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Confidential Psychiatric Report on Alexander Wayne Blackman

Biography (my full CV is at Appendix B)

Professor Neil Greenberg
BM, BSc, MMedSc, FHEA, MFMLM, DOccMed, MEWI, MInstLM, MFFLM, MD, FRCPsych
Professor of Defence Mental Health

I am an academic psychiatrist based at King’s College London UK and an accredited specialist in
adult, liaison and forensic psychiatry. I served in the Royal Navy for more than 23 years leaving in
the rank of Surgeon Captain in the role of the Defence Professor of Mental Health. I have deployed
to a number of hostile environments including Afghanistan and Iraq. I also run March on Stress
(www.marchonstress.com) which is a company that provides a range of psychological health
consultancy for companies that predictably place their personnel in harm’s way. I conduct more than
50 medico-legal and occupational mental health reports each year covering a range of forensic issues
including personal injury and criminal matters. I also provide clinical care for patients who have a
range of mental health disorders. I am approved under Section 12(2) of the Mental Health Act 1983.

I studied medicine at Southampton University; I graduated in 1993. Whilst at University I joined the
Royal Navy and after University I served as a general duties doctor in a variety of Warships,
Submarines and with two Royal Marines Commando units. During my time with the Royal Marines 1
achieved my arctic warfare qualification and completed the all arms commando course, earning the
coveted Green Beret.

I have completed a Master’s Degree in Clinical Psychiatry, a Doctorate in Mental Health and am a
Fellow of the Royal College of Psychiatrists. I am also a Member of the Faculty of Forensic and
Legal Medicine, the Expert Witness Institute, the Faculty of Medical Leadership and Management
and the Institute of Leadership and Management,

Since 1997 I have been at the forefront of developing a peer led traumatic stress support package
(TRiM) now widely used by military and civilian organisation. I have provided psychological input
for Foreign Office personnel after the events of September 11" 2001 and in Bali after 12" October
2002 bombings. I regularly advise organisations about how best to manage the aftermath of
significant incidents including the London Ambulance Service after the London Bombings of 2005.
Over recent years | have also provided mental health input into the psychological repatriation of a
number of hostages and have advised the UK government about the psychological management of
British nationals caught up in global terrorism. I am a [pro-bono] medical advisor for Hostage UK.

In 2008 1 was awarded the Gilbert Blane Medal by the Royal Navy for my research work in
supporting the health of Naval personnel. In 2013 my research team won a Military - Civilian
Partnership award our deployment related research work. In 2015 I was shortlisted for psychiatrist of
the year which is a prestigious award given by the Royal College of Psychiatrists.

I have published more than 180 scientific papers, book chapters and have presented to national and
international audiences on matters concerning the psychological health of the UK Armed Forces,
organisational management of traumatic stress and occupational mental health. I have been the
Secretary of the European Society for Traumatic Stress Studies and I am the current President of the
UK Psychological Trauma Society as well as being the current Royal College of Psychiatrists’ Lead
for military and Veterans Health. I am also a trustee with Walking for the Wounded, an independent
director of the Forces in Mind Trust and regularly provide advice for Help for Heroes.
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Confidential Psychiatric Report on Alexander Wayne Blackman

Date: 15" November 2015

Name: Alexander Wayne Blackman

Date of Birth: 3" July 1974; 41 years old

Current Placement: HMP Erlestoke

GP: Prison Medical Services
HMP Erlestoke

Date of Interview: 15™ October 2015

Instructed By: Claire Warner as advised by
Jonathan Goldberg QC and his legal team

Charges: Murder

Status: Convicted

Introduction

Mr Blackman is a 41 year old married man who is currently serving a life sentence with an eight
year tariff for murder. He was convicted of Murder in 2013 at a Court Martial whilst serving in
the Royal Marines. He is currently located at HMP Erlestoke. 1 have been asked to prepare a
confidential Psychiatric Report in order to assist his legal team headed by Jonathan Goldberg QC
who intends to ask the Criminal Cases Review Commission (CCRC) to review Mr Blackman’s

case in

the near future with a view to referring the case back to Court Martial Appeal Court

(CMAC) for rehearing. I have been asked to address, as far as I can, Mr Blackman’s state of
mind around the time that he shot a Taliban insurgent in Afghanistan in 2011. I have also been
asked to specifically address the following questions:

1.
II.

II.
Iv.

VI.

On 15th September 2011 was Blackman suffering from any abnormality of mental
functioning?
If so, did it arise from a recognised medical condition?
If so, which one(s)?
Did that condition / those conditions substantially impair Blackman’s ability to do one or
more of the following (and if so, which):

a. Understand the nature of his own conduct

b. Form a rational judgment

c. Exercise self-control
If so, do those condition(s) provide an explanation for Blackman’s acts and omissions in
doing or being a party to the killing? (in that regard the abnormality of mental
functioning provides an explanation for Blackman’s conduct if it causes, or is a
significant contributory factor in causing him to carry out that conduct)
Given the passage of time (over 4 years now from the shooting) to what extent is it
possible today to answer these questions?
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VIL

VIIL

IX.

XL

What evidence was there or might there have been of Blackman’s mental state at the or
around the time this case was being prepared for trial (November 2012 to October 2013)
which is no longer available today because of lapse of time?

What new evidence relevant to the psychiatric diagnosis has become available since
then?

If the answer to question II above is yes, to what extent if any is Blackman in denial
about his mental condition in your opinion? (For example, by affecting a “tough Marine”
image.)

If the answer to question II above is yes, to what extent if any may it have affected his
perception whether the body was dead or alive when he shot it.

If the answer to question II above is yes, please exhibit the relevant World Health
Organisation classification(s) as an appendix.

In the preparation of this report I used the following sources of information:

bl S

= PR ST

12.
13.
14.
15.
16.
17.

18.
19.
20.
21.

22,
23.

A face to face interview with Mr Blackman at HMP Erlestoke, on 15™ October 2015.

A face to face interview with Claire Warner, Mr Blackman’s wife, on 15™ October 2015.
A telephone interview with John Blackman, Mr Blackman’s brother, on 9" October 2015.
A telephone interview with Grant Whitehead, Lance Corporal, serving at CP Omar, on
12" October 2015.

A telephone interview with Jack Hammond, Marine, serving at CP Omar during
HERRICK 14, on 16" October 2015.

A telephone discussion with Warrant Officer Jim Wright, Royal Marines, on 29" October
2015

A telephone discussion with Corporal Murphy, Royal Marines, on 27" October 2015

A telephone discussion with Craig Rea, ex-Royal Marines, on 31% October 2015

A face to face interview with Colonel (retired) Oliver Lee, on 20" October 2015.

A copy of the Appeal Judgement from the Court of Appeal Criminal Division dated 22™
May 2014.

A series of Performance Appraisals (including reports known as SJARs) from the time
that Mr Blackman served in the Royal Marines.

The charge sheet.

A copy of statements by Colonel (retired) Oliver Lee.

Submission Colonel (retired) Oliver Lee to Peter Glenser, dated 17" April 2014.

Meeting with Colonel (retired) Oliver Lee in London on 21* October 2015.

A formal letter of Instruction from Claire Warner-Blackman, dated 24"™ September 2015.
A transcript of an interview with Sergeant Blackman carried out by the service Police,
dated 22" September 2012.

Prepared Statements by Mr Blackman, dated 11"™ October 2012 and 12" October 2012.
Prosecution Outline of the Facts of the Case, dated 23" October 2013.

Extracts from Telemeter Report [official Naval Service enquiry into the reasons for the
shooting}, Brigadier Huntley Royal Marines, March 2015

Report ba/ Dr Michael Orr, Consultant Psychiatrist, on Marine A [Sergeant Blackman],
dated 27" November 2013.

Transcript of the Summing Up Part 1, dated 6" November 2013.

Transcript of the Summing Up Part 2, dated 7" November 2013.
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24.

25.
26.
27.
28.
29.
30.

Transcript of the Mitigation by Berry QC and Sentencing remarks by JAG, dated 6"
December 2013.

Transcript of videos 4 and 5.

DVD of five headcam footage videos

Conference Notes of Mr Blackman and his previous legal team dated 10™ June 2013.
Sequence of Events document prepared by Mr Blackman.

Medical notes from Somerset Partnership NHS trust

DMICP medical files from Ministry of Defence for Sergeant Blackman

I explained to Mr Blackman that the nature and purpose of the interview was to provide a report
for the Courts. I explained to Mr Blackman that the meeting was not therefore confidential as
would normally be expected within the confines of the doctor/patient relationship.

1. Background History

1.1.

1.2.

1.3.

1.4.

Mr Blackman told me he was born in Brighton. As a child he lived at home with his
mother, father and a brother who was six years older than him as well as two sisters,
one of whom was three years older and another six years younger than him. His
mother worked as a hairdresser and his father worked as a long distance lorry driver.
His father was unemployed quite frequently. He told me their household was a busy
one and the children were all well looked after and loved. He felt he had a good
relationship with his siblings and with his parents as he grew up.

He got on well at primary school however in secondary school he suffered from a mild
degree of bullying. He thinks this was probably related to the fact that he came from a
reasonably poor family. He also thought that it did not help that he was not
particularly interested in team sports such as football. Aged 15 or 16 he was assaulted
just after leaving school one day. The assault was carried out by other pupils from his
school and they were subsequently expelled. However, whilst at school he made some
friends and he felt he got on reasonably with his teachers. He was very good at
canoeing and practiced it frequently. He only got a few C grades in his GCSE’s
[subsequently, since becoming an adult, he has obtained more GCSE’s].

Between 16 and 18 he attended Sixth Form College but did not pass re-sits of his
maths and English; he did however get one more GCSE. He enjoyed college a lot
more and in particular liked the ‘grown up’ attitude there. He was still very focused
on his canoeing. He had a car accident whilst at college which prevented him from
doing well enough at canoe trials to be able to represent the UK in the sport.

After leaving college, aged 18, he worked on a local farm initially as an odd jobs
person. He ended up working at the farm for between five and six years in a range of
roles including helping to run the dairy processes at the farm. His daily routine at
work would commence at 0300hrs and run until 1200hrs each day. Overall, he told me
that he enjoyed his time there and he said the environment there had been a very
friendly one.
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1.5.

1.6.

1.7.

1.8.

1.9.

Aged 23 he decided to join the Royal Marines. This happened after he had been
walking past a military careers centre and on a whim he decided to go in to see what
they had to offer. He then attended the brief Potential Royal Marines Course (PRMC)
and enjoyed the physical activity and challenges on the course.

He performed well during his basic Royal Marines training but was ‘back-trooped’’ as
he became sufficiently ill for a while that he had to spend some time in hospital. After
finishing his basic training he went to join 40 Commando [a Royal Marines ‘battalion’
sized (~600 personnel) unit] and he soon developed an interest in heavy weapons and
passed the relevant courses to become a heavy weapon specialist.

Within his first few years of service, he deployed to Northern Ireland. After being in
the service for about four years he attended and passed his Junior Command Course
(JCC)* and took up various positions within 40 Commando. He was a Section
Commander [in charge of an eight person team] in TELIC® 1 [the invasion of Iraq in
2003]. Whilst he was in Iraq a vehicle he was travelling in was hit by a number of
rocket propelled grenades which led to him and other members of his team being in a
highly dangerous situation for a while; he described this as having been quite
frightening. He said he also found it frustrating, at times, being in Iraq because after
being injured in the vehicle incident he did not get any re-supply of his operational
equipment until he got home.

He then was drafted to Protection Group Royal Marines (PGRM) (based in Scotland)
for two and a half years and during his time there he went to Iraq for a second time as
an Acting Sergeant. He said this was a frustrating time for him as the unit that he was
with was again under-equipped. He then completed his Senior Command Course
(SCC) after being in service for about seven and a half years®. After passing his SCC
he went to 40 Commando as a ‘spare Sergeant’ and then deployed to Iraq again to a
more organised location. After coming back from Iraq he moved into a role as a
Troop Sergeant at 40 Commando and began preparing to go to Afghanistan on
HERRICK 7.

During HERRICK 7 (2007) he was based in the Sangin Valley in a Patrol Base (PB)
called PB Inkerman. He said this was a hard tour and he and his troop [a Royal
Marines unit with about 30 personnel] were under no illusions that it was going to be
hard when the tour commenced. The unit suffered a lot of casualties. During the tour
he had a junior officer with him who he said was not particularly effective. Because of

! The term back-trooped refers to becoming injured or ill during basic training to such a degree that the
individual has to miss such a considerable period of training that they are required to re-join training with
another troop of trainees to catch up on the training they have missed. This is very common for many
Marlnes in training.

% The JCC is an arduous promotion course which, if passed, entitles an individual to take up the rank of

Corporal

Passing this within four years of initial training is a sign of a successful and motivated marine.

* The names of UK military operations do not have any particular significance — they are selected from a
predeS|gnated list of potential names.

* The SCC is an arduous promotion course which, if passed, entitles an individual to take up the rank of
Sergeant. Passing within seven and a half years is again an indicator of a successful career.

TP/NG/AWB201015 5



Confidential Psychiatric Report on Alexander Wayne Blackman

1.10.

the lacklustre leadership skills of the troop officer, the burden of command at PB
Inkerman effectively fell to him. However, whilst the tour was tough he felt that he
and his men made a difference and he felt, and he told me that his appraisals reflected,
that he did well.

After coming back from Afghanistan he was drafted to CTCRM Lympstone [this is
the Royal Marines unit which carries out all basic, and much of the continuation,
training for the Royal Marines] for two years. At CTCRM, he worked in the training
office and he said although the job was initially reasonably quiet he managed to do
well at the job and gained recognition, from his seniors, as having done well there. He
said that when he started at CTCRM he had felt “worn down” by the numerous
operational tours that he had been on during his service.

. After his tour of duty at CTCRM he was asked to join 42 Commando and go to

Afghanistan as a Troop Sergeant once again in 2011. He said this was a task that he
had not particularly looked forward to as he had already done this role in the same
environment [in HERRICK 7; which had been a difficult tour for him] but he knew the
needs of the service were such that he would do as he was asked.

2. Family History

2.1

2.2.

His mother is in her 70’s. She is still in reasonable health and lives in the Brighton
area. His father died shortly before he went on HERRICK 14. He was in his 70’s and
he had been ill for a while as a result of him being involved in a chemical accident
during his working life. However, he was taken into hospital before Christmas in 2010
and seemed to improve but then, rather unexpectedly, he died in early 2011. When he
had died the whole family had thought that he was improving. He attended his
father’s funeral shortly before completing his pre-deployment training for Afghanistan
and scattered his ashes during his Rest and Recuperation (R&R) leave during the tour
in July 2011; this was some two months before the incident.

He told me that his father had suffered from depression as a result of the chemical
accident that he had at work and the medical consequences. As a result he had tried to
take his life on a couple of occasions. His brother had been a heavy drinker. He is not
aware of any family history of criminality.

3. Relationship History

3.1.

Mr Blackman told me he had a number of short term relationships when he was in his
20’s. However, he told me that his wife was the first person that he had met whom he
felt he really got on well with. He had not had any serious relationships before
meeting her. He met her in 2006 and they were married in 2009. His wife works for
the National Health Service in a senior public relations role. He feels that they have a
good relationship. He told me that he is quite content that she makes most of the
important decisions relating to how they conduct their lives together. They do not
have any children.
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4. Past Medical History

4.1. Mr Blackman had a hernia operation as a result of being blown up in a vehicle in 2008
whilst in Afghanistan. He has occasional aches and pains but does not take any regular
medication.

5. Past Psychiatric History

5.1.  Mr Blackman did not have any history of contact with psychiatric services prior to
being arrested. He reports that he has not been TRiMed [TRiM is a peer support
programme initiated by the Royal Marines in the late 1990’s and has been a standard
operating procedure for the UK Armed Forces to deal with psychological trauma — it
has been used widely by the Armed Forces since 2007/2008°]. He said that after being
arrested for the second time, in October 2012, he was advised to spend some time, as
an inpatient, at a mental health unit in Taunton. He was an inpatient there for a few
days and did not like being in an environment with people who had serious mental
health problems. Subsequent to this he was provided with some psychiatric support by
Mr Ray Dixon from DCMH Plymouth for a while.

6. Substance Misuse History

6.1. Mr Blackman told me he had enjoyed drinking beer. He accepts that after coming
back from TELIC 1 in 2003 he probably drank a bit too much alcohol. He said this
was most probably because he had a long period of leave and he had been socialising
heavily with other people. He thinks that otherwise during his adult life he has been a
social drinker although he can drink up to ten pints of beer in social settings. He told
me however that he regularly consumed no alcohol at all and he did not consider that
alcohol had ever impaired his ability to perform his job.

7. Personality

7.1.  Mr Blackman told me that other people would describe him as a quiet but friendly
individual. He has no difficulty spending time by himself but he can also feel
comfortable with others. He said he is the sort of person who would not feel the need
to say something unless there was something to be said. He said that this aspect of his
personality may lead to him coming across as quiet in some social situations. He has
not had any particular problems with his self-esteem throughout his life.

7.2.  Mr Blackman used to very much enjoy canoeing. More recently, prior to being
imprisoned, he had enjoyed playing golf. He also enjoyed a range of individual sports.

® For a comprehensive review of evidence supporting the use of TRiM see - Whybrow D, Jones N and
Greenberg N [the present author]. Promoting organizational well-being: a comprehensive review of
Trauma Risk Management. Occupational Medicine 2015; doi: 10.1093/occmed/kqv024
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7.3;

74.

7.5.

Mr Blackman told me he has never had any problems with his seniors. He said he had
been promoted quite quickly whilst he was in the Royal Marines as he was seen to be
an individual who was able to work well within a structured environment. He feels
that he was a good leader of others; ordinarily he would not shout at people but he
could be firm when he needed to be. Mr Blackman told me that he has friends whom
he has known for many years but he is generally a private person and does not share
emotional material with others readily.

Mr Blackman told me that his mood is generally steady. He is not the sort of person to
tell other people things that he does not need to. He said for example that he would be
happy to speak to his wife about most things but not about events which he thought
might worry her. For instance, he had not told her about being blown up in
Afghanistan on Op HERRICK 7 in 2007 as he did not want to worry her. He said he
often feels the need to try and insulate other people from his emotions as he does not
like to worry other people.

In the past he noted that he has become stressed or frustrated when there has been a
lack of support for him and his troops and also when he has felt that there was a lack
of essential equipment he needed to get the job done. He said when he gets stressed
he can find it harder to concentrate at times and he also sleeps less well.

8. Past Forensic History

8.1.

Nil of note.

9. Social History

9.1.

Mr Blackman told me that financially he and his wife were “ok off”. He does not like
having debts and he tends to pay off loans as soon as he can.

10. History Around Index Offence

10.1.

10.2.

Mr Blackman told me that during Op HERRICK 14 he had been charged with leading
a Royal Marine detachment to Command Post (CP) Omar. He said when he joined his
team prior to deployment he did not have a lot of time to prepare with them. He said
his time [before deployment] with his unit was also disrupted by his father becoming
seriously ill and subsequently dying. As such he was away for substantial periods of
time during the unit’s pre-deployment training in the UK.

When his unit arrived in Afghanistan, he went forward to CP Omar before the rest of
his team so that he could get a handover from the unit who had been there during the
previous tour. He noted that the team of 16 people that he was due to lead was
replacing a team of 26 people who had been there before. He told me that his Troop
Officer [Lieutenant Ollie Augustine] had been a good individual but he was located a
few kilometres away from CP Omar [until he was killed early on during the tour].
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10.3.

10.4.

10.5.

10.6.

He said whilst initially the situation at CP Omar was quiet, it very rapidly became
more challenging and then stayed challenging for the rest of the tour. He said there
were a lot of improvised explosive devices [IEDs] planted by the insurgents in the
areas that his team were required to patrol. He said that a number of his close
associates were injured or killed. He said his Troop Officer [Lieutenant Ollie
Augustine] was killed and his Company Commander [Steve McCully] was seriously
injured. He said he found injuries being suffered by people that he knew well were
very upsetting for him; he told me that he regarded ‘his team’ as being as emotionally
important to him as his own family were.

When I asked him about specific incidents of a traumatic nature he had experienced
during the tour, he told me of one that happened in August 2011. Just before the
incident, he and his team had been talking to local civilians. A fire fight [gun battle]
ensued and grenades were thrown at him and the members of his team who were in his
immediate vicinity. He told me that the only reason that he survived was that the
grenades fell into a ditch that was behind him by chance. He told me he had worked
hard throughout the tour. His role, as the location Commander, had been to lead his
team which included him going out on patrols ‘on the ground’. He told me that he and
his two corporals [who effectively formed the senior management team at CP Omar]
had also spent a considerable period of time in the operations room. He said that the
three of them had to do a radio watch each and every night; therefore his sleep was
always broken. He said he felt his team was consistently too small to be truly
effective which had been a significant frustration for him. Additionally, he regularly
was frustrated by having to ask for what he considered to be essential equipment,
which was often not forthcoming. Such equipment was often needed, in his view, to
improve the security of his location which would have been better if he had had more
personnel at CP Omar.

He had been able to speak to his wife on a satellite phone and also use the text link
[similar to a mobile phone SMS messaging service] service to text her at times. He
had his Rest and Recuperation (R&R)® leave at the end of July 2011. During this time
he went to Weymouth and scattered his father’s ashes. He thinks he slept a bit better
when he was at home but was consistently sleeping poorly whilst in Afghanistan.

He said whilst he was on R&R his wife noted that he had been spending considerable
time looking at the ground when they went for walks. This behaviour was indicative of
him being very alert in case there might be dangers to himself, or his wife, from IEDs.
He recognised that this behaviour had been very similar to the way he had been whilst
in Afghanistan where he had needed to be very alert to spotting similar dangers (such
as IED’s) that might injure or kill him or his men. He feels that he was probably a bit
more irritable whilst he was on leave than would have been normal for him. He
remembers being very aware that R&R was only a short period of time and when it
ended he would return to the challenges of being back in theatre.

®R&R is usually 14 days in total, which with time required for travel usually leads a service person having
about 10 days at home
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10.7.

10.8.

10.9.

He said when he got back to Afghanistan he plunged straight back into a challenging
environment where he continued to feel frustrated that he was not being supported by
his chain of command. He said that he felt that his base was often ignored by his
commanders. He felt that when he, and his troops, had been pinned down by enemy
action whilst out on patrol there was often no readily available support either from
ground troops or from helicopters. He told me that the nearest helicopters had been 20-
30 minutes’ flying time away. He felt that the enemy always had the advantage and he
was frequently fearful that he and his men would be seriously injured. He said he
spent a lot of time worrying about ‘the next patrol’ and he had experienced feelings of
dread each time he had to lead his troops outside of the relative safety of the
checkpoint.

He also told me that he became increasingly concerned that the enemy had been
specifically targeting him. He said when patrols deployed outside of CP Omar
without him they were much less frequently attacked than were the patrols he led. He
said that he was much taller [he is six foot three inches] than the rest of his team and
he had also introduced himself as the team Commander to many of the locals when
they were going about their ‘hearts and minds work’. He said when his team were out
on the ground other members of the team often appeared able to move around without
being specifically shot at. However, when he patrolled he felt the enemy were looking
to ‘take him out’ because he had been in charge. He told me that towards the end of
the tour he had begun to do more than his fair share of patrols because he had been
acutely aware that his two corporals (who had also been out on patrols regularly) had
children. Whilst he did not want to die, he was even more concerned that his corporals
should not be seriously injured or killed because of the impact this would have on their
children. He said that he felt that he continued to perform well during the tour but he
struggled to do so. As mentioned above his sleep was poor and he felt that his
concentration was less than ideal for much of the time. He had often thought about
difficult events that had occurred and he had felt that there were ever present serious
dangers to him and his team during the tour. He felt that the tour had been relatively
futile in that he and his team had not managed to achieve anything useful; as such at
times he had come to doubt the purpose of their mission.

Mr Blackman told me that the unit Padre did not visit the location at all. He said he
started the tour with a medic who had a leg blown off and then he was sent two female
medics who could not cope with the challenges of being at CP Omar. Eventually he
was assigned a female medic whom he said was good medically although she was not
particularly confident in moving tactically around the area of operations. He told me
that his Regimental Sergeant Major, Warrant Officer Phil Gilby, only visited a couple
of times and his Commanding Officer {Lieutenant Colonel Ewen Murchison] visited
the location only once early on during the tour. He told me that the more senior
personnel from his unit were based elsewhere in the area of operations but he did not
speak to them regularly other than for tactical reasons over the radio net.

10.10. He felt that, as time went on, the patrolling became increasingly less safe. On the day

of the killing he had gone out in the moming on a patrol which had gone ok. A nearby
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location [CP Talaanda] had been attacked and he had been asked to search a nearby
building because of the attack. He said as his team were moving away from the search
area the insurgent who had carried out the attack had been spotted. He told me that he
had offered to stop the insurgent using his team but was told that an Apache
Helicopter was going to deal with him. He and his team saw lots of rounds being fired
by the Apache and they were then asked to go out and assess the impact. He said there
were eight people in his team and after the Apache attack they saw the insurgent’s
body in a field. He said he and one other person moved forward and located the
insurgent who appeared dead. Mr Blackman said he went to search him and as he did
so the insurgent opened his eyes. He told me that he then got onto the radio and told
his chain of command that the insurgent was alive; during the search he had found a
grenade and spare ammunition for the insurgent’s rifle.

10.11. He admits that he had hoped that the insurgent would simply die but nonetheless he
told me that he and other Marines moved the man, tactically, from the middle of the
field back to the treeline as it was not safe for them to be out in the field as they were
exposed. He told me that he did not like being in the view of the surveillance cameras
because he always felt that the camera operators would comment on what he was
doing which he did not feel was usually helpful. He said he had not moved the
insurgent out of the field because of a desire to avoid being seen because of his
subsequent actions (the shooting of the insurgent). He told me that he had moved the
injured insurgent because he did not want to be out in the middle of the field and
would rather not have his actions carefully scrutinised by a camera which could then
lead to him being criticised whether fairly or unfairly.

10.12. He said he asked his team members who wanted to give medical aid and no one said
they did. However one of the team did eventually give medical aid. Sergeant
Blackman told me that one of the team members had suggested that someone should
put a round in the insurgent’s head and he had responded by saying that this should
not be done as it would be too obvious. He said that this comment had essentially
been ‘dark humour’ which was a mechanism that he and his team used regularly in
order to cope. Dark humour was a way they tried to lighten the nature of the intense
situations they got into. Sergeant Blackman told me that he had then started to ‘radio
through’ a medical report, called a 9 liner, to ask for medical help for the insurgent but
as he was doing so, in his view he honestly thought the insurgent had died. As such he
told the people on the radio that the insurgent had passed away. He said he had
thought that the insurgent was dead as, having been clearly very seriously injured, the
insurgent had appeared to have stopped breathing. He told me that given the nature of
the insurgent’s injuries, his dying had not been at all surprising to Sergeant Blackman.
Having come to the view that the insurgent was dead, he told his team to stop wasting
first aid materials on the [dead] insurgent.

10.13. Once the insurgent had, in his view, died, for reasons that he cannot quite understand
himself, he drew his side arm and shot the insurgent in the chest. He told me that he
has subsequent formed the view that his frustration and anger were a significant part
of the reasons for his actions [in shooting the dead insurgent]. He said he realised
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straight away that he had made a mistake and that it was wrong to shoot a dead body.
He told me that he had gone on to say the “shuffle off this mortal coil” phrase in order
again to lighten the mood of the situation. He told me that he fully knew that he had
done wrong in having shot a dead body and it was not something he was proud of.
However, he was also clear that he had not shot someone who was alive; he told me
that his honest belief at the time was that the insurgent had been dead.

10.14. He said after he had been arrested he had been told by his legal team that PTSD was
not a defence to murder and he did not see any reason why he should have requested
that a psychiatric report be carried out. He said that as he had never been someone
accused of a serious crime, he very much put his case into the hands of his legal team.

10.15. He told me that he had seen Dr Orr, a Consultant Psychiatrist, after being convicted
whilst he had been at MCTC (Military Corrective Training Centre) in Colchester. He
said he found Dr Orr had been okay to talk to but he had not seemed to particularly
understand much about military life or what life on deployment was like.

10.16. He said that since being arrested he had sometimes thought about ending his life. He
said he has not made any particular plans to do so but he had thought he could use a
razor blade on his wrist if he had to. He said when looking back on his HERRICK 7
tour [which was his first deployment to Afghanistan in 2007] he had felt a sense of
achievement. Whilst that tour had been difficult, and many of his team had been
injured, he felt that they had succeeded in making the part of Afghanistan they had
been deployed to safer. After HERRICK 14 he said he felt the situation was in fact
worse than when they had started. He gave the example that during the last part of the
tour his team had arrested two Taliban fighters who were then picked up from CP
Omar but were subsequently released. He said this sort of occurrence epitomised the
futility that he felt about all the highly dangerous work that his team had done.

10.17. He admitted that he had been jumpy and skittish when he had been in theatre during
HERRICK 14; that was particularly so during the latter part of the tour. He said this
continued for a while after he came home. He gave me an example of this sort of
behaviour which had happened during a holiday to America with his wife in the latter
part of 2011. Whilst there, they had gone to the theatre and when he had heard a loud
bang which was part of the play he had jumped under his seat. However, his jumpiness
had resolved well before he was arrested in 2012.

10.18. He said during the latter part of the tour he often felt as if somehow his life was going
to end because of the danger he was in. Sergeant Blackman also told me that he had
made a conscious effort to keep himself separate from the lads as he felt that he
needed to be in charge and he also realised that they also needed their own space away
from their boss. He said he was probably more short and “tetchy” with other people
outside of CP Omar than he should have been. He gave the example that when he
spoke to the stores Colour Sergeant to make logistical requests he was often sarcastic
which he accepts was not his normal way of interacting with people who are more
senior than him. He said normally he would have been able to use humour in such
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situations but as the tour went on he became increasingly frustrated at the precarious
position that he and his team were in. As such he no longer found the situation he was
in to be funny and he therefore behaved in a somewhat sarcastic manner which was
unusual for him.

10.19. Sergeant Blackman also told me that he was very well aware that if any of his team
had been captured they would have been tortured before being killed. He said they
had heard of another service person whom had been captured by the Taliban and it had
been clear to him that this service person had been treated very badly by the enemy.
He also told me that the support they received from their chain of command was
frequently lacking and he said that despite his requests for resupply at times the
situation got so bad they had gone down to just having a couple of days of water left in
the camp. This had meant they had to stop patrolling altogether because it was not safe
to use up all of their limited water supplies on a patrol.

10.20. He told me that at the time he was arrested he had been part of the military team that
prepares individuals for deployment. He said when he was charged with murder he
became quite depressed. He told me that this was both because of his situation and
also because whilst he had tried so hard to protect his team when they were in
Afghanistan, nonetheless it was apparent to him that his actions had led to other
members of his team being arrested. This situation upset him greatly. He told me that
he felt responsible for them. He said that he had felt similarly responsible for them
during the tour itself.

10.21. Since being in custody he has started an Open University course which is focussing on
social sciences and geography. He has at least six years of his tariff left to serve. He
is pleased that his wife is sticking by him and he tries to sec the positive elements of
being in custody. He feels that he is treated quite well by prison officers and inmates
and he has made a strong effort to continue to behave well whilst in custody in order
to be in a good position to get out as soon as he is able to. He wants to get out of
custody as much for his wife as he does for himself.

11. Mental State Examination at Interview on 15" October 2015

11.1. Appearance and Behaviour
Mr Blackman was polite and cooperative. He understood why I was speaking to him
and he made reasonable eye contact during the interview. He was not distracted and I
felt we had established a reasonable degree of rapport.

11.2. Speech
Mr Blackman spoke clearly. There was no evidence of any formal thought disorder.

11.3. Mood
Mr Blackman appeared to be mildly despondent. He was a very matter of fact
gentleman. There were no clear signs of depression or significant anxiety.
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11.4. Thoughts
Mr Blackman felt that it was strange to be in a situation where his case was being

heard again. He maintains that he had never set out to murder anybody and that when
he shot the body he then very quickly recognised that what he had done was wrong but
he had honestly thought that the body was dead before he shot at it. He felt that as the
tour had gone on he had become increasingly frustrated and concerned for the safety
of the team and also for his own life. He felt that he had been targeted by the enemy
specifically and he accepts that he was more jumpy and that he was sleeping poorly.
His concentration was somewhat impaired and he was more irritable with people
outside of the base than was normal for him. He said he had continued to be aware of
threats when he was on leave during R&R when he had been looking for IEDs in the
UK in the same way as he had whilst he had been in Afghanistan. He also told me that
the pressures of being away in Afghanistan had continued to affect him for some time
after coming back from the tour (he gave me the example of him having been jumpy
when at the theatre in New York in late 2011).

He told me that when he had been arrested he had felt that he had wrecked his
relationship with his wife. However, he has been pleased since that she has stayed with
him. He was currently trying to look at being in custody as positively as possible and
hence he was doing an Open University course. There was no evidence of him
intending to harm himself or others although he had contemplated ending his life at
times during the early part of his prison sentence. He had not made any specific plans
about how to do so.

Mr Blackman told me he had not known that believing the person was dead was a
defence to murder when he was interviewed by the Police. He had merely told the
story as it was. He also had not known that he was being videoed at the time he had
shot the insurgent; he told me that the camera on a colleague’s helmet had been
extremely small and was fitted to an already existing bracket. He said he had not been
trying to set up an environment in which he could kill a wounded Taliban at all. He
said he had also been told during his RSOI’ training that if a coalition force member
was seriously injured then he was not allowed to make a decision as to whether the
injured person may or may not be dead; this decision would have to be made by a
trained medic. However, he had been clearly told that the situation was very different
in the case of a wounded enemy. In such cases he had been told that he could make a
judgement call about which enemy were dead and which were not. He said this
approach was in place in order to prevent British forces from having to get a medic to
attend every incident in which enemy forces had been seriously injured and also
because if British forces were going to take enemy forces who they considered to be
dead to a location where there were medical staff who could confirm that death then it
would be necessary to subsequently bring that person back to the location that they
had been found. This would have been in order to ensure that their religious needs

" RSOI training is the training that all UK service personnel get once they arrived in theatre. It covered the
specific challenges of being in Afghanistan at that time.
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were met [since local needs required individuals to be buried very rapidly after being
killed].

11.5. Perceptions
Mr Blackman did not display any abnormal perceptions, preoccupations or beliefs that
would have been indicative of a serious mental illness.

11.6. Cognitive Function
Although I did not test his IQ formally he appeared to fall within the normal range.
There was no evidence to suggest that there were deficits in terms of memory,
orientation or concentration.

11.7. Insight
Mr Blackman did not feel that he was currently ill. He said at the time he had been on

tour he had not thought of himself as being ill. He had recognised that he was
suffering a number of symptoms [e.g. poor sleep, poor concentration and being highly
alert to potential threats] and that his behaviour was somewhat different from normal;
however at the time he felt this his situation was “just the way that things were”.

12. Evidence from R. v Blackman, The Court Martial Court of Appeal Judgement dated
22" May 2014

12.1. Within the Judgement it states that Mr Blackman joined the Royal Marines some five
years after leaving school. By 2013 he had spent 15 years in the Royal Marines and
his Commanding Officer set out in the letter to the Court Martial that he had risen to
the rank of Sergeant because of his exceptional qualitics. He had completed six
operational tours in Northern Ireland, Iraq and Afghanistan. He had won a reputation
as a talented and capable soldier and non-commissioned Officer in the Royal Marines.
Service records written after he returned from Afghanistan and before September 2012
indicated that he had been regarded as having been an outstanding Commander of his
post. As a consequence he was recommended for promotion to Colour Sergeant and
his Commanding Officer was confident that he would have been promoted to
Company Sergeant Major (Warrant Officer class 2) and perhaps further had he had
stayed within the services.

12.2. The Judgement also said that no psychiatric evidence was put before the Court Martial
prior to conviction. However, Dr Michael Orr, who was an experienced Consultant
Psychiatrist, provided a report for the purpose of sentence. He had examined Mr
Blackman on 22" November 2013 which was around two years after the incident. He
concluded, despite the time interval, that there was evidence of an accumulated
frustration with some aspects of his past and recent military experience. Secondly he
concluded that it was likely that his resilience had been compromised first by
reactivation of his bereavement reaction following his father’s death and second by the
emergence of some symptoms of a combat stress disorder characterised by paranoid
interpretations of combat situations whilst on patrol and the increasing intensity that
he had taken these as a personal matter. He had thought that the insurgents were
“gunning specifically” for him.
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12.3.

12.4.

12.5.

Dr Orr had pointed out that combat stress disorder could result in misconduct stress
behaviour. He said that this sort of behaviour could be committed by good or heroic
soldiers under significant combat stress. The Appeal Court had made its own enquires
of the Armed Forces and it was told that other than being briefed about stress during
his pre-deployment training he would not have received any further training on this
topic during the time he was deployed to CP Omar. It was noted that it was his
Commander’s responsibility to check on his mental welfare however given the remote
and austere nature of the terrain contact with his Commander had been limited. The
Appeal Court suggests that this was “a very unfortunate circumstance”. The Appeal
Court also said that it was not possible two years after the killing to diagnose whether
Mr Blackman was in fact suffering from a combat stress disorder and it was possible
that any combeat stress disorder went undetected.

The Judgement goes on to state that the cumulative effect of the lethal military action
had had an obvious effect. Mr Blackman was also affected by reports that the Taliban
had hung a British serviceman’s severed limb in a tree. He was also in no doubt that
the victim was an insurgent who had been firing at a checkpoint before he was
wounded. The Judgement also states that Mr Blackman had been subject to the stress
of operations. This was his sixth operational tour and his second to Afghanistan in
less than 14 years of service. The constant pressure was enhanced by the reduction of
available men and so he often had to undertake more patrols and place his men in
danger more often. The Court Martial had accepted the psychiatric evidence that he
was suffering to some degree from combat stress disorder. However, it was noted that
thousands of other service personnel had experienced the same or similar stresses and
yet they had exercised self-discipline when Mr Blackman had not. The Court also
states that he had previously been of good character, had an excellent service record
and that his father had died recently.

The Judgement also considered that whilst training to deal with stresses was important
it was difficult to see how such training could be sufficient in the absence of regular
visits by seniors and his commanding officer to talk face-to-face and observe the
effects on those whom they command. His mental welfare had not thus been properly
monitored by his commanders and the report noted that he had become somewhat
paranoid about the Taliban “gunning for him”.

13. Appraisal Commissioning Report for Mr Blackman, dated January 2012 — 31* August

2012

13.1.

13.2.

Sergeant Blackman had reported that he wanted to be promoted as soon as he could
and also he would like to get a commission as an Officer in the Royal Marines.

This report, at which point he is an Acting Colour Sergeant, suggests that he is an
excellent candidate for commissioning to become an Officer. He had received an
excellent report and was noted to consistently perform above the standard required of
his rank. He is bright, robust and engaging with impeccable moral courage. It is
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noted that no challenge is too great for him and that every action is based upon sound,
tactical acumen and his equally important ability to accurately judge second and third
order effects. It is noted that his briefings are clear and unambiguous and he had
demonstrated a real desire to gain a commission.

14. Annual Appraisal Report, for Appraisal Year 2011 — 2012

14.1.

The report says that Acting Colour Sergeant Blackman is intelligent and able to
engage and connect with all ranks remaining respectful but highly authoritative with
his delivery. Whether speaking with Marines or officers commanding (OC’s meaning
officers in charge of reasonable sized units) he is effective and always listened to. It is
noted that this mentorship of those under training is strong and he is always fair and
produces extremely valid observations which are delivered in a clear and concise
manner.

15. Annual Appraisal Report, for Appraisal Year August 2009 — 30"™ June 2010

15.1.

15.2.

The annual appraisal suggests that he is a quiet, effective leader who was respected by
his peers and subordinates. His briefing style is comprehensive and informative and
built on unequivocal direction. He was expected to be successful at the Admiralty
Interview Board (the AIB is the interview panel that decides whether someone is
deemed suitable to receive a commission as an officer within the Naval services
(which includes the Royal Marines)). He was thought to be ready for promotion
“now”. He was rated in the top five per cent of the sergeants in the unit and his
reporting officer states, “He has nothing else to prove as a sergeant and should be

promoted at the earliest opportunity”.

The second reporting officer (Lieutenant Colonel Ward) stated that, “He demonstrates
strong potential for commissioning and should compete ahead of his peers in
challenging for AIB selection”. He was noted to be rated highly as being ready for
commission.

16. Appraisal Commissioning Report for Period 29™ November 2010 — 31*' August 2011
[written whilst he was on HERRICK 14]

16.1.

16.2.

He was noted to have done well during the Op HERRICK 14 tour so far but was noted
to be developing his potential to hold a commission or more senior non-commissioned
rank. He was noted to need more time to develop his personal qualities and
demonstrate a greater breadth to his portfolio. It was also noted that before he
receives a positive recommendation for an AIB he will need to refine his relaxed
manner and develop a more consistently authoritative and dynamic persona.

The second reporting officer (Lt Col Ewen Murchison) noted that at present he lacked
the necessary spark and bite to be a credible contender for a commission. He needed
to work to be more pro-active around the unit accepting greater responsibility to
demonstrate his personal qualities and professional competencies. It was noted that
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16.3.

promotion to Colour Sergeant may well act as a natural stepping stone to allow him to
take on greater responsibilities.

The second reporting officer ends by saying, “A¢ this stage I do not envisage reach
beyond OF2 (Lieutenant)”.

17. Annual Appraisal Report, for Appraisal Year 1° September 2007 — 30™ August 2008

17.1.

It was noted that Sergeant Blackman had performed very well during HERRICK 7. He
had shown tenacity and fulfilled his position with vigour and energy. He had stepped
up as Troop Commander at times and showed a capacity to adapt his leadership style
to suit the situation in which he found himself. He was viewed to have produced a
consistently dependable performance of a sound quality during a demanding reporting
period. He was thought to be ready for promotion to Colour Sergeant immediately and
had the capability to become a Warrant Officer and indeed a commissioned officer
once he had improved his educational qualifications [which military regulations
require for someone to take up a commission as an officer].

18. My meeting with Colonel (retired) Oliver Lee, ex Royal Marines, in London on 21%
October 2015

18.1.

18.2.

Colonel Lee told me that he had taken over command of CP Omar six days before the
incident in which Sergeant Blackman shot the insurgent. Prior to this he had been in
command of the area of operations (AQO) which was next to the one that CP Omar was
located in. He told me that he had serious concerns about the quality of the leadership
in the AO that CP Omar was located in and had in fact approached a senior British
officer in Helmand (who was a Brigadier) and expressed his concerns about this. He
had written about this in some detail in witness statements that he had provided to
Sergeant Blackman’s legal teams both at trial and the new team preparing the case for
the CCRC.

Colonel Lee also told me that he visited all of the bases in his AO every two weeks® in
order to speak with those under his command and provide them with an opportunity to
vent any concerns. He also always ensured that one of the team with whom he visited
the bases under his command was TRiM trained in order that they could check on the
mental health of personnel at the location who had been involved in serious incidents.

19. Statement by Colonel (retired) Oliver Lee, dated 16™ August 2015.

19.1.

Colonel Lee’s statement expresses, in considerable detail, his concerns about the
quality of leadership in Nad-e-Ali North (the AO that CP Omar was located in). In his
summary he states “at the heart of these factors is my view that the leadership and
oversight of Sergeant Blackman from Lieutenant Colonel Murchison and Major
Fisher was shockingly bad and directly causal to Sergeant Blackman’s conduct.”

® This is in contrast to the report by Sergeant Blackman that his commanders almost never visited his
location and he was not offered any TRiM support at all during HERRICK 14.
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Colonel Lee believes that “leadership is the key to enabling subordinates to navigate
the very difficult moral tightrope on operations such as those in Helmand”.
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21. Service Police Record of Interview with Mr Blackman, dated 22" September 2012

21.1.

In the interview he told the interviewing officers that he did not know there had been a
headcam on during the incident which led to the insurgent being killed.

22. Prosecution Summary of the Facts of The Case

22.1.

22.2.

22.3.

The Prosecution stated that the murder of the insurgent took place on 15™ September
2011. It involved Marine A (Sergeant Blackman) using a pistol. It was claimed that he
deliberately shot and killed an injured man. The man had been detained following an
earlier incident in which he had been wounded by gunfire from an Apache attack
helicopter. The document states that Marine A fired his pistol at close range into the
injured man’s chest. The Prosecutor goes on to say that the murder was captured on a
video which was being recorded by Marine B (a second defendant; who was
subsequently found not guilty). The Prosecution states that the victim had been
seriously injured and he was under the control of and in the custody of the defendants.

The Prosecution’s case is that what Sergeant Blackman did was to execute a man who
had been wholly entitled to be treated with dignity and respect in the same way that
any British service man or women would be entitled and would expect to be treated if
they were in a similar position. In the case it is said that a PGSS (Persistent Ground
Surveillance System) provides an overview of the local area and that Marine A is
heard to say “move him to a place where we can’t be seen by the PGSS”. 1t is alleged
that this move was asked for because Marine A knew full well what he was going to
do. The team had apparently applied a first field dressing to the injured man. There is
also a photograph of Marine A appearing to be looking up into the sky and the
Prosecution suggests that when the shooting took place, Marine A had received
assurance from Marine B that the Apache helicopter had gone and that they were
waiting for the Apache to leave before they shot the injured man. One of the team had
said “Shall I shoot him in the head?” to Marine A; Marine A had replied “No, that
would be too obvious”.

It goes on to say that the killing occurred about a month before Sergeant Blackman
returned to the United Kingdom. He had been the commander of CP Omar at the time.
He said that Marine A and Marine C had gone into the field to see the man who had
been engaged by the Apache helicopter. When Sergeant Blackman had insisted in
moving the injured man to a less exposed area he had said, “Move him to a position
where we can’t be seen by the PGSS”. Sergeant Blackman had then used his radio to
inform the operation base that the injured man was still alive. A short time later it is
alleged that he used his pistol at close range, bending down to shoot the man in the
chest at close range. After shooting the man he had said “There you are shuffle off this
mortal coil you cunt. It's nothing you wouldn't do to us”. He had gone on to say that,
“Obviously this doesn’t go anywhere fellas, 1 have just broken the Geneva
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Convection”. Before the shooting, but after the insurgent was taken into cover Marine
A had said to his team, “Anyone want to do first aid for this idiot?”” One of the other
Marines is said to have said, “I’ll put one in his head if you want” which provoked
some laughter and then Marine A says, “No not in the head because that would be too
Jucking obvious”. One of the other Marines had said, “Gonna switch this fucker off”
(meaning the video cam) and Marine A says, “I don’t know where that Apache
helicopter is mate”.

22.4. The Prosecution state that although some first aid was given, it was in fact a pretence
and Marine A had said, “He is over there and he can fucking see us” (in reference to
the Apache helicopter). One of the Marines then suggests that they ask for medical
evacuation. There continues to be some laughter with references to strangling him at
which point Marine A says, “Yes he has passed, fuck it he has passed’. The
Prosecution alleged that this was a pretence. One of the other Marines also says, “He
is dead”. Marine A then gets onto the radio and says, “He’s dead”. Marine A has said
over the radio before, “I hate to say it, administering first aid to this individual” before
then saying that, “He has passed on from this world, over”. He then says he will take
biometric samples [this is routine practice] Marine A had also said, “Oh he is dead,
don’t waste your fucking FFD'’s [First Field Dressing] on the geezer take it off him.
Right, get the HIIDE [forensic] camera and see if you can get a picture of him”.

22.5. The Prosecution then go on to say that when Marine A was questioned he admitted
saying to his team, “Anyone want to do first aid on this idiot?”” which would have had
a negative impact on young serviceman. It was also mentioned that Marine A had
claimed that he had personally administered first aid however the video evidence is
clear that he did not do this. When further interviewed by the police he had said, “All
Jjoking aside, no one killed him he died of his injuries”. It continues that in a prepared
statement Sergeant Blackman had said, that following return to theatre from R&R in
mid-august and up until the incident, his team was subject to numerous contacts. On
the majority of occasions that he went out as Commander there was some form of
incident. During the tour there were a number of casualties and fatalities. By the time
of the shooting incident his Troop Commander had been killed; he had previously
been highly respected. He had also witnessed how badly affected other members of
the team were by deaths and life changing injuries. He was upset by the loss of his
Troop Commander and worried for the welfare of his lads. He said it had been a very
stressful time.

22.6. Returning to the incident he regretted to say that following the death of the insurgent
his stress and anger took over and he discharged his firearm. The comments that he is
heard to make during the video are a demonstration of his anger at the time. He
accepts that he should not have reacted in this way. However he wished to emphasise
that at the time he discharged his side arm he was firmly of the view that the insurgent
was already dead. The Prosecution goes on to state that the Jury will have to decide
whether Sergeant Blackman did or may have generally believed that the injured man
was dead and he was firing into a man that he could not murder because he was dead.
The Prosecution state that whatever the stresses and strains of those engaged in
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22.7.

combat, the video footage and comments made speak for themselves. That is to say
that the Prosecution state that the killing of the insurgent was a deliberate intentional
act by Sergeant Blackman. It is notable that one of the other Marines who the
Prosecution refers to, who was present at the shooting, had said that he did not expect
Sergeant Blackman to shoot or harm the prisoner. He said that after the shooting had
occurred he was “stunned”’. One of the other Marines who had gone forward with
Sergeant Blackman, to examine the insurgent in the middle of the field after the
Apache had attacked him, made a statement to say that he had wanted to kill the
insurgent if he had any excuse. He said Sergeant Blackman had said no because the
PGSS feed went directly to Camp Bastion (a headquarters location). It was this
Marine’s view that the insurgent was dead but his brain had not caught up with his
body. He said whilst he had been waiting to, “pop” him with a 9mm he had thought
that the team were going to provide treatment for the casualty.

The Prosecution end by saying Marine A shot the injured man when he was still alive
and at the time of the shooting Marine A had the intention to kill. They suggest that
his words, and deeds, immediately before and after the killing were evidence that
killing was his intention and he was aware that the man was still alive. In this respect
they said that moving the man out of the sight of the PGSS was relevant as was his
concern to know the whereabouts of the Apache helicopter. They suggest the
comment, “Anyone want to do first aid on this idiot” and the exchange with the other
Marines about not putting a bullet into the injured man’s head because it would be too
obvious also suggest his intent. They suggested the message relayed over the radio
that the injured man had died was untrue and that his comments, “Shuffle off....” and
“It’s nothing you wouldn’t do to us” and the comment about the Geneva Convention
all add to the fact that he had intent to kill. Finally the comment about the insurgent
being “fully dead” also suggest that Marine A had intent. The Prosecution also goes
on to discuss the fact that the camera which recorded the killing had an automatic
mode which Sergeant Blackman and indeed the Marine who wore the video cam, had
been unaware of.

23. Judge Advocate General’s Sentencing Remarks

23.1.

The Sentencing Remarks state that having searched the insurgent found in the field,
Sergeant Blackman purposely moved the insurgent to a place that his actions could not
be seen. He failed to give appropriate medical treatment and ordered those giving first
aid to stop. The Judge said that when the Apache helicopter was out of sight Sergeant
Blackman calmly discharged a 9mm round into his chest. The suggestion that
Sergeant Blackman thought the insurgent was dead lacks any credibility and was
clearly made up in order to concoct a defence to murder. The Judge said that it was
not an action taken in the heat of battle or immediately after he had engaged in a
firefight nor was he under any immediate threat. He states that Sergeant Blackman
had failed to demonstrate the self-discipline and restraint that is required of service
personnel on operations which set British troops apart from the enemy they fight.

24. Medical Report by Dr Michael Orr, dated 27" November 2013
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24.1. Dr Orr had seen Marine A for just under two hours. He had also seen the DVD of the
killing but does not indicate that he had sight of any other materials relevant to the
case. Marine A mentioned that he was a very private person and had pursued a range
of individual sports. He had also spoken about the death of his father shortly before
the deployment. He said during his period of R&R in July 2011 he had scattered his
father’s ashes which had reignited a grief process which had been suspended due to
him having to prepare for deployment earlier that year.

24.2. Sergeant Blackman had talked about his tour in Afghanistan in 2007. He described
the fighting he had been involved in as being fairly intense. He remembers some of
his colleagues being badly injured. Another colleague died in an explosion caused by
an IED. He said that the second tour to Afghanistan started off quietly and for a while
the role was not particularly dangerous. He said after coming back from R&R things
began to “get a bit silly”. He explained about the patrols that he had done and he felt
that the patrols that he had led had invariably experienced enemy contacts during
which he was shot at. He stated that he felt that the insurgents were, “gunning
specifically for me”. He remembers feeling apprehensive as he was coming towards
the end of his tour.

24.3. He also said his sleep had been poor for most of the six months mostly because of the
very high temperatures at night. He had said that the insurgents were not nice people
and that they shot children.

24.4. He said that he had been under the impression that the insurgent was dying when he
first found him but he did not really care. He said he remembers seeing that the
insurgent was dead and he then spread his lads out and approached the insurgent and
discharged his firearm. Immediately afterwards he felt he had made a mistake and he
describes his mind spinning and then making silly comments. He said he and his team
had been frustrated that the Apache had not killed the insurgent. He remembers
feeling the nature of the insurgent’s injuries were such that first aid would be for
nothing. He also mentioned that he was aware that if he or his team had been captured
by the insurgent this would be followed by the insurgent “chopping heads off and
doing despicable things™.

24.5. Sergeant Blackman had, in the course of their conversation, expressed frustration
about problems that had been avoidable during past tours as well as sadness and
frustration about some aspects of his father’s treatment in hospital before he died. He
became distressed and close to tears when talking about his father’s death despite
making efforts to contain these feelings. Dr Orr also noted that the incident leading to
the death of the insurgent included a description of the team’s frustration at the failure
of the Apache helicopter to kill the insurgent as they had been expecting. Dr Orr notes
that frustration can be associated with irritability which can be an early symptom of a
depressive episode. It was also noted that Sergeant Blackman’s mood had been
affected by the reactivation of the grieving process following his father’s death.
Whilst he had reported the scattering of his father’s ashes in July 2011 as a good thing
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24.6.

24.7.

24.8.

24.9.

it is possible that his low tolerance for frustration, irritability and the feeling of not
being able to care for the injured insurgent may have been at least in part due to an
ongoing bereavement reaction.

Dr Orr felt that, at examination, on 22" November 2013, Sergeant Blackman had been
suffering from mild to moderate depressive symptoms consistent with his current
circumstances. Dr Orr formed the impression that Marine A was a very private man
with a strong sense of professionalism and responsibility who prefers plain speaking
and a straight forward professional fuss-free approach to his work. He had said he had
always found it difficult to express feelings which Dr Orr felt made him more
vulnerable to feelings of frustration and possibly irritability or unhappiness when
things went wrong and circumstances at work, or his personal life, were out of control.
It is not uncommon for people who are private to become progressively less tolerant of
what they see as unnecessary frustrations or unreasonable demands.

He also noted that Sergeant Blackman had described himself as becoming paranoid.
He kept these feelings to himself and it was Dr Orr’s view that it might have assisted
him if he had been able to discuss these feelings with a superior officer. Dr Orr also
felt that it was likely that his visit to join his family in late July 2011 to scatter his
father’s ashes may have increased his vulnerability to his sense of exposure and to his
emerging tendency to experience frustration. Dr Orr went on to discuss whether
Sergeant Blackman may have suffered from any combat/operational stress injury. He
goes on to state that combat and operational stress injuries include traumatic stress
injury, fatigue stress injury and grief. These can precede significant and potentially
disabling post-traumatic stress symptoms. He noted that Sergeant Blackman had
experienced fatigue and poor sleep, grief related to reactivation of his father dying and
what he described as paranoid feelings about being targeted by the enemy.

Dr Orr states that combat stress even under heroic combat conditions is no defence for
criminal misconduct [it is not clear to me whether Dr Orr had considered whether this
disorder might have amounted to the defence of diminished responsibility]. It could
however be considered as an extenuating factor and determine the consequences of an
offence. Dr Orr felt there was emergence of some symptoms of a combat stress
disorder characterised by paranoid interpretations of combat situations and the
increasing intensity with which Sergeant Blackman took this as a personal matter. Dr
Orr stated that his presentation was similar to what is known as “burnout” particularly
evidenced by his view that he did not, and could not, care anymore.

Dr Orr also attaches to his report two appendices which discuss combat stress
behaviours and fatigue, stress injury and combat/operational stress injury [the sources
of these are not however referenced].

25. Notes from Somerset Partnership NHS Foundation trust

25.1.

Sergeant Blackman had been admitted to Rydon Ward in Taunton on 22" October
2012 and subsequently discharged to the care of DCMH (Department of Community
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25.2.

25.3.

25.4.

Mental Health) Plymouth on 29™ October. He was noted to have had suicidal thoughts
the previous week and also reported having similar thoughts some nine years
previously. He had been transferred from Colchester Prison (having been charged
with murder) with increasingly low mood and suicidal ideation. He felt that he had let
everyone down. He had not described flashbacks or other symptoms of PTSD (Post
Traumatic Stress Disorder) but found that he had not been able to watch TV programs
about Afghanistan since he came back as it triggered difficult memories.

He was noted to be someone who had longstanding difficulties with emotionally
opening up to others and has found it difficult to discuss traumatic experiences with
his wife. He was prescribed an antidepressant (called Mirtazapine) whilst in hospital.
On discharge (to the care of Mr Ray Dixon, a community mental health nurse
(CMHN) at DCMH Plymouth) he was thought to need help with problem solving,
medication compliance and longer term psychotherapy as previous traumatic
experiences were thought to have predisposed him to his current depression. He was
thought to have possible unresolved issues from his experience of life threatening
events and death of colleagues. As well as his current situation (his arrest) he was
thought to have experienced traumatic situations in Iraq and Afghanistan which had
impacted upon his mental health. Prior to being admitted, he was also noted to have
been drinking alcohol to try and cope with his distress; he had been drinking three
bottles of cider and several shots of spirits to try and help him sleep. His colleagues
had noticed that he had become quiet and withdrawn. He also reported that his sleep
had become disturbed and he had lost his appetite.

During his time on the ward he had spoken to staff about traumatic experiences he had
had in Iraq and had become tearful about these. He said that he had become depressed
after coming back from Iraq and drunk excess alcohol to cope; this was compounded
by a relationship breakup. He also spoke about how difficult he continued to find his
father’s death. He had been tearful when speaking about this topic. He had felt that he
had to go back to work immediately after his father had died as he felt responsible for
the junior Marines under his command. He also reported finding the scattering of his
father’s ashes during his R&R to have been very difficult. He was noted to be
significantly depressed and to be someone who used work as a way of dealing with
feelings and tended to take care of others, particularly younger service personnel, at
the expense of himself.

At the point he was discharged he was noted to be have a somewhat improved mood
and had been eating well on the ward. He was due to return to a military base and take
up a training position although he was not sure of the details. He told staff that he was
looking forward to this.

26. Information from the Ministry of Defence DMICP medical files for Sergeant Blackman

26.1.

Sergeant Blackman had been seen by Surgeon Commander Harrison, consultant
psychiatrist, on 7" November 2012 after he had been discharged from hospital in
Taunton. He had reported finding being an inpatient at Taunton to be unsettling
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because of the mental health problems that the other patients had. He was thought to
be suffering with a depressive adjustment disorder and the plan was for him to stay on
his antidepressant medication and have some cognitive behavioural therapy with Ray
Dixon. He was noted to be looking forward to getting back to work. His concentration
was not ideal but was sufficient to be able to drive although not to handle weapons.

26.2. Over the next few months he saw Ray Dixon (a CMHN) a number of times and he
appeared to improve and to benefit from having a routine to his life and being able to
spend time with his wife. His dose of antidepressant was reduced relatively quickly
without any recurrence of distress symptoms.

26.3. In June 2013 there is a medical record entry by a doctor [Surgeon Lieutenant
Commander Lisa Stevens] reporting that Sergeant Blackman had been discharged
from mental health follow up as he was doing well and he had been off of his
antidepressants for a number of months. He was “back to normal” and enjoying
everyday life

27. A face to face interview with Claire Warner, Mr Blackman’s wife, on 15" October
2015

27.1. Ms Warner told me that it was usual that her husband did not discuss things with her
which might worry her. She told me that she had, for instance, found out about him
being blown up on HERRICK 7 only when she had overhead her husband, who had
had a “‘few beers” at a barbeque speaking to a colleague about it. As such, whilst their
relationship has always been a close one, she is used to him not speaking about such
matters with her. She reported noticing that during his R&R on HERRICK 14, when
they had gone for a country walk he had been obviously looking at the ground a lot
and when she asked him why he had spoken about having to be very alert for threats
(e.g. IEDs) whilst in Afghanistan. She also told me that she had seen her husband
“jump under his seat” when they had been at the theatre during a holiday to the USA
at the end of 2011 when there had been a loud noise in the show. She had not
otherwise noticed that her husband was different or changed when she had
communicated with him whilst he was deployed (e.g. over the phone or by text
messaging).

28. Telephone discussion with Warrant Officer (WO) Jim Wright, Royal Marines, on 29"
October 2015

28.1. WO Wright told me that he knew Sergeant Blackman very well. They would regularly
meet up in a friendly way and rank differences were not an issue in terms of their

® | place considerable weight on WO Wright's evidence as he was someone who knew Sergeant
Blackman well enough that Sergeant Blackman might speak to him openly. He described their
relationship as being one of professional friendship. WO Wright is also an experienced Royal Marine who
understands the deployed environment and also, as a function of his experience and his TRiM training,
has a good understanding of how Royal Marines respond to challenging experiences whilst on
deployment.
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28.2.

comradeship. WO Wright is also TRiM trained [and thus has some understanding of
mental health conditions that may result from exposure to challenging situations].

He told me that when he had met Sergeant Blackman prior to him going on HERRICK
14, they would often play golf and chat about topics related to their work. Whilst in
his view Sergeant Blackman was never someone who would be open about his
emotions, he was usually very keen to speak about his work and what had happened
on operational tours and his views on these matters. He had met Sergeant Blackman
during his R&R on HERRICK 14. He said that it was quickly apparent to him that
Sergeant Blackman was not his usual self. He had lost a considerable amount of
weight and his mood was flat. Unusually he did not want to speak about what was
going on during the tour which WO Wright felt was highly unusual. He noticed that
his friend was vacant and in his view he was “a husk of his usual self’. WO Wright did
not want to pry into what was wrong as he thought that his friend was going to have to
go back to complete his tour so he got on and completed the game of golf (they were
together for about four and half hours).

29. Telephone discussion with Marine Jack Hammond, Royal Marines, on 15™ October

2015

29.1.

29.2.

29.3.

He had met Sergeant Blackman about three months before the deployment; Mr
Hammond felt that Sergeant Blackman had demonstrated a pretty good balance of
being relaxed with the lads and being a highly professional leader. Mr Hammond had
been based at CP Omar during HERRICK 14.

When asked, Mr Hammond told me that he noticed some changes in Sergeant
Blackman’s behaviour during the tour. He felt that Sergeant Blackman had become
more tired and slowly worn down over the tour which he had thought were a result of,
fierce and unremitting heat, and the pressure of work. Also, as the tour progressed, the
manpower available to Sergeant Blackman had declined which he was aware had been
a considerable frustration for him. Sergeant Blackman had worked in the operations
room at CP Omar a lot and Mr Hammond felt that Sergeant Blackman did many extra
hours in the ops room; it was his view that Sergeant Blackman was “always” in the
operations room.

When I asked Mr Hammond about how Sergeant Blackman had been with the team at
CP Omar, he told me that whilst he was somewhat withdrawn from general interaction
with the other team members he could still “have a laugh with the lads”. He was a
good boss; for example he would make cups of tea for guys who were located in the
hot and sweaty sangers [these are elevated observation positions within a secure
location]. Whilst Mr Hammond does not remember him being irritable with the lads,
he certainly had been frustrated and irritable with people he spoke to on the radio. Mr
Hammond knew about this because his personal “chill out spof” was right next to the
ops room which allowed him to hear the sort of interactions that Sergeant Blackman
had with other people on the radio; these were often [in his view] heated.
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29.4.

29.5.

29.6.

Mr Hammond was also aware of various traumatic incidents that Sergeant Blackman
had been involved in during the tour. Mr Hammond told me that Sergeant Blackman
had been in command of a patrol which had been told to hold a position at a check
point in August 2011. Whilst there the patrol had had a “couple of grenades” thrown
into their position and these landed behind Sergeant Blackman and luckily they went
into a ditch. This was, in his view, one of the scariest moments of the tour. Mr
Hammond told me that Sergeant Blackman had been involved in “every serious
incident during the tour” and in his view he had been “out with the lads” on almost
every patrol.

On the day of the shooting the team had been on a standard patrol which was
uneventful. However, one of the other nearby CPs had been engaged and Sergeant
Blackman’s team was asked to search a compound but could not find anything. They
were asked to “go firm” and wait for further instructions. Mr Hammond told me that
when the patrol turned from being routine to chasing the enemy, the situation had been
fast and furious from the moment the other CP was attacked. Mr Hammond told me
that the team’s reaction to the other CP being attacked was, in his view, all pretty
rushed and Sergeant Blackman had been talking on the radio a lot and the team reacted
to whatever Sergeant Blackman had been told and the team’s plans had rapidly
changed many times.

Mr Hammond had felt that life in the CP was never safe and there was an underlying
stress in the team which prevented anyone from ever really switching off. However,
within the CP people got on well. Mr Hammond felt that there was a lot of hesitation
from the unit’s seniors about what to do with the enemy; he thought it often felt that
they were trying to “do things with their hands tied behind their back”. He also noted
that the team did not really see any positive effect of their work, on the local
population. HERRICK 14 had been his first tour.

30. Telephone discussion with Corporal Mark Murphy, Royal Marines, on 27™ October

2015

30.1.

30.2.

Corporal Murphy told me that he felt that Sergeant Blackman had been a good boss.
He was based at CP Omar with him during HERRICK 14. He did not know him
before he joined the unit before the tour but he recognised that Sergeant Blackman
was not the sort of person who would have opened up about how he was feeling or
what he was thinking to his team.

Corporal Murphy was one of the senior personnel at CP Omar under the command of
Sergeant Blackman. He told me that the location was very austere and there were lots
of frustrations during tour for everyone at the CP. He told me that he would not have
known about Sergeant Blackman’s sleep or whether he was irritable with anyone
outside of the CP. He told me that Sergeant Blackman did at least if not more than his
fair share of dangerous duties during the tour.
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31. Telephone discussion with Craig Rea, ex-Royal Marines, on 31* October 2015

31.1.

31.2.

31.3.

Mr Rea was a Marine based at CP Omar during Herrick 14. It was his second tour of
duty in Afghanistan. He had generally found Sergeant Blackman to be a helpful
person and a good boss. He was however someone who kept himself to himself and
when not on patrol or in the ops room he would spend time in his own tent watching
films or at times reading books.

Mr Rea noted that the CP team had adopted a local cat which “the lads” liked having
around. He noted that whilst Sergeant Blackman had been wholly ok with the cat
being in the CP during the initial part of the tour, as the tour progressed he became
increasingly irritated with the cat and kept trying to throw it out of the CP. Mr Rea
does not know why he became irritated with the cat which [in his view] had been
helpfully killing mice and would sit with the lads in the sangers; he noted that the cat
seemed to “do his [Sergeant Blackman’s] head in”. He also noted that as the tour went
on, whilst Sergeant Blackman tended to do just what needed to be done; he did not do
anything more than he was asked to. He did not push the boundaries or, in his view,
take any risks other than those which were wholly necessary.

He did not have any idea of what Sergeant Blackman’s sleep was like but he noted
that no one at the CP slept well as it was so hot and uncomfortable there. Mr Rea
noted that a number of the personnel at the CP have since suffered with mental health
problems including himself.

32. Telephone discussion with Grant Whitehead, ex-Royal Marines Reserves (RMR), on
12 October 2015

32.1.

32.2.

Mr Whitehead has been a firefighter for 20 years and served with the RMR between
2006-2013. He told me that his tour on HERRICK 14 was incredibly tough and the
impact it had upon him wrecked his marriage. He had been with Sergeant Blackman
on HERRICK 14 until shortly before the incident that led to Sergeant Blackman being
found guilty of murder. On HERRICK 14 he had been a Lance Corporal and shared a
tent with Sergeant Blackman. Mr Whitehead had met Sergeant Blackman just before
the deployment commenced. He felt that he had a good relationship with him but he
was always quite distant from the rest of the team. As he was quite a bit older
[approaching his 40s] than other members of the team, he felt that Sergeant Blackman
had been more likely to speak to him than other team members. However, he noted
that Sergeant Blackman was not someone who was apt to open up much. He also
thought there was a lot of pressure on Sergeant Blackman because he was new to the
team and the Corporals in the team were also new.

He described CP Omar as being awful; in his view it was very badly built and as it

was below road level people driving past could just look in. It was also very hard to
put defences around; the sanger was not a good observation point and there was no

practical front gate; there was just barbed wire.
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32.3.

32.4.

32.5.

32.6.

Mr Whitehead said that Sergeant Blackman was quite a hard task master. He was strict
on the lads wearing the right kit and he wanted them to do “the job” to a high standard.
Sergeant Blackman had got rid of “one lad” part-way through the tour who he felt was
useless. In Mr Whitehead’s view this person had indeed been a liability.

Mr Whitehead felt that as the tour went on, in his view Sergeant Blackman became
increasingly withdrawn. He had no one to talk to about matters [other than superficial
ones] and whilst he shared a tent with him, Sergeant Blackman did not speak to him
about anything of real substance. Mr Whitchead also said that he was aware of an
incident on 10™ August when two grenades had gone off very near to Sergeant
Blackman. In his view, something 'went' in Sergeant Blackman at that point [by ‘went’
Mr Whitechead meant that it was as if some sort of ‘emotional switch’ had been flipped
inside of Sergeant Blackman’s head]. He had been more frequently in the operations
room [a metal container] by himself than before the grenade attack and he also
isolated himself in their tent more frequently. Sergeant Blackman often used to do the
night shift so Mr Whitehead did not see him much but what he did see of him
suggested that he was not sleeping well.

Mr Whitchead felt that the unit had lost a number of personnel with injuries and other
difficulties throughout the tour and CP Omar had been “short of personnel the whole
time”. He also felt that Sergeant Blackman became more jumpy as the tour
progressed; this was especially so after the 10™ August grenade attacks. Mr Whitehead
felt that Sergeant Blackman was also somewhat distracted when he was talking to
other people at times [suggesting that he was finding it difficult to concentrate]; at
other times however he was full of bravado [suggesting he was putting on a brave face
in front of his team].

Mr Whitehead also noted that they all were on rations and they all lost weight. He felt
it had been hard for Sergeant Blackman to “keep the morale of the lads up”. He also
was aware that as well as Sergeant Blackman not having enough people to carry out
the required tasks properly, he was also highly frustrated by not having sufficient
resources to make the location safe and to thus keep “his people” safe. He thought that
Sergeant Blackman felt that they were fighting with both hands tied behind their backs
and they were not allowed to engage people who they knew were enemy'®. Mr
Whitehead told me that he had left theatre before the incident happened. He said the
impact of that tour on his psychological health led to him leaving the RMR.

33. Opinion

33.1.

In my opinion, there is good evidence that, at the time of the killing, Sergeant
Blackman was suffering from symptoms consistent with an adjustment disorder.
An adjustment disorder is a diagnosis within the International Classification of
Diseases Volume 10 (ICD 10) (see Appendix C) which is a very widely used

£ My MD thesis (King's College London, 2008) examined data from UK military personnel who were
engaged on peace-support operations in the Balkans. | found that operating under restricted rules of
engagement are particularly psychologically toxic in terms of their effects on psychological health.
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diagnostic classification system published by the World Health Organisation.
Adjustment disorders follow the experiencing of psycho-social stressors, which do
not have to be of a highly unusual or catastrophic type, within the month before
the onset of symptoms. The emotional symptoms and or behavioural
disturbances associated with this diagnosis can be highly variable in their form
[e.g. anger, irritability, being withdrawn etc] and severity. It is my view Sergeant
Blackman experienced a substantial disturbance of both emotions and conduct as
a result of his adjustment disorder. It is notable that adjustment disorders do not
ordinarily persist for more than six months after the cessation of the stressor. In
this case the relevant stressors included the challenging nature of the deployment
itself, the logistical and manpower frustrations he experienced and the reports he
and his team had received about the inhumane behaviour of the insurgents (e.g.
hanging limbs in trees).

33.2. In my view Sergeant Blackman displayed many of the characteristic symptoms of
an adjustment disorder during HERRICK 14 and for a period afterwards. He
described poor sleep which was supported by evidence from a number of the
witnesses I interviewed. Whilst poor sleep can increase an individual’s propensity
to suffer with mental health problems, it can also be a consequence of someone
suffering with mental health difficulties''. Sergeant Blackman also described a
disturbance in his ability to concentrate; again this was supported by witnesses I
interviewed. It is not possible to determine to what degree this disturbance in his
concentration impaired his ability to function but it is notable that Mr Whitehead
reported that at times Sergeant Blackman would appear not to be concentrating
on what his team were saying to him. Sergeant Blackman also described that he
was irritable during the tour which is not a usual characteristic personality trait
for him. His irritability was evident during his interactions with his seniors (such
as the stores Colour Sergeant) and he reported to me that he had been highly
frustrated with his chain of command who, in his view, had failed to provide him
and his team with adequate support during the tour. However, I am not aware of
any evidence that he was ever rude or disobedient with those who were in
command of him during HERRICK 14. It is however notable that the appraisal
report that he received from his chain of command during HERRICK 14 was
much less positive than those he had received before and those he received after
the tour. The non-HERRICK 14 appraisal reports regularly described Sergeant
Blackman’s performance in superlative terms. His mediocre HERRICK 14
report may have resulted from the impact of the symptoms of his adjustment
disorder (e.g. poor concentration and motivation) or it may have been that his
commanders felt that his attitude towards them was not particularly respectful
[because in fact he felt that they had let him and his team down]. Sergeant
Blackman also described having frequent thoughts about being specifically
targeted by the enemy which, whether or not they were based in fact, accentuated
the stress that he was feeling and the threat that he perceived himself to be under.

" My team at King's College London have just submitted a scientific paper on sleep and mental health in
service personnel to a peer-reviewed journal; this paper shows that poor sleep is a consequence of poor
mental health and a risk factor for the development of poor mental health.
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These were described by Dr Orr as paranoid ideas and the Telemeter reported
noted that Sergeant Blackman was likely to have experienced an increased stress
reaction from being contacted on patrols, especially if he felt he was being
specifically targeted. Sergeant Blackman also reported being more jumpy whilst
in theatre as the tour progressed and also experiencing feelings of dread as he
was about to lead a patrol which he knew he had to do as the welfare of the team
depended on him remaining resolute and strong during the deployment. In spite
of him also feeling as if he did not really care about how well his team carried out
their duties as the tour progressed [he described that he had thought his team’s
mission was essential futile] he felt the need to try and appear strong in front of
his team.

33.3. A number of personnel I interviewed who had contact with Sergeant Blackman
during his time on HERRICK 14 also reported that he had displayed emotions
and behaviours that were consistent with him suffering from an adjustment
disorder during the tour. Other personnel located at CP Omar reported that
whilst he was never someone who was open with others about his emotions, as the
tour progressed he became increasingly avoidant of other people. He was also
noted to be irritable with people to whom he communicated on the radio net and
he became increasingly irritable with the cat that the other personnel at the CP
had adopted; his irritability with the cat got to the point that he wanted to get rid
of it. As mentioned above he was also noted to be sleeping poorly by his tent
partner. A number of the personnel at the CP noted that he appeared to be
particularly affected (including being more jumpy subsequently) by the incident
on 10™ August 2011 in which he fortuitously avoided being seriously injured or
killed in a grenade attack. Furthermore, when he met with Warrant Officer
Wright, who was his friend, during R&R he appeared to behave very differently
to how he did normally. Warrant Officer Wright, an experienced Royal Marine
and a TRiM practitioner, described Sergeant Blackman [on R&R] as being
vacant and a “husk of his former self’. His wife also noticed that he continued to
remain vigilant for non-existent threats during R&R (e.g. looking for signs of
IEDs on a country walk in the UK). He and his wife also reported that his
jumpiness was still present a few months after the tour when they had been in the
USA on holiday and he had “jumped under his sea” whilst at the theatre in
response to loud noises in the show.

33.4. His situation during HERRICK 14 was likely to have been especially challenging,
from a psychological stressor viewpoint, as a result of a number of traumatic
incidents in which he was directly involved. As mentioned above, the incident on
10" August 2011 in which he was lucky not to have been killed by grenades
thrown at him seems to have been particularly difficult for him. During the tour
he was also coming to terms with his father’s death and relatively early on during
the tour he had been upset by the death of members of his troop including his
troop officer who was someone he very much respected. Additionally, whilst in
my view he was becoming increasingly distressed as the tour progressed, he

nonetheless altered his own behaviour to put himself at risk more often by going
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33.5.

33.6.

33.7.

out on extra patrols in order that he could protect his juniors who had young
children and who he felt would therefore be “missed” more than he would if they
died. Thus in taking his responsibilities as a leader seriously he caused himself to
face more challenging situations at a time when he was less able to deal with
them.

In my view it is hard to be specific about the onset of the adjustment disorder
however there is good evidence that it was clearly present during his R&R in July
2011 as evidenced by the interview I had with Warrant Officer Wright [who had
noticed that his friend unusually did not want to speak about what was
happening on tour, appeared vacant and was “a husk of his former self’] and
with Sergeant Blackman’s wife [who had noticed her husband spending
considerable time looking at the ground whilst on a country walk because he was
looking for threats such as IEDs which were evidently not likely to be there].
After his R&R these symptoms persisted, and in all likelihood became more
intense throughout the tour. The effects of the disorder then waned over the
months after he returned home. For example his wife reported that he was
highly jumpy a few months after returning home when they were at a theatre.
However, his appraisal reports from the unit he worked at after HERRICK 14
were good suggesting he was performing well and was thus not likely to be
significantly affected by a mental disorder at that time.

In my view the onset of the disorder was made more likely by a number of factors
including Sergeant Blackman’s grief reaction to the loss of his father, the relative
lack of preparation for his deployment to Operation HERRICK 14, to a lesser
degree his trepidation about returning to Afghanistan in the same role that he
had been in previously in which he had been blown up and had had to “endure”
six months of very challenging experiences. In my view the main precipitating
stressors were the high level of threat he and his team faced, the persistently poor
logistical resources he was provided with in spite of his requests for these to be
improved, poor support in his view from his leaders and an inadequate number
of personnel of whom he was wholly responsible for the safety, and for whom he
cared for very much. As the tour went on he felt that whilst he and his men
continued to do their duty their mission was in essence futile, I have summarised
the salient evidence about why, in my opinion, Sergeant Blackman developed the
adjustment disorder in Appendix A attached to this report.

The impact of his adjustment disorder would have been to make him less able to
make properly judged decisions particularly ones which he was being asked to do
in quick time with limited time to think through the consequences of his actions.
It is notable that he was described in one of his appraisal reports as being a man
who is capable of judging not just the direct impact of his behaviour but also
second and third order impacts. It therefore seems to be somewhat unusual that
he shot the insurgent in front of numerous witnesses; if he had been clearly intent
on murdering the insurgent, as he has been found guilty of having done, then
someone who is able to think about second and third order impacts should have
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been able to think more ‘cunningly’ about committing the murder than appears
to have happened. In my view one of the effects of the adjustment disorder was to
make him less inclined to care about what he did which is described in Dr Orr’s
report as being akin to ‘burnout’. This is a term used to describe exhaustion, lack
of enthusiasm and motivation, feelings of ineffectiveness which also may have the
dimension of frustration or cynicism, and as a result reduced efficacy within the
workplace'”. In my view his poor state of mental health led to him experiencing
many of the symptoms of burnout [which whilst a commonly used term is not a
medical diagnosis]. Whilst burnout is not a diagnostic term, in essence I agree
with Dr Orr’s view that this descriptive label can be appropriately applied to
Sergeant Blackman’s state of mind during HERRICK 14.

33.8. In my view his adjustment disorder would have made him less likely to pay due
care and attention to possible signs of life in an individual who had clearly been
seriously injured and whom he continues to report that he thought was dead at
the time he shot him. In my view it was unfortunate that the Court Martial, by
reason of having no psychiatric report before conviction, did not have the
opportunity to consider the impact of his state of mind at the time of the killing in
relation to his ability to judge whether the insurgent was truly dead or not.
Whilst it is apparent that he did not particularly desire to help the injured
insurgent, in my view it is more likely than not that his adjustment disorder
would have significantly impacted on his assessment of whether the insurgent
was alive or dead. The impact of the adjustment disorder is relevant to both how
diligently he carried out the assessment as well as his competence to do so.

33.9. In my view the negative impact of the adjustment disorder is evident elsewhere
during the incident as well. For instance the way that he asked his team about
whether anyone wanted to give first aid to the insurgent was clearly weak and
ambiguous which, with hindsight, he accepts was down to his poor leadership at
that time. This approach to leading his troops is markedly different to way his
appraisal reports describe his usual leadership style. For instance the appraisal
he received from the unit he was with when he was arrested had stated that “his
briefings are clear and unambiguous”. In my view, his behaviour on the day of the
shooting clearly lacked the usual dynamic and inspirational leadership qualities
which are consistently described in his non-HERRICK 14 appraisals. His non-
HERRICK 14 appraisals consistently describe someone who strives to maintain
very high professional standards of leadership. It is these very qualities which
had led to him being so rapidly promoted during his military service and made it
likely that he would have been further promoted had he remained in service.

33.10. In answering the specific questions put to me by Sergeant Blackman’s legal team
1 reminded myself of the requirements of Section 2 of the Homicide Act 1957 as
amended by s52 of Coroners and Justice Act 2009 which provides:

"2 Ruotsalainen JH, Verbeek JH, Mariné A, Serra C (2014). "Preventing occupational stress in healthcare
workers". The Cochrane Database of Systematic Reviews 12:
CD002892. doi:10.1002/14651858.CD002892.pub4. PMID 25482522.
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Persons suffering from diminished responsibility:
(1) A person (“D”) who Kkills or is a party to the killing of another is not to be
convicted of murder if D was suffering from an abnormality of mental functioning
which—
(a) arose from a recognised medical condition,
(b) substantially impaired D's ability to do one or more of the things
mentioned in subsection (1A), and
(c) provides an explanation for D's acts and omissions in doing or being a
party to the Kkilling.
(1A) Those things are—
(a) to understand the nature of D's conduct;
(b) to form a rational judgment;
(c) to exercise self-control.
(1B) For the purposes of subsection (1)(c), an abnormality of mental functioning
provides an explanation for D's conduct if it causes, or is a significant contributory
factor in causing, D to carry out that conduct.
(2) On a charge of murder, it shall be for the defence to prove that the person
charged is by virtue of this section not liable to be convicted of murder.

I note that the burden of proof is upon on Sergeant Blackman to prove this on the
balance of probabilities.

33.11.In my opinion, in relation to the shooting on the 15™ September 2011, there is
good evidence, as highlighted above, that Sergeant Blackman was suffering from
an abnormality of mental functioning. It is my opinion that this abnormality of
mental functioning arose from a recognised medical condition, which as
described above, was an adjustment disorder. This is a medical condition
described within the International Classification of Diseases Volume 10 (see
Appendix C for the specific diagnostic criteria for this condition).

33.12.1t is my opinion that, on the balance of probabilities, whilst the adjustment
disorder did not impair Sergeant Blackman’s ability to understand the nature of
his conduct, it did substantially impair his ability to form a rational judgement
about what he was going to do in the moments before he shot the insurgent.
Whilst I discussed his rationale for the shooting with him at some length he was
not able to form any clear view about why in fact he had shot the body of the
dead insurgent. He felt, with hindsight, that he had done so out of anger and
frustration at the ongoing, difficult and futile situation in which he and his team
were operating in. Whilst he may of course have been hiding his true intentions
from me when 1 interviewed him, having considered the various evidence
documented in this report, it is my opinion that he had not formed any rational
judgement about the shooting; instead he just acted and then regretted his
decision immediately once he had carried out the shooting.
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33.13.In my opinion, on the balance of probabilities, his abnormality of mental
functioning, arising because of his adjustment disorder, substantially impaired
his ability to exercise self-control at the time he shot the insurgent. In my view the
adjustment disorder was a significant contributory factor to him failing to
exercise self-control. It is evident that Sergeant Blackman had been highly
disgruntled that the Apache attack had not killed the insurgent. It is notable that
the Telemeter report commented that the finding of a grenade upon the insurgent
when he was first searched may have been particularly distressing for Sergeant
Blackman because of him having been nearly killed by the 10™ August grenade
attack. He was also upset that having discovered, during the initial examination
of the insurgent, that he was still alive, he then had a duty, which he accepts he
did not want to carry out, to provide first aid to the insurgent. It is my view that
the adjustment disorder had affected his ability to clearly think about what he
was required to do and what he actually did. At this point of the tour, he really
did not care about maintaining high professional standards nor did he think
through the impact of not behaving in a highly ethical manner [which British
troops are required to do}. Instead, in my view, his ongoing frustration and anger
‘got the better of him’ and he failed to exercise control of his contempt for the
insurgent and instead he shot him.

33.14.In my view, whilst it is ideal to carry out a mental state examination on an
individual who has committed, or alleged to have committed, a crime as soon
after the incident as is possible it is also feasible to gain an understanding of
someone’s mental state by asking the individual about their actions, and reasons
for them, at a later date. It is quite usual that forensic psychiatric reports are
compiled long after a possible crime has been committed. Clearly with the
passage of time it becomes more difficult for individuals to remember specific
details clearly but there will always be a delay of some sort before people are
asked to provide formal statements. Thus whilst it is ideal to speak with the
accused, and with witnesses, soon after a possible crime has been committed, not
being able to do so is no barrier necessarily to forming a balanced view on an
individual’s state of mind at the time of an alleged offence. Furthermore, through
examining evidence from witnesses [which in themselves will also be subject to
recall difficulties and bias] and other sources of information [such as video or
available written material] around the time of the offence, it is indeed possible to
form a retrospective view of what someone’s state of mind would have been like
at the time of an alleged offence.

33.15. The new evidence available to me, which was not available to the Court Martial,
results from a number of sources including from my interviews with various
witnesses included in the body of this report and the medical files which I
obtained and report on above. In my view this new evidence has allowed me to
form a balanced view on Sergeant Blackman’s mental state during HERRICK 14
and in particular at the time of the incident.
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33.16. Additionally the information I was provided with from the Telemeter report was
useful in confirming the austere nature of CP Omar which the report describes
as having been perceived as being a ‘heart of darkness’. The Telemeter report is
also helpful in confirming that the quality of leadership experienced by the
personnel at CP Omar was less than ideal by stating “leadership requirements
appear to have come second to other necessities judged more pressing in the AO”
[evidence of the impact of leadership on mental health is presented in Appendix
A]. The Telemeter report also provides some support for Sergeant Blackman’s
explanation for why he wanted to move the injured insurgent away from the
PGSS.

33.17.In my view, Sergeant Blackman’s personality is one which does not lend itself to
self-disclosure of emotional material or indeed to speaking openly about fears or
concerns with those he worked with directly. His lack of openness has been
commented on by other medical practitioners including Dr Orr and staff at
Somerset NHS partnership trust and was also known to his wife and was noticed
by those with whom he served at CP Omar. He had, for instance, previously
withheld information from his wife about being blown up on HERRICK 7 and
she had not been at all surprised to have only found out about that information
fortuitously. Sergeant Blackman reported to me that he does not try and dwell on
any difficulties he might be experiencing and indeed whilst he had acknowledged
that he was experiencing a number of psychological symptoms during HERRICK
14 he did not consider that they were indicative of him suffering from a mental
health disorder. As such he did not ask for any help at the time nor did he ask
that the legal team on whom he relied during his trial should have paid particular
attention to his mental health status.

33.18.1 have also been asked to comment about Dr Orr’s report which was prepared
for sentencing purposes. Whilst the report does helpfully comment on Sergeant
Blackman’s exposure to a number of stressors prior to the killing (such as the
various logistical frustrations he experienced during deployment, his grief and
his feeling that the insurgents were out to get him) I am not clear that the report
properly appreciated the stressors that Mr Blackman had been under whilst in
command of CP Omar and the responsibility that fell to him as location
commander. I also note that whilst Dr Orr used terms such as “Combat Stress
disorder”” and “Burnout” these are not diagnostic terms; that is to say they do
not appear in the International Classification of Diseases Volume 10. It may have
been that if Dr Orr was asked to comment on whether he had considered that

3| also note that the classification of combat and operational stress injuries to which Dr Orr's report
refers, comes from the US Marine Corps Combat Operational Stress Guidance. Whilst this does have
relevance to the way the US military provide support to their personnel, it has no direct relevance to how
the Royal Marines, or indeed any other element of the British Armed Forces, are provided with mental
health support or how UK clinicians who provide care for individuals who suffer with mental health
problems would think about mental health problems in UK service personnel. The term Combat Stress
disorder is not a diagnostic term, rather it is a descriptive label that, in US military settings at least, can be
applied to troops who may be found to suffer from one of a number of medical conditions or indeed may
be ordinarily distressed but not formally medically unwell.
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Sergeant Blackman was suffering from an abnormality of mental functioning
arising from a recognised medical condition at the time of the shooting he might
have formed the view that Sergeant Blackman’s symptoms were consistent with
him having suffered from an adjustment disorder.

33.19.1 also note that Dr Orr did not have the opportunity to speak to the various
witnesses I was able to, nor did he have access to the medical files I managed to
obtain. Additionally Dr Orr had not been provided with information about how
operational stress management is carried out in the UK Armed Forces (for
instance the use of TRiM) and he did not appear to have had sight of any of
Sergeant Blackman’s annual appraisals. In my view, had Dr Orr had access to
this information he might have been able to comment further on Sergeant
Blackman’s state of mind at the time he shot the insurgent.

33.20. One final matter which I consider of relevance is that a number of witnesses I
spoke to commented on the negative impact of their deployment on HERRICK
14 on the mental health of the personnel located at CP Omar. One witness [Mr
Rea] mentioned that, because of the tour, he had developed mental health
difficulties himself and he knew of other team members who had also done so.
Another [Mr Whitehead] mentioned that the tour had wrecked his marriage. The
Telemeter report also stated that one of the Marines at CP Omar had apparently
developed PTSD. Whilst is not in any way possible to confirm how many
personnel based at CP Omar actually developed diagnosable mental health
difficulties, there is considerable published evidence that Royal Marines are
especially unlikely to suffer with significant mental health problems compared to
most other troops who operate in an infantry role’®. As such if it is true that a
significant number of the personnel based at CP Omar did develop diagnosable
mental health conditions, it would suggest that the pressures of working from
that location were indeed exceptionally ‘toxic’ to mental health which is of
relevance to the understanding of why Sergeant Blackman developed an
adjustment disorder during HERRICK 14.

Statement of Truth

I understand that my primary duty in preparing this report and giving evidence is to help the
Court, and that this duty overrides any obligation to the party engaging me. I confirm I have
complied with that duty and have endeavoured to be as objective as possible throughout and 1
will continue to do so.

I will notify those instructing me in writing immediately if for any reason prior to giving
evidence my report requires any correction or qualification.

I confirm that where facts stated in my report are within my own knowledge I have made it clear,
and where matters are not within my own knowledge 1 have made that clear also. The opinions I

' Sundin J, Jones N, Greenberg N, Rona RJ, Hotopf M, Wessely S, Fear NT. Mental health among
commando, airborne and other UK infantry personnel. Occup Med (Lond). 2010 Sep 6
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have expressed herein represent my true and complete professional opinions. Whenever I may
not have been able to give my opinion without qualification I have stated that qualification.

I have no interest pecuniary or otherwise in the outcome of this case.

N

Professor Neil Greenberg

BSc (Hons) BM MMedSc MFMLM FHEA DOccMed MInstLM MEWI MFFLM MD FRCPsych
Consultant Psychiatrist and Specialist in Forensic Psychiatry

Approved under Section 12 (2) of the Mental Health Act 1983
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Appendix A to Confidential Psychiatric Court Report dated 15™ November 2015 by
Professor Neil Greenberg — summary of the scientific evidence about psychological
vulnerability on deployment.

In trying to understand why it might be that an experienced and previously highly regarded non-
commissioned officer in the Royal Marines might become psychologically unwell, during Op
HERRICK 14, it is important to take account of published scientific literature about how mental
resilience is maintained during arduous deployments. There are a number of peer-reviewed
scientific papers on this topic'>'® and I will highlight the salient points below. Many of the
references referred to in this Appendix are scientific papers that I have co-authored.

First, probably the most important mechanism that the military have for maintaining
psychological resilience in the face of adversity is ensuring that the quality of leadership
provided to deployed troops is well above average and ideally high to exceptional. Studies of UK
personnel carried out in Afghanistan have shown that troops who perceive experiencing high
quality leadership have around one tenth of the rate of traumatic stress problems compared to
troops who report poor leadership'’. The direct relationship between the perceived quality of
leadership and mental health has also been demonstrated in many other studies of military forces
carrying out arduous duties'® many of which date back fifty or more years. Thus the link between
poor leadership and poor mental health is very well established. This is important because, as
referred to elsewhere in this report, there appears to be good evidence that the leadership
experienced by Sergeant Blackman was far from ideal. As an example of this is Colonel (rtd)
Oliver Lee’s comments in his statement that “A¢ the heart of these factors is my view that the
leadership and oversight of Sergeant Blackman from Lieutenant Colonel Murchison and Major
Fisher was shockingly bad and directly causal to Sergeant Blackman’s conduct.” The Telemeter
report extracts made available to me also commented on the less than ideal standard of
leadership during the tour.

Good quality leadership is not only directly protective of troops’ mental health but high quality
leaders may be able to detect mental health problems in subordinates which they have otherwise
managed to mask from their colleagues and subordinates. Troops in leadership positions, such as
Sergeant Blackman during HERRICK 14, may well not discuss fears or concerns they have with
their team because of they do not want to appear ‘weak’ in front of those with whom they are
directly working.'*?°. In my view had Sergeant Blackman had opportunities to sit down, face to
face, with senjors he trusted then he might have spoken about his growing concerns about him
being targeted by the insurgents. He may also have talked about some of his other out of
character behaviours such as being more irritable than usual with people outside his immediate

' Macmanus D, Jones N, Wessely S, Fear NT, Jones E, Greenberg N. The mental health of the UK Armed Forces in the 21st
century: resilience in the face of adversity. J R Army Med Corps. 2014 Feb 26

'® Greenberg N, Jones E, Jones N, Fear NT and Wessely S. The injured mind in the UK Armed Forces. Phil. Trans. R. Soc. B
January 27, 2011 366:261-267

7 Jones N, Seddon R, Fear NT, McAllister P, Wessely S, Greenberg N, Leadership, Cohesion, Morale, and the Mental Health of UK
Amned Forces in Afghanistan. Psychiatry 2012; 75 (1): 49-59

'® Wessely,S. (2006) Twentieth-century Theories on Combat Motivation and Breakdown. Journal of Contemporary History, 41, 269-
286.

| arson, G.E., Highfill-McRoy, R.M., & Booth-Kewley, S, (2008). Psychiatric diagnoses in historic and contemporary military
cohorts: combat deployment and the healthy warrior effect. American Journal of Epidemiology, 167(11), 1269-1276

2 Gould M, Adler A, Zamorski M, Castro C, Hanily N, Steele N, Kearney S, Greenberg N. Do stigma and other perceived barriers to
mental health care differ across Armed Forces? J R Soc 148 Med 2010: 103: 148—156
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team. Commanders who had taken time to get to know his ‘usual’ character (which would have
been available from previous appraisals) should have been able to detect ‘out of character’
behaviour which might have been indicative of deteriorating mental health.

Secondly, because of a growing understanding of the potential for exposure to traumatic
experiences to impact upon mental health, in the late 1990’s the Royal Marines established a
process called TRiM (Trauma Risk Management) which is a way of delivering ‘psychological
first aid’ (PFA; this term refers to a range of supportive tasks (e.g. listening, problem solving,
mentoring etc) to personnel who have been exposed to highly traumatic situations. The TRiM
process is delivered by non-medical staff (peers and/or more senior staff) called TRiM
practitioners. Where PFA does not assist someone to cope with/recover from the traumatic
exposure, a TRiM practitioner will assist that person to speak with an appropriately experienced
person who can help them [such as a healthcare professional, mental health nurse, Padre,
understanding senior person]. It is therefore, most unfortunate that Sergeant Blackman was not
encouraged to speak with a TRiM practitioner at all during the whole of the HERRICK 14 tour.
This view is supported by the Telemeter extracts. During my discussion with Colonel (rtd) Lee
he told me that one of his team, with whom he visited the locations under his command, was
TRiM trained. Therefore, during his regular (every two weeks) visits to locations which he
commanded, the TRiM trained member of his team would be able to sit down with personnel
who had been through especially difficult situations (such as for instance the incident on 10™
August 2011 in which Sergeant Blackman and colleagues came under grenade attack) and assess
the impact of such events on mental health. This contrasts starkly with what appears to have been
the regime in J Coy 42 Commando and applicable to Sgt Blackman at the time.

One of the key aspects of TRiM is that it is purposefully proactive. There is considerable
evidence that the majority of people (military or not) with mental health problems do not seek
any help for them. Sergeant Blackman has never been a person who would ordinarily have
sought emotional support on a day to day basis and the TRiM process is one way [alongside
being asked appropriate questions by a credible and caring leader] of encouraging people to
speak about events that have impacted upon them.

Thirdly, another important vulnerability factor is the death of Sergeant Blackman’s father [which
was somewhat unexpected] shortly before he deployed and the consequential scattering of his
father’s ashes during his R&R time. The death of a father would be expected to be a difficult
time for anyone, but his father’s illness and death came at a time when he was supposed to be
preparing for deployment to a highly threatening environment. One consequence of the time he
spent with his father before he died, and in attending the funeral, was to prevent him from being
fully prepared for the tour from a practical viewpoint [which may well have raised his anxieties
about how he would perform]. The lack of time with his team before deployment would also
have disturbed him forming close bonds with the troops he was going to lead and, perhaps more
importantly given the known impact of poor leadership on mental health, those who were going
to be in command of him.

Furthermore, most people find that being able to talk about their loss with people they are close

to [including friends and family] can be helpful but for Sergeant Blackman having these sorts of
discussions would have been more difficult because of his need to prepare for the impending tour
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and then him being away on the tour. As mentioned by many witnesses and also by mental health
providers who have spent time with Sergeant Blackman, he does not ‘open up’ readily and thus
was highly unlikely to discuss his grief with members of the unit that he had just joined.
Additionally, whilst he was able to get on with his team at CP Omar, he had no regular access to
anyone who was either not in command of or who was not command of to speak to informally. I
understand that the Padre did not visit CP Omar which is again unfortunate since his was a role
which could have been particularly useful in terms of talking about his grief. It is perhaps of
relevance that the reason stated, in the Telemeter report, that the Padre did not visit CP Omar
was that it was viewed as being too dangerous. I also note that it was Dr Orr’s view that the
scattering of his father’s ashes during his mid-tour leave whilst potentially producing some
helpful ‘closure’ also served to reactivate his symptoms of grief. Thus whilst grief in itself is not
pathological it is another stressor which in my view added to Sergeant Blackman’s vulnerability.
Although there is no specific time limit for how long the normal distressing symptoms of grief
go on for; six months to a year is quite ‘normal’?’.

And lastly, it is worth noting that Sergeant Blackman was not merely someone who had been
asked to serve in the arduous environment of a conflict zone; he was also required to be a leader.
Whilst, as mentioned elsewhere in this report, he did not always display the highest standards of
leadership [in my view this was to a great degree an effect of his adjustment disorder] he clearly
cared about the safety and wellbeing of the team he led. There has been research carried out
which suggests that the burden of leadership, in war zones, itself is an additional stressor’ and
given the high levels of threat faced by, in his view, the under-supported and under-resourced
team he led it is likely that this too led to him being particularly vulnerable to developing mental
health problems.

2! Kleinman A. Culture, bereavement, and psychiatry. Lancet. Volume 379, No. 9816, p608-609, 18 February 2012
2 Bourne PG, Rose RM and Mason JW. 17-OHCS Levels in Combat Special Forces "A" Team Under Threat of Attack. Arch Gen
Psychiatry, 1968;19(2):135-140. doi:10,1001/archpsyc.1968,01740080007002
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MFMLM Fac Med Ldership & Mangmnt 2011
4, Career
07.2013 — current Professor of Defence Mental Health at King's College London and

Independent Clinical Practice

Since leaving the Armed Forces I have taken up the post of Professor of Defence Mental Health
at King’s College London. I work as part of a military health research team but also have roles in
supervising crisis management (as it relates to mental health) studies too. I also run March on
Stress Ltd which is a traumatic stress consultancy and training organisation and provide a range
of occupational, clinical and forensic mental health reports and case management through an
allied company called Psych Health Solutions Ltd.

I also provide mental health advice to a variety of government organisations. | am the President
of the UK Psychological Trauma Society (UKPTS) and have previously been the secretary of the
European Society for Traumatic Stress Studies (ESTSS). I am also one of the board members of
the Royal College of Psychiatrist’s occupational mental health special interest group. I regularly
present at national and international conferences on matters relating to military and occupational
mental health and organisational management of traumatic situations. I am also the Royal
College of Psychiatrists Lead on Military and Veterans Health. My role is therefore one of
strategic influence allied to directing academic research and clinical activity focused on
occupational mental health and the psychological management of traumatic stress.

12.2009 - 07.2013 Co-Director — Academic Centre for Defence Mental Health and
Defence Professor of Mental Health

I was the Defence Professor of Mental Health. I coordinated and supervised the mental health
research strategy for the United Kingdom Armed Forces. Much of the department’s research
focused on the effects of exposure to workplace trauma, occupational mental health
impacts/outcomes and social psychiatry (stigma, social support etc) and my research efforts
spanned a wide range of occupational groups including the military, media professionals,
emergency services and security contractors. This busy role necessitated a highly flexible and
responsible style of working. I co-directed the Academic Centre for Defence Mental Health
(ACDMH) which is the UK Armed Forces in-house mental health research facility. My role
spanned the personnel and health domains of MOD for all matters relating to mental health
particularly that related to information gathering, research, occupational mental health and
strategic direction. My ACDMH role required a range of skills including personnel and financial
management, research and education. In 2010, I also took up the additional role of Consultant
Advisor in Psychiatry to the Medical Director General (Naval) which is the head of the Royal
Navy mental health cadre which is an occupational mental health service. This role also carries a
significant personnel management burden but also involves wide liaison within the Royal Navy
in support of improving the mental health of service personnel and their families.

I also provide mental health advice to a variety of government organisations. I was a board
member of the UK Psychological Trauma Society (UKPTS) and have previously been the
secretary of the European Society for Traumatic Stress Studies (ESTSS). I am also one of the
board members of the Royal College of Psychiatrist’s occupational mental health special interest
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group. I regularly present at national and international conferences on matters relating to military
and occupational mental health and organisational management of traumatic situations. My role
is therefore one of strategic influence allied to directing academic research and clinical activity
focused on occupational mental health and the psychological management of traumatic stress.

5.2007-12.2009 Departmental Lead and Senior Lecturer in Military Psychiatry

I worked as the uniformed lead for mental health research for the UK Armed Forces and the
Forensic and General Consultant Psychiatrist for the Royal Navy. In the absence of a military
professor, I led the military multidisciplinary research team at King’s College London at the
Academic Centre for Defence Mental Health; [ also provided clinical sessions (mental health) for
service personnel in two naval bases as well as dealing with the majority of the forensic cases for
the Royal Navy. I was the principal investigator for two randomised controlled trials of mental
health interventions in the UK Armed Forces as well as providing specialist mental health advice
and training for the United Kingdom Special Forces and numerous governmental agencies
including the Foreign and Commonwealth Office.

5.2005-5.2007 Consultant in Psychiatry/Honorary Senior Lecturer in Military Psychiatry
I ran a department of community mental health with 25 staff from a variety of professional
backgrounds (including medical and nursing staff). My day to day work involved seeing a wide
variety of psychiatric patients as well as being a clinical manager and the head of department. I
was also an Honorary Senior Lecturer at the Institute of Psychiatry in London. I actively engaged
in numerous research projects, including setting up a Randomised Controlled Trial examining
the use of a novel system of post incident management for use within organisations.

8.2000-5.2005 Specialist Registrar Posts in General, Forensic and Liaison Psychiatry

These posts were all higher specialist training posts and were based in the South West (Dawlish),
London and Portsmouth. These posts provided me with plenty of clinical management
experience leading multidisciplinary teams caring for a wide variety of psychiatric patients
including those with impulsive and aggressive tendencies. I have gained extensive experience of
giving evidence at tribunals and in Courts. I also attended units which dealt with adolescents
with behavioural difficulties and offenders who had mild learning disabilities. I provided an
occupational mental health service both to the military but also to a NHS occupational health
unit.

Outside of my mainstream clinical work, I led a team of military personnel to the South Pacific
to provide psychological support to the crew of a badly damaged warship. I also provided
psychological support and advice to UK nationals after a number of major, international terrorist
attacks including travelling to New York after the 9/11 and Bali after the 2002 bombings. T also
helped the Foreign Office to learn lessons from the Istanbul bombings of 2003 and have
provided them with both training and advice in relation to psychological trauma since 2002. 1
also have assisted the London Ambulance Service in the aftermath of the 2005 July bombings in
London.

General professional medical training Senior House Olfficer Grade
8.1997 - 7.2000 North Yorkshire Psychiatric Training Scheme
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1994-1997  Royal Navy Medical Officer - Ships, Submarines and Royal Marines

During my general duties time I worked as a medical officer in Warships, submarines and with
the Royal Marines. 1 gained my green beret, arctic warfare qualification and my submarine
qualification. I spent extensive periods away providing medical care for large numbers of service
men and civilians attached to our units (e.g. Royal Fleet Auxiliary staff). I frequently led medical
and non-medical teams, making managerial and medical decisions independently was required,
often in adverse climatic conditions away from easy access to supervision and support.

1993-1994  Professorial PRHO Posts  Haslar & Royal Bournemouth Hospitals
5. Continuing Professional Development

I have remained up to date with my continuing professional development and am in good
standing with the Royal College of Psychiatrists in that respect. I have attended and completed a
range of psychotherapy skills courses (including Brief Solution Focussed Therapy Course in
2002, level 1/2 EMDR course in 2003, CBT training at King’s College London 2003-2005; CBT
refresher course 2013) as well as psychometric assessment courses (including Hare Psychopathy
Checklist Revised (PCL-R) course in 2002, Historical, Clinical, Risk Management-20 (HCR-20)
course in 2005) and completed medical appraiser accreditation in 2006 and 2012. I have also
completed an ASIST suicide intervention skills course in 2009. Additionally I have regularly
attended national and international meetings about occupational mental health, traumatic stress
and military mental health matters including the ISTSS and ESTSS meetings.

6. Management experience

I have extensive experience of leading teams, in support of psychological health needs, in hostile
environments as well as teams of researchers and running my own company (March on Stress —
see above). I have also provided supervision and management advice to medical and nursing
staff both in hospitals, community medical centres and in field conditions. Within the services
my credentials, in terms of management legitimacy, was enhanced by gaining my Green Beret
(commando training) and Dolphins (submariner qualification).

I have attended, been a member of and led a wide variety of local, national and international
committees including setting up the Armed Forces Mental Healthcare Faculty in 2009 and
chairing the UK Psychological Trauma Society board meetings as President. [ have been
involved in Service Development of both military and non-military protocols. Attendance at
these committees, working groups and steering groups has allowed me to observe, participate
and lead discussions which have led to the development of policy for both NHS and military
organisations. I am a trustee/independent director of a number of military charities and lead the
Royal College of Psychiatrist’s in terms of military and Veteran’s health.

I have also provided operational mental health supervision for operational military personnel by

travelling to Afghanistan and liaising with medical and command personnel in theatre and
conducting research in situ.
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7. Teaching/Lecturing Experience

Military

As a Royal Naval Medical Officer I trained a wide range of military personnel including medical
and non-medical staff on aspects of both psychological and emergency medical care. 1 regularly
presented to numerous high ranking officers, ministers and Royalty in relation to mental health
matters and have been a key advisor in the development of UK military policy on operational
stress management.

Psychiatric

During my day to day work I have taught medical and allied health professionals about all
elements of psychological health. I have regularly supervised the clinical work of both junior
doctors and mental health nurses. I present on a number of Master’s courses at King’s College
London and provide input to the military health special study module for medical students at
King’s College London. I regularly speak at mental health conferences about military mental
health, organisational mental health and traumatic stress.

Higher Degree Supervisor/Assessor Experience

I have regularly supervised DClinPsych, and MSc, MDRes and PhD students. All the students I
have supervised over the past ten years have completed their higher degrees on time and
complied with the relevant trainee course requirements (eg. completion of monitoring forms). I
have also been an examiner for PhD and MD students. I have previously been an examiner for
the Diploma in Medical Care in Catastrophes.

Traumatic Stress

I helped develop the Armed Forces critical incident stress management package (TRiM —
Trauma Risk Management). As Managing Director of March on Stress Ltd, I have been
privileged to provide training for many trauma-exposed organisations including the Foreign and
Commonwealth Office, various Police, Fire and Ambulance services, the BBC and other non-
military organisations. I have lectured on this subject on numerous occasions nationally and
internationally including at conferences organised by the International Society for Traumatic
Stress Studies, the European Society for Traumatic Stress Studies and the UK Psychological
Trauma Society.

Practical Organisational Traumatic Stress Management

I bave garnered extensive experience in the management of psychological trauma since 1997. 1
have facilitated the post incident psychological management strategy for the Foreign and
Commonwealth office both in the aftermath of 11th September 2001 and in Bali 2002. 1 lead a
team of 4 military personnel to provide psychological support for HMS NOTTINGHAM, which
grounded off the coast of Australia in 2002. As such I have developed both a theoretical
understanding of psychological trauma and a practical “hands on” approach to post incident
management. 1 have also advised the London Ambulance Service after the 2005 July bombings
and assisted central government and commercial companies in dealing with personnel who have
been detained as hostages. In 2013 1 also provided direct assistance to a major oil company in the
aftermath of the In Amenas incident.
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I have advised numerous other organisations in how best to respond to specific traumatic events
including the London Ambulance Service, Department for International Development, the
British Council and various companies that operate staff in high threat areas including the BBC. I
have also assisted in planning for and managing the psychological aspects of the repatriation of
hostages for a variety of organisations and have undertaken specific training in counter-
interrogation methods whilst in the military. I have also assisted some elements of the UK police
and Foreign and Commonwealth Office develop their post-captivity psychological management
plan. I am also a medical advisor for Hostage UK. More recently, I have been a key
psychological health advisor for a number of large media organisations going through crises
related to traumatic experiences and other periods of significant change.

8. Medico-legal/Forensic experience

I have carried out a wide range of medico-legal assessments for more than 10 years. These have
included compiling more than S0 reports per year covering cases involving criminal charges as
well as a large number of civil reports detailing whether individuals who have been exposed to
traumatic stress in the course of their work have developed psychological injuries or not. I have
worked for a range of companies based in the UK, and other nations, in compiling occupational
mental health reports (including Australian emergency services and private security companies
including maritime security companies) which have been used to both direct treatment and to
aide in decision making in complex cases of causation and psychiatric disablement. I am a
member of the UK Expert Witness Institute and a Member of the Faculty of Forensic and Legal
Medicine.
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Appendix C. Extract from the International Classification of Diseases Volume 10

F43.2 Adjustinent disorders

A Experience of an identifiable psycho-social stressor. not of an unusual or catastrophic fype. within one

month of the onsct of sympioms.

B. Symptoms or behaviour disturbance of types found in any of the affective disorders (except for
delusions and hallucinations), any disorders in F4 (newrotie, stress refated and somatoform disorders) and
conduct disorders, 50 long as the criteria of an individual disorder are not fulfilled. Symptoms may be

variable in both form and severity.

The predominant feature of the symptoms may be fusther specified by the use of a fifth character:

F43.20  Brief depressive reaction. A transient mild depressive state of a duration not exceeding one month,

F43.21 Prolonged depressive reaction. A mild depressive state occumring in response to a prolonged exposure fo a

stressful situation but of a duration not exceeding two years.

F43.22 Mixed anxiety and depressive reaction, Both anxiety and depressive symptoms are prominent, but at levels
no greater than specified in mixed anxiety and depressive disorder (F41.2) or other mixed anxiety disorders
(F41.3).

F43.23  With predominant disturbance of other emotions. The symptoms are usually of several types of emotion,
such as anxiety, depression, worry. tensions and anger. Symptoms of anxiefty and depression may meet the
criteria for mixed anxiety and depressive disorder (F41.2) or other mixed anxiety disorders (F41.3), but
they are not so predominant that other more specific depressive or anxiety disorders can be diagnosed
This category should also be used for reactions in children in which regressive behaviows such as bed-
wetting or thumb-sucking are also present.

F4324  With predominant disturbance of conduet. The main disturbance is one mvolving conduct. ¢.g. an
adolescent grief reaction resulting in aggressive or dissocial behaviour.

F43.25  With mixed disturbance of emotions and conduct. Both emotional symptoms and disturbances of conduat

are prominent features.

F43.28  With other specified predominant symptoms.

C. The symptoms do not persist for more than six months. except F43.21 prolonged depressive reaction, after
the cessation of the stress or its consequences (but this eniterion should not prevent a provisional diagnosis

being made if it is not yet fulfillad).





