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STATEMENT OF OBJECTIVES

The Australian Military Medicine Association is an independent, professional scientific

organisation of health professionals with the objectives of:

= promoting the study of military medicine

* bringing together those with an interest in military medicine

* disseminating knowledge of military medicine

° 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.

AMMA is proudly supported by
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EDITORIAL
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Defence’s Role...

1 WAS FORTUNATE RECENTLY to be the health
umpire for a disaster exercise run by the New South
Wales Government. The scenario for Exercise Explorer
2004 was a massive bomb going off in the Central
Business District of Sydney with high numbers of
casualties and a subsequent building collapse, which
trapped more and required an urban search and rescue

response.

The exercise went well — there were the inevitable
early hiccups of consultation and communication —
but raised a number of questions in my mind as to
what the role of Defence in general, and the Defence
Health Service in particular, was to an internal
disaster. Although the exercise was held at the
Holsworthy Army Base, there was no involvement
by Defence beyond pure base liaison.

As can be imagined in such a scenario, there were
also a significant number of exercise burns casualties,
which in a real situation would have overwhelmed the
local Burns service and would have required transfer to
other Burns services interstate. As it was, an urgent
teleconference of the Australian Health Disaster
Management Policy Committee was called and a
number of burn casualties were transferred, for exercise,
to Victoria and Queensland. Once again, the question
of how these burns patients could and should be
transferred (vis-a-vis Bali) was raised. As with many
of the disaster response questions, whether a natural
or man-made disaster, burns management and medical
retrieval are being closely examined by the
Commonwealth and States and Territories. What
concerns me is that Defence and the Defence Health
Service would be significant players in a major disaster,
whether they like it or not. To that end, Defence Health
Service personnel need to be suitably trained for an
internal disaster. Whilst some have received training,
it has been ad hoc at best and the Defence Health
Service needs to look at requiring MIMMS (or
equivalent), Disaster Medicine, CBR Medical and
Emergency Management of Severe Burns training as
a minimum for any medical teams deploying to a
disaster. Bali may be a harbinger of worse to come.

Welcome to the first issue of 2004, which looks at
some of the psychological aspects of health operations,
some personal reflections on East Timor and why we
should be saying ‘sorry’. Our Ten Years On article looks
at the military wisdom tooth, while CMDR Westphalen
reflects, in depth, on the faces of war. Our peer review
process continues apace and is slowly bedding in.

This process obviously takes more time as we need to
allow time for reviews and any corrections. I would
encourage any potential authors to get papers in as
early as possible. Thanks all those reviewers who have
volunteered and graciously reviewed various articles
so far,

Andy Robertson
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The Geneva Conventions — A modern dilemma?

THE UNFORTUNATE EVENTS OF RECENT MONTHS
in Iraq, along with other issues surrounding the
incarceration of prisoners in Guantanamo Bay, and
even, perhaps, events in recent years closer to home,
appear to be highlighting an issue that might be of
potential concern to military health practitioners.

In the 19th Century, following his observations
of the aftermath of the Battle of Solferino, a Swiss
banker, Henry Dunant, galvanised the local villagers
to assist the wounded.

M. Durant established the International Committee
of the Red Cross (ICRC) in 1863. The primary aim of
the Red Cross was to provide succour, support and
protection to those who were caught up in and affected
by war or other disasters.

The activities of the ICRC were admired and
supported by all civilised nations, and the work of the
organisation spread. The ICRC has thus come to provide
a robust and respected method of ensuring that victims
of war — the injured, the captured and innocent civilians
— are properly treated and are given as much support as
is practicable.

The ICRC was instrumental in developing and
having adopted the Geneva Conventions, which set
out the rules of war as they pertain to the humane and
proper treatment of its victims. The Conventions

provide guidance on the treatment of Prisoners

of War. They provide protection to those who are
involved in the care of the victims of war.

The world has seen many examples of nations and
organised groups flouting the principles of the Geneva
Conventions. The worst excesses came during the Nazi
era in Germany, where even members of the medical
profession were complicit in or coerced into a series of
abominable “experiments” on Jewish prisoners,
resulting in painful and cruel treatment and often death.

There are many other more recent examples of
those involved in armed conflict — whether declared or
not — ignoring the Conventions. We would probably
sit comfortably in the notion that those who do these
things are not from the group of highly organised and
regulated military apparatuses characteristic of the
Western world.

When is torture not torture? When do methods of

extracting intelligence or information from prisoners
cross the boundary between legitimacy and illegitimacy?
Does the fact that a person is alleged to be a terrorist or
may have information relating to terrorist activities
diminish their human rights as compared to a prisoner
in a civilian judicial setting?

Some countries have chosen not to ratify the
International Criminal Court, where their actions
could be tested against International Humanitarian
Law and the Geneva Conventions. One country has
gone to great lengths to place prisoners captured in
recent conlflicts in a position where they do not have
access to the normal judicial system of that or any
other country. In doing so, that country has also
argued that, because these prisoners were captured
during a war that was not declared between two
nations, these prisoners are not Prisoners of War and
therefore do not have the protection of the Geneva
Conventions.

Other countries rather closer to home have
employed similar tactics — the tactics of “excision” —
to deny people alleged to have committed certain
offences access to the judicial system of that country.

[ do not want to argue the case for or against the
actions of these countries.

However, [ do pose the question of where these
actions leave the Geneva Conventions and their
future, and our notions of human rights, both in war
and in peace.

This is particularly important to those in the military
health profession. We all wear a Red Cross when we go
into conflict on the basis that this provides us certain
protections. But the strength of these protections
appears to be being eroded because of the actions of, not
disorganised terrorist groups, but modemn, organised
nations.

Wearing this Red Cross, I would argue, also
invokes certain obligations on health professionals.
The obligation not to be involved in practices that go
against the Geneva Conventions or human rights, and
perhaps the obligation to properly and openly report
abuses of these.

Some years ago, I was involved in a debate over
whether the Navy should have hospital ships, declared
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under the Geneva Convention and marked with the
Red Cross, or should have high-level health care in
“grey” ships.

Leaving aside the high cost of maintaining
dedicated hospital ships, the main argument that I put
in favour of the warship option was that the technology
of modem warfare, with “fire-and-forget” missiles

AUSTRALIAN MILITARY MEDICINE

launched from over the horizon, was blind to the Red
Cross painted on the side of the big white ship.

Given the protection that the Geneva Conventions
aim to provide to members of the military health
profession, as well as to the victims of war, it must be
of some concern that some nations appear now to be

similarly blind.

Australian Military Medicine Association
NAME CHANGE

STATEMENT OF POSITION ADOPTED BY COUNCIL

Since its formation in 1991, AMMA has developed,
matured and progressed so that it now has a solid
foundation for its future. Nevertheless, the Association’s
membership has remained largely static over the last

few years.

When first formed in 1991, the Association’s name and
structure was weighted significantly towards doctors.
This was represented by the categories of membership
and the limitation on the holding of the position of
President to a doctor. This latter provision was removed
soon after the Association was formed, and membership
categories as currently applied do not distinguish
between the professions. Nevertheless, the Association’s
membership consists largely of doctors (78%), an
over-representation when compared to their proportion
within the health profession. The number of dentists
(5%), nurses (7%), and allied health professionals (9%)
is small, particularly when considering that these
professionals make up the large bulk of Defence Health
personnel. The proportions of Permanent (44%) and
Reserve (56%) personnel are roughly equal and the
proportions of the three Services are also roughly equal —
Navy (31%), Army (37%) and Air Force (32%).

In terms of untapped potential members, there are
clearly sources among the non-medical health

prolessionals, and in addition Army personnel appear
to be under-represented.

There is little hard data to inform on the reasons for
this situation. Anecdotally, however, the name of the
Association, and the residual “sense” that derives from
the early days, seems to be a barrier to broadening the
membership of the Association.

There has been progress. Council has evolved to better
represent the health professions, with one nurse and
one dentist currently serving. Past Councillors have
included an Occupational Health and Safety Scientist.
However, there remains a preponderance of doctors on
Council reflective of the membership proportions.

AMMA has always prided itself on representing the broad
church of the military health profession, of being an
Association that works to break down the professional
and military barriers that often hinder the advancement
of health care.

Following presentation to the membership of this issue
both in the June 2003 Journal and at the 2003 AGM,
Council considers the Association’s name and image
should now be updated to reflect its aims within the
broader health profession.

Accordingly, at its March 2004 Council resolved to propose to the membership
at the 2004 Annual General Meeting that the Association’s name be changed to
“Australasian Military Health Association”.

Comment and discussion around this proposal is welcomed, and may be directed to individual Councillors, through the Journal
or to the Secretariat at secretariat@amma.asn.au. A formal notice of motion will be forwarded separately prior to the AGM.
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Psychotherapy at the Point of a Pistol!

LCDR Geoff Waghorn RANR and LCDR David West RANR?

ABSTRACT

Although specific phobias are among the most prevalent and most treatable of the anxiety disorders, successful

treatments for firearm phobias are seldom reported. The assessment and treatment of a phobia specific to firing the

9 mm service pistol is described. The case was identified during a Return to Australia Psychological Screening (RTAPS)
evolution, following the operational deployment of a Royal Australian Navy warship. The screening package involved
group based psycho-education and standardised self-report scales for detecting trauma experiences and sources of

psychological distress. These were followed by semi-structured individual interviews. This process revealed a sailor

with a phobia linked to a traumatic experience following an unauthorised discharge of a 9 mm pistol. A behavioural

treatment regime was planned and conducted at sea under operational conditions. Live firing constituted the main

intervention. The positive results suggest live firing is a safe and effective form of single session exposure, conditional

on additional safety precautions to supplement regulated weapons handling procedures.

INTRODUCTION

SPECIFIC PHOBIAS ARE less frequently reported in
the literature than agoraphobia, social phobia, panic
disorder, and other anxiety disorders. Yet specific
phobias may be among the most prevalent of all mental
disorders in the community. In a rare study of the
prevalence of a broad sample of specific phobias,
Frederikson et al.' found 21.2% of women and 10.9%
of men met criteria for any single specific phobia in

a community sample of adults aged 18-70 years

(n = 704). Multiple specific phobias were found in
5.4% of women and in 1.5% of men. However, no
reports of the prevalence of firearm phobia in the
civilian community or among serving military personnel
were located.

Graduated in-vivo exposure therapy is now the
preferred treatment for specific phobias?*. However, the
only study located reporting the treatment of a firearm
phobia* revealed that, in 1973, evidence-based treatment
consisted of in-vivo flooding, motor activity, modelling
and social reinforcement. It is plausible that firearm

phobia treatments are rarely reported through being
seldom necessary in civilian settings. Becoming severely
gun-shy can be an adaptive response when there are no
personal safety or occupational implications. In contrast,
persons in military or police service may require imme-
diate treatment to avoid the potentially disastrous
consequences of failing to use firearms rapidly; safely
and effectively when required. In addition, untreated
firearm phobias may have adverse career implications
through the inability to maintain small arms proficiency.

There is evidence that pre-existing specific phobias
may increase the subsequent risk of posttraumatic
stress disorder (PTSD) following acute stress exposure’.
This is consistent with studies identifying psychiatric
history and the number of prior war-related traumatic
experiences, as risk factors for PTSD*". Furthermore,
phobias can lead to depression, which subsequent to a
traumatic experience may increase the risk of PTSD
emergence'.

Current theory guiding the treatment of combat
stress reactions is based on a widely accepted doctrine of

1. Waghorn G, West D. Psychotherapy as the point of a pistol. Aust Mil Med 2004: 13(1):4-8.
2. LCDR Geoll Waghorn RANR, BSocSci (Waikato), Dip Psych (Queensland), Psychologist. Geoffs civilian employment is as a Scientist

with the Policy and Economics Group at the Queensland Centre for Mental Health Research, The Park, Centre for Mental Health,

Wacol, QLD 4076. He is also a PhD candidate with the Department of Psychiatry, The University of Queensland. Contact details: Geoff

Waghorn, Tel.: 07 3271 8673; Facsimile: 07 3271 8698. E-mail: geoff_waghorn@qemhr.ug.edu.au

LCDR David West RANR, RN, RPN, Grad Cert Health, Nursing officer. Davids civilian employment is as a Community Mental Health

Nurse with the Southern Fleurieu Health Service, Victor Harbour, SA 5211.
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proximal and immediate treatment with clear recovery
expectations”. More recently, the evidence-base for this
doctrine has been challenged'. Despite this controversy,
trauma-related firearm phobia appears suited to
proximal and immediate treatment when there is a need
to restore the capacity for safe and effective use of
firearms.

This report aims to assist health professionals to
treat firearm phobias in operational environments.
An intervention in an operational setting is described,
using a 9 mm semi-automatic pistol, a weapon in use
throughout the Royal Australian Navy. Identifying
personal and operational details were omitted for
security reasons and to protect the person's privacy.
Ethics approval for publication was obtained from the
Australian Defence Human Research Ethics

Committee.

METHOD

Detection via mental health screening

A routine Return to Australia Psychological Screening
(RTAPS) evolution was conducted onboard an
Australian warship returning from a recent operational
deployment. Subsequently, one person was identified as
having a probable DSM-IV" diagnosis of a specific
phobia to the 9 mm service pistol. The RTAPS
procedure required each member of the Ships company
to attend a group information session (40-30 minutes),
complete a screening battery, then attend an individual
interview (20-60 minutes) with a member of the visiting
Mental Health Team (Navy Reserve Psychologists and a
Navy Reserve Mental Health specialist Nursing Officer).
The screening battery covered personal details,
operational experience, impressions of the deployment
experience, pre- and post-deployment career intentions,
and sources of stress during the deployment. The
screening battery included the civilian version of the
Posttraumatic Checklist (PCL-C) '*'": a scale of non-
specific psychological distress (K10)'®", a Traumatic
Stress Exposure Scale Revised (TSES-R)® and an
Australian Defence Force checklist of major deployment

stressors?,

DIFFERENTIAL DIAGNOSIS

Clear signs of a specific phobia emerged in the
screening measures and were explored further during
the individual interview. From a clinical perspective,
the most useful scales for detecting this case included

AUSTRALIAN MILITARY MEDICINE

the purpose designed checklist of 36 typical major
stressors”, the PCL-C'*'", the TSES-R®, and a general
question about negative experiences during the
deployment. Candidate major stressors were rated on
a five-point scale from ‘No stress’ to ‘Extreme stress’.
The sailor rated two items as causing extreme stress
(‘unauthorised discharge of firearms’, and ‘other
experiences’). Both items referred to the same incident.
The traumatic origins of the phobia were reflected in a
PCL-C total score of 26 (below the recommended
threshold of 50 for clinical follow up) with elevated
scores on items 5-7 (quite a bit, level 4 of a 5 point
scale); and items 1, 2 and 8 (moderately, level 3 of a

5 point scale).

The TSES-R indicated that no other trauma exposure
had occurred during the deployment. Feelings of fear or
horror in relation to the unauthorised discharge were
described as moderate (level 3 of a 4-point scale)
immediately following the incident. Although the
unauthorised discharge occurred two months earlier,
feelings of fear or horror had not subsided, and the
sailor had been taken off boarding party duties due to a
self-reported inability to carry and discharge a firearm.
Other stressful experiences reported during the
deployment included: threat of danger, separation from
partner, lack of contact with family and friends, and
worry about leave arrangements on return {all were
rated level 4 of 5, ‘A lot of stress’). The sailor’s concern
about leave was resolved via the Divisional system in the
two days between completing the screening battery and
the individual interview.

The K10 scale measures non-specific psychological
distress'®", and showed elevated scores on items 3,9
and 10 in particular, At interview, it was determined
that these items projected increased worry, anxiety
and depressive symptoms associated with deployment
fatigue and the career implications of no longer being
able to perform an essential duty. At interview, the
sailor doubted any treatment for this disorder was
feasible and expected certain discharge from military
service. The separation from a partner during the
deployment also contributed to elevated K10 scores,
but the sailor regarded this as less severe and more
manageable than the firearm phobia.

A probable diagnosis of Specific Phohia (300.29,
Other Type) was made in accordance with DSM-IV*
by identifying the source of fear as a specific object
(the 9 mm pistol) and a specific situation (being
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required to carry and possibly discharge the pistol), as
distinct from the more general fear of a panic attack (as
in panic disorder) or of humiliation or embarrassment
in certain social situations (as in social phobia). There
was no evidence of a delusional basis to the fear as the
time and place of the unauthorised discharge was
verified. The traumatic symptoms resulting from the
unauthorised discharge were below the threshold
required for Acute Stress Disorder, and were best
explained by a Specific Phobia (Other type) with a

lraumatic origin.

TREATMENT PLANNING

The preliminary steps of exposing the sailor to the pistol
were unnecessary as, over the two weeks prior to arrival
of the Mental Health Team, the sailor had attended the
armoury several times per week to handle one or more
firearms for a few minutes. It was ascertained that the
sailor was ready for 9 mm live firing under close
supervision, and that there was sufficient time and
ammunition (one half day and over 700 rounds were
available) to achieve a satisfactory single session
treatment outcome. The sailor preferred immediate
treatment over deferred arrangements once ashore and,
although nervous about live firing, assured the
treatment team sulficiently that high initial levels of
anxiety could be tolerated. Brief counselling was
provided to ensure the sailor understood and accepted
that, even under extreme sensations of anxiety, it was
possible to follow orders as usual. The need for a special
live firing activity was discussed with the Buffer (the
Chief Bosun'’s Mate), the Executive Officer, and cleared
with the Commanding Officer. Subsequently, live firing
was scheduled for the next forenoon in accordance with
Ship’s standing orders.

An exposure treatment plan was formulated from
first principles. These principles suggest that each
exposure activity be perceived as challenging but not
impossible, with expected subjective units of distress
(SUD) at commencement ideally in the range of 6-8 out
of a maximum 10, where 10 represents the highest
distress ever experienced and 0 represents no discomfort
or concern. The second principle requires an exposure
repetition to continue until SUD ratings decrease by a
substantial amount (usually 30-50%). Once a sufficient
SUD reduction is achieved, the exposure repetition
should cease, to reward the person with a short break.
The third principle requires multiple repetitions at each

exposure level, until recommencing the exposure
activity at that level of challenge no longer triggers
substantial SUD ratings. The sailor's SUD was expected
to begin high at 7-9 and drop to 2-3 out of 10 on
completion of five or more details of live firing,

Standard safety precautions were strengthened by
providing two supervisors: the Bulfer, for safety
procedures and coaching, and a Mental Health Team
member to monitor the sailors physical signs and
capacity for safe conduct. Immediate action drills were
not to be practiced unless stoppages actually occurred.
Service ear protection was worn at the firing point.
Lanyards secured pistols to holsters to prevent loss of
weapons overboard.

The first detail consisted of the sailor only. Four
other shooters were readied in two additional details.
Each shooter was provided with three or four 13-round
magazines per detail. While not shooting, the sailor was
required to remain a safe distance from the firing point
and assist by mustering and reloading magazines and by
launching targets overboard. This provided short breaks
while keeping the sailor continuously occupied. At the
target delivery point, ear protection was removed to hear
calls for new targets. This enabled continuing exposure
to the sight, smell and sound of 9 mm pistols
discharging.

The first discharge was to be initiated by replacing
the usual firing order ‘watch and shoot’ with the
command 'fire' to remove the decision burden from
the sailor. The Buffer proposed an additional drill in
which the sailor was required to target his fall of shot.
This drill was included because it requires constant
visual scanning of the target zone and fast aiming and
squeezing responses as in snap shooting. This drill
was expected to help by reducing the time available
for the sailor to dwell on internal sensations.

RESULTS

The sailor did not fire as expected on the first order.
Aim was maintained without firing until a second fire
order produced the appropriate response, the sailor
firing the first round. The first magazine was expended
slowly as targets became visible in the wake. The
second and third magazines were used for the drill
‘follow my fall of shot’, with the Buffer leading. The
sailor seemed to increase rate of fire as comfort
increased, and reported later that slow firing was more
difficult than more rapid firing. Individual target
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selection was used for the fourth magazine. After four
magazines, the sailor was stood down and the next
detail brought forward. The sailor reported a SUD of
9.5 out of 10 before firing the first round, which
reduced to 7/10 after the fourth magazine. In the three
subsequent details, the sailor followed similar procedures
and reported similarly decreasing SUD ratings as per
Table 1.

SUD rating at | SUDS rating
commencement | on completion
(range 0-10) (range 0-10)

Firing | Rounds
Detail | expended

1: 52 (4 mag.") 9.5 7.0
3 |52 (4 mag) 7.0 5.0
5 52 (4 mag.) 5.0 3.0
7 39 (3 mag.) 3.0 1.0

Table 1: Subjective units of distress (SUD) during live firing.

“magazines

DISCUSSION
A sailor with a firearm phobia was identified through
routine mental health screening. It is unlikely that this
person’s problem would have been identified and treated
if psychological screening had not been a post
operational requirement. Even the internal inquiry into
the unauthorised discharge (whose findings are
restricted), which precipitated the condition, was
unlikely to identify the need for treatment of a specific
phobia. A potentially disastrous situation was averted by
treating an incapacity for safe use of firearms by a sailor
expected to have a high degree of firearm competence.
In addition, mental health status, employability and
career prospects were at risk had this condition
remained untreated. Further details on the sailors
progress were unavailable at the time of writing 14
weeks later, however, it was confirmed that employment
had continued in the same category of service.
Interestingly, the sailor's mental health status was
also compromised by leave difficulties and recent
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separation from a partner, yet the sailor felt these
issues were more manageable than the phobia and its
consequences. The sailor’s own judgment was
accepted, although it is acknowledged that in many
cases these issues require attention before attempting
an exposure intervention.

Once the proposed intervention was explained and
expectations of recovery were clearly articulated, the
sailor willingly cooperated and accepted the treatment
plan advocated by the Mental Health Team, even
though personal expectations of success were low. The
sailor later recalled that, just prior to commencement
of the exposure session, peers were told “...those guys
are nuts”. This recollection was taken by the Mental
Health Team as possibly reflecting the sailors high
anticipation anxiety and low confidence in the efficacy
of the proposed treatment. Such dissonance is not
unusual in the military, as members are trained to
trust and obey the judgment of higher ranks even when
the quality of that judgment is unknown. In military
settings, this, and a capacity to follow orders under
duress, appears to facilitate the proximal and immediate
treatment of firearm phobia in accord with current
theory for the treatment of combat stress reactions'>*,

In a civilian context, however, greater caution is
indicated. Clinicians could consider additional exposure
grades, such as extensive dry handling and cleaning
drills, virtual reality firearm drills, air pistols, and .22
calibre firearms with subsonic ammunition. The positive
outcome achieved in this case supports the use of live
firing, with strengthened safety precautions, as an
effective single session exposure treatment for firearm
phobia, suitable for proximal use in operational

environments.
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