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L E T T E R S  } C O R R E S P O N D A N C E

Prejudging the problems  
of Canada’s military families
I was delighted to read in “Caring for Canadian mili-

tary families“ in the January issue of Canadian Family 
Physician that research is under way to identify medi-
cal concerns specific to Canada’s military families.1 My 
interest is personal. I am the son of a career officer and 
World War II veteran, I was raised on military bases 
around Canada, and later I served as a Canadian Armed 
Forces (CAF) General Duty Medical Officer and raised my 
children on and near military bases.

I am concerned that the authors are pre-empting the 
research.1 Their article begins with the usual vignette, 
in this case a military family in crisis. The infant son 
is not progressing, the daughter is regressing, the  
infantryman-father’s behaviour has changed, the mother 
is struggling. The vignette is a list of red flags, a picture 
of incipient failure.

The authors state that “this is not an uncommon situ-
ation for military families.”1 Later they say that currently 
“there are no Canadian data comparing commonly expe-
rienced health problems by CAF spouses or children.”1

You cannot say the problem is common and then say 
that you have no epidemiologic data.

The data in the article are essentially United States 
(US) data. Extrapolating these data would be unwise. 
United States military personnel start from different 
socioeconomic backgrounds; they are deployed abroad 
more frequently and for longer periods than Canadian 
personnel are; their families are uprooted more often; 
and the US military is embedded in American society 
and culture in a way that is foreign to this country.

Contrary to the article’s suggestion, the triad of mobil-
ity, separation, and risk is not unique to military life. I 
suggest that families of Canadian workers involved in 
resource extraction industries would be as close a com-
parator as US military personnel. Many miners spend 
more time away from their families than military person-
nel do. Thousands of oil field workers have moved their 
families to other provinces, often more than once. When 
mines close or logging is no longer profitable, miners and 
loggers pack up and move, with attendant discontinuity 
of care. Unlike military families their spouses and kids do 
not have a military family resource centre to turn to.

As for the risks of military service, this is a myth. 
Miners, loggers, fishermen, and oil field workers have 
a substantially higher risk of morbidity and mortality 
than soldiers, sailors, or air force personnel. In 2018 
the CAF Directorate of Force Health Protection pub-
lished an analysis of overall mortality in CAF personnel 
enrolled between 1976 and 2012.2 They concluded that 
all-cause mortality was statistically significantly lower 
than in the general population, for both sexes. Rather 
than increasing risk of death, military service might 
have a protective effect.

Finally, I think it is worth mentioning that Calian is a 
for-profit company, with strong ties to the Department of 
National Defence.

—Marc Clark MD CCFP

Edmonton, Alta
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Response
We thank Dr Clark for his letter1 and we appreci-

ate the opportunity to discuss the issues that mili-
tary families endure. We are always working to find the 
balance between recognizing the real effects of high 
mobility and relocation on the Canadian health care 
experience for military families without perpetuating the 
perception that military families are damaged.

Dr Clark raises some valid issues related to differ-
ences between the military operational demands and 
experiences across nations; however, he fails to con-
sider the unique health care experiences of Canadian 
military families. In the United States (US), the military 
provides continuous health care for the families regard-
less of their location. For Canadian military families, 
50% of whom move every 2 to 4 years, this is not the 
case. They must access civilian health care services 
across jurisdictions, starting from scratch every time. 
The issues raised in the vignette in our commentary,2 
when present, are amplified under these conditions. 

We agree with Dr Clark that we cannot state that the 
issues highlighted in our vignette are common without 
supporting Canadian data. Recently published survey 
data from Canadian Forces Morale and Wellness Services 
suggest that, while this might be a common scenario for 
military families in the US or Canadian military families 
in need, most Canadian military families are doing well 
at any point in time.3 Military families in crisis are not the 
norm for the average family physician; however, when in 
need, these are commonly cited concerns and issues to 
look for, investigate, and ask about.  

We also agree with Dr Clark that fly-in–fly-out resource 
extraction types of jobs are a close comparator for occu-
pations that require protracted absences from the family 
unit. What this comparison does not account for is the 
interaction between separation and mobility that military 
families face. Many families of individuals employed in 
resource extraction remain in their communities and con-
nected to their social, community, and health services in 
a stable and persistent manner. The workers often deploy 
on cycles of weeks, so relocation is not as frequent for 
those families. We also agree that more research needs 
to be done to understand the effect of occupation on 
health and social well-being at the family level to better 


