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department with those I saw in Balad, but the suffering of
people presenting to the emergency department was lost upon
me. I felt no reason to care for these people; they were of no
value and no interest to me.

My coldness was reflected in my relationships with
people. My wife felt I was cold and drained of any emotion.
Although my love for my friends and family remained the
same, I could not show it. I knew in myself that I was
becoming numb to everything. My nursing practice was
dangerous, as I just did not care.

For the first 2 weeks, I could speak freely of the experience
in Iraq as if I was relaying a story I had heard. After that, I
avoided conversation and anything else related to Iraq. I was
disappointed in myself, as I knew that people wanted to know,
people were genuinely interested, and the stories of people
need to be told.

We all joined the Army for our own reasons. I never saw any
point in joining the Army if I was not going to deploy.
Deploying to Iraq provided a learning experience for me in
both nursing and in the military. Where I take that experience
now is entirely up to me, but I did not deploy for an education.

My deployment was not for career advancement, recogni-
tion and personal satisfaction, or to meet new people. I
deployed because I felt that it was the right thing to do.
Despite the difficulties of coming home and the many
negative things that I saw and took part in, I feel that the
deployment was a positive thing. People are alive today who
would otherwise be dead. Given the opportunity, knowing all
that I know now, would I go again?

Of course.

(Received 1 Mar 2006, accepted 8 Jul 2006) ❏

Diagnosis: This patient had scrub typhus.
Investigations: Enzyme-linked immunosorbent assay (ELISA)
is now commonly used as a screening test, and the
immunofluorescent test is a gold standard. Early treatment may
modify the response in these tests. The Weil–Felix test is also
used, but lacks both specificity and sensitivity (66%–80%).1,2

Treatment: Doxycycline 100mg is given twice daily for 3–7
days. Treatment shortens the illness and nearly eliminates
mortality, which can be as high as 30% if untreated. Drug
refractory strains have been reported.1 Ciprofloxacin and
azithromycin appear to be effective in vitro.2

Prevention: Doxycycline 200mg weekly can be useful for
chemoprophylaxis. Personal protective measures can also be
useful.2

Epidemiology: Scrub typhus (Orientia tsutsugamushi) is a
zoonotic disease caused by an obligate intracellular bacteria
(rickettsia). Humans are accidental hosts;3 rats are the normal
animal hosts. The vector is the larval stage (chiggers) of
Trombiculid mites (Leptotrombidium deliense). The limited
range of the host animals and the chiggers means that the areas
of transmission are highly focal. The incubation period is
normally 10–12 days (range, 6–18 days). Scrub typhus is an
acute febrile illness that can be mild to fatal, depending on the
Orientia strain and treatment intervention.2 It usually presents
with maculopapular rash, eschar (although it may not be
present), a dramatic response to tetracycline, headache,
lymphadenopathy, conjunctival suffusion, and frequently cen-
tral nervous system involvement.1,2 Eschars tend to be located
around areas where the clothing becomes tighter, often around
lower limbs and belt lines. It is important to ask the patient

about possible lesions and look for eschars. The usual clinical
course ranges from 10 to 28 days, but there can be a protracted
convalescence period of up to 4 months.2 Complications
include heart failure and pneumonia.

Geographical distribution: It is estimated that worldwide there
are about one million cases of scrub typhus annually, with an
estimated one billion people at risk.3 There have been a few
epidemics among military personnel at the Cowley Beach
Training Area,4,5 most recently in 2005. “Hot spots” appear to
be Innisfail to Mission Beach, Yarrabah and Mossman in North
Queensland. A new focus was also reported in the Torres Strait
at Darnley Island.6 It has also been found in Litchfield National
Park in the Northern Territory7 and the Kimberley region of
Western Australia.8 It is one of the most prevalent infectious
diseases of rural eastern and southern Asia.1
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