centers of World
War II, and US Army and Air
Force discharge remission pro-
grams during the Vietnam War
through the early 1990s.24

Rehabilitative justice requires
a paradigm shift away from re-
tributive justice and its formulaic
application of punishment. Mitigat-
ing factors considered on a case-
by-case basis with weight given
to a service member’s conduct
problems that originated from
war-zone-related stress would
form the process. Civilian Veterans
Treatment Courts offer a template
for military application for vet-
erans who come into conflict with
the law after military discharge.40

Veterans Treatment Courts are
courts or court dockets that use
a collaborative justice model,
consisting solely of veterans; re-
semble mental health or drug
treatment courts; and accept vet-
erans either pre-plea or post-plea
typically with misdemeanors or
low-level felony offenses. Veterans
Treatment Courts employ judges
and court staff trained in veteran
and military culture, have VA
clinicians present at court hearings
to facilitate VA enrollment and
service access, and almost always
have a veteran peer or mentor

TABLE 1—Numbers of Courts-Martial, Bad-Conduct Discharges, and Dishonorable Discharges for

Vietnam War and Global War on Terrorism Eras

Courts-Martial Charges/Case Tried Bad-Conduct Discharges Dishonorable Discharges

Period of Active Service No. No. No.

Vietnam War Era (July 1, 1964–June 30, 1974) 164 000 31 800 2200

Global War on Terrorism Era

(October 2001–September 30, 2011)

41 715 23 315 3200

Source. US Court of Appeals for the Armed Forces22; Baskir and Strauss.23
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program that provides instru-
mental support and supports the
adaptive recovery of the veteran
during adjudication, treatment,
and monitoring.41,42 Veterans
Treatment Courts represent a
successful rehabilitative paradigm
for Iraq and Afghanistan veterans:
7724 veterans had been admitted
to 168 veteran-focused courts
through 2012; slightly more than
two thirds (69%) of the veterans
admitted had successfully com-
pleted the program.43 Veterans
Treatment Courts target regaining
military core values (e.g., integrity,
honor, respect) and promote
mental health to reduce criminal
recidivism, concepts that are
readily transferable to military
court.40,43,44

Parameters for the application
of rehabilitative military justice
could include use for specific
crimes linked to combat stress
(e.g., desertion, failure to obey
orders, driving offenses, use of
drugs or alcohol, lesser violent
offenses), result in suspended
sentences of less-than-honorable
discharges or confinement, and
span a specified period (e.g.,
18 months).24 When arranged
through pretrial agreements in
courts-martial, the appropriate
commander would have authority
to suspend discharges for combat-
traumatized offenders and insti-
tute treatment-based mandates.
The suspended sentence would be
remitted on the service member’s
treatment participation for combat
stress or drug abuse and on other
specified conditions. Treatment
could be conducted at the VA,
under command supervision, or
through transfer to the Veterans
Treatment Courts authority in
the state where the service mem-
ber will reside. Other collabora-
tions are possible, such as the
Warrior Transition Unit or
existing Comprehensive Soldier

and Family Fitness postdeployment
resilience modules.

CONCLUSIONS

Many combat-traumatized
service members under current
military discipline incur dual
problems: untreated wounds of
war and a blemished military
record that precludes access to
VA health and other benefits.
Adversarial military justice has
negative consequences for family
members of service members:
even when the family is not di-
rectly harmed by physical abuse
or child neglect,24,33 all family
members, especially children,
face a substantial risk of acquir-
ing secondary traumatic stress
by virtue of the veteran’s in-
ability to receive comprehensive
mental health care and dis-
ability compensation—posing
a clear public health concern.25

Marital conflict may escalate to
physical violence with lack of
treatment.

The United Nations Conference
on Environment and Develop-
ment articulated Principle 15.45

This precautionary principle,
recognized in modern disaster
and terrorism mitigation efforts,46

mandates that governments miti-
gate a potential public threat, even
if that threat is unpredictable or
appears remote, so long as the
threat could cause significant
danger when it does occur. To
avoid creating a class of veterans
who are unable to receive treat-
ment of the conditions that are
frequently implicated in offending,
the military must recognize its
responsibility in this process.25

The military also must be pre-
sented with the tools to generate
options that can achieve both dis-
cipline for and rehabilitation of
the offender.17,24 Indeed, the
law specifies that the service

secretaries shall establish a sys-
tem for restoration to duty those
offenders who have had sentences
either remitted or suspended, in-
cluding even those who have
been punitively discharged.47

Senior military leaders must
publicly and aggressively make
rehabilitative justice a top priority
within the military services. In-
dividualized sentencing and sus-
pensions of discharge and con-
finement to permit treatment of
operational stress embody a reha-
bilitative ethic that ultimately
benefits the service member, his
or her family, and society at
large. Moreover, leadership is
especially needed during the re-
duction in force that is now un-
der way. Public safety will be
further affected by the current
effort to reduce 80 000 troops
from the active forces by 2017
and the service secretaries’ cor-
responding efforts to increase the
consequences for even minor
infractions.48

The following options could
form a beginning agenda:

1. Have Congress or the presi-
dent dictate specific rules for
addressing misconduct by
service members with men-
tal illnesses, such as bars
on punitive discharges
in certain cases.

2. Change VA regulations to
permit health care treatment
of combat-related mental ill-
ness regardless of discharge
characterization.

3. Centrally adjudicate and
track VA character of service
claims to ensure standards
are more predictable for
commanders and discharged
service members.

4. Provide commanders with
more options and use mili-
tary leadership to emphasize
alternatives.

5. Make Veterans Treatment
Courts and other diversion-
ary programs more accessi-
ble to active-duty com-
manders through innovative
partnerships and extra fund-
ing for this purpose from the
federal government.

Importantly, to understand the
effect of less-than-honorable dis-
charges and negative health and
societal consequences, systematic
follow-up of veterans who are
ineligible for VA care is necessary.
Community sociodemographic,
epidemiological, and treatment
data identifying veterans and their
military discharges are lacking;
these data could make a valuable
public health research contribu-
tion. Many questions raised here
need better answers, and the
American public health commu-
nity can help cross the military-
civilian divide by providing
needed evidence about commu-
nity effects and by demanding that
policymakers use such evidence
to address the issue systematically.
A starting point is sensitizing the
public health community to docu-
ment an individual’s military
service. Three A’s can form this
process: (1) ask whether the in-
dividual has served in the US
military, (2) assess discharge status
and refer to VA to determine
benefits eligibility, and (3) advo-
cate for ineligible veterans for
VA policy changes to cover such
veterans with military-based
health and mental health issues.
Without public health oversight
of this issue, expedient military
justice will continue to generate a
hidden cost of combat to be borne
by the public for generations
to come. j
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Integrating Health Into Disaster Risk Reduction Strategies:
Key Considerations for Success

The human and financial

costs of disasters are vast.

In 2011, disasters were esti-

mated to have cost $378

billion worldwide; disasters

have affected 64% of the

world’s population since

1992. Consequently, disas-

ter risk reduction strategies

have become increasingly

prominent on national and

international policy agendas.

However, the function of

health in disaster risk reduc-

tion strategies often has been

restricted to emergency re-

sponse.

To mitigate the effect of

disasters on social and health

development goals (such as

risk reduction Millennium

Development Goals) and

increase resilience among

at-risk populations, disaster

strategies should assign the

health sector a more all-

encompassing,proactive role.

We discuss proposed meth-

ods and concepts for main-

streaming health in disaster

risk reduction and consider

barriers faced by the health

sector in this field. (Am J

Public Health. 2014;104:

1811–1816. doi:10.2105/AJPH.

2014.302134)
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RECENT DECADES HAVE

witnessed a growing scientific and
evidence-based approach to the
concept of disaster risk reduction.
The United Nations Office for Di-
saster Risk Reduction (UNISDR)
and the World Health Organiza-
tion (WHO) define the term di-
saster as

a serious disruption of the func-
tioning of a community or a soci-
ety causing widespread human,
material, economic or environ-
mental losses which exceed the
ability of the affected community
or society to cope using its own
resources.1

The term also describes an
event that can be defined spatially
and geographically that results
from the interaction of an external
stressor with a human community
and that carries the implicit con-
cept of nonmanageability in a local
context.1

Statistics on the effects of recent
disasters and their increasing
global frequency are startling.2 In
the past 12 years, an estimated
$1.3 trillion of damage has been
sustained through disasters, and in
2012, an estimated 51 million

people in 16 countries required
some form of humanitarian assis-
tance.3,4 Multibillion dollar natu-
ral hazard---related disasters are
becoming more common, and five
of the 10 costliest disasters have
occurred between 2008 and
2012.5 In 2011, disasters were
estimated to have cost $378 bil-
lion, breaking the previous record
of $262 billion in 2005.5 More
than 1.5 billion people currently
live in countries affected by fragility,
conflict, or large-scale violence,6

and overall, more than 4.4 billion
people—64% of the world’s pop-
ulation—have been affected by di-
sasters in some way since 1992.7

As the effects of climate change
becomemore palpable, this may be
associated with a rise in the fre-
quency of natural hazard---related
disasters.8

Consequently, taking action to
better mitigate hazards, prepare
for disasters, and reduce their
effect has assumed an increasingly
prominent position on global and
national agendas. Since the Buyin-
Zara Earthquake in Iran in 1962,
the United Nations (UN) and its

member states have worked to-
ward the development of a global
disaster risk reduction strategy.9

Early milestones included the UN
declaration of an International
Decade for Natural Disaster Re-
duction in the 1990s and the
launch of the Yokohama Strategy
in 1994, designed to “provide
guidelines for natural disaster
prevention, preparedness and
mitigation.”10 The process gained
added momentum following the
2003 Bam Earthquake and 2004
Asian Tsunami, with efforts cul-
minating in 2005 with the adop-
tion by 168 countries of a 10-year
strategy, the Hyogo Framework
for Action. The Hyogo Framework
for Action was intended to build
the resilience of nations and com-
munities to disasters through coop-
eration and technical assistance (see
the box on the next page). In addition,
since 2007, the UNISDR Global
Platform has been convened on a
biennial basis to review progress
on the framework by international
agencies, countries, institutions, and
civil society actors. The platform
also provides a forum to discuss and
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