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AbstrAct
Background: Peace of Mind (POM), a combat veteran 
intervention program, was designed to promote 
posttraumatic growth (PTG), social support and coping 
strategies following discharge from compulsory service 
and facilitate the processing of combat experiences 
within an army unit whose members served together. 

Methods: 272 Israeli discharged combat veterans from 16 
teams (group size ranged from 13 to 20 per group, M=15) 
participated in this study (mean age 26.23, range=22-36); 
211 participants completed questionnaires assessing 
PTG, social support, coping flexibility and post-traumatic 
symptoms. 

Results: PTG scores increased in all categories (F(1,205)= 
51.97, p<0.01) as did social support (F(1,205)=5.107, p=0.02) 
and flexibility (F(1,203)=17.465, p<0.01). There was no 
change in posttraumatic symptoms. 

Conclusions: The current pilot study demonstrated the 
feasibility and potential benefit of the POM program for 
combat veterans and highlighted the potential for positive 
change following an intensive short-term program. 

Address for Correspondence:  Danny Brom, PhD, Metiv, Israel Psychotrauma Center, POB 3900, Jerusalem 91035, Israel   danny@metiv.org

such as family violence (4); relationship satisfaction (5); 
and substance abuse (6). Recently mental health services 
for combat soldiers have broadened their focus, beyond 
an attempt to reduce current or prospective psychopa-
thology, to include interventions for enhancing coping 
strategies and post-traumatic growth (7, 8). 

Posttraumatic Growth (PTG) has been defined by 
Calhoun and Tedeschi (9) as positive psychological 
change that occurs as a result of struggling with highly 
challenging life circumstances. PTG is described as a 
process of reexamination and reformulation of one’s 
beliefs about the world and about the self (10, 11). 
Calhoun and Tedeschi posited five theoretical domains 
of PTG: increased life appreciation, more meaningful 
interpersonal relationships, increased sense of personal 
strength, priority changes and a more existential and 
spiritual view of life (12, 13). Several processes were 
conceived as potential contributors to PTG, including 
understanding trauma response as a precursor for growth 
(14), constructive ruminations following trauma (15), 
and building narratives that accommodate a traumatic 
event into one’s pre-existing worldview (16). There are 
few studies assessing PTG and general well-being (13), 
though as outlined PTG describes specific, positive, 
psychological and behavioral changes resulting from a 
traumatic experience.

Primary support groups have been shown to be capable 
of enhancing PTG (17) especially if the group encour-
ages constructive self-disclosure (13). Tedeschi and 
Calhoun emphasize the significance of social support 
as a central, protective factor for soldiers during train-
ing, combat and post combat periods and highlight the 
experience of empathetic acceptance and the development 
of a coherent self-narrative as key positive outcomes 
from the enhanced self-disclosure (13). The centrality of 
social support among veterans was demonstrated within 
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IntroductIon
Returning home after combat entails a complex transition 
from exposure to combat, violence, injury and death and 
the loss of friends to civilian life. Most research on the 
effects of combat stress on military service personnel 
focuses on the development and prevalence of posttrau-
matic stress disorder (PTSD)(1); depression (2); feelings 
of isolation and identity crisis (3); interpersonal conflict, 
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Reservist/National Guard Operations Enduring Freedom 
and Iraqi Freedom (OEF/OIF) veterans who reported that 
increased perceptions of unit member support and effort/
perseverance were significantly associated with PTG, 
even while controlling for age, combat exposure, PTSD 
symptom severity, and psychosocial difficulties (18). 
Similarly, Mitchell et al. (7) found greater unit cohesion 
to be associated with higher levels of PTG.

Another important protective factor for veterans is cop-
ing flexibility, defined as the ability to deploy a diverse range 
of coping behaviors to deal with potentially traumatic events 
(19). Coping flexibility refers to the dynamic interaction 
between the person and his environment and builds on 
Lazarus and Folkman’s theories of cognitive appraisal and 
coping (20). Higher rates of psychological flexibility were 
exhibited among Israeli veterans who had a higher general 
ability to cope with stressors (21), with other studies rein-
forcing the significance of cognitive flexibility for healthy 
coping among veterans (22). Higher rates of coping flex-
ibility have been demonstrated to increase the likelihood 
that individuals would exhibit characteristics of PTG (23) 
and reduce PTSD, depression and alexithymia (24).

Pre- And Post-dePloyment ProgrAms for soldIers 
There are a number of programs for combat soldiers, 
primarily focusing on providing soldiers with strategies 
for coping with stress and self-care before, during and 
after deployment. A leading program in the field is the 
Comprehensive Soldier Fitness Program (CSF) (25, 26), 
which uses online Comprehensive Resilience Modules to 
learn coping skills and facilitate posttraumatic growth. 
Another example is the post-deployment intervention 
called Battlemind Psychological Debriefing (27), a program 
seeking to normalize stress reactions, help soldiers identify 
psychological problems in themselves and others, transi-
tion back into civilian life and build resilience. Trauma 
risk management (TRiM), a U.K. based peer-delivered 
psycho-education intervention, engages with soldiers 
three times in the three months following a potentially 
traumatic incident, aiming to identify warning signs for the 
development of psychological disorders (28). To date, few 
studies (for example, 26) have looked at how to enhance 
posttraumatic growth and coping flexibility for combat 
soldiers. Coping skills training in general appears to have 
an effect on reducing psychological pathology, but when 
studied in Australian cadets was shown to be slightly less 
effective than self-reflection training (29). 

The current paper describes an innovative intervention 
for combat veterans with a focus on resilience factors, 

such posttraumatic growth and coping strategies, rather 
than focusing on pathology. We describe the intervention, 
its feasibility and the preliminary results of a pilot study 
based on 272 veterans. 

the PeAce of mInd ProgrAm
The Peace of Mind (POM) intervention program was 
developed by the Herzog Israel Center for the Treatment 
of Psychotrauma in 2007. The program was created on 
the premise that veterans experience a continuum of 
post-traumatic symptoms and that these may change 
throughout the life course (25). POM uniquely works 
with veterans from a single combat unit, who have been 
involved in severe combat experiences, working with the 
unit as a whole rather than individuals with diagnosable 
PTSD according to DSM criteria (30). The aims of the 
intervention are to enhance PTG, to promote the use of 
social support, to enhance coping strategies, to facilitate 
processing of the communal traumatic experiences, and 
to create a coherent group narrative.

POM differs to the previously outlined programs 
given its focus on strengthening team support and, in 
turn, community support through the distant location 
far from the battleground and location-specific stressors, 
the intensive nature of the program and the support from 
the host community that demonstrates recognition and 
gratitude to the veterans for their service. Intense PTSD 
treatment programs have become more popular due to 
lower attrition, perhaps due to the shorter time commit-
ment and less prolonged impact on day-to-day scheduling 
(31). Inpatient, intense PTSD treatment programs have 
also been demonstrated to have similar effectiveness to 
long-term outpatient programs (29, 32). Most striking 
in the latter study on UK veterans is the delay of over 25 
years in seeking help for over a third of the sample (32). 
PTSD has been demonstrated to have multiple trajectories, 
including delayed onset (33, 34), and key to the POM 
program is building resilience and emotional strength, 
in contrast to programs treating PTSD symptoms when 
they present. Furthermore, the POM program is located in 
non-institutional settings (outdoors and in communities 
abroad). The lack of institutional association enhances 
the focus on resilience and positive growth while still 
providing the benefit of an intensive program. There has 
been one wilderness based program demonstrated to 
have significant impact on PTSD associated experiences 
of loneliness, hopelessness, guilt and shame (35), but none 
with whole units or incorporating unit-based team build-
ing. Furthermore, the additional element of hosting by a 
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community both enables the feasibility of the program 
(funding is raised by the host community) and appears to 
create a homey and supportive environment for facilitating 
growth (though this has not yet been studied). 

The Peace of Mind program consists of four modules 
within a group setting and is conducted over a nine 
month period. The program is run as follows (see Table 
1 for more detail): 
•	 24-hour opening seminar in an outdoor setting using 

exercises that help participants to reflect on their expe-
riences during their service and set the conditions for 
nonjudgmental and supportive sharing. 

•	 Week-long intensive overseas workshop hosted by a 
Jewish community. The participants live at the homes 
of community members and come to a central group 
room for around 40 hours of group counseling. Three 
main topics are at the center of this workshop: a. psycho-
education about stress, trauma, combat, survival mode 
and possible consequences; b. processing combat experi-
ences including drawing their individually significant 
traumatic event, presenting this to the group and relating 
this to the evolving group narrative; and c. addressing 
their experiences during the post-service period and 
defining changes they would like to make in their lives. 
During the week self-regulation exercises are taught 
and practiced.

•	 Follow-up day six weeks after the overseas experi-
ence to assess participants’ experiences and facilitate 
group closure.

•	 A final meeting six months later to evaluate partici-
pants and explore group and individual status. 

The current paper describes the POM program, its fea-
sibility and its application for Israeli combat veterans. It 
presents preliminary evidence for the effectiveness using 
a pre- and post-design. 

method
PArtIcIPAnts 
As part of the POM project, 272 discharged combat veter-
ans from 16 groups (group size ranged from 13 to 20 per 
group, M=15) participated in this study. Veterans in the 
Israeli army continue to serve as reservists until age 42. 
The participants were all male, with a mean age of 26.23 
(SD=2.08, Range=22-36). Six groups were referred by the 
IDF mental health unit, the others self-referred after they 
heard about the existence of the program through word-
of-mouth. The only selection criteria applied was that the 
unit had to be a combat unit and that all participating 
group members agreed to attend all elements of the pro-
gram (both in Israel and abroad). Only participants who 

Table 1. The Peace of Mind program

Workshop Purpose Sample Activity
Preparation Introductions, exploration of expectations, and the beginning of a broader discussion 

within the group about experience in the field. 
The workshop is held at a sailing school in a harbor in the center of the country and 
combines various aquatic activities such as kayaking, sailing activities, and other 
challenging activities. In addition, there are group discussions and exercises that 
include an explanation of the program and its goals, and an initial dialogue regarding 
experiences in the military. 

The participants in groups of 4-6 go out 
on the sea in boats at night and at sea 
are introduced to mindful reflection and 
listening. 

Main 
Workshop

Approximately a month and a half after the introductory workshop, the main 
intervention will commence. This includes a week-long workshop hosted by Jewish 
communities abroad, and 36 hours of group work, as well as leisure activities. Psycho-
educational and experiential interventions teach the veterans about the nature of 
traumatic experiences, the effects combat and trauma have on the body and mind, 
and the possible responses to these events on emotional, cognitive, physiological, 
and interpersonal levels. Each participant is then given the opportunity to process 
their most significant experiences together with the team that for the most part 
experienced the same situation.

During the workshop each member 
of the group shares with their peers 
a significant event that they have 
experienced during army duty. In this 
discussion, various metaphorical tools 
(such as drawing or other creative arts) 
are used to communicate the experience.

Closure Six weeks after the end of the main workshop, a debrief meeting is held to summarize 
the program intervention and to examine the responses after the main workshop. 
During this session, reactions experienced are explained after intensive processing 
of significant experiences. This meeting takes place in nature and combines outdoor 
group activities and group conversations.

In one of these exercises, the group 
is divided into pairs; they depend on 
each other for support atop a rope that 
stretches between two trees. As they 
walk, they are required to share with each 
other something they learned about or 
from their partner during the workshop.

Follow-up Six months post-intervention, participants are invited to an evening session in which 
they share the long-term effects of the intervention, as well as any new needs that 
have arisen during this time.

This meeting involves group and 
personal discourse in a room without 
extracurricular activities.
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filled out questionnaires at the two time points (N=211) 
were included in the data analysis, though there was 
some loss of data through lack of completion of specific 
questionnaires (see specific Ns in results). The majority 
of the participants were single (82.13%), and most were 
either students or in the initial stages of their careers. 
All participants completed their army service 1-9 years 
(M=4.6) before participating in the program. The majority 
(77.5%) of participants did not present with symptoms 
of PTSD on a clinical level according to DSM IV, 22.5% 
showed clinically significant levels of posttraumatic stress 
symptoms. This rate of PTSD is consistent with other 
reports on veterans in the U.S., but higher than the rates 
in European countries (36). Our sample is not randomly 
selected from the entire army and consists mostly of 
elite units that have been highly exposed to combat and 
experienced the loss of unit members. 

meAsures
Posttraumatic Growth
The Posttraumatic Growth Inventory (PTGI) (12). 
This scale includes 21 items measuring five aspects of 
perceived positive outcomes reported by people who 
have experienced traumatic events. In each item, the 
participants were asked to indicate the degree to which 
a change occurred in their life as a result of the crisis. 
Answers are given on a 6-point Likert response scale 
ranging from “I did not experience this change as a 
result of my crisis” (scored 0), to ‘‘I experienced this 
change to a very high degree as a result of my crisis” 
(scored 5). Five subscales are calculated to represent 
the factors of New Possibilities (α=0.844), Relating to 
others (α=0.849), Personal strength (α=0.775), Spiritual 
change (α=0.714), and Appreciation of life (α=0.646), as 
well as a total score of Posttraumatic Growth (α=0.925). 
The scale was forward-back translated into Hebrew as 
outlined in previous research (23). 

Social Support 
The Multidimensional Scale of Perceived Social Support 
(MSPSS) (37). The scale measures perceived social sup-
port from family (α=0.83), friends (α=0.91) and signifi-
cant others (α=0.89). Responses to the 12 items are given 
on a 7-point Likert scale (1=very strongly disagree to 
7=very strongly agree). The total score was the average of 
the item responses, reflecting the perceived adequacy of 
social support from joint resources (α=0.93). A Hebrew 
version of the MSPSS was administered (38). The Hebrew 
version shows similar reliability as the English version. 

Items include “My family really tries to help me,” “There 
is a special person who is around when I am in need.”

Coping Flexibility
The PACT Scale (Perceived Ability to Cope with Trauma) 
(19) is designed to measure people’s evaluation of their 
ability to cope with trauma and is written in Hebrew. 
The scale includes 20 items that focus on two aspects of 
coping with trauma: trauma focus (8 items) and forward 
focus (12 items). Participants are asked to report to 
what degree they would be able to use different kinds 
of behaviors and strategies in the weeks following a 
potentially traumatic event. Each item is reported on 
a 7-point scale (1 = not at all able; 7 = extremely able). 
The trauma focus scale includes behaviors such as: “Pay 
attention to the distressing feelings that result from the 
event” and “Face the grim reality head on,” whereas the 
forward focus scale includes behaviors such as: “Stay 
focused on my current goals and plans” and “Look for a 
silver lining.” Scores are obtained for the two aspects of 
coping flexibility, as well as a total combined flexibility 
score. Internal consistency reliability of the forward focus 
scale was, Cronbach’s α = 0.85 and for the trauma focus 
scale, Cronbach’s α = 0.79. The structural, convergent, 
discriminant, and cross-cultural validity of the ques-
tionnaire was also supported (19). In the current study 
internal reliability was satisfactory (Cronbach’s α =0.92 
for the forward focus scale and Cronbach’s α =0.79 for 
the Trauma focus scale).

Posttraumatic Symptoms
The Posttraumatic Stress Diagnostic Scale (PDS) (39, 
40). The PDS is a self-report measure which reports the 
17 symptoms of posttraumatic stress disorder accord-
ing to DSM IV (30). Sample items include “Having bad 
dreams or nightmares about the traumatic event” and 
“Feeling irritable or having fits of anger.” Each item is 
rated on a 4-point scale (0 = Not at all or only once in 
the past month to 3 = Almost always or 5 or more times 
a week in the past month). Symptoms are categorized 
into the DSM-IV categories of intrusion, avoidance and 
arousal symptoms. A full PTSD diagnosis is given if, 
for the duration of one month of longer, one or more 
symptom from intrusion, three of more symptoms from 
avoidance and two or more symptoms from arousal are 
present (a score of 1 or higher). Total PDS score in this 
study thus can range between 0 and 51. A previous study 
reported high internal reliability (Cronbach’s α =0.85). 
The questionnaire has been translated into Hebrew and 
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validated in a host of Israeli populations (40). In the 
current study internal reliability was highly satisfactory 
(Cronbach’s α =0.929).

Procedure
The study was approved by the Ethical Committee of 
Herzog Hospital in Jerusalem. All participants signed 
an informed consent form and committed to participate 
in all the modules of the program, including completing 
the questionnaires before and after the program. 

Groups consisted of members of the same unit who 
had trained and fought together. There was no merging 
of groups or units. The initial workshop was held in an 
Israeli harbor city and the outdoor activities were held at 
sea and processed indoors. For the eight-day workshops 
participants were hosted by communities in Europe and 
North America. The follow-up workshop was held in a 
forest in the center of Israel. All groups were facilitated by 
trained clinical social workers or clinical psychologists. 
While different groups were accompanied by different 
facilitators, within each group the same two facilita-

tors carried out all the workshops. Questionnaires were 
administered to participants at the initial group meeting 
and during the third workshop three months later. 

results
In order to test the effects of the program on posttraumatic 
growth, social support, coping flexibility, and posttrau-
matic symptoms one-way within subject ANOVAs were 
conducted comparing pre- and post-measures. 

Posttraumatic Growth. The largest effect size for 
change was found in the veterans’ PTG scores. All scores 
on the subscales and the total score significantly increased. 
There was a large effect of change over time for the total 
score and for the score on the subscales New Possibilities 
and Relating to Others. Results for posttraumatic growth 
are presented in Table 2. 

Social Support and Coping Flexibility. Results 
showed significant increase in the measures of social sup-
port and coping flexibility. The total score of social support 
increased after the intervention. More specifically two of 
the three social support subscales increased significantly: 
social support from a significant other and social support 
from friends. Coping flexibility also increased after the 
intervention, and there was a significant increase in both 
flexibility factors: forward focus and trauma focus. The 
results of the social support subscales, along with total 
scores and flexibility factors, are presented in Table 3. 

Posttraumatic symptoms. Since the program did 
not intend to improve posttraumatic symptoms we did 
not expect an improvement in posttraumatic distress, 
and indeed the level of posttraumatic symptoms did 
not change significantly after the intervention (max=51, 
post-intervention mean total PTSD symptoms=11.36, SD, 
10.46). Results of posttraumatic symptom severity are 
presented in Table 4. There was change in PTSD scores 
noticed in both directions: 130 (63.11%) did not meet 
the criterion for full PTSD at the beginning of the study. 
Of these 130, 31 (23.85%)met the criterion for full PTSD 
following the study. In the other direction, 76 (36.89%) 
met the criterion for full PTSD at the commencement 
of the study and of these, 30 (39.47%) did not meet the 
criterion for full PTSD following the study. Despite 
movement between diagnostic groups being observed, 
there was no significant difference in the proportions of 
participants who went on to develop PTSD and those who 
recovered from PTSD (two-tailed z-test of proportions, 
p=0.94): 31 developed a PTSD diagnosis and 30 recovered 
from a PTSD diagnosis but there were no significant 

Table 2. Posttraumatic Growth – means (SD) pre- and post-
intervention

 Pre Post Wilks’ Lambda
PTG Score
(n=206)

3.23
(0.89)

3.62
(0.73)

0.798

F(1,205)=51.974 

p<0.001

η2=0.202

Relating to Others
(n=207)

3.20
(0.99)

3.66
(0.83)

0.811

F(1,206)=47.943 

p<0.001

η2=0.189

New Possibilities
(n=207)

3.08
(1.14)

3.61
(0.89)

0.784

F(1,206)=56.685 

p<0.001

η2=0.216

Personal Strength
(n=207)

3.75
(1.01)

4.01
(0.74)

0.936

F(1,206)=14.075 

p<0.001

η2=0.064

Spiritual Change
(n=207)

2.21
(1.44)

2.50
(1.47)

0.948

F(1,206)=11.270 

p=0.001

η2=0.052

Appreciation of Life
(n=207)

3.56
(1.07)

3.82
(0.97)

0.935

F(1,206)=14.291 

p<0.001

η2=0.065
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increases or decreases in overall PTSD symptoms. Two 
linear regressions were carried out to identify predictors 
of PTSD symptom change (improvement and decline) 
using age, PTG and symptom severity as predictors (no 
other variables had relevant potential correlations). The 
only significant predictor was PTSD symptoms at time 
1 predicting 8% percent of the variance in symptom 
improvement at time 2 (F (3,181)=6.57, p<0.01). 

dIscussIon
The Peace of Mind (POM) program was developed on 
the working premise that combat has deep influences on 
human wellbeing, relationships and psychological function-
ing, and that in addition to the veterans who immediately 
demonstrate signs of combat-related PTSD, there are other 
members of their teams who experience adverse symptoms 

upon their reintegration into civilian life. In fact, many of 
their friends may carry hidden scars. The current study 
presents the feasibility of the POM intervention with Israeli 
combat veterans and provides preliminary results based 
on a pilot study. In Israeli society, in which military service 
in incumbent upon all citizens, exposure to traumatic 
military-related events is the norm and services are offered 
to those whose PTSD symptoms sit well outside the norm. 
Seeking help may be stigmatized in this context and addi-
tionally veterans may avoid help seeking so as not to revisit 
their traumatic experiences. It has been hypothesized that 
the gradual build-up of posttraumatic symptoms may 
be another explanation to the long delays in accessing 
treatment among Israeli veterans (41). To the best of our 
knowledge, existing programs for soldiers are conducted 
during military service or shortly thereafter and are focused 
on helping those currently suffering from PTSD symptoms 
(as outlined above). Given the varying trajectories of PTSD 
development and the long-term impact of combat, POM 
enables the participants to reflect on the long-term changes 
that they have experienced in addition to the immediate 
adjustments to civilian life. It should be noted that from 
among the 16 POM groups in this study there were no 
dropouts, indicating the high commitment of the veterans 
to their unit and to the program and the potential advantage 
of intensive residential programs (29, 31).

Analyses of study measures indicated promising results 
in promoting PTG, Social Support and Coping Flexibility, 
whereas no significant change was found with regard to 
post-traumatic symptoms. These findings conform to 
the aforementioned strength-based treatment approach 
rather than a focus on the reduction of symptoms. 

Table 3. Coping Flexibility and Social Support, Means and SD 
before and after intervention

Pre- 
Intervention

Post- 
Intervention

Wilks’  
Lambda

Social 
Support

Total
(n=206)

5.64
(1.08)

5.78
(1.07)

0.976

F(1,205)=5.107 

p=0.025

η2=0.024

Significant 
Other
(n=206)

5.85
(1.21)

6.03
(1.11)

0.967

F(1,205)=6.894 

p=0.009

η2=0.033

Family
(n=206)

5.49
(1.40)

5.49
(1.38)

1.000

F(1,205)=0.000 

p=0.983

Friends
(n=206)

5.57
(1.22)

5.80
(1.21) 

0.956

F(1,205)=9.530 

p=0.002

η2=0.044

Coping
Flexibility

Total
(n=204)

9.29
(1.93)

9.85
(1.94)

0.921

F(1,203)=17.465 

p<0.001

η2=0.079

Forward 
Focus
(n=204)

5.13
(0.99)

5.32
(0.99)

0.959

F(1,203)=8.786 

p=0.003

η2=0.041

Trauma 
Focus
(n=204)

4.88
(0.92)

5.12
(0.92)

0.937

F(1,203)=13.758 

p<0.001

η2=0.063

Table 4. Posttraumatic Symptoms – means (SD) pre- and 
post-intervention

 Pre Post Wilks’ Lambda
Posttraumatic 
Symptoms
(n=206)

10.86
(9.70)

11.36
(10.46)

0.996

F(1,205)=0.778 

p=0.379

Intrusion
(n=206)

2.88
(3.07)

3.20
(3.28)

0.988

F(1,205)=2.510 

p=0.115

Avoidance
(n=206)

4.34
(4.34)

4.68
(4.50)

0.993

F(1,205)=1.487 

p=0.224

Arousal
(n=206)

3.54
(3.64)

3.38
(3.68)

0.997

F(1,205)=0.605 

p=0.438



10

Peace of Mind for israeli coMbat Veterans  

The finding that POM enhanced PTG is in line with 
Tedeschi’s recommendation (42) that clinicians can facilitate 
PTG in combat veterans. As Tedeschi cautions, PTG should 
not be expected in all veterans, however, “it is apparent 
that this positive outcome is commonplace, and clinicians 
should explore the possibilities for sensitively facilitating 
this process of growth” (p. 142). In a similar approach, 
Morgan and colleagues (43) indicated that intentional 
facilitation of PTG can be a complementary or alternative 
approach for improving wellbeing and reducing distress. 

Our findings also demonstrated an increase in perceived 
social support from friends and significant others after 
the intervention. There is a broad consensus about the 
centrality of social support as a protective factor for combat 
veterans as well as other traumatized populations. Social 
support in veterans is embedded in multiple layers of 
society (44) with each layer (romantic relationship, family, 
colleagues and society as a whole) having its own impact 
on how individuals cope. The increased perceived support 
from significant others and friends reflects a person’s most 
intimate circle. Understanding the mechanisms of change 
towards this enhanced social support calls for further 
analysis, but we hypothesize that the POM intervention 
increases the veterans’ ability to engage in emotional lan-
guage, in empathy and in intimate relationships. These 
themes frequently appear in feedback sessions towards 
the end of each program and qualitative analysis would 
provide further insight towards these change mechanisms. 

In addition to PTG and social support demonstrating 
significant improvement, so too did both measures of 
coping flexibility; trauma focused and forward focused 
improve. The enhancement of coping flexibility concurs 
with our findings of enhancement in PTG given the 
understanding that resilience to trauma is fostered by 
the ability to flexibly engage in various coping methods 
(19). Despite this, the expectation that enhanced coping 
flexibility would reduce PTSD symptomology was not 
demonstrated. It appears that there were large ranges in 
PTSD symptom scores and overall PTSD symptom scores 
were generally low thus reducing their potential for reduc-
tion. Nonetheless, it would be interesting to ascertain 
whether long-term improvements in coping flexibility 
reduced the risks of re-traumatization, especially as many 
of the participants in POM are still active reservists. It 
is thought that the oscillation between trauma-focused 
activities and social and leisure activities within the group 
sessions is parallel to the normative process of coping 
with trauma, which includes the ability to shift attention 
to and from traumatic memories. 

The combined positive results in the domains of PTG, 
perceived social support and coping flexibility point to 
the need to look for integrating models for enhancing 
the adaptation of combat veterans. Understanding the 
relationships between these variables and how this can 
enhance program efficacy is of utmost importance. One 
attempt to understand the interrelationships among the 
variables was done by Saltzman and colleagues (45), who 
reported that improvement in perceived social support 
increased the odds of reaching constructive growth in vet-
erans. A recent study from the field of cancer (46) showed 
that PTG can promote positive coping, i.e., higher reports 
of PTG over time can lead to an increase in positive coping 
strategies and as such may serve as a significant resource 
in the face of future stressors. Furthermore the influence 
of timing of the interventions (time since deployment or 
combat) as well as the sequence of intervention modules, 
in order to optimize the benefits for combat veterans 
needs to be clarified, namely: what kind of intervention 
should be utilized soon after deployment and what would 
work best years after in facilitating healthy trajectories.

Our finding demonstrating movement in PTSD catego-
rization poses an important question about the effects of 
the program. Despite there being no significant change 
in PTSD symptomology observed following the program, 
there were participants who increased PTSD symptoms 
such that they were reclassified as suffering from PTSD 
and those who decreased in PTSD symptoms such that 
they were reclassified as not suffering from PTSD. Despite 
the focus of the POM program on increasing resilience 
rather than reducing PTSD symptomology, understanding 
PTSD symptom changes is of utmost importance. For the 
current research project, further potential predictors of 
PTSD symptom change were identified, but only initial 
symptomology was found to be predictive of symptom 
improvement indicating that those with greater suffering 
had the greater potential for PTSD symptom improve-
ment. As evidenced in multiple psychotherapy studies 
(for example 47, 48), trajectories of change vary with 
many patients following non-linear symptom declines. 
As overall Post Traumatic Stress Symptoms (PTSSs) were 
low in this study, which included whole combat teams, 
individual symptom trajectories were more difficult to 
study though a wider and larger study may enable the 
study of PTSS in greater depth. Future research on a larger 
and randomized group compared to a control sample will 
enable unique trajectories evidenced in the POM program 
to be studied and may enable moderators and mediators 
of change to be identified. The current findings highlight 
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the importance of access to follow-on individual trauma 
therapy, something which is offered to all participants 
as standard practice. Processing of unit experiences can 
increase individual PTSD symptomology and awareness of 
individual emotional experiences which can increase both 
willingness and preparedness for further individual work. 

The current study has several limitations. First, it was 
a pilot for fielding interventions for combat units in 
order to establish the feasibility and provide preliminary 
analyses for this intervention. There is an obvious need 
to substantiate the results in randomized controlled 
trials (RCTs) including a control group. Second, in this 
study there was high variability, both in terms of the 
combat units involved and in terms of the timing of 
the intervention in relation to discharge from the army 
and the age of participants. If an RCT were to be run, 
comparing no-interventions, discharge interventions 
and delayed interventions would be a worthwhile area 
of research.

Finally, the POM program is adaptable in an overall 
manner for other culturally different armies, though 
having the 8-day program hosted by Jewish communi-
ties gives this program a unique framework, one which 
is not applicable for armies without culturally similar 
support. Understanding the importance and centrality 
of the community support and location of the program 
invites further research to deconstruct the contributory 
factors. Holding the program abroad has both benefits 
and challenges (namely monetary), thus understanding 
the unique contribution of the program’s location is very 
important. 

POM was found to enhance crucial areas of resilience: 
PTG, social support and coping flexibility. No change 
was found in PTSD symptoms as predicted initially. The 
POM program can both reinforce and build resilience 
factors and can serve as a detection and referral system 
for those suffering from traumatic distress. A wide scale 
RCT is recommended to establish POM’s success as a 
combat veteran resilience program and investigate the 
relationship between the trajectories of resilience factors 
and distress overtime. 

Acknowledgments 
The authors want to thank Sasson Rehabi (MSW), Joel Wardi (MA) and Naomi 

Baum (PhD) for their contributions to the development of the program.

Disclosure Statement
Authors state that there was no funding of the study and there was no 
conflict of interest.

References
1. Milliken CS, Auchterlonie JL, Hoge CW. Longitudinal assessment of 

mental health problems among active and reserve component soldiers 
returning from the Iraq war. JAMA 2007; 298: 2141-2148. 

2. Thomas JL, Wilk JE, Riviere LA, et al. Prevalence of mental health 
problems and functional impairment among active component and 
National Guard soldiers 3 and 12 months following combat in Iraq. 
Arch Gen Psychiatry 2010; 67:614-623. 

3. Demers A. When veterans return: The role of community in reintegration. 
J Loss Trauma 2011; 16:160-179.

4. Sayers SL, Farrow VA, Ross J, Oslin DW. Family problems among recently 
returned military veterans referred for a mental health evaluation. J Clin 
Psychiatry 2009; 70:163-170. 

5. Goff BN, Crow JR, Reisbig AJ, Hamilton S. The impact of individual 
trauma symptoms of deployed soldiers on relationship satisfaction. J 
Fam Psychol 2007; 21:344-353. 

6. Wilk JE, Bliese PD, Kim PY, et al. Relationship of combat experiences to 
alcohol misuse among U.S. soldiers returning from the Iraq war. Drug 
Alcohol Depend 2010; 108:115-121. 

7. Mitchell MM, Gallaway MS, Millikan AM, Bell MR. Combat exposure, 
unit cohesion, and demographic characteristics of soldiers reporting 
posttraumatic growth. J Loss Trauma 2013; 18:383-395.  

8. Larner B, Blow A. A model of meaning-making coping and growth in 
combat veterans. Rev Gen Psychol 2011; 15:187-197. 

9. Calhoun LG, Tedeschi RG. Posttraumatic growth: The positive lessons of loss. 
In: Neimeyer RA, editor. Meaning re-construction and the experience of loss. 
Washington, DC: American Psychological Association, 2001:pp. 157-172.

10. Janoff-Bulman R. Posttraumatic growth: Three explanatory models. 
Psychol Inq 2004; 15:30-34. 

11. Shakespeare-Finch J, Barrington AJ. Behavioral changes add validity to 
the construct of posttraumatic growth. J Trauma Stress 2012; 25: 433-439. 

12. Tedeschi RG, Calhoun, LG. The Posttraumatic Growth Inventory: 
Measuring the positive legacy of trauma. J Trauma Stress 1996; 9:455-471. 

13. Tedeschi RG, Calhoun LG. Posttraumatic growth: Conceptual 
foundations and empirical evidence. Psychol Inq 2004; 15:1-18. 

14. Tedeschi RG, McNally RJ. Can we facilitate posttraumatic growth in 
combat veterans? The Am Psychol 2011; 66:19-24. 

15. Calhoun LG , Cann A, Tedeschi RG, McMillan J. A correlational test of 
the relationship between posttraumatic growth, religion and cognitive 
processing. J Trauma Stress 2000; 13: 521-527. 

16. Calhoun LG, Tedeschi RG. The foundations of posttraumatic growth: 
New considerations. Psychol Inq 2004; 15, 93-102.

17. Park CL, Cohen L, Murch R. Assessment and prediction of stress-related 
growth. J Pers 1996; 64:645-658. 

18. Pietrzak RH, Goldstein MB, Malley JC, et al. Posttraumatic growth in 
veterans of Operations Enduring Freedom and Iraqi Freedom. J Affective 
Disord 2010; 126:230-235. 

19. Bonanno GA, Pat-Horenczyk R, Noll J. Coping flexibility and trauma: 
The perceived ability to cope with trauma (PACT) scale. Psychol Trauma 
2011; 3:117-129.

20. Lazarus RS, Folkman S. Stress, appraisal, and coping. New York: Springer. 
1984.

21. Galor S, Hentschel U. Problem-solving tendencies, coping styles, and 
self-efficacy among Israeli veterans diagnosed with PTSD and depression. 
J Loss Trauma 2012; 17:522-535.

22. Pietzrak RH, Harpaz-Rotem I, Southwick SM. Cognitive-behavioral 
coping strategies associated with combat-related PTSD in treatment-
seeking OEF-OIF veterans. Psychiatry Res 2011; 189:251-258. 

23. Pat-Horenczyk R, Saltzman LY, Hamama-Raz Y, et al. Stability and 
transitions in posttraumatic growth trajectories among cancer patients: 
LCA and LTA analyses. Psychol Trauma 2016; 8: 541-549. 



12

Peace of Mind for israeli coMbat Veterans  

24. Bartholomew TT, Badura-Brack AS, Leak GK, et al. Perceived ability 
to cope with trauma among US combat veterans. Mil Psychol 2017; 
29:165-76.

25. Casey GW Jr. Comprehensive soldier fitness. Am Psychol 2011; 66: 1-3. 
26. Seligman MEP, Fowler RD. Comprehensive soldier fitness and the 

future of psychology. Am Psychol 2011; 66:82-86. doi:10.1037/a0021898
27. Adler AB, Castro CA, McGurk, D. Time-driven battlefield psychological 

debriefing: A group-level entry intervention in combat. Mil Med 2008; 
174:21-28. 

28. Crane MF, Boga D, Karin E, et al. Strengthening resilience in military 
officer cadets: A group randomized controlled trial of coping and emotion 
regulatory self-reflection training. JCCP 2019; 87: 125-140. 

29. Ehlers A, Hackmann A, Grey N, et al. A randomized controlled trial of 
7-day intensive and standard weekly cognitive therapy for PTSD and 
emotion-focused supportive therapy. Am J Psych 2014; 171: 294-304.

30. American Psychiatric Association. Diagnostic and Statistical Manual of 
Mental Disorders (4th ed., Text Revision). Washington, DC: American 
Psychiatric Association, 2000.

31. Zepeda Méndez M, Nijdam M J, ter Heide FJJ, et al. A five-day 
inpatient EMDR treatment programme for PTSD: Pilot study. Eur J 
Psychotraumatol 2018; 9: 1-10.

32. Murphy D, Hodgman G, Carson C, et al. Mental health and functional 
impairment outcomes following a 6-week intensive treatment programme 
for UK military veterans with post-traumatic stress disorder (PTSD): A 
naturalistic study to explore dropout and health outcomes at follow-up. 
BMJ Open 2015; 5: e007051.

33. Solomon Z, Dekel R. Posttraumatic stress disorder and posttraumatic 
growth among Israeli ex-POWs. J Trauma Stress 2007; 20:303-312.

34. Palmer L, Thandi G, Norton S, et al. Fourteen-year trajectories of 
posttraumatic stress disorder (PTSD) symptoms in UK military 
personnel, and associated risk factors. J Psych Res 2019; 109: 156-163.

35. Ragsdale KG, Cox RD, Finn P, Eisler RM. Effectiveness of short-term 
specialized inpatient treatment for war-related posttraumatic stress 
disorder: A role for adventure-based counseling and psychodrama.  
J Trauma Stress 1996; 9: 269-283. 

36. Forbes D, Pedlar D, Adler AB, et al. Treatment of military-related post-
traumatic stress disorder: Challenges, innovations, and the way forward. 
Int Rev Psych 2019; 31:95-110.

37. Zimet GD, Dahlem NW, Zimet SG, Farley GK. The multidimensional 
scale of perceived social support. J Pers Assess 1988; 52:30-41.

38. Ben-Zur H. Monitoring/blunting and social support: Associations with 
coping and affect. Int J Stress Manag 2002; 9: 357-373.

39. Foa EB, Cashman L, Jaycox L, Perry K. The validation of a self-report 
measure of posttraumatic stress disorder: The posttraumatic diagnostic 
scale. Psychol Assess 1997; 9:445-451. 

40. Foa EB, Riggs DS, Dancu CV, Rothbaum BO. Reliability and validity of 
a brief instrument for assessing post-traumatic stress disorder. J Trauma 
Stress 1993; 6:459-473.

41. Shoval-Zuckerman Y, Dekel R, Cohen G, Levi O. Adjustment profiles 
of Yom Kippur war veterans seeking delayed help from the IDF. Int Rev 
Psychiatry 2019; 31: 3-13.

42. Tedeschi RG. Posttraumatic growth in combat veterans. Clin Psychol 
Med Settings 2011; 18:137-144. 

43. Morgan JK, Desmarais SL, Mitchell RE, Simons-Rudolph JM. 
Posttraumatic stress, posttraumatic growth, and satisfaction with life 
in military veterans. Mil Psychol 2019; 29: 434-447. 

44. Sippel LM, Pietrzak RH, Charney DS, et al. How does social support 
enhance resilience in the trauma-exposed individual? Ecol Soc 2015; 
20:10. 

45. Saltzman LY, Pat-Horenczyk R, Lombe M, et al. Post-combat adaptation: 
Improving social support and reaching constructive growth. Anx Stress 
Coping 2018; 31: 418-430. 

46. Hamama-Raz Y, Pat-Horenczyk R, Roziner I, et al. Can posttraumatic 
growth after breast cancer promote positive coping?—A cross-lagged 
study. Psycho-Oncology 2019; 28: 767-774.

47. Koffmann A. Early trajectory features and the course of psychotherapy. 
Psychother Res 2020; 30:1-12. 

48. Erekson DM, Janis R, Bailey RJ, et al. A longitudinal investigation of 
the impact of psychotherapist training: Does training improve client 
outcomes?. J Couns Psychology 2017; 64:514.


