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Australian Military Medicine
Association

Statement of Objectives

The Australian Military Medicine Association is an
independent, professional scientific organisation of health
professionals with the objectives of:

e  promoting the study of military medicine

e  bringing together those with an interest in military
medicine

e disseminating knowledge of military medicine
e  publishing and distributing a journal in military medicine

e  promoting research in military medicine

Membership of the Association is open to doctors, dentists,
nurses, pharmacists, paramedics and anyone with a
professional interest in any of the
disciplines of military medicine.

The Association is totally independent of the
Australian Defence Force.

Page 2



Volume 3, Number 3 October 1994

Editorial

From the Guest Editor

HMAS KANIMBLA sails this month from Norfolk,
Virginia, to Australia. She brings with her our
erstwhile editor who is currently enjoying the North
American fall. Having recently returned from the
wilds of the Northern hemisphere, I have the pleasure
of being the guest editor of this issue. This allows me
to be a little controversial and to throw a few
bouquets and brickbats.

First, the bouquets. One thing that struck me
during my time away is that the Australian military
health services compare very favourably with their
overseas counterparts. I believe that this competence
and general professionalism is now being put to good
use in the Surgeon General's Office. This Office is
now far more proactive, operationally aware and, in
many areas, ahead of the game. This is not meant as a
chauvinistic pronunciation. The Office, like all
organisations, has warts. Given the scale of its task,
this is not unexpected. It is productive, however, and
I believe that the fruits of these labours will become
obvious to all over the next few years.

Now, the brickbats.This issue marks three
years of publication of Australian Military Medicine,
in one form or another. The Journal continues to
grow but is still progressing through the problems of
the early gestational phase. The most marked of these
problems is the lack of articles, reviews and
abstracts. Whilst partly alleviated by articles
presented at the Annual Conferences, there continues
to be a paucity of material. This is, however, not a
unique problem to us. Indeed, as I look at other small
journals, like the Journal of the South Pacific

Underwater Medical Society and Radiation Protection
in Australia, they appear to have similar problems.
This should not be an issue. As I wander through the
corridors of Campbell Park, and talk with my
colleagues around the country, I continue to be
amazed by the expertise we have in all aspects of
military medicine. So fellow writers, dust off that
research, review those articles, limber up the fingers
and flash up the computers. I would certainly like to
see Australian Military Medicine at least double its
present size by the end of 1995.

Plague, medical negligence and vector control
are the major issues in this edition. Given the recent
plague outbreak in western India, the RAN's
preparations for achieving University accredited
training for all its medics and the mysterious horse
disease in Queensland, these articles are very topical
and pertinent to the military health practitioner. A
new section on Conference reports has been
introduced for this issue and I recommend you read
the excellent summary of the Mosquito Control
Conference. Many other Conferences are attended by
our members during the year and this new section
provides an excellent forum for reports on advances
in all areas of healthcare, military and otherwise. So,
the editor awaits your response.

Audy Rebertion

CONTRIBUTIONS
Contributions for the December issue should be forwarded to:
The Editor
Australian Military Medicine
PO Box 373
MOONAH TAS 7009

Deadline is 25th November 1994
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President’s Message

As you may have noted, should you have read my
presidential missives over the years, that research is a
particular crusade of mine. While the military is
fertile soil for interesting and valuable research, not
just for military medicine questions, but for medical
issues in general, the resources available to the
military medicine practitioner to exploit the
opportunities is meagre.

Time is probably the most valued resource,
and I have noted an ever decreasing availability of
time to pursue research. This is one regrettable aspect
of the continued striving for efficiencies. In order to
conduct research, many must be prepared to sacrifice
their own time.

Money is the other obvious limiting factor.
There is no research vote available in the ADF to
conduct research, outside of the three dedicated
specialist units, Army Malaria Research Unit, School
of Underwater Medicine and Institute of Aviation
Medicine. Even here, research is only one of many
tasks.

In clinical practice, and the myriad of other
manifestations of military medicine, there is precious
little available money.

DISCLAIMER

AMMA is dedicated, as one of our prime aims,
to further military medicine research. To this end, we
have made available the primary forum in Australia
to present military medicine research, the annual
conference. This ‘journal’ is a further means of
disseminating research results. The Weary Dunlop
award is a recognition of an outstanding achievement
in military medicine research, and provides some
financial reward for this. These are incentives to
devote personal time and energy to the project. All of
these are available afier the research has been
conducted; what is further needed is resources to
actually conduct the research.

AMMA’s own resources remain limited, but
we are in a position to provide some grants with the
primary aim to allow projects to proceed that may
otherwise have faltered. The amounts may be small,
but could make all the difference. It may help to
conduct a literature search, or purchasing statistical
software, or some equipment/supplies. Depending on
demand and supply, the available funds will be
reviewed annually. The criteria for selection follow.
The council is open to comment on this whole
process, but with two provisos: the rules for the 1995
grants are set, and the will be no comments on the
merits of a particular application.

I hope that you, as AMMA members, will
avail yourselves of this opportunity to conduct some
research,

/@m Rads

The views expressed in this Journal are those of the authors and do not

reflect in any way official Defence Force policy or the views of the
Surgeon General, Australian Defence Force or any military authority.

Page 4



Volume 3, Number 3 October 1994

1995 AMMA Military Medicine

Research Grants

TOTAL AMOUNT AVAILABLE: $2000

CONDITIONS

(L] Distribution of the grants may be in one or more
lots, as determined by AMMA council.

(] Principal researcher to be member of AMMA.

[J Research must be in the field of Military
Medicine.

(J There must be a commitment to publish in
‘Australian Military Medicine’. There may be
recourse to publish in another publication should
the council determine that the research is of
sufficient import.

(_J Grants are to be made preferentially to projects
that otherwise may not proceed.

[l Grants are not to be made to projects that have
other sources of funding, other than the
researchers themselves.

PROPOSALS

(] Proposals that require ADMEC approval are to
submit the completed ADMEC submission with
the grant application,

[} Proposals that do not require ADMEC approval
are to provide:

— Principal researcher’s publication history

— Synopsis of proposed research (100-250

words)
— Brief review of the subject (around 250 words)
— Timeframe of research

— Other researchers

(L) All proposals are to submit:
— Resource requirements and source of resources.

- Resources requested and amount of requested
grant.

(L] There are to be six monthly reports of progress to
AMMA.

APPLICATIONS

(] Applications may be received at any time, but
grants will be issued once a year only.
Applications for the years allocations close on 30
April.

[_J Successful applicants will be decided by council
by 30 June and advised by 7 July.

(] A sub-committee of Council, comprising one or
more members, may be established to recommend
to Council the distribution of grants and to
administer and monitor the grants system.

(L] No correspondence will be entered into regarding
the distribution of grants

Submissions are to be sent to AMMA Secretariat,
PO Box 373, Moonah, Tasmania, 7009
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Letter to the Editor

Hospital Ships Comfort

From: Surgeon Captain Michael |. Flynn, RAN
(OIC RAN TGMSE USNS COMFORT, Jan-March 1991)

1 refer to the correspondence in the June 1994 edition
of your journal (Vol 3, No 2), and note with interest
the letter from Colonel Atkinson (currently serving
with UNAMIR II, ASC RWANDA).

Although a large number of hospital ships
were sunk by the Germans in World War I (Rupert
Goodman in his book lists seventeen including the
WARILDA which had been staffed by the RAMC),
and the CENTAUR was torpedoed with heavy loss of
life on the 14th May 1943, the WW II US Hospital
Ship COMFORT was not sunk as stated by Colonel
Atkinson.

The curreni USNS COMFORT (T-AH 20) is
in fact, the third such hospital ship to bear the name.

The first COMFORT (ex USAT HAVANA)
was built in 1906 and was commissioned as a hospital
ship in March 1918. She joined the Cruiser and
Transport Force, Atlantic Fleet making three voyages
returning wounded personnel from Europe.

The second COMFORT (AH-6) was launched
18 March 1943, and commissioned 5 May 1944.
COMFORT was manned by a Navy crew with Army
medical personnel and operated for a time out of
Brisbane. Operating from Holandia, the ship
evacuated wounded from Leyte, Philippines. On the
30th April 1945 off Okinawa, she was struck by a
Japanese kamikaze which killed twenty-eight persons
(including six nurses) and wounded forty-eight
others. Although it caused considerable damage, it
did not sink, and after repairs at Guam and Los
Angeles, it returned to service in Subic Bay in
September 1945 before finally decommissioning in
April 1946.

As Colonel Atkinson would be aware from his
own time on board USNS COMFORT, this class of
ship has a high degree of survivability.

With regard to his entreaty for tri-Service co-
operation, he can rest assured that significant
progress has been made towards the development of
common doctrine, procedures and equipment in the
Health Services that will facilitate inter-operability
not only between the three Services, but also with
allied forces. Current deployments of Health
personnel from all three Services such as those to
Rwanda and to Bougainville bear testimony to this.
The introduction of Level III facilities on board
HMAS KANIMBLA and MANOORA will further
enhance ADF capabilifies.

Bibliography
Goodman R. "Hospital Ships" Boolarong Publications 1992
T-AH Hospital Ship General Information Manual 1990
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Contributed Articles

Post Critical Incident Debriefing Nov 91-March 93 Survey

Group Captain R.1. Fawcett

ABSTRACT

Over the period November 1991 to March 1993 the
author was involved in conducting eight Critical
Incident Stress Debriefing (CISD) sessions
following five major incidents involving RAAF or
St John Ambulance Victoria District personnel,
with a total of 80 persons being debriefed. The
aim of this paper is to give an overview of Critical
Incident Stress Management in addition to
reporting this post CISD survey’s findings.

INTRODUCTION

The management of Critical Incident Stress is
aimed at preventing the onset of Post Traumatic
Stress Disorder (PTSD) following an individual’s
exposure to an “abnormal” situation. PTSD is an
anxiety reaction caused by an uncommon,
extremely stressful event that is sufficiently
stressful to cause a reaction in most individuals.
The reaction should be seen as a normal one to an
abnormal situation rather than an abnormal
reaction to a normal situation. Kaplan and Sadock
state, PTSD develops in persons who have
experienced emotional or physical stress that would
be extremely traumatic for virtually any person.
Such traumas include combat experience, natural
catastrophes, assault, rape and disasters such as
building fires”. (1). Furthermore, it is felt that
when the stressor is of human origin rather than
natural, the disorder is likely to be more severe.,

The three main features of PTSD are the re-
experiencing of the trauma through dreams and
waking thoughts; emotional numbing to other life
experiences,  including  relationships; and
associated symptoms of autonomic instability,
depression and cognitive difficulties, such as poor
concentration.

The DSM-111R requires the following
criteria to be met when establishing a diagnosis of
PTSD:.

a) Existence of a recognisable stressor that would
evoke significant symptoms of distress in
anyone.

b) Re-experiencing of the trauma as evidenced by
at least one of the following:-

i) Recurrent and intrusive recollections of the
event,

ii) recurrent dreams of the event, and

ii1) sudden acting as if the traumatic event were
reoccuring, because of association with an
environmental or ideational stimulus.

c) Numbing of responsiveness to or reduced
involvement with the external world, beginning
some time after the trauma, as shown by at least
one of the following:-
i) marked diminished interest in one or more
significant activities,
ii) feeling of detachment or estrangement from
others, and
iii) constricted affect.

d) At least two of the following symptoms that

were not present before the trauma;

i) Hyperalertness or exaggerated startle
response,

ii) sleep disturbance,

iii) guilt about surviving when others have not,
or about behaviour required for survival,

iv) memory impairment or trouble
concentrating,

iv) avoidance of activities that arouse
recollection of the traumatic event, and

vi) intensification of symptoms by exposure to
events that symbolise or resemble the traumatic
cvent.

The preventive strategy for Critical Incident Stress
Management involves the following:-

a) Development of a policy statement and
management infrastructure for the coordination
and application of the processes involved.
Senior management must be committed to the
concept.
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b) Training of selected health (mental)
professionals and peers in the identification or
risk situations, the application of the processes
of Critical Incident Stress Debriefing and
Defusing, recognition of individuals requiring
further referral and the provision of awareness
education for supervisors (all levels) and
individuals whose employment may place them
at risk of experiencing a significant traumatic
event, may place them at risk of experiencing a
significant traumatic cvent, on the principles
involved and how to access the relevant
processes.

c) Ensure adequate follow-up capability is
available and accessible, if required.
d) Establish review/validation mechanisms with

respect to the overall strategy.

The process of CISD is one of the major
intervention strategies in the PTSD preventive
process. The two main goals of CISD are to lessen
the impact of the distressing critical incident on the
individuals exposed and to accelerate their
recovery from any strong “normal” stress response
to that incident. (2).

The actual CISD process follows a carefully
designed structure that progresses through seven
phases and thus provides important stress
reduction information. The seven phases in order
are introduction, fact, thought, reaction, symptom,
teaching and re-entry. Additionally, the strict
confidentiality of the information shared during the
CISD process needs to be strongly emphasised so
that the integrity of this process is ensured. (3).

AIM

The review/validation aspect of the Critical
Incident Stress Management Strategy remains an
essential element in that, unless some wvalid
outcomes are achieved by the application of the
strategy and in particular CISD one of the key
processes, then it will not be too long before this
intervention is brought into question. Therefore,
the aim of this survey was to evaluate the
application of the CISD process by using a simple
feedback mechanism.

METHOD/ANALYSIS

A questionnaire using a format as suggested by the
work of Dr Robyn Robinson was distributed to
those individuals attending CISD sessions. The

questionnaire requested simple comments or
answers to the following questions:.

a) the individual’s own perception of the value of
the CISD process for themself, and the other
members of their group.

b) the individual’s own feeling of whether the
CISD process following exposure to a “critical
incident” should be mandatory, voluntary or

whether it was required at all.

what that individual felt they gained most from
the CISD process.

<)
d) Whether the individual had been happy with
their own performance during the critical
incident.

how much the individual felt the incident had
impacted upon them at the time and then
several days later.

€

f) the length of time the individual had been
involved in activities that could expose them to
such incidents

the symptoms experienced by the individual as
a consequence of direct exposure to the
incident.

g

h) whether those symptoms had been experienced
at the time of the incident, were still
continuing, had lead to their recall of previous
events, whether they had effected their
relationship with their family and finally
whether the CISD process had lead to any

lessening of these symptoms, and

i) finally whether the individual felt that the strict
confidentiality within the CISD process would
actually be maintained.

The questionnaires were  distributed
immediately following the formal CISD sessions
and the completion and return of them was on a
voluntary basis. Total numbers of those attending
each session in relation to the incidents concerned
were documented by the author, with a check being
maintained on any requirement for long term
follow up/counselling of any specific individual.
Following receipt of the completed questionnaires,
answers/comments were scanned by the author for
similarity and differences. All results were
recorded in tabular format as a percentage of those
responding. Thus the analysis is a simple
descriptive one.
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RESULTS
TABLE ONE TABLE FOUR
DESCRIPTION OF INCIDENT NUMBER INCIDENT IMPACT % OF
RESPONDENTS
Aircraft accidents (B707, Tiger 2
Moth) At time
Motor bike accident 1 None 0
Failed resuscitation 1 Moderate 36
Drowning (Dragon Boat race) 1 Very 64
TOTAL 5 Later
All involved traumatic death(s) None 9
Moderate 73
Great 18
Years of Service
TABLE TWO Average 14.4
Range 6-27
SUMMARY OF CISD ACTIVITIES NUMBER Note: No responses received from “cadets”.
Sessions 8
Number debriefed 80
Groups sizes varied from 6-19 TABLE FIVE
0,
Survey responses 33 (41%) NI . ——
e Tremor o Anger
TABLE THREE e Frustration o Tearful
VALUE OF CISD PROCESS % OF * Nisey pLoss:0f Appetite
RESPONDENTS o Sleeplessness e Concentration -
Lapses
Self e Concentration Unable e Excessive Reflection
None 9 o Day Dreaming sNot able to think
Moderate 46 clearly
Very 45 e Poor Reaction Time o Withdrawn-reduced
Group socialisation
None 0 e Erratic Behaviour oDifficulty  switching
Moderate 55 SfF
- Very 45 o Strong identification with victim(s)
Required 100 (Secondary to uniform)
Mandatory 64
Voluntary 36
Most important factors
Communication 100 TABLE SIX
Reassurance 72
Happy with Self Peﬁor@ance = ,?2 SYMPTOMS EXPERIENCED % OF
Note: No responses received from “cadets”. RESPONDENTS
At time 80
Previous events recalled 80
Effect upon family 55
Lessened by CISD 80
Continuing 27

Note: No responses received from “cadets™.
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DISCUSSION

As shown in Table One all the events for which
CISD sessions were provided involved traumatic
deaths and on two occasions multiple deaths. In all
cases the CISD intervention provided for
emergency response and search and rescue
personnel; and on three occasions senior
management who had been involved in
coordinating the responses, either participated or
had their own specific session. In the case of the
Boeing 707 accident a total of four separate CISD
sessions were conducted due to the differing nature
of the rescue and search tasks, the number of
personnel involved and the quite separate time
frames involved. The sessions were conducted in
chronological order namely initial responders, first
search team, second search team and finally at
their request the activity coordination group. This
approach ensured that the debriefing team
maintained a sense of chronological order of events
and allowed for the CISD intervention to be timed
with the specific activity cessation. In all other
incidents the time taken to complete the response
and the number of personnel involved, was such
that each event could be managed using one CISD
session. In all cases the CISD Team conducting the
sessions included a health professional experienced
in managing group sessions as the team leader and
one or two other members who were either an
experienced medical officer or experienced nursing
officer, a senior medical assistant and or a service
chaplain. For the large group four team members
were used.

Table Two shows the breakdown of the
number of CISD sessions conducted. Of the eight
CISD sessions conducted three followed requests
for intervention from medical practitioners and five
were at the request of senior management. All
sessions were conducted in the time frame 24 to 72
hours post cessation of activities associated with
the specific incident. Of the 80 attendees, some
25% were “Cadets” (Officer Cadets in case of
RAAF and juveniles in the case of St John
Ambulance). While the cadets all took an active
part in their specific sessions, none returned a
completed survey form. This to some extent
explains the relatively poor response rate of 41%
coupled with the fact that attendance at any one of
the sessions was voluntary, including the
completion of the survey form. This approach was
taken as it was felt that any form of compulsion in
either case, could result in resistance to the CISD
process introduction. Indeed, it was this softly,
softly approach that on two occasions, resulted in
senior management seeking specific intervention
on their own part. Positive comments on the
process by attendees being mainly responsible. In

the case of the St John Ambulance Cadets
(juveniles) their respective parents were all given a
brief description of the CISD process their son or
daughter had been involved with, immediately
following the relevant CISD session.

Tables Three to Six inclusively show a
summary of the respondent responses. From Table
Three it can be seen that 91% of all respondents
felt that the CISD intervention was moderately to
very useful for themselves, but with all believing
that the intervention helped the group as a whole.
With respect to the question of whether the process
should be provided in all such incidents the
response in the affirmative was unanimous with
two thirds believing that CISD intervention should
be mandatory. Of especial importance were the
comments provided without any form of
solicitation; that the most important feature of the
CISD process was the communication aspect, both
in terms of filling in the gaps of individuals’
understanding of the incident and the education
received regarding normal responses/feelings to
abnormal events. In general, most respondents
(72%) were happy with their self performance,
however the remainder felt they could have been
better prepared through either more specific
training and or exercising of response capabilities.

The impact of the specific incident upon the
responders as shown in Table Four was considered
to be moderate to great in all cases at the time of
the event, with their being a general lessening of
the impact over time. Approximately one week,
based on the average time of receipt of the survey
responses. As the respondents were generally
reasonably experienced personnel, with an average
length of service of 14.4 years (range 6-27 years),
there remains some concern regarding the feelings
and reactions of the non-respondents, who were
generally younger and less experienced.
Approximately half of the non-responders were the
considerably Iess experienced “cadets”. There
concerns are further highlighted by the following
occurrences. Before one of the CISD sessions, it
was ascertained that one of the younger persons
who had been involved, would benefit more from
one on one counselling, due to their extreme
reaction to the incident. Additionally, long term
follow-up provision has identified one of the cadets
who required further individual counselling, This
latter case involved a juvenile and it was the post
CISD session briefing of the parents that provided
the source of identification.

Tables Five and Six show the range of
symptoms experienced by all respondents during
that first week post incident, both initially and in a
continuing sense. Previous events were recalled by
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