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Abstract

The goal of the NATO Human Factors & Medicine (HFM) Research & Technology Task Group (RTG-203) “Mental Health Training” is to develop prototypes of mental health and resilience training for service members.  Mental health training has the potential to strengthen the ability of service members to respond to the psychological demands of military life.  Ideally, this kind of mental health and resilience training should begin during basic training and be followed across the individual’s military career. In order to begin developing a Training Module template for Mental Health Training during Basic or Recruit Training, RTG-203 has compiled a database of standardized mental health and resilience training programs currently delivered in member nations.  The presentation reports on the core elements of mental health and resilience training across eleven member nations, summarizes the findings, and discusses how the database will be used to inform the development of a NATO Mental Health Resilience Training Module Template for Initial Basic Training.  This presentation is intended for Psychological Resilience and Mental Health Training tracks. 

Disclaimer: It should be noted that the views of the authors do not necessarily represent their respective Department of Defence or Government.  
1.0
INTRODUCTION

The NATO HFM-203/RTG ‘Mental Health Training’ was established in December 2009 to target the development of mental health resilience training in a military environment. In recognition of the need to develop scientifically validated mental health training that will sustain the service member throughout their military career, as well as prepare them for the rigors of military operations, the RTO Task Group (RTG) will: (1) identify appropriate skills targeted for mental health training, (2) identify how to train those skills, and (3) establish criteria for demonstrating the effectiveness of training these skills.  

RTG 203 White Paper 001 (Delahaij and van Tussenroek, 2010) specifically addresses the benefits of and requirement for mental health training in military organizations.  The authors of the White Paper acknowledge that military service places tremendous demands on the mental health of service members, and that mental health training has tremendous potential for improving military effectiveness.  In order to determine what that mental health training should consist of, and how it should be delivered, it is important to know what is currently being delivered, how it was developed, what evidence there is to support it, how and when it is being delivered, and if it has demonstrated any effectiveness.  

In order to accomplish the aforementioned objectives and answer some of these questions, an environmental scan of current mental health training modules that are delivered during basic training in participating NATO countries has been conducted, and the results compiled in a database.  The information garnered from the basic training database will subsequently be used to inform the development of mental health training modules for basic training as well as the deployment cycle.

Concurrently, the RTG is also surveying recruits in NATO nations to determine what specific aspects of basic training are perceived as stressful, which skills the recruits are using to cope with the stress, and how effective they are in coping with these stressors.  Together with the analysis of the database, this information will be used to develop evidence based mental health training that meets the identified needs of recruits in NATO nations.

2.0
Findings

Eleven member nations responded to the request for information pertaining to their mental health and resilience training content during basic recruit training.  The information requested included: objectives of the training; knowledge and targeted skills; practical application and resources; program standardization and evaluation; implementation details; and, strength of evidence for content and skills.  Five of the responding nations reported that they have no systematic or standardized mental health training during basic recruit training.  They indicated that some units provide the training, while others do not.  For the purposes of this paper, we will consider the programs that are standardized and implemented system-wide, including those that are targeted to a specific branch of the military or occupation, such as the Belgian training program for student pilots and air traffic controllers (ATC).  It should also be noted that the information included which refers to the United States is representative only of the US Army, as training packages from the US Air Force, US Navy and US Marine Corps were not reviewed for this paper.  The participating nations are listed in Table 1.  

	Nation
	Standardized Mental Health Training

	Belgium
	Yes *

	Canada
	Yes

	Czech Republic
	No

	Estonia
	No

	Germany
	No

	Latvia
	Yes

	The Netherlands
	Yes

	Norway
	No

	Spain
	No

	United Kingdom
	Yes

	United States
	Yes


Table 1: Participating NATO Nations

* For student pilots and ATC only

2.1
Standardization:

Of the eleven countries that provided data for this paper, six countries deliver standardized mental health training programs during basic recruit training.  While five of these six countries deliver the training systematically, there are some caveats.  In Belgium the standardized mental health training reviewed for this paper was specifically designed for student pilots and air traffic controllers, while in the United Kingdom mental health training for recruits has consistent objectives across Services, but the delivery differs depending on the Service.  The remaining countries have local initiatives or separate Academy programs, and are therefore neither standardized nor systematic.  While it is not included in the analysis or database for this RTG, the Australian Defence Force has also recently implemented a standardized mental health training program for recruits (Cohn and Pakenham, 2008).  This program has been evaluated, and has demonstrated that it is feasible to increase mental health during basic training.

2.2
Timing of the training:

There was wide variation with respect to when the mental health training was conducted during the course of basic recruit training.  While one country delivers the mental health and resilience training during the first week of a thirteen-week basic recruit training program, two countries deliver it during week 3, another in week 5, one within the first 8 weeks, one at the 2/3 point of basic training, and another country at some point during the first three months of service.

Given the wide variation in the timing of the mental health training, it may be useful to evaluate whether or not the timing of the training has an impact on effectiveness and outcomes.  It may also be beneficial to add questions about the timing of this training to the survey and interview being conducted concurrently by this RTG.

The other area for further examination may be whether the training should be delivered all at one time, or at regular intervals throughout basic training.  Canada is currently considering modifying their mental health training for recruits and dividing the current block into 3 separate modules to be delivered during weeks 1 (3 hours), 5 (2 hours)and 12 (3 hours) of a 13-week training cycle.  The intent is to train recruits on the skills that would be most useful in helping them succeed in their training at the beginning of the training cycle, to reinforce and mentor those skills during week 5, and then to provide additional mental health knowledge and skills for their military careers just before completing basic training. A pilot implementation of this approach will be evaluated to determine if there is any significant difference in application of skills, coping ability, as or attrition during basic training.

2.3 Duration of the training:

Again, there were significant differences in how many hours each country devotes to mental health training for recruits.  While most of the countries surveyed deliver between one and four hours of mental health training, there were two notable exceptions.  The program in Belgium consists of 15 hours of training, which includes 30 minutes for the application of each skill, while recruits in The Netherlands devote 2-3 days to learning and applying stress coping skills with graduated exposure training through adventure activities, followed by group debriefings.  These last two programs place significant importance on the practical application of the mental health skills being taught, and consider it an integral part of the training package.

This may be another area to consider when developing the mental health training modules and implementation guidelines, as it is well known that knowledge and skills are more likely to be retained and applied affectively if they are practiced regularly.

2.4 Trainers/Instructors:

The training is delivered by either trained soldiers/peers (4), military or sports instructors (2), chaplains (2), mental health professionals (4) and physicians (3).  Mental health professionals include psychiatrists, psychologists, aviation psychologists and sports psychologists.  Several countries do not limit delivery to any one group or profession, but rather choose among the professions listed.  Several countries also have standardized training for the instructors who deliver the mental health training, while others assign the task on the basis of occupation or profession and do not require the completion of a train the trainer program.

As the RTG will be developing a train the trainer package for mental health and resilience training, it will be beneficial to examine the structure, content and evaluation data of these existing programs.

2.5 Strength and Quality of Evidence:

Each country was asked to indicate the strength and quality of evidence upon which the content of the training was based.  Table 2 provides a description of the categories applied to the training programs.  The specific references and research that were consulted in the development of each of the training programs were not requested for the purposes of this paper, but will subsequently be added to the database in order to better inform the development of the final RTG products.

	Categories for strength of recommendation

	A
	Good evidence to support a recommendation for use

	B
	Moderate evidence to support a recommendation for use

	C
	Poor evidence to support a recommendation for or against use

	D
	Moderate evidence to support a recommendation against use

	E
	Good evidence to support a recommendation against use

	Categories for quality of evidence on which recommendations are made

	I
	Evidence from at least one randomized control trial

	II
	Evidence from at least one well-designed clinical trial without randomization, from cohort or case-controlled analytic studies, preferable from more than one centre, from multiple time-series, or from dramatic results in uncontrolled experiments

	III
	Evidence from opinions of respected authorities on the basis of clinical experience, descriptive studies, or reports of expert committees



Table 2:
Strength and Quality of Evidence
Four of the NATO countries have mental health training programs that are based on AI evidence, while one other has a program based on BII evidence.  Some of the other programs reviewed may be evidence-based, but have not yet been formalized or evaluated, and as such there is very little information on their research or development.

2.6 Evaluation

Only four of the programs that were reviewed have a consistent and robust evaluation strategy.  One other country is in the process of evaluating their mental health training program, and should have results in spring 2011.  While two of the countries indicated that they administer pre and post training evaluations for each serial, the other two countries did not specify their evaluation methodology. This highlights the importance of including an evaluation strategy in the development and implementation of all mental health training programs in order to assess effectiveness, identify areas for improvement, and validate the requirement for institutionalization of such training.

2.7 Objectives

The objectives of the training programs include: increase awareness of and be able to identify symptoms of stress in self and others; learn and apply skills to cope with stress; optimize mental fitness and resilience; decrease stigma toward and increase acceptance of mental health problems; increase mental health help-seeking behaviour; and, maintain operational effectiveness and performance. The mental health training for student pilots and air traffic controllers in Belgium, ‘Techniques to Optimize Potential’ (TOP: ‘Techniques pour l’Optimisation du Potentiel’), has as objectives: increased recovery after operations; improved sleep quality; improved vigilance and attention; improved decision making, self-confidence, group communication and cohesion; and enhanced learning.

While the stated objectives of the programs vary in the level of detail in which they are stated, they are relatively consistent across nations. 

2.8 Knowledge

In order to achieve the stated objectives of each of the programs, the knowledge factors include: definitions of stress, strain, pressure, combat stress, and resilience; description of the human stress response; delineation between good stress and bad stress; helpful and unhelpful coping, including specifically the role of humour in coping; cognitive behaviour theory highlighting how perception of events affects reactions; importance of teamwork and buddy support; and fatigue management. 

While each of the programs has some unique aspects, the key knowledge elements are very consistent across nations.

2.9 Targeted Skills

The targeted skills, while referred to by different names in the various training programs, can be grouped into seven broad categories.

	Targeted Skills

	Category
	Skills as they are referred to in the training packages

	Acceptance        (2)
	Acceptance of new reality in basic training

	Self Talk            (6)
	Positive appraisal of events, challenging negative self-talk, thinking traps, neuro linguistic programming, internal dialogue, “adjusting your thoughts”, cognitive distortions

	Breathing          (5)
	Tactical breathing, diaphragmatic breathing, energy management, arousal control, controlled breathing

	Relaxation         (4)
	Regulation of tension, progressive muscle relaxation

	Goal setting       (4)
	

	Visualization     (5)
	Mental imagery, mental rehearsal

	Grounding         (2)
	Situational awareness, focusing


Table 3: Targeted Skills

In accordance with the categories in Table 3, six countries include various approaches to self-talk and cognitive behaviour theory; five countries target the skills of breathing and visualization; four countries teach skills related to relaxation and goal setting; two countries aim to increase acceptance; and two countries include skills to facilitate grounding and increase situational awareness.  There is a significant level of consistency among the nations with respect to which targeted skills can be trained in order to achieve the stated objectives of mental health and resilience training.  The selection of these skills is also based on strong scientific evidence, as indicated in paragraph 2.5.

The targeted skills come primarily from cognitive behaviour theory and performance sports psychology.  There is a significant body of evidence that demonstrates that skills such as controlled breathing, visualization, goal setting and self-talk contribute to enhanced sports performance  (Driskell et al., 1994, Barwood et al., 2006, Barwood et al., 2008).  Additionally, the randomized control trial conducted by Cohn and Pakenham (2008) with the Australian Defence Force found better cognitive coping and lower psychological distress compared to the control group.  Further research on the application of these skills to coping with stress in military populations is currently being done in a few member nations, and will also be used to inform the development of the final RTG products.

2.10 Practical Application

Three of the participating nations use vignettes or scenarios to apply the targetd skills in the classroom, either through small group discussion or by walking through the scenario as a large group.  And two of the training programs (Belgium and The Netherlands) use graduated exposure through either adventure activities or a series of training scenarios after which there is a debriefing to review performance and learning.  As well, the mental health training program in the Belgian military includes specific instruction to practice and apply each of the skills on an individual basis, in addition to the classroom and scenario work. This is particularly important to consider in the development of mental health training modules, as we know that these skills must be practiced and mastered ahead of time if they are to be effective when used in real-life situations of extreme stress.

2.11 Resources and Follow-up

Not surprisingly, all of the mental health training programs reviewed include information on mental health resources available to military personnel, depending on their level of need.  This includes self help and buddy support, as well as some information aimed at demystifying what happens in mental health treatment.  Some programs include a discussion about common barriers to care in military populations, and facts with which to challenge some of those attitudinal barriers and beliefs about treatment.  Many of the programs aim to normalize help seeking as a way to manage distress and solve problems, and in doing so try to de-stigmatize counselling and mental health treatment.  As stigma toward mental health treatment tends to be common in many military populations, there are some interesting techniques to be considered in the development of the training modules.
3.0
Conclusions

The findings of this review of mental health training delivered during basic training in several NATO nations provides a starting point for the development of a NATO mental health resilience training module for initial basic training.  It will also provide valuable information for the development of Resilience Training Guidelines, Implementation Principles, as well as a standardized train the trainer program for mental health training.  Consistency was found in terms of training objectives, and targeted knowledge and skills.  There was less consistency around the implementation principles, such as the duration and timing of the training, evaluation, and instructors or trainers.  Further research in these areas will provide additional detail to guide the development of the RTG products.
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