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Abstract

Psychologicul trauma results from exposure to an inescapable siressor that overwhelms
aperson’s apility 1o cope. During the period of perceived threat a defensive process of
dental 2nd suppression frequently operates to contro! & person’s emotional response to
the situation, Emergency services personne] in particular, may actively employ a task-
oriented approach to traumatic incidents: and suppress their anxiety and fear in order to
maintain concentration and undertake their duties most effectively. In psychological
terms, this behaviour may be seen as purposeful, adaptive dissociation. However, recent
studies of emergency services personnel reveal that there are possible long-term risks
agsociated with the experiencing dissociation during a travmatic sithation. While the
ability to control an emotional response may be viewed as an effective way of coping
during an intense or traumatic situaton, there 1s an inherent danger that this inhibition of
emotions may become the source of long term psychological and physiological

disturbance.

Psychological debricling is a popular method of assistance for emergency services
personnel following a traurmatic incident. 1t is designed to promote the cognitive and
emotional processing of i traumatic event. During a debriel, participants describe the
traumatic experience {including their reactions and emotions) in order to begin to

integrate and master key features of the experience.

While there is abundant anecdotal evidence suggesting that psychological debriefings
can be beneficial, there have also been conflicting reports as to their actual effectiveness.
Investigators have indicated that rigorous investigation of the effectiveness of
psychological debriefing and its role in post-trauma recovery is urgently required. In
particular, such investigations need to provide a clear answer {o the question ‘Is
psychological debriefing related to the prevention of PTSD symptoms and associated

psychological sequelac?

it



In this study, an investigation was undertaken of 96 emergency services personaei
involved in the response to the ‘Port Arthur massacre’, a critical incident is which a lone
gunman randomly killed 32 visitors in a popular tourist venue in southern Tasmania.
All participants were mdividually interviewed on two occasions: eight months after and
twenty months after the incident. Two key findings from the research project are
presented. Firstly, experiencing dissociative symptoms at the time of the incident was
predictive of long-term psychelogical and physiologic’ distress. Secondly, within the
group of emergency services personnel who experienced dissociation at the event, those
wtto disclosed their related thoughts and feelings at the subsequent group debriefings

showed significantly less [ong-term psychological distress.

The results of this study offer insight into how the impact of biological changes caused
by a traumatic event can be modified by the psychological processing of that event, The
results support the suggestion that following a traumatic situation, a person needs to
process and integrate the memory of that event if he or she is to ‘recover’ from his or her
reaction to the situation. Psychological debriefing appears to provide an opportunity for
the necessary psychological processing to commence and assist emergency services

personnel in managing what might otherwise develop into PTSD.
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Introduction

We have within us a hmiting swiich for pain that may assist us to escape from life-
threatening physical danger by numbing our experience of physical pain (Siegfried,
Frischknecht & de Sousa, 1990). A similar biological mechanism also controls our
experience of psychological pain by shutting us off from emotional overload during an
intense or traumatic sttuaiion (Young, 1993; Litz, 1992). However, when a physical
danger has passed, we need to allow the physical pain to be experienced to facilitate the
process of healing our body. Similarly, foliowing a traumatic sitnation, we may need io
process and integrate the emotional memory (psychological pain) of the event so that we

may escape long-term psychological distress (van der Kolk, 1994).

Post Traumatic Stress Disorder (PTSD) is the most common diagnostic classification
used to describe symptoms arising from traumatic experiences. Researchers ate still
endeavouring to isolate the risk factors for developing psychological problems, including
PTSD, following trauma. Consequently, effective techniques for reducing their impact
and assisting recovery are yet to be fully realised. This thesis explores the determminants
of the impact of psychological trauma on emergency services persennel and the
effectiveness of subsequent recovery programs. In particular, the thesis focuses on the
use of dissociation as an adapiive strategy for avoiding the immediate impact of a
traumatic event, its impact on long-term psychological health, and implications for the

process of psychological debriefing as a trauma recovery method.

Section 1 of this thesis explores the impact of psychological trauma. The discussion will
explore recent theoretical perspectives of psychological trauma; in pasticular, the
suggestion that PTSD may represent the overreaction of 2 life-preserving neural
mechanisin to normal social stmuli. Initially, The next chapter explores the diagnosis of
PTSD, the symptomatology of psychological tranma and the longer-term biclogical and

behavioural changes evident in PTSD sufferers.
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Chapter 2 provides a description of the prominent theoretical models of trauma and
trawnatic stress, Diagnostic reports of PTSD reveal that there are distinct differences in
individuals’ capacity to cope with traurnatic siress. It is suggested that a traumatic
experience is filtered through cognitive and emotional processes before it can be
assessed as a threat (van der Kolk, 1994). Recent brain research exploring the
processing of traumnatic memories has supported these findings (LeDoux & Romanski,
1989, LeDoux, Iwata, Cicchetti & Reis, 1988, LeDoux, Cicchetti, Xagorasis &
Romanski, 1990: LeDoux 1993, 1998; Davis, 1984, 1986, 1992: Goleman, 1996;
Metcalfe & Jacobs, 1996). Metcalfe and Jacobs {1996} have also furthered
understanding of trauma by describing it within a framework that assumes the operation
of two memory systems, a ‘cool’” cognitive system and a ‘hot” emotional fear system.

They suggest that the systems respond differently to increasing levels of stress.

Chapter 3 details the influence of biclogical factors on the processing of traumaiic
experiences and the implications of recent brain research findings (LeDoux, 1998) for
our understanding of the anatomy of trauma. Biological investigations (Yehuda &
McFarlane, 1993) have suggested that the substrates of PTSD may not in fact be similar
to the ‘normative stress response” described by Selye (1956). They may indeed be a
progressive sensitisation of biological systems that render an individual hyper-responstve

io a variety of stimuli.

When we are exposed to a traumatic experience, an increased level of stress may
negatively affect performance of the hippocampus (and the hippocampal/cortical memory
system). This offers us a hypothesis to explain why memory dgisturbance occurs during
a traumatic situation {van der Kolk, 1987a, 1994; van der Kolk & van der Hart, 1991;
Squire, 1692; van der Kolk, McFarlane & Weisaeth, 1996). It would appear that
extremely high levels of stress debilitate conscious (cognitive) memory and strengthen

urnconscious (emotional and sensory) memory of an event. This in turn leads to the




possibility of unconscious sources of intense anxiety (Goleman, 1996;. In recent years,
research of traumatised individuals has demonstrated that the high arousal and the
resultant dissociative sympiomatology that frequently occurs during a traumatic event
may lead to the disorganisation and fragmentation of the memeory of that experience and

ultimately to the development of PTSD.

The finding that PTSD is not an inevitable consequence of trauma leads researchers to be
increasingly vrecise in their codification of the impact of trauma and the vulnerability
factors that give rise 1o and perpetuate the course of PTSD (Yehuda & McFarlane, 1995;
van der Kolk, 1987a, 1997). Although there has been substantial research inio the
psychological processes that characterise those people who exhibit PTSD (see Raphael
& Wilson, 1993), considerably less is known of the risk factors for de ioping
psychological disorders following exposure to a traumatic stressor. Subsequently,

effective techniques for reducing their impact and assisting recovery are aiso at an early

stage of deveiopment.

One recognised PTSD risk factor is the experience of dissgeiative symptoms at the time
of a traumatic event (Marmar, 1997). While experiencing dissociative symptoms during
an event may temporarily serve a beneficial funcrion (i.e. the ability to control an
emotional response may be an effective way of coping and ensure ‘efficiency’ during an
intense situation), in the long term, the resultant lack of integration of traumatic memories
appears to be a critical element that may lead to the development of PTSD (van der Kolk
& Fisler, 1995). Chapier 4 of this thesis explores the role of dissociation as an adaptive
coping strategy. 'The chapter then focuses on the numerous studies that have
demonstrated a strong relationship between dissociative symptems and psychologica!
trauma (Bremner, Southwick, Jonuson, Yehuda & Charney, 1993; Marmar, Weiss &
Schlenger, 1994; Weiss, Marmar, Metzler & Ronfeldl, 1995; Bremner & Marmar,
199R). Recent studies have further suggested tha: experiencing dissociative symptoms at

the moment of a traumatic 2vent is the single most significant predictor of the ultimnate
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development of PYSD (Marmar, Weiss & Schlenger, 1994; Spiegel, 1991, 1994,
Cardena & Spiegel, 1989; Spiegel & Cardena, 1991; Bremner & Marmar, 1998;
Koopman, Classen & Spiegel, 1994, Holen, 1991). Ciher important factors that may be

implicated in the development of post-traumatic stress are further explored in Chapter 5.

Section 2 of the thesis investigates the process of recovery {rom psychological traurna.
Chapter 6 begins with an exploration of current thinking and practice on the management
and treatment of trauma. Therapists working with patients who have survived a variety of
traumatic events generally work through several phases of treatment in a specific order.
The approaches of two international experis on the treatment of psychological trauma

(Bessel van der Kolk and Judith Herman) are then explored.

Emergency services (EMS) personnel are one group who are at risk of developing
psychological disturbance from exposure to traumatic stressors (Westerink, 1995). Iiis
likely that workers’ methods of coping with their stress responses will be associated with
the success or otherwise of “integrating’ a traumatic incident and adaptively learning
from the experience (Lazarus & Folkman, 1984; Yehuda, Keefer & Harvey, 1990).
During a traumatic situation, a process of denial and suppression of emotional reactions
may assist an emeigency services worker in optimising their work performance (van der
Kolk & Fisler, 1995). Such practices, as they occur within the emergency services, may
be labeled ‘adaptive dissociation’. However, 1t is important to remember that many
studies of people who develop PTSD have found significant prior and/or current

evidence of dissociation (see Bremner & Marmar, 1998).

The prevention of severe post-traumatic reactions in the emergency services personnel
has become a major focus in the last decade (Dyregrov, 1997). Chapter 7 explores the
popular process of psychological debriefing, its historical development and our current
understanding of its operation. Critical Incident Stress Debriefing (CISD) has been

widely proposed as a major vehicle for modifying the siress reactions of emergency



services personnel (Mitchell, 1983; Mitcheli & Bray, 1590; Mitchell & Everly, 1993,
1996, 1997 Robinson, 1994; Robinson & Mitchell, 1523, 1995). Despite the general
support for psychological debriefing, the question of whether or not CL3D is an effective
or necessary intervention following a traumatic event has been a point of debate for some
years (Bisson & Deahl, 1994; Ostrow, 1996; Raphael. Meldrum, & McFariane, 1993;
Robinson & Mitchell, 1995). Several studies have failed to reveal any effect resulting
from this intervention, while other studies have shown either a strong positive or negative
affect. Furthermore, it has been suggested that most studies, be they in favour of
debriefing or not, have serious methodoelogical flaws (Dyrzgrov, 1997}, Psychological

debriefing and in particular ihe process of CISD is explored in Chapier 3.

It has been suggested that there are important variables in the development of traumatic
stress that need to be considered, tn order o evaluate the effectiveness of psychological
debriefing (Westerink, 1995). Expioring these variables may assist researchers
understand the therapeutic agency in debriefing and help to anchor psychological
debriefing within a stronger theoretical context. Chapter 9 explores this theme using an
assessment of previous psychological debriefing and CISD research. Chapter 10

summuarises the methodological issues that need to be addressed in futare debriefing

studies.

Scetion 3 of this thesis presents the Port Arthur Research Project. The study method 13
outlined in Chapter 11, including an overview of the incident and recovery operations. A
description of the results in Chapter 12 is summarised within four key areas: pre-incident
factors, incident Tactors, the critical incident stress management program, and post-
incident factors. The chapter further explores the inteirelationship of two significant
variables in this study, dissociative experiencss at the event and self-disclosure at the
subsequent group debriefs. Finally, Chapter 13 summarises the implications of these

and other recent findings for our understanding of the process of disscciation in the

xiti



developrnent of post-iraumatic stress and he pivotal role of psychological debriefing n

the recovery process.
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SECTION |

TRAUMA: BIOLOGICAL RESPONSES

‘An experience may be so exciting emotionally as almost io

leave a scar on the cerebral tissue’ (William James, 1890)



Chapter 1

Defining Trauma



Chapter 1

Defining Trauma

intreduction

Trauma in the form of response to both natural and man-made disasters can cause
disruption to cognitive and emotionai processes (Ursano, McCaughey & Fullerton,
1994). When people are exposed to a traumatic situation, they often display a range of
psychological and phystiological responses that include hyperarousal, avoidance,
aggression and depression {Kaplan, Sadock, & Grebb, 1994). Since all of these
symptoms can occur i response to trauma, all will be considered in an assessment of
post-traumatic stress symptoms. Once an individual becomes dominated by intrusions
of a traumna, they may begin to reorganise their lives in order to avoid them (van der
Kolk et al,, 1996a). Avoidance may take many different formns including avoiding any
reminders; taking alcohol or drugs to numb awareness of distressing emotional stales;
and utilising dissociative techniques to suppress unpleasant experiences from reaching
consciousness. The sense of helplessness, conditioned hyperarousal, and other trauma-
related changes may permanently change how an individual deals with stress, alter

hisher self-concept and indeed, interfere with his/her view of the world as safe and

predictable.

PTED: Diagnosis and Clinical Features

Post Traumatic Strass Disorder (PT5D) is the most common diagnostic classification
used to describe abnormal and persistent syinptoms arising from traumatic experiences.
Diagnosis of this diso;der indicates that a person has experienced a (raumatic event
involving actual or threatened death or injury to themselves or others (American
Psychiatric Association, 1994; March, 1993). It also denotes that the person react to the
event with fear, helplessness and/or horror. Three additional sympto ciusters, if they
persist for more than a month afier the traumatic event and cause clinically significant

distress or impatrment, complete the diagnostic criteria. These are:



(i)  intrusions, such as flashbacks or nightmares where the traumatic event is re-
experienced,

(i  avoidance, where the individual attempts to reduce exposure 0 people or
things that might bring on their intrusive symptoms, and

(i) hyperarousal, physiological signs of increased arousal, such as hyper-

vigilance or increased startle response.

While PTSD may be considered a characteristic disorder arising from traumatic
experiences, individual variations frequently occur (van der Kolk, Pelcovitz, Roth,
Mandel, McFarlane & Herman, 1996). Depression, anxizty, and dissociative disorders
are three other psychiatric disorders that may develop following traumatic experiences.
Somatoform disorders have also been identified in some populations. Variations may
result from differences in personal coping styles and subjective interpretation of the
streseot, and undoubtedly affect both the severity and the type of symptoms experienced

(McFarlane, 1984, 1985, 1986, Halligan & Yehuda, 2000; Shalev, Peri, Canetts, &
Schreiber, 1996).

The risk of exposure to trauma has always been a part of the human condition (Ursano et
al., 1894). In 1980, the American Psychiatric Association added PTSD to the third
edition of its Diagnostic and Statistical Manual of Mentai Disorders (DSM-111)
classification schieme (American Psychiatric Association, 1980). From an historical
perspective, the significant change ushered in by the PTSD concept was the stipulation
that the etiological agent was outside the individual (i.e. the traumatic event) rather than
an inherent individual weakness (i.e. a traumatic neurosis). The key to understanding the
scientific basis and ciinical expression of PTSD is the concept of trauma. In its initial
DSM-III formuiation, a traumalic event was conceptualised as a catastrophic stressor that
was outside the range of usual human experience. The framers of the original PTSD
diagnosis had in mind events such as war, torture, rape, the Nazi Holocaust, the atomic

boinbings of Hiroshima and Nagasaki, natvral disasters (sach as earthquakes, hurricanes,



and volcano eruptions) and human-made disasters {such as factory explosions, airplane
crashes, and automobile accidents). They considered traurnatic events as clearly different
from the very painful stressors that constitute the normal vicissitudes of life such as
divorce, failure, rejection, serious illness, financial reverses and the like. This difference
between traumaiic stressors and other stressors was based on the assumption that
although most individuals have the ability to cope with ordinary stress, their adaptive

capacities are likely to be overwhelmed when confronted by a traumatic stressor (Ursano

et al., 1994),

PT5D is unique among other psychiatric diagnoses because of the great importance
placed upon the eticlogical agent, the traumatic stressor. In fact, one cannot make a
PTSD diagnosis unless a person has actually met the ‘stressor criterion’ which means
that he or she has been exposed to an historical event that 13 considered traumatic.
Clinical experience with the PTSD diagnosis has shown, however, that there are
individual differences regarding the capacity to cope with catastrophic stress so that
while some pzople exposed to traumatic events do not develop PTSD, others go on to
develop the full-blown syndrome (Ursano et al., 1994). Such cbservations have
prompted recognition that trauma, like pain, 1s not an external phenomenon that can be
completely objectified. Like pain, the traumatic experience is filtered through cognitive
and emotional processes before it can be appraised as an extreme threat (van der Kok,
1997). Because of individual differences in this appraisal process, different people
appear to have differeni trauma thresholds. Some are more protecied and some more

vulnerable to developing clinical symptoms after exposure to extremely stresstul

situations,

Symptomatology
Kardiner (1941) originally introduced the notion that ‘traumatic neuroses’ are
‘physioneuroses’ and that people with PTSD remain on constant alert for environmental

threat. They act as if the original fraumatic situation was still in existence and engage in



protective behaviours that may have failed on the original occasion. This physiolopical
state of constant over-arousal is accompanied by difficulties with attention and
concentration, as well as distortions in the processing of information, including a

narrowing of attention onto sources of potential threat (Herman, 1992}.

During the last decade it has becomne evident that the intensity of the initial physiclogical
response to a potentially traumatic experience is the most significant predictor of long

term outcomnes (McFarlane, 1990; Marmar, Weiss & Schlenger, 1994; Marmar, Weis
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Metzler, 1996a, 1996b; van der Kolk & van der Hart, 1991). If the stress is sufficiently
overwhelming, the resuiting trauma sets up a conditioned emotional response in which
the body continues to go into a fight or flight, or freeze response at the least provecation.
This ‘fight or flight’ reaction invelves the physiological manifestations of alarm, arousal
and the emotion of anxiety (e.g., profuse sweating, tachycardia, and rapid respiration).
These physical symptoms are manifestations »f activation of the autonomic nervous
system and the hypothalamic-pituitary axis, which in extreme circumstances are an
adaptive response to an impending threat (Perry, 1999). Traumatised individuals appear
to repeatedly experience life as a continuation of the trauma, and remain in a state of
constant alert for its return. Many wraumatised people who have made a conscious effoit
to put the trauina behind them, continue to experience anxiety and increased physical
arousal when exposed to situations that remind them of the trauma. They will often
experience reacitions without necessarily being consciously aware of the origin of their

exireme behaviours (Hermag, 1392).

in 1991, van der Kolk and van der Hart provided a detailed description of key PTSD
symptomatology. They included the following as common symptomatology:

(i)  intrusive exXperiences,

(ii)  hyperarousal,

(i) numbing of response,

(1v) learning ¢" ficulties,



(v)  affect dysregulation,
(v1) somatisation,
{(vil) memory disturbances, and

{viii} dissociation.

(i) Intrusion
Remembrance and intrusion of a trauma may be expressed in many different forms,
including flashbacks, sirong emotional states, somatic sensations, nightrares, and
interpersonal reenactments {van der Kolk, 1987a). Laub and Auerhahn (1993) organised
the different forms of remembrance along a continuum, with each form progressively
representing a deeper and more integrated ‘leve! of knowing’. They included:
()  not knowing,
(ity  fugue states (in which events are relived in an altered state of consciousness),
{ii) retention of the experience as compartmentalised, uﬁdigested fragments of
perceprions that break into consciousness (with no conscious meaning or
relation (o oneself),
{(1v) transference phenomena (where the traumatic legacy is lived out as one’s
inevitable fate),
{v} iis partial, hesitant expression as an overpowering narrative,
{vi) the experience of compelling, identity-defining and pervasive life themes
(both conscious and unconscious), and

{vii) its organisation as a witnessed narrative.

(ii) Hyperarousal
While people with PTSD tend to cope with their environment bv emotional constriction,
their bodies may continue 10 react to certain physical and emotional stimuli as if there
were a continuing threat (van der Kolk, 1987a). Conditioned autonomic arousal to
trauma-related stimuli has consistently been shown to occur in a variety of traumatised

populations (van der Kolk et al., 1991). Autonomic arousal, which serves the essential



adaptive function of ale ting the organism to potential danger, seems to lose this fanction
in traumansed individuals. The easy triggering of somatic stress reactions causes people

with PTSD to be unable to rely on bodily sensations (o warn them against impending

threat.

(iii) Numbing cf response
Difficulty in controiling their emotions may lead traumatised individuals to invest most of
their energies in avoiding distressing internal sensations, instead of attending to the
demands of the external environment (Yehuda, Keefer & Harvey, 1993). These people
also lose satisfaction with issues and events that iiad previously given them a sense of
satisfaction or pleasure. This emotional numbing may ve ‘expressed’ as depression,
anhedonia, psychesomatic reactions, or as dissociative states. In contrast to the intrusive
PTSD symptoms which occur in response to external stimuli, numbing s part of an
individual’s ‘baseline functioning’ (Nemiah, 1980; Glover 1992; van der Kolk, 15926).
These individuals often become less involved in social interactions and can end up

withdrawn and 1solated.

(iv) Learning difficulties
Physiological hyperarousal interferes with the capacity to conceatrate and to learn from
experience (van der Kolk et al., 1996a, 1996b). Aside from experiencing amnaesia for
aspects of the trauma, traumatised people may find it difficult to remember ordinary
events. Easily triggered into hyperarousal by trauma-related stimuli and troubled with
difficulties paying attention, they may often display symptoms of Attention Deficit
Disorder (ADD). Following a traumatic experience, people may fall short of some
maturational achievements and regress to earlier modes of coping with stress. This may

be expressed in excessive dependence and/or diminished capacity to make thoughtful,

autonomous decisions,



(v} Affect dysregulation
People who suffer from PTSD are prone to suffer {from problems with affect regulation
(Herman, 1992). These include difficulty modulating anger, chronic self-destructive and
suicidal behaviours, difficulty modulating sexual involvement, and impulsive and risk-
taking behaviours. The combination of chronic dissociation, physical problems for
which no medical cause can be found, and a lack of adequate self-regulatory processes is
likely 10 have a profound impact on personality development. This may be reflected by
disturbances such as a sense of separateness and disturbances of body image, a view of
oneself as nelpless, damaged and ineffective, and in difficulties with trust, intimacy, and
self-assertion (Porges, 1994; Shore, 1997; Herman, 1992a, 1992b; Cole & Putnam,
19972; van der Kolk and van der Hart, 1991).

{(vi) Somatic reactions.
Chronic snxiety and emotional numbing may hinder the ability to identify and articulate
internal states (Pennebaker & Beall, 1986; Pennebaker & Susman. |988; Pennebaker,
1985, 1990, 1993). Traumatised individuais may experience somatisation disorders,
often relating 1o the world through their bodies. They have been reported to experience
distress in terms of physical organs, rather than as psychological states {Saxe, Chinman,
Berkowiiz, Hall, Licberg, Schwartz & van der Kolk, 1994). Somatisation is marked by
an inability to identify the emotional valence of physiological states (Nemiah, 1977,
1885). Over the last 15 years, studies have repeatedly shown a close association
between: somatisation and dissociation (e.g. Coons, Bowman & Milstein, 1988; Putnam,
Loewenstein, Silberman & Post, 1984; Loewenstein, 1991), and between somatisation
and PTSD, (e.g. Walker, Katon, Neraas, Jemelka, & Massoth, 1992; Saxe, et al., 1994;
McFarlane, Atchison, Rafalowicz & Papay, 1994). It has been proposed that
psychological trauma is the commen etiological factor that links sornatisation and

dissociation (Kluft, 1991),




(vii} Memory disiurbance.
Increased autono™ic arousal interferes with psychological comfort. The resultant anxiety
1n turn may trigger memories of previous raumniatic experiences. This is exemplified in
research where Yohimbine injections {which stimulate norepinephrine release from the
locus coeruleus) are able to induce flashbacks in Vietnam veterans with PTSD (Rainey,
Aleem, Ortiz, Yeragani, Pohl & Berchou, 1987; Southwick, Krystal, Morgan, Johnson,
Nagy. Nicolaou, Heninger & Charney, 1993). It has become clear that any arousing
situation may trigger memories of historic iraumatic experiences and precipitate reactions

that are irrelevant to present demands (van der Kotk & Fisler, 1994),

{vii) Dissociasion
Individuals who have learned to dissociaie in response o trauma are likely to continue to
utilise dissociative defenses when exposed to new siressors (Spiegel, 1991; Marmar,
1997, Weiss, Marmar, Metzler & Ronfeldt, 1995; van der Kolk et al., 1995a). There is

further focus on this symptom in a subsequent chapter of this thesis.

Epidemiology

Reported rates for people whose traumatic stress persists, vary greatly (Green, Lindy &
Grace, 1985; Green, Grace, Lindy, Titchener & Lindy, 1983; McFariane, 19882, 1988b,
1989). For example, using the diagnostic criteria of PTSD, researchers hae obtained
figures as low as 4% in Puerto Rico two years after disastrous floods and mudsiides
{Green & Lindy, 1994). However, other disasters have consistently shown higher rates
of reactions. Following the Mount St. Helens disaster, 11% of men and 21% of women
developed depression, anxiety or PTSD in the first two vears after the eruption (Shore,
Tatum & Vollmer, 1986; Shore, Volmer & Tatum, 1959). Rescarch has shown that
reported rates of PTSD following man-made disasters aave been significantly more
widespread than those following natural disasters. For example, in the United States,
19% PTSD rate was reported after a mass shooting at a school (Schwarz & Kowalski,

1991} and a PTSD rate of 20% for males and 36% for females two months following a




mass shooting in a cafeteria (North, Smith & Spitznagel, 1994). Figores from similar
Australian studies also show high distress rates. Foliowing the Newcastle earthquake,
22% of people in & ‘high exposure’ group were classified as ‘PTSD likely’ (Goenjian,
Najarian, Pynoos, Steinberg, Manoukian, Tavosian & Fairbanks, 1994). Australian
firefighters identified as being at risk of developing clinically significan: symptor s were
interviewed 42 months after the Ash Wednesday fires. Kesulis showed a long term
PTSD rate of 36%, with ancther 13% having “borderline PTSD” (McFarlane, 1992).
In a summary paper, Green and Lindy (1994) suggest that PTSD disorder rates can vary

greatly depending on exposure and the type of event.

In recent years, studies have shown that PTSD 1s one of the most common of psychiatric
disorders {Davidson, Schwartz, Storck, Krishnan & Hammett, 1985; Davidson, Hugies,
Blazer & George, 1991; Davidson & Fairbank, 1993; Davidson & Foa, 1993; Bisson,
1997). The National Vietnam Veterans Readjustment Study {Kulka, Schlenger, Fairbank,
Hough, Jordan, Marmar & Weiss, 1990} found that approximately twenty years after the
end of the Vietnam War, 15% of Vietnam veterans continued to suffer from PTSL.
PTSD is also prevalent in the general population, particularly among psychiatric patients.
Recent data from a U.S. national co-morbidity survey indicates PTSD prevalence rates
are 5% and 10% respectively among American men and women (Kessler 1 al,, 1956).
Other studies have demonstrated a life time PTSD prevalence of between 1% (Helzer,
Robins & McEvoy, 1987) and 9% (Breslau, Davis, Andreski & Peterson, 1991) of the
general popritation and at least 15% in psychiatric in-patients (Saxe et al., 1994),
Although PTAD 15 associated with high levels of chronicity, co-morbidity and functional
impairment (McFarlane 1992a), general levels of functioning vary substantially between

individuals (van der Kolk, 1994, 1997},

Individual Response to Trauma
It is widely accepted that we create meaning out of the context in which an event occus

{Reed, 1992). It would follow that thars is a strong subjective component inherent in an
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individual's respense 1o traumatic events (van der Kolk et al., 1996). Individual
differences in susceptivifity to PTSD stem from a variety of sources. Individuals vary in
their assessment of the threat of a traumatic event, even when the risk is dramatic and
clearly evident (Ursano et al., 1994). Response to traumatic events may vary bascd upon
the degree to which they are seen as preventable. Some aspects of raumatic events, such
as exposure to death, contain no actual risk to life but clearly evoke high anxiety,
thoughts of death and imagined risk. Identification and emotional involvement can play

an important role 1o the impact of a traumatic incident.

Risk for PTSD increases with the level of exposure o trauma. Generally, events that
endure the longest have the greatest psychological impact (Barlow, 1993). Chronic or
multiple traumatic experiences are likely to be more difficult to overcome. There is also
evidence that early traumatic experiences (e g. during childhood), especially if these are
prolonged or repeated. may further increase the risk of developing PTSD after traumatic

exposure as an adult (Perry, 1999).

Secondary Traumatisation
An additional aspect of traumatic exposure affects primarily the workers who help trauma
and disaster vicuims. Psychologists and other mental health professionals as well as
emergency personnel (emergency medical workers, police officers, fire officers,
ambulance officers and state emergency services personnel) may all be exposed to the
intense pressure of victim suffering (Figley, 1986, 1989, 1995; van der Kolk et al., 1995,
1996; Yassen, 1995). These professions are at-risk for ‘secondary traumaiisation’
{Figley, 1995). Known by various other names such as compassion fatigue, vicarious
traumatisation. and burn-out, the related symptoms are generally less severe than the
PTSD symproms experienced by direct disaster victims (Figley, 1995). Nonetheless,
these symptoms can affect the livelihoeds and careets of those with considerable training

and experience in working with disaster and trauma survivors {(Herm: a, 1992b). Van der
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Kolk and colleagues {van der Kolk et al., 1995) suggest that there are three general risk
factors for secondary traumatisation:

(1} exposure to the stones or images of disaster victims,

{i1)  empathic sensitivity to others suffering, and

{(iil) unresolved emotional issues that relate to the observed suffering of others.

In addition, somne personnel may develop greater distress, when their co-workers,
managers or family rnembers, who may not fully understand their situation, poorly

manage or assist them (Mitchell, 1983). This in turn may exacerbate their PTSD

symptems.

Otiter Problems Resulting from Traumatic Incidenis
PTSD is not the only problem that may eventuate from a traumatic incident. Many other
difficulties occur, leading to great personal and social cost. There is likely to be an
incrzase in the incidence of acute stress symptoms, depressicn (Green & Lindy, 1994);
dissociative symptoms (Koopman, Classen & Speigel, 1994); general health problems
(Raphael, 1985); incieased alecholism, marital discord and intra-familial and
interpersonal violence (Goenjian et al., 1994). Apart from personal and familial distress,
there are economic outcomes that are problematical. Holen (1991) found increased
accident-proneness in survivors of an oil-rig disaster and Goenjian and coileagues
{1994) reported an increase in work refated injuries among police in the 12 months
following the Armenian earthquake. Leeman-Conley (1950) quoted the cost to the
Commonwealth Bank tor the year 1988, following hold-ups as almost 1000 staff

working days lost and $18,488 paid in compensation for sickness and medical expenses.

Trauma in the Emergency Services
Many professionals in the emergency field have expressed alarm over attrition from the
field and the poteniial for burnout in those who remain (McCammon & Allison, 1995).

Studies of occupational stress in emergency medical services workers have examined
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factors contributing to burn-cut, such as organisational variables, role perceptions and
working conditions. Neale (1991) investigated work stress in emergency medical
technicians (EMTs) and found higter levels of bumn-vut, siess and strain, and lower

coping skills than in samples of other occupational groups.

Emergency services workers are at risk for behavicural and emotional re-adjustment

problems as well as physical danger (The National Cenwe for PTSD (NC-PTSD),

1998). The psychological problems that may result from traumatic experiences include:

(1)  Emotional reactions: temporary feelings of shock, fear, grief, anger,
resentment, guilt, shame, heliplessness, hopelessness, emotional nurnbness,

(iiy  Cognitive reactions: confusion, disorientation, indecisiveness, woity,
shortened attention span, difficulty concentrating, memory loss, unwanted
memories, self-blame,

(iii} Physical reactions: tension, fatigue, edginess, difficulty sleeping, bodily
aches or pain, being startled easily, racing heartbeat, nausea, change in
appetite, change in sex drive, and

(iv) Interpersonal reactions in relationships at work, at home, or with friends,
such as: distrust, irritability, conflict, withdrawal, isolation, feeling rejected

or abandoned, being distant, judgmental, or over-controlling.

Mos? emergency services workers only experience mild to normal stress reactions, and
fraumatic experiences may even promote personal growth and strengthen relationships
(The National Centre for PTSD (NC-PTSD), 1998). However, as many as one in three
emergency services personnel experience some or all of the following severe stress
symptoms, which may lead to lasting PTSD, anxiety disorders, or depression:

(i)  dissociation ({eeling completely unreal or outside yourself, like in a dream;

having a blank; periods of time you cannot remember),

(it)  intrusive re-experiencing (terrifying memories, nightmares, or flashbacks),
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(iv)

v)
(vi)

(vii)

extreme attempts to avoid disturbing memories (such as throngh substance
usel,

extreme emotional numbing (completely unable to feel emoticy, as if uiterly
empiy),

hyperarousal {panic attacks; rage; extreme irritability; intense agitation),
severe anxiety (paralysing worry, extreme helplessness, compulsions or
obsessions), and

severe depression (complete loss of hope, self-worth, motivation, or purpose

in life).

Emergency services workers who directly experience or witness any of the following

during or after a traumatic situation are at greatest risk for severe stress symptoms and

lasting readjustment problems (The National Centre for PTSD (NC-PTSD), 1998):

(1)  life threatentng danger or physical harm (especially to children),

(11}  exposure to gruesome death, bodily injury, or bodies,

(i) extreme environmentai or huinan violence or destruction,

(iv) loss of home, valued possessions, neighborhood, or conmunity,

(v) loss of communication with/support from close relaticnships,

{(vi) 1ntense emotional demands (such as searching for possibly dying survivors
or interacting with bereaved family members),

(vil) extreme fatigue, weather exposure, hunger, or sleep deprivation,

{viil) extended exposure to danger, loss, emotional/physical strain, and

(ix) exposure to toxic contamination (such as gas or fumes, chemicals,
radiocactivity).

Conclusion

What distinguishes people who develop PTSD from people who are merely temporarily

overwhelmed is that the former become fixated on the trauma and continue to re-live it in

their thoughts and feelings. McFarlane (1988a, 1988b) suggests that it is this intrusive
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reliving, rather than the traumatic event itself, that is responsible for the complex
biological and behavioural changes classified as PTSD. Once an individual becomes
dominated by intrusions of the trauma, they begin to organse their lives around avoiding
them. Avoidance may take many different forms including utilising dissociative
techniques to suppress unpleasant experiences from reaching consciousness. The
helplessness, conditioned hyperarousal, and other trauma-related changes may
permanently change how an individual deats with stress, alter his/her seif-concept, and
indeed interfere with his/her view of the world as safe and predictable {van der Kolk et
al., 1996a). The following chapter will explore these and other theoretical perspectives of
trauma, including the role of fear conditioning 1n the development of post-traumatic

reactions.



Chapter 2
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Chapter 2

Theoretical Models of PTSD

introduction

In the absence of empirical data about the effects of trauma, support for the original
conceptualisations of PTSD was gathered largely from other areas of theory and
research. A major intellectual cornerstone for carly conceptions of PTSD was the field of
biological studies of stress, which suggested a normal continuum of responses to
adversity (Selye, 1956, Mason, 1975). During the formative years of empirical
biological studies of PTSD, most researchers hypothesised that neurobiological
alterations in this disorder would be similar io those observed in studies exploring the
neurobiology of siress (see Krystal, Kosten, Perry, Southwick, Mason & Giller, 1989;
van der Kolk, Greenberg, Boyd & Krystal, 1985; Kolb 1987). In particular, Selye’s
findings that any adversity could provoke a biological stress response (Selye, 1956)
provided scientific validity to the conception of PTSD as being scientifically observable.
Furtheomore, the Selye formulation suited the political and social agenda that wanted o
shift the emphasis away from the victim’s vulnerability as the etiologic factor and focus
on the responsibility of the perpetrator ( Yehuda & McFarlane, 1995). The concept of an
@ priori biological response to stress was a counier-argument Lo critics who attacked the
diagnosis of PTSD as having a political and philosophical origin. It also provided a
scientific hypothesis that a biological response to trauma may reflect a natural

physiologic process (Yehuda & McFarlane, 1995).

A second body of literature compatible with Selye’s concepts related to the life-events
literature {McFarlane 1985, Bidzinska, 1984). Thas literature provided indirect support
for the notion of PTSD as the exaggeration of a normative stress response by
demonstrating a temporal relationship between adverse life events and the development of
psychiatric and physical sympioms. Similarly, the crisis intervention and bereavement

fields have provided clinical support for the observation that transient traumatic events



can produce symptoms that are ainenable to intervention (Raphael, 1983; Cranshaw,
1963, Kinston, 1974; Lifion, 1976). These fields have been important to the mental
health conceptions of PTSD because they provided a therapeutic model of how to
address the ‘event’ in treatment (Mitchell, 1983; Blaufarb & Leving, 1972; Raphael,
1977, 1986; Austin, 1992). The crists intervention literature formed the conceptual basis
for viewing chronic PTSIY as a prolengation of the normal response 1o stress, as well as
for the use of preventive debriefing treatments that are currently used following exposure

to trauma {Yehuda & McFarlane, 1995).

Although these areas of psychological theory and research are likely to have influenced
original conceptions of PTSD, the relevance of these notions to current knowledge of
PTSD may require re-evaluation. For example, empirical data on the biology of PTSD
suggests a formulation that differs from the one that might have been predicted by the
Selye model (Yehuda, Resnick, Kahana & Giller, 1993). Furthermore, studies of the
prevalence, course, and ce-morbidity of PTSD have raised issues regarding the role of
the stressor as the true etiologic factor in the development of this disorder. Findings
from empirical studies of PTSD illustrate that contrary to what rmght have been predicted
at the time of the diagnosis of PTSD, many recent findings are inconsistent with the
notion that traumatic events are the primary cause of symptoms {(McFarlane, 1986;
Southwick, Morgan, Nagy, Bremner, Nicholau, Johnson, Rosenheck & Charney, 1993;
Bremner, Southwick, Brett, Fontana, Rosenheck & Charmey, 1992; Emery, Emery,

Shama, Quiana & Jassani, 1991). They challenge the idea of PTSD as a typical stress
response (Yehuda & McFarlane, 1995).

Psychological Perspectives of Trauma

A Psychodynamic Model
Prior to the recognition of PT5D as a psychiatric disorder, many theoretical ideas
concerning stress reactions were psychodynamic in origin, The psychoanalytic model of

PTSD hypothesised that the trauma reactivaled a previous guiescent, yet unresclved




psychological conflict (Freud, 1964). The revival of the childhood trauma is said to
result in regression and the use of defense mechanisms of repression, denial and
undoing. The ‘ego’ relives and therefore tries to master and reduce anxiety. The person
also recelves secondary gains from the external world: the most cornmon of which being
monetary compensation, increased attention or sympathy, and the satisfaction of

dependence needs. The gains are said to reinforce the disorder and its persistence.

A Cognitive Model
A cognitive view 1s that the brain 18 trying (¢ process the massive amount of information
that the traumna has provoked by aliernating periods of acknowledging (repetition/re-
experiencing) and blocking (denial/avoiding) the event (Horowitz, 1976). A cognitive
approach to PTSD posits that affected persons are unable to process or rationalise the
trawma that precipitated the discrder. Each time they re-experience the stress rather than
resolving if, they continually re-use avoidance techniques. Alternating periods of
acknowledging the event and blocking it is consistent with their partial ability to cope
cognitively. Horowitz (1986) continued the development of this model to include the

potential strong social support (o protect against the development of PTSD.

A Behavioural Model
The behavioural model of PTSD proposes that any stimulus associated with the traumatic
event can become capable of eliciting a conditioned response similar to that associated
with the original trauma (Keane, Zimering & Caddel, 1985). The model indicates that the
disorder has two phases in its development. First, the trauma (the unconditioned
stimulus) is paired, through classical conditioning, with a conditioned stirnulus (physical
or mental reminders of the trauma). Second through instrumental learning, the person
develops a pattern of avoidance of both the conditioned stimulus and the unconditioned
stimulus. Keane and colleagues proposed a two-factor leamning theory model of PTSD
symptom development. Additional stimuli, associated indirectly with the trauma, create

similar reactions through stimulus generalisation and higher-order conditioning.



Avoidance behaviours are learned 1n order to escape or prevent the conditioned response.
Therefore, repeated negative reinforcement of avoidance makes it very resistant o
extinction. This explains the persistence of anxiety sympioms long after other syrptoms
decrease significantly. The principles of higher-order cenditioning on stimulus
generalisation are used to explain why symptoms often worsen over time as more and
more stimuli elicit traurnatic memories and physiological arousal. Keane, Scott, Chavoya,
Lamparski and Fairbank, (1985b) suggested that delayed onset of PTSD may actually
result from symptoms gradually worsening over time until they reach a critical point.
Behavioural models continue to evolve as they incorporate additional variables such as
individual characteristics. including social support as well as cognitions. Foy, Osato,
Houskamp and Neumann (1992) proposed a behavioural model in which the
maintenance of PTED symptoms 18 influenced substantially by buffering factors such as

soctal support and vulnerability factors such as a farmly history of psychopathology.

An Information Processing Model
Information processing models of PTSD generally stem from Lang’s (1977, 1979,
1985) theory of emotion. Lang posited a semantic memory network of interconnecied
points of information including trauma-related stimuli, information about response
events, and information about the meaning of both stimuli and responses. Foa, Steketee
and Rothbaum (1989) suggested that traumatic events create very large and complex fear
networks that are activated readily because of the large number of interconnections
formed through conditioning and generalisation. Associations that were once considered
neuiral and safe may become connected with fear, leading to a sense of unpredictability
and uncontrollability that is important in the development and maintenance of PTSD.

Howsver, this model appears to fit combat-relaied FTSD better than single-event

traumas.

Theoretical models have become increasingly comprehensive as our knowledge

concerning the effects of rauma increases. For example, Creamer, Burgess and Pattison



{1992) proposed a cognitive processing model for reactions to trauma that includes a
feedback foop ameng intrusions, avoidance and symptom levels. Like other processing
models, Creamer and colleagues’ mode! views the successiul processing or integrating
of the trauma as central t0 recovery. Creamer and colleagues (1992) argue that intrusive
activity is indicative of fear network activation and the process of neiwork resolution.
Thus, aithongh intrusive memeries are associated with psychological distress at the time
of a traumatic event, they are conceptualised as  form of processing. They suggest that
high levels of initial intrusion are predictive of successful recovery. Creamer and
colleagues also argue that intrusion precedes avoidance, which is conceptualised as a
coping strategy in response to the discomfort that arises from intrusive memories,
Although avoidance may reduce immediate distress, they suggest that excessive reliance
on this strategy may be maladaptive because it reduces fear network activation and thus

network resolution processing.

I a test of the model with 158 office workers following the Queen Street shooiings in
Melbourne, Creamer and colleagues (1992) showed that intrusive activity at 4 months, as
measured using the Impact of Events Scale, was predictive of lower distress scores at 8
months and intrusion at 8 months was predictive of lower distress at 14 ionths.
Avoidance, however, was not found to predict stress. Other research data, has shewn
contradictory evidence, with high levels of intrusion predictive of poor ouicomes.
McFarlane (1992) examined data from 290 firefighters who had completed
guestionnaires at 4, 11 and 2% months after exposure to disaster. Thesc rasults showed
that mtrusive thinking at 4 months, as assessed using the IES, was pradictive of distress
at 11 months and that intrusive thinking at 11 months was predictive of distress at 28

months. The guestion remains as to what is the relationship between intrusion, avoidance,

and later distress.



Biological Perspectives of Travma

Animal Models
Biological theories of PTSD have developed both from pre-clinical studies of animal
models of stress ana measures of biological variables of clinical populations with PTSD.
The theories attempt to explain the development of FTSD on an entirely different level.
Van der Kolk, Boyd, Krystal and Greenberg (1984) developed a biological model based
on the observation that PT5D shares many similarities with the animal model of
inescapable shock. Van der Kolk and colisagues {1984, 1995a) suggested that the crux
of trauma is the prevention of an attempt to fight or flee. The event that will traumatise a
person 18 one in which the urge to fight or flee is thwarted and the person freezes. The
freeze state becomes an altered state of conscicusness, a state of dissociation. They
suggest that the freeze state of ‘plaving dead” when captured by a predator occurs to a
greater or lesser extent in al! animals. The captured organism freezes when unable to
fight or take flight. In humans it is presumed by Bessel van der Kolk that this results in
an altered, dissociated state of consciousness that disrupts verbal encoding and results in

implicit memory storage of nonverbal memory fragments.

Nenrological Changes
Van der Kolk and colleagues {1984) postulated that PTSD sympioms result from
changes in neurotransmitter activity. The hyperamnesia symptormns, exaggerated startle
responses, and aggressive outbursts of PTSD sufferers are thought to be associated with
noradrenergic over-reactivity to trauma-relevant stimuli followed by depletion of these '
brain chemicals. Decreases i central nervous system levels of noradrenalin are thought
to account for symptoms such anhedonia, social withdrawal and emotional numbing.
Endogenous opiates released during re-exposure result in stress-induced analgesia.
Subsequent depeletion of the endogenous vpiates is experienced as aversive, sc*tingup a
cycle of behaviour in which the victim may seek exposure to stress repeatedly in an

attempl 1o regain the analgesic effects.




Several models describe the physiology of PTSD. Both Kolb (1987) and McGaugh
(1990) emphasised the effects of exposure to stressors on the ceniral nervous system.

xeessive stimulation experienced in traumatic events may cause damage or alteration o
neuronal pathways. Other research supports trauma induced change in brain
neurochemical systems as contributing to PTSD. For example, Chamey and colleagues
{Charney, Woods, Krystal & Heninger, 199C; Charney, Delgado, Price and Heninger,
1991) found that changes in seratonin function may be associated with anhedonic
symptorns. Although many biological models are iniriguing, they appear preliminary in
nature and leave many puzzies of PTSD unexplained. For example, the delayed onset of
PTSD, the impact of mediating variables, and individual differences have not been

addressed by most of these models (Calhoun & Resick, 1993).

Anatomical Changes

in the last decade, researchers have explored the influence of the amygdala in the fear
responses of trauma vietims. The focus has been on the body’s chronic physiclogical
aduptation to traumatic states, which appears to affect the day-to-day functioning of
rauma victims {van der Kolk, et al., 1995, 1996). Researchers have speculated that
chromic physiological states aiter the brain’s chemistry, affecting the long term
functioning of individuals and resulting in memory impairment and free floating anxiety
of an unrecognisable scurce. Van der Kolk contends that traumatic memory, a result of
nsychobiological responses to extreme stress, is stored differently from normal
memory. Individuals experiencing extreme stress are unable to effectively use
declarative/semantic memory which 1s regulated by the thalamus, amygdala and
nippocampus. Yan der Kolk further suggests that semantic memory, an active process
in which recall depends on existing schema, can be disorganised by trauma. However,
irauma does not interfere with non-declarative memory systems. When stress causes
over stimulation of the amygdala, memories are stored in sensorimoror modalities in the

form of somatic sensations and visual images.




Concurrently, changes are said to occur in the pituitary gland which regulates the release
of CRF, the main stress homone the body secretes to mobilise the emergency fight-or-
thight response (van der Kolk, 1997). These changes cause CRF to be over-secreted,
particularly in the amygdala, hippocampus, and locus coeruieus, aleriing the body for an
emergency thai, in reality, 1s .. there. This scenarto primes the PTSD sufferer to ovar-
react. In individuals who hypersecrete CRF, the startle response is overactive. A further
set of changes occurs in the brain’s oproid system, which also becornes hyperactive,
secreting endorphins to blunt the feeling of pain. This allows individuals to develop a
heightened tolerance for pain. In PTSD, endorphin changes lead to a numbing of certain
feelings. This change appears 10 explain the sel of ‘negative’ psychological symproms
in PTSD: anhedonia and a general emotional numbness, a sense of being cut off from

life or from concern about others feelings.

These neural changes also appear to make an individual more susceptible to further
traurnatisation, Goleman (1996) in his popular text 'Emotional Intelligence’, synthesises
a range of psychological research studies into a treatise for the general public exploring
the irnplications of these findings for our undersianding of the role of emotions. He
reviews a number of animal studies that suggest that when young animals are exposed
even to mild stress, they are far more vulnerable than unstressed animals to trauma-
induced brain changes later in life. These neural changes appear to offer short-term
advantages for dealing with the emergencies that prompt them. Under extreme stress, it
15 adaptive to be highly vigilant, aroused, ready for any contingency, and impervious o
pain. The body is primed for sustained physical demands, and for the moment,
indifferent to what might otherwise be intensely disturbing events. These short-term

advantages, Golernan suggests, become lasting problems when these brain changes

hecome habitual.



Conclusion

A large number of theoretical models have been proposed in atiempts to organise the

observed patierns of reactions in PTSD and to explain the development of these patterns.

These inodels vary considerably in their level of comprehensiveness and they tend to
overlap a great deal. The major trends have been in the development of psychological

and biological models of psychological trauma.

The next chapter will further explore thecretical perspectives of PTSD by reviewing
recent brain research that has assisted in understanding the impact of trauma on memory
processing, the pivotal role of fear-conditioning in this process and its influence on posi-

traumatic reactions.
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Chapter 3

The Anatomy of Trauma

Iniroduction

Studies exploring fear conditioning in animals have provided researchers with insight
into the underlying psychological mechanisms that operate during a person’s reaction to
and recovery from a traumatic experience (LeDoux, 1998; Davis, 1992). These
researchers have suggested that the brain has two memory systems: one for ordinary
tacts and one for emotionally charged ones. Goleman (1996) has suggested that a
unique cystem for emotional memories would make evolutionary sense, ensuring that
animals would have particuiarly vivid memories of what threatens them (see also Nadel,
1992, 1994). Goleman in his 1996 publication Emorional Intelligence explored the role
of emotions and emotional memory. In reference to PTSD, he suggested ihat trauma
represented a stgnificant lowering of a person’s neural threshold for alarm, leaving them

primed 10 react to life’s ordinary moments as though they were emergencies.

An Anatomical Perspective

Researchers n the field of cognitive neuroscience have been recasting psychoanalytic
ideas in anatornical terms, changing the way we understand emotions. Joseph LeDoux,
a professor of neural science al New York University, has been cspecially interested in

one particular brain structure, the amygdala. His pioneering work in this field was

described in his 1997 book The Emotional Brain.

The emotion that particularly interested LeDoux was fear. He defined fear as our most

primitive emoticn and the one most closely identified with the amygdala, one of the least
evolved structures in our brain (LeDoux, 1997). LeDoux suggests that this has made it

easy to reproduce and study in animals through the technique of fear-conditioning. He

has explained thai when we eucounter something dangerous, the danger-stimulus is

conveyed first to our amygdala, which initiates the “proper’ sequence of responses:



sweaty palms, adrenalin, pounding heart, flight. These are all autornatic responses: we
don’t need to be conscious of them. If we were, our brain would constantly be
overwhelmed. A secondary set of networks activated by the amygdala produces the
conscious feelings we know as fear. LeDoux views his werk as quite ¢ xmpatible with

that of the psychiatric profession and suggests that drugs and therapy are equally valid

ways of ‘rewiring the brain’.

Fear Conditioning Studies

Bruce Kapp and colleagues (1979), in conducting fear conditioning research, have
examined changes in heart rate, which a distinguishing aspect of fear. Their
investigations began with a focus on the part of the brain stem that controls heart rate in
rabbits. Following the nerve fibres back into the brain, they discovered that these fibres
led 1o the amygdala. In particular, they led to a small group of related nerve cells in the
amygdala known as the central nucleus. Kapp found that the certral nucleus is the part
of the brain that instantaneously releases a fear response when an animal encounters a
novel situation such as hearing a loud noise. Nerves running out from the central
nucleus carry the messages that control such reactions as heart rate, blood pressure,
sweating, respiration, freezing, increased startle reaction: all the responses that occur

during a fearful experience. In addition, nerve fibres from the amygdaia project back

iniv the upper paris of the brain, to regions that control the
the cortex and 1o sensory areas. Kapp (1979) concluded that the experience of a threat

systematically triggers this ‘neural alarm system’.

LeDoux (1996) in fzar conditioning experiments with rats, gave animals a tone followed
shortly by a mild shock. The animals were then essentially conditioned tc experience a
fear response to the sound aione. LeDoux attempted to trace the circuit by which the
brain converts the sound into a fear response. His research revealed that when
conditioned animals hear the tone that precedes a shock, the auditory information travels

almost immediately to the amygdala where it ‘memorises’ the fearful stimulus with
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speed and potency. Alternative researvh by Davis (1992) has mapped out a higher level
processing route of fear, one that may mirror the routine processing of fearful
information in humans. According to Davis, fearful information passes from the sensor
organs and 1s processed in the cortex before threading down to the amygdala. The

proposal of two different neural routes to the amygdala implies that tweo different kinds

of fear-related memory may be formed.

One of the key aspects of ‘LeDoux’s circuit’ is that it does not travel immediately to the
cotiex. which implies that an individual may experience, learn and unconsciously commit
to emotional memory many fearful situations, without ever being aware of what has
triggered the physiological response (Golernan, 1996). Perry (1999) has recently
suggested that anatomically, the emotional sysiem can act independently of the cortex
and has also proposed a model of memory processing where some emotional meniories

and reactions can be formed without any conscious, cognitive participation.

Recenlt neuronmaging research may support the idea that fear may be experienced
subconsciously. A recent positron emission tomography (PET) study has illustrated in
humans, as LeDoux revealed in rats, the possible activation of a fear conditioning route

that bypasses the higher cortical areas of the brain (Rauch, van der Kolk, Fisler, Orr,
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confirming that individuals can activate their fear circuitry without ever being aware they
are deing so. It appears that learning from another’s description of a traumatic event

may creaee a second-hand sense of fear, with the amygdala becoming activated following

the briefest description of a fearful situation.

Learning during a Traumatic Situation
It has been proposed by LeDoux (1998) that during a traumatic situation, conscious
memories are formed by a system involving the hippocampl.s and related cortical areas

and unconscious memories are established by fear conditioning mechanisms that
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operate through an amygdala based system. When stimuli presented during the initial
trauma are later encountered, each system can potentiaily retrieve its separate memories.
For the amygdala system, retrieval resulis in expression of bodily responses that picpare

for danger. For the hippocampal system, retrieval results in conscious recollection.

LeDoux (1998) has suggested that the brain uses a siraple but extrernely potent method
to register emotional memortes. The same alerting systems criginating in the amygdala
that prime the body to react to hife-threatening emergencies by fighting or fleeing also
strengthen the memory of that eveni. During heightened stress nerves running from the
brain to the adrenal glands triggers a secretion of epinephrine and norepinephrine, which
surge through the body priming it for response to an emergency. These hormones
activate receptors that carry messages from the brain to regulate heart rate, but they also
carTy signals back into the brain. The amygdala is the main site in the brain for the
recpetion of these signals. The signals activate neurons within the amygdala to signal
other brain regions to strengthen memory of what is happening. LeDoux suggests that

the more inlense the activaiton, the sironger the memory.

iont of two memory systerns. They
have defined the first system as the ‘cool’ cognitive system and the second as the “hot’
etnotional-fear system. They propose that the ‘cool” hippocampal memory system
records, in an unemotional manner, well-elaboraied autobiographical events, complete
with their spattal-temporal context. In confrast, the ‘hot” amygdala system records
unintegrated fragmentary fear-provoking features of events, which become linked
directly to fear responses. The hot system is direct, quick, highly emotional, inflexible,

and fragmentary. The cool system is cognitive and complex, informationally neutral,

subject to control processes, and integrated (see also Gray, 1982).
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Hot-system memories are stimulus-driven and entail a sense of reliving, more like
simple responses (often fearful) than recollections (Metcaife & Jacobs, 1896). Cool-
system memories are narrative, recollective and episodic. The individual is aware that the
events occurred in his/her personal past. There is no sense of reliving or of mistaking
the memory for a cutrent percept. Metcalfe and Jacobs suggest that enceding in the two
systems operates n parallel, with the cool system encoding the contextual representation
and the hot systern coniributing a highiighting of the spzcifically fear-provoking (or

emotional) aspects of the experience .

Research by LeDoax ([995) and Davis (1992) indicate that once fear is conditioned, it
1s virtually indelible, although the connection to the frontal lobes and other cortical
regions (parts of what Melcalfe and Jacobs (1996) call the cool system) allows
suppression of fear responding. In the hot/cool framework, Metcalfe and Jacobs
emphasise these findings, detailing how the cool system and the kot system respond
differently to incrzasing siress. The cool system shows a non-monotonic response to
increasing stress, much like the classic Yerkes-Dodson Law (Yerkes & Dodson, 1908).
At low levels of stress, mineralo-corticoid receptors in the hippocampus produce an
increase In responsivity. However, at higher levels of stress the successive occupation of
glucocorticoid receptors, in additien to the mineralo-corticoid receptors, causes the
hippocampus to become less responsive, and af extremely high levels, resultantly
dysfunctional. In contrast, the hot system shows a stmple increase in responsivity to
increasing stress, at least within physiological boundaries. Metcalfe and Jacobs suggest
that at low levels of stress. both the fear-evoking features (hot) and the contexiual and
narrative features (cool) of a situation show enhanced encoding with increasing stress
(or arousal). At traumatic levels of stress however, the cool system becomes
dysfunctional, while the hot system becomes hyper-responsive. Consequently, encoding
under such coaditions will be fragmentary rather than spatio-temporally bound, replete,
and coherent. At increasingly higher levels of stress the individual will more and more

selectively engage on the fear-evoking features that are peculiar to the hot system. These
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hot features (o1 wiggers) provoke fear reactions and subsequently condition the ensuing

reactions, leading to a self-perpetuating traumatic response.

Many biological responses occur as a result of increasing stress, setting off
neurchormones that resulit in the “fight or flight response’ of the sympathetic nervous
system. An animal study by Adamec (1991) revealed that increased stimulation of
amygdaloid and hippocampal activity consistently accompanied permanent alierations in
the limbic physiology, causing lasting changes in defensiveness and predatory
aggression. During periods of exireme siress, endogenous opioids were released
inhibiting pain during a highly stressful siteation. They could also produce 2 ficeze
response during the period of stress, which may render an animal unable to ‘remember’
the sitwation. Van der Kotk (1997) speculates that it is the secretion of endogenous
opionds which assists in the use of the coping mechanism of dissociation. He supports
the notion that animal responses to extreme stressors and subsequent research relative to

trauma in humans indicate that there are very specific biclogic responses that appear to

nterfere with memory storage,

Conelusion

Trauma affects an individual’s ability to perceive and integrate an overwhelming
cxpericnee {van der Kolk, |
understanding of traumatic memory by describing it within a framework that assumes the

operation of two memory sysiems, a ‘cool’ cognitive systermn and a ‘hot’ emotional fear

Systerm.

During learning, increasing levels of stress appear to negatively affect performance of the
hippocampus, providing us with a hypothesis to explain why memory disturbance cccurs
during a traumnatic situation (van der Kolk, 19873, 1994, van der Kolk & van der Hat,

1991; Squire. 1992; van der Kolk, McFariane & Weisaetis, 1996). It would appear that



extreme levels of stress debilitate explicit conscious memory and intensify implicit

uncenscious memories. This in turn leads to unconscious sources of intense anxiety.

While many researchers postulate a process of limbic system dysregulation, it is most
probable that these processes are far more complex, requinng integration across multiple
Izvels of analysis. These systems may all interact to result in the cognitive/emotional
interaction we call thoughts, feelings and behaviour. As such, this chapier ruz_ be appear
to be over-simplifying what is a more complex process, but it clearly highlights the
strongly influential factor of the dual memory system paradigm in the development of

post traumatic stress.

In recent years, research of traumaiised individuals has come to demonstrate that high
levels of arousal and resultant dissociative responses during a traumatic event can lead to
a disorganisation of the experience (see van der Kolk & Fisler, 1995; van der Kolk,
1987a). Bremner and Marmar (1998) have suggested that experiencing dissociation at
the moment of a rrauma, which occurs as a result of increased arcusal, is a self-protection
mechanism against the overwhelming nature of the incident. They further suggest that it
is also a significant long-term predictor for the ultimate development of PTSD (Marmar
et al., 1994). The next chapter will explore the influence of dissociation on people’s

response 1o trauma and its role w the developmeit of posi-traum

34




Chapter 4

The Role of Dissociation

Lad
A



Chapter 4

The Bole of Dissociation

Intreduction

Dissociation may he defined within two main contex{s. It can be regarded as a coping
mechanism by which individuals attempts o ‘remove’ themselves from ai emotional
experience that is too intense or distressing (Spiege! & Cardena, 1991). It can also be
seen as a psychological change where the processing of information {incoming, siored
and outgoing) is prevented from being integrated with its usual or expected associations
(West, 1967). It can reasonably be suggested that these lwo processes of dissociation
occur in parallel: dissociative responses at the traumatic event and the corresponding

1wt

structural dissociation of memory processes.

Trauma canses disruption to normal cognitive and emotional processes (Maldonado &
Spiegel, 1998). The traumatic experience forces the individual to reorganise mental and
psychophysiological processes in order to bufier the immediate impact of the trauma
{Maidonado & Spiegel. 1994). This reorganisation may take the form of {ostering
separatton from painful surrourdings and realities (derealisation) and from the
individual’s own body (depersonalisation). Even though such defenses may initially be
adaptive, directed at maintaining conirol of at times overwhehning stress, some trauma
sufferers develop persistent dissociative, amnestic, and anxiey-bke symptoms. The

predominant use of this coping mechanism is sometimes considered pathological

(Maldonac.  Spiegel, 1998).

Peritraumatic Dissociation
When people are affected by a traumatic incident, they will often report an alteration in
their experience of time, place and person, endowing the situation with a sense of

unreality (van der Kolk, 1997). Dissociation during trauma may take the form of:



(1) an altered sense of time, with time being experienced as slowing down or
rapidly accelerating,

(i1}  experiences of depersonalisation; profound feelings of unreality that the
event is cccurring or that the individual is the victim of the event,

{iif)  out of body experiences; confusion and disorientation,

(iv) altered body image or feelings of disconnection from one’s body,

(v} tunne! vision,

(vi) altered pain perception, and

{(vii) other experiences reflecti,.g immediate dissociative responses to the trauma
(Marmar ¢t al., 1998).

These acute dissociative responses have been termed peritraumatic dissociation (Marrnar

et al, 1994; 1996, Weiss et al., 1995).

Van der Kolk (1997) suggests that it is generaily accepted that such dissociation is a
normai coping strategy in the face of overwhelming stress, These experiences may be
thought of as a form of adaptive dissociation; a self-protection mechanism against the
overwheiming nature of the incident. In this process, the person cognitively and/or

emotionally distances him or herself from the event.

Psvehological Dissociation

Dissoctation also refers to a disconnection of mental processes that ordinarily function in
an integrated way. Elements of an experience are not integrated as a whole bur are stored
as isolated fragments in the form of sensory perceptions, feeling states or behavioural re-
enactments (van der Kolk & Fisler, 1995; Spiegel and Cardena, 1991). It has been
suggesied by a number of theorists {(Bremner & Marmar, 1998; Bromberg, 1994,
Spiegel, 1994) that dissociation reflects shifts in states of consciousness across a
continuum. These range from ‘normal’ dissociation such as daydreaming and feeling
distamt, to DSM-IV classifications such as fugue siates, amnesias and the development of

Dissociative Identity Disorder (APA, 1994),
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The Negative Impact of Dissociation

As mentioned previously, recent research has hypothesised that experiencing dissociation
at the morment of a traumatic event (termed peritraummatic dissociation) is a Key predictor
of the ultimate development of FTSD (Holen, 1991; Marmar, ¢t al., 1994, 1996a, 19%6b;
Spiegel, 1994; van der Kolk & Fisler, 1995). Bremner and colleagues (1993) found that
Vietnam veterans suffering with PTSD reported experiencing higher levels of
dissociative symptoms during combat than men who did not. Koopman, Classen and
Spiegel (1594) found that dissociative symptoms early in the course of a natural disaster
predicted PTSD symptoms seven months later. A prospective study of 51 injured
trauma survivors in Israel, found that peritranmatic dissociation {(experiencing
dissociation during a traumatic event) explained 30% of the variance in a six months
follow-up of PTSD symptoms, over and above the effects of gender, education, age,

eveni-severity, and intrusion, avoidance anxiety and depression (Shalev, Orr, & Pitman,

1993).

Dissociation of an ongeiag nature may also occur in traumatised people. People who
have learned to cope with trauma by dissociating are vulnerable to continue to do so in
response {0 minor stresses (van der Kolk & Fisler, 1995). The continued use of
dissociation as a way of coping with stress, may inierfere with an individual’s capacity to
fully attend to life’s ongoing challenges. The severity of ongoing dissociative processes
has been correlated with a large variety of psychopathological conditions (Bemstein &

Puinam, 1986, Putnam, Loewenstein, Silberman & Post, 1984; Putnam, Guroff &

Silberman, 1986},

The Process of Dissociation

While dissociation may temporarily serve an adaptive function, ultimately the lack of
integration of traurnatic memories szems Lo be the critical element in the development of
the complex bio-behavioural changes that are classified as PTSD (van der Kolk, 1997).

Intense arousal seems to interfere with information processing and the storage of

38




information into narrative, explicit memory. Christianson (1992) has described how,
when people feel threatened, they experience a significant narrowing of consciousness,
and remain merely focussed on the central perceptual details. During a traumatic event,
this narrowing of consciousness sometimes evolves mto amnesia for parts of the event,
or for the entire experience. However, while traumatised individuals may be unable to
give a clear narrative of the traumatic incident, there may be no difficulty with their
implicit memory of the event. They may sense the emotional significance of a stimulus

and be aware of associated perceptions, without being able to articulate the reasons for

such feelings.

Pierre Janet (1889, in vao der Kolk & Fisler, 1995) first described how the central issue
in trauma 15 dissociation. He claimed thai the memories of what has happened cannot be
integrated into an individual’s general experiential schemas and are separated from the
rest of personal experience. Physiological hyperarousal seems to be a central
precondition for dissoctation o occur (van der Kolk, 1997). Lack of integration on a
schematic level causes the experience to be stored as affect states or as somatosensory
elernents of the trauma. These states or elements then return into coasciousness when
reminders activate customary response patterns resulting in physical sensations (such as
panic attacks), visual iimages {such as flashbacks and nightmares), obsessive ruminations,

or behavioural re-enactments of elements of the trauma.

Similar observations have been made by other clinicians treating traumatised individuals.
For example, Grinker and Spiegel (1945) noted that some combat soldiers developed
excessive responses under stress, which they thought to be responsible for the
development of a permanent disorder. They found that fear and anger in small doses
was stimulating and alerted the ego, increasing efficacy. However, repeated stimulation
due to repeated psychelogical trauma, heightened the intensity of the emotion until a
point was reached at which the ego lost its effectiveness. Grinker and Spiegel describe

traumatic amnesias in these soldiers, accompanied by confusion, mutism and stuper.
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A recent neurcimaging sympiom provocation study revealed interesting findings about
traumatic memories (Rauch et al., 1996). When subiects had flashbacks induced in a
laboratory, there was significantly increased activity in the areas of the right hemisphere
that are associated with the processing of emotional experiences, as well as in the right
visual association cortex. At the same time, there was significantly decreased activity in
Broca’s arex in the left hemisphere, the part of the CINS most cenirally involved in the
transformation of subjective experience into speech. These findings are in line with the
previously mentioned results by van der Kolk and colleagues (1995}, purporting that
traumatic memories consist of emotional and sensory states, with little verbal
representation. In other articles, van der Kolk (1997) has hypothesised that under
conditicns of extreme stress, the hippocampally based memory categorisation system
fails, leaving memories 1o be stored as affective and perceptual states. This is similar to
Metcalfe and Jacobs (1995) description of the response of the hot and ¢cold memory
systerns (o increasing levels of stress. Van der Kelk’s (1997) hypothesis proposes that
excessive arousal at the moment of the trauma interferes with the effective memory
processing of the experience, leaviug memory traces that may remain unmodified by the

passage of time, and by further experience,

Conclusion

Dissociative processing of a traumatic experience influences the capacity to communicaie
about the tranma. In some people, the memories of trauma may have no verbal or explicit
component at all (van der Kolk & Fisler, 1995), and may be entirely organised on an
implicit or perceptual level without any accompanying narrative or story about what
happened. When pezople recelve sensory input, they usually synthesise this incoming
information inte narrative form, without conscious awareness of the processes that
translate sensory impressions into a personal story (Reed, 1992), Research by van der
Kolk and colleagues {1995) has shown that traumatic experiences ase initially recorded
as sensations or feeling states that ave not immediately transcribed into personal

narratives, in contrast with the way people seem to process ordinary information. Van
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der Kolk suggesis that this failure of information processing on the level in which it is
categorised and integrated with other experiences, is the very core of the pathology of

PTSD (van der Kolk, 1997,

During a traumatic or critical incident, a defensive process of denial and suppression
frequently operates to control a person’s feelings and assist them in optimising their
performance (Westerink, 1995). However, many studies of pecple who develop PTSD
have suggested that significant prior and/or current evidence of dissociation is noi
adaptive but rather pathological (Bremner et al., 1993; Marmar et al., 1994). The next
chapter will explore a number of other factors that may contribute to post trauma

psychopathology.
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Chapter 5

Other Centributory Factors

Introduction

PTSD was originally conceptualised as a direct consequence of exposure (o a traumatic
event in otherwise normal individuals (Halligan & Yehuda, 2000). In this model,
einphasis was placed on establishing the importance of the etiologic agent, i.e. the
traumatic event, rather than exploring individual vulnerability factors. It is now clear that
an individual’s reaction to trauma will depend on many other factors (Hamling, 1996).
Influential pre-incident factors inciude a history of adverse life events, past psychiatric
disorders, level of training, experience with similar events, and time for planning., Event-
related factors include the extent of the disaster in terms of size and duration, the level of
personal threat (Southwick & Yehuda, 1997), and experiencing peritraumatic dissociation
(Bremner & Marmar, 1998). Finally, post-incident factors include the availability of
support systems (Solomoen & Smith, 1994), and the adjustment time available before

being involved in another incident.

individual Vulnerability Factors

The observation that trauma is not a necessarily sufficiently strong determinant of PTSD
raises the possibility that there may be many risk factors that account for an individual’s
vulnerability to developing this disorder (Yehuda & Antelman, 1993). Breslau and
colleagues (1997) noted several demographic factors that aftect the risk of traumatic
exposure, including gender, age, socio-economic status and ethnicity. A consistent
finding of PTSD research has been that the prevalence of PTSD is almost twice as high
in women as it is in men (Halligan & Yehuda, 2000). Halligan and Yehuda concluded
that there is no clear explanation for this finding, although gender (being female) is also a
risk factor for the development of other psychiatric disorders. Breslau and colleagues
(1997) found that the higher risk for PTSD in females is probably due to their

vulnerability to assaultive violence.
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A vanety of other nisk factors have been investigated, including:

(1) genetic risk factors (McFarlane, 1990; True, Eisen, Heath, Goldberg, Lyons
& Nowak, 1993),

{ii)  history of family instability (Breslau et al., 1991; Davidson, Swartz, Storck,
Krishnan & Hammett, 1985),

(iii} the individual’s personality (Southwick, Morgan, Nagy, Bremner, Nicholaou,
Johnson, Rosenheck & Charney, 1993; Schnurr, Friedman & Kosenberg,
1993),

{(1v) history of prior trauma (Davidson et al, 1991; Bremner et al., 1993; Zaidi,
1994),

(v)  past history of behavioural or psychological problems (Helzer et al., 1987),

(viy nature of parenial relationships (Emery et al., 1991), and

{vii) individual factors, such as level of education, income level and previous
experience of divorce or death of spouse (Halligan & Yehuda , 2000), and

other life events at the time of the trauma (McFarlane, 1989),

Other investigations have explored post trauma factors such as level of social support
(Solomon & Smith, 1994) and exposure to subsequent reactivating stressors (Yehuda et
al., 1995; Solomon and Prager, 1992), There has been an increasing exploration into
these issues in recent years that has suggested that some vulnerability factors exert their
effects at relatively jow threshelds (Resick, Kilpatrick, Best & Kramer, 1992), whereas
others come into play only at @ relatively high level of exposure (McCraine, Hyer,
Boudewyns & Woods, 1992). To date, it is unclear whether the risk factors for PTSD
suggest a specific predisposition to PTSD, or if they reflect a general predisposition to

x

mental dlness that is triggered by adversity {Yehuda & McFarlane, 1995).
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Differentiating Stress and Trawma

The importance of recent prospective studies appears to lie in the questioning of the idea
that PTSD Is a continuation of the ‘normal’ stress response. The heterogeneity of acute
stress responses appears incompatible with Horowitz’s (1986) model of symptom
formation in PTSD. Ir implies that certain acute responses to trauma may be adaptive, as
opposed to others that may be maladaptive and result in psychological disorder.
Emerging data appears to challenge earlier ideas relating to the homogeneity and
universality of the early response to trauma and raise the possibility that the emergence of

chronic symptoms may be predicted by discrete biological and psychological features of

the acute response to trauma.

Longitudinal studies have providaed valuable information abovt the normative process of
response to stress, the factors that might modify this process, and patterns of
dysregulation (Blank, 1993). In particular, prospective studies of the general comrmunity
have allowed a more systematic examination of Horowitz’s influential formulation, that
following a traurnatic event there is a process of oscillation between the states of intrusion
and avoidance that is part of the norma! process of integrating an experience of

extraordinary magnitude (Horowitz, 1986).

Horowitz’s 1986 model, which has been considered to be one of the major ideclogical
bases for PTSD, implied that the symptoms of PTSD are a continuation of the normal
acute traumatic phenomena or, rather, the failure of restitution of this process (Brett &
Gstroff, 1985). An implicit prediction of this mode! is that the severity and chronicity of
symptoms would be proportional to tlie magnitude of the trauma. Although many

studies have supported the view that the intensity of the trauma has a bearing on severity

and chronicity of PTSD sympioms (Horowi

-

z, 1986; Pynoos, Prederick, Mader, Arroye,

Steinberg, Eth, Nunez & Fairbanks, 1987; Foy, Sipprelle, Rueger & Carroll, 1984;

Yehuda, Southwick & Giller, 1992}, other studies have highlighted the complexity of this
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relationship and its lack of predictive power (Davidson et al, 1991; McFarlane, 1989;

Bremner et al., 1993; McFarlane, 1990: Rlank, 1993:; Yehuda et al., 1992).

Recent prospective epidemiological studies have given rise to the suggestion that the
acute stress response may be quite different in individuals who develop PTSD to these
who do not (Shalev, 1994), For example, in a study of the survivors of a terrorist attack
on a bus, Shalev (1992) failed to demonstrate that the early intensity of the intrusive
affects and cognitions related 1o longer-term outcome. A second study of train drivers
involved in fatal accidents similarly demonstrated that the pattern of hyperarousal did not
emerge simultaneously with the intrusions and that avoidance patterns developed after an
initial delay (Karlehage, Malt & Hoff, 1993). Another study demonstrated that the
sympiom profile that emerges within two weeks following a traumatic event may be quite
different from that observed at three-month follow-up (Rothbaum, Foa, Riggs, Murdock
& Walsh, 1992). These observations imply that the intrusive phenomena in the
immediate afterrnath of a traumatic event may substantially differ from those that occur
three o four months post trauma or those that occur more chronically (McFarlane,
1992b). Thus it appears that the passage of time may be required before a differentiation

emerges between normal stress respense and psychological disorder.

Co-morbidity

The presence of psychiatric co-morbidity is a compiex issue. The relative rareness of
‘pure PTSD’ (i.e., a tern that denotes a disorder uncomplicated by the presence of
symptoms of other psychiatric disorders), compared to the presence of more complex
forms, suggests that traumatic stress may precipitate a whole host of symptoms and
conditions. As such, the emergence of PTSD following exposure to a trauma may

represent the mantifestation of an underlying syndrome rather than a normative adaptation

to environmental challenge (van der Kolk, 1997).
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Psychiatric co-morbidity poses a problem for conceptualising PTSD as a normative
stress response and also for diagnosing PTSD. The prevalence of co-morbid psychiateic
conditions has been investigated 1a a number of traumatised groups with PTSD. Studies
have found that anywhere from 50% to 90% of individuals with chronic PTSD also meet
diagnostic criteria for another psychiatric disorder including substance abuse (Freedy et
al., 1992; Kulka et zl., 1990}, Recent studies of community samples have also
demonstrated high rates of comorbidity in both disasier survivors and the general
community {Green, Lindy, Grace & Leonard, 1992). In general, psychiatric co-merbidity
appears to develop over time in traumatised individuals with PTSD. In a study by North,
Smith, and Spitznagel (1994} of the victins of a mass shooting, rates of co-morbidity one
month after the trauma were much lower than those in other populations studied. Thus,
there may be a cascade in the months following the onset of PTSD thai suggests the
unfolding of a secondary psychopathological process. Nevertheless, the findings
suggest that it 1s the exception rather than the rule for individuals to meet the diagnostic
criteria for PTSD in the absence of meeting the criteria for another psychiatric disorder

(Friedman & Yehuda, 1995),

Individual Variance and Complexity

One difficulty that appears specific (o tranma research 1s that traumatic events frequently
‘stir-up’ unresolved, emotionally similar, but often logically unrelated, incidents from an
individual's past. These apparently associated memories, some previouvsly forgoiten can
enhance the trauma response (e.g., arousal, flashibacks) or increase motivation to avoid
the whole, much larger, issue (van der Kolk, et al,, 1995a). In addition, there is evidence
that chronic emotional trauma has the potential to cause permanent physical damage in at
least the hippocampus. Sapolsky (1990) argues that chronic stress is a significant cause
of aging in several species. If there are sub-types within PTSD), they may relate to
variations in the capacity to recover from siressful events and a history of chronic stress
may diminish this capacity cumulatively. Therefore, aside from the clinical difficulties of

possible emotional differences mn trauma victims, there may be differences in a person’s
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physical ability to perceive or racover from siress (Sapolsky, Krey & McEwen, 1984,

Goldstein, 1993; Yehuda, Kahana, Schmeidler, Southwick, Wilson & Giller, 1995),

Conclusion

Section 1 began with a definition of trauma and an exploration of a number of theoretical
models that attempt to explain it. It revealed that there are a number of ways of
interpreting and diagnosing trauma that have resulted from ongoing and developing
psychological and brological research. Some models may be preliminary in nature and
leave many puzzles of PTSD unexplained. For examgle, the delayed onset of PTSD, the
impact of mediating variables, and individual differences have not been addressed by

most of these models (Calhoun & Resick, 1993),

The risk factors that have been reviewed in these chapters have all been treaed relatively
equally. Obviously, some studies are better than others. It may be suggested that those
studies, which include only people who have developed PTSD or other psychiatric
outcomes, are unlikely to be comptehensive studies because of their restriction in the
range of outcomes. In particular, there may reason to question whether peritraumatic

dissociation would add in a statistically significant way to the prediction of PTSD

obsarved in these studies.

The issue that is raised by the demonstrated role of vulnerability and other contributory
factors is that psychological disturbance following trauma is neither a random process
nor an outcorne eatirely predictable by the nature of the tranmatic event. This
observation appears to call into question the most fundamental assumption of PTSD as
potentially occurring in any individual as a resuli of exposure to a traumatic event
(Yehuda & Antelmnan, 1993). Researchers are still discovering the risk factors for
develcping psychological disorder following exposuse to a traumatic stressor and
consequently designing effective rechniques for reducing their impact and assisting

recovery. Section 2 will explore some of these techniques that may assist in the
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treatment of and recovery from trauma, focussing in particular on psychological

debriefing.
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SECTION 2

RECOVERY: A\ PSYCHOLOGICAL PROCESS

“Whar cannot be talked abour can also not be put to rest” Bruno Bertleheim
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Chapter 6

Treatment and Recovery

Introduction

Bruno Bettleheim, an early trauma investigator noted that “What cannot be talked abous
can also not be put to rest” (Bettleheirn, 1984, p166). Work late last century by Pierte
Janet iecognised the link between the patient verbally reconstructing and expressing the
traumatic event, and successful recovery (see van der Hart, Brown, & van der Kelk,
1989). Mitchell and Everly (1998) suggest that it is almost universally accepted within
the crisis responses literature that recovery from trauma is founded upon the verbal
expression of cognitions and emotions -:levant to the traumatic event. In their review of
crisis psychiatry, Spiegel and Classen {1995) note the imporfance of cognitively
processing the crisis. Pennebaker and colleagues in a series of experiments have
demonstrated the value of expression (Pennebaker 1985, 1990; Pennebaker and Beall,
1986; Perinebaker and Susman, 1988). Their investigations have demonstrated the value

of expression on psychological, physiological and behavioural outcome measures.

Trauma affects an individual’s ability to integrate an overwhelming experience (van der
Koik, 1997}. A widely supported alm of therapy for traumatised individuals according to
van der Kolk is to help them move from ‘being haunted by the past experience’
(subsequently interpreting emotionally arousing stimuli as a return of the trauma), to
being present in the here and now, capable of responding to current exigencies to their
fullest potennial. Little controlled treatment research has been conducted with individuals
or populations that experience trauma. However, there have been a variety of therapeutic
approaches advocated for PTSD. There are a number of comprehensive reviews of the
most prominent treatments for PTSD including psychodynamic therapy (Marmar, et al.,
1993), cognitive-behavioral therapy (Foa, et al. 1995), pharmacotherapy (Friedman &
Southwick, 1995), group, family, couples, and inpatient treatment (Williams & Somamner,

1995), and treatment for patients dually diagnosed with FTSD and alcoholism/substance




abuse (Kofoed, et at., 1993). This chapter will focus or the psychological anproaches of
Bessel van der Kolk and Judith Herman (two key internationally renowned trauma

clinicians and researchers), to the treatmeit of psychological trauma.

The Development of Trauma

When an individual learns to be frightened by something through fear conditioning, the
fear ordinarily subsides with timw  Goleman, 1996). This seems to occur through natural
reieamning, as the feared object is re-encountered in the absence of anything disturbing.
In PTSD, this organic relearning fails to occur. Charney and colleagues (1993) propose
that this may be due to the brain changes that accur with PTSD. The changes are so
strong that, in effect, a full-blown fight or flight response occurs every time something
even vaguely reminiscent of the original trauma is encountered. This in turn, Goleman
(1996) suggests, strengthens the fear pathway so that there is never a time when what is
feared is paired with a fecling of calm. The amygdala fails to ‘relearn’ a milder reaction.
However it appears that strong emotional memories and the reactions they trigger can
change over time. This relearning, Charney and colleagues {1993) propose, is cortical.
The original fear ingrained in the amygdela does not disappear completely. However, the
prefrontal cortex actively suppresses the amygdala's command to the rest of the brain to

respond with fear.

Treaiment
Therapists working with trauma patients have framed therapy into three key phases (van
der Kolk et al., 19935b; Herman, 1992; Lindy, 1985, 1993):
(1}  establishing trust. safety, and earning the right to gain access to carefully
guarded traumatic material,
(ii)  wauma-focused therapy; exploring traumatic material in depth, while limiting
intrusive recollections with avoidant/numbing symptoms, and
(i)  assisting the individual 1o disconnect from the trauma and reconnect with

family, friends, and society.
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It would appear that not all individuals who experience trauma require treatment. Maay
are able to deai with their experience(s) with the support of famiiy and friends. Severe
traumatic experiences rarely leave the individual untouched however, and many benefit
from professional help in recovering from the effects of such exposure. As a general
rule, the sooner traumatised individuals receive treatunent, the more likely they are to

recover {The National Centre for PTSD (NC-PTSD), 1998)

The Approach of Bessel van der Kolk
Van der Kolk and colleagues {van der Kolk et al., 1995b) propose that the aim of the
therapy is to help the traumatised individual to move from being dominated and haunted

by the past to being present in the here and now, capable of responding to current

situations with his or her fullest potential.

Trauma

Krystal (1968a) first noted that in peopl. with PTSD, emotions seem to lose much of
their alerting function. Dissociation is set up befween emotional arousal and goal
directed action. It was argued that because traumatised individuals lose the capacity to
interpret the meaning of their emotional arousal, it in turn becomes useless as a current
signal. Unable to interpret the meaning of their emotional arousal, people with PTSD
often endow their feelings with a negative value. Alizough normally the function of
emotions is to alert people to the occurrence, significance, and nature of subjectively
significant events {Krystal, 1968a, 1968b), for a traumatised individual they appear to
merely become reminders of one’s inability to affect the outcome of one’s life (van der
Kolk et al., 1995b). Therefore, apart from the concrete (usually visual) reminders of the
trauma, feelings in general come to be experienced as traumatic reminders and are
generally avoided (van der Kolk et al., 1995b). Unable to neutralise feelings with
adaptive action, traumatised people tend to experience their emotions as somatic states

{van der Kolk et al., 1995b). Thus, people with PTSD tend to somatise (Saxe et al.,
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1994,) or to discharge their emotions with actions that are irrelevant to the stimulus that

precipitated the emotion. This may resull in aggressive actions against self or others (van

der Kolk & van der Hart, 1991).

When the disorganising intrusions can be understood as failures of integration of
traumatic experiences into the totality of one’s life, the individual is in a position to
recognise seemingly overwhelming affective experiences as the actual reliving of past
terror. This can aid the process of integration by providing a perspective that the
suffering is meaningful, and by helping in the mastery of trauma through putting the
experience into symbolic, communicable form, such as words, thoughts, and feelings

(van der Kotk et al,, [1995b).

Treatment
For van der Kolk, deconditioning of traumatic memories and responses consists of
controlled activation of the traumatic memories and corrections of fauity tranmatic beliefs
(van der Kolk et al., 1995b). The critical issue is to introduce the capacity to remember
the trauma in a manner that allows change. In order for this to occur, some new
informnation that is incompatible to the traurnatic memory must be introduced (Foa,
Steketee & Rothbaum, 1989). The most important new information is the fact that the
person is abie to confront the traumatic memory in a safe environment (van der Hart &
Spiegel, 1993). In order to help a person regulate emotional arousal, secure attachment
may be even more impottant than evoking the traumatic memories. The critical issue in
treatment is (o e xpose the person to an experience that contains elements that are
sufficiently similar 1o an existing traumatic memory in order to activate it and, at the same
time, for it to be an experience that contains aspects that are incompatible enough to
faciiitate a changed response to it. This could be achieved for example, by experiencing a
traumatic memory in a safe and controllable environment and thus being able 1o evoke a

traumatic image without feeling overwhelmed by the associated emotions (van der Kolk

etal, 1995b). It is generally assumed that once all relevant elements of the total
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travinatic experience have been ideniified and thoroughly and deeply examined and

experienced in the therapy, successful synthesis will take place (Resick and Schnicke,

1992).

The Approach of Judith Herman

Judith Herman (1992) assumes the first step in recovery from trauma (regaining a sense
of safety) translates (o finding ways to calm the fearful, easily triggered emotional circuils
enough to allow relearning. Often this begins with helping people understand that their
Jumpiness and nightmares, hypervigilance and panics, are part of the symptoms of
PTSD. This understanding appears to make the symptoms themselves less frightening.
Another early step in the recovery from trauma is to help people regain some sense of
control over what is happening to them, a direct unlearning of the lesson of helplessness
that the trauma itself imparted. The sense in which individuals with PTSD feel unsafe
goes beyond fears that dangers lurk around them. Herman suggests that their insecurity
begins more intimately, in the feeling that they have lost control over what is happening i
their body and to their emotions. This is understandable, given the hair trigger for
emotional reactivity that PTSD creates by hypersensitising the amygdala circuitry.
Medication and relaxation techniques offer ways to restore an individual’s sense that
they no longer need not be at the mercy of the emotional alarms that flood themn with

inexplicable anxiety; keep them sieepless, or cause nightmares (Herman, 1992).

A further step in healing involves reielling and reconstructing the story of the frauma in
the protection of that safety, allowing 1'he emotional circuitry to acquire a new, more
realistic interface with and response to, the traumatic memory or triggers (Herman, 1992).
The pace of retelling is delicate, ideally mimicking the pace that occurs naturally in those
who are able (o recover from travma without suffering PTSD. In the process of natural
recovery there often seems to be an inner clock that *doses’ the sufferer with intrusive
meimories that relive the trauma, interspersed with weeks or months when they remember

hardly anything of the frightening events.
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This alternation of immersion and respite seems 1o allow for a spontaneous review of the
trauma and relearning of a more normal emotional response to it. The therapist
encourages the person to retell the traumatic evenis as vividly as possible. This inciudes
not just the specifics of what they saw, heard, smelled and felt, butl also their reactions -
their dread, disgust, nausea and so forth. The goal here is to put the entire memory into
words. This means capturing parts of the memory that may have been dissociated and
absent from conscious recall. By expressing sensory details and feelings in verbal form,
memories are thought to be brought under the control of the cortex, where the reactions
they kindle can be rendered more understandable. The emotivnai relearning at this point
18 largely accompilished through reliving the events and their emotions; this time in

surroundings of safety and security and in company of a trusted clinician.

Finally, Herman (1992) finds that PSTD sufferers need to mourn the loss the original
trauma brought to their lives. The mourning that ensues while retelling such paintu}
events serves a crucial purpose. It marks the ability to let go of the tranvma itself o some
degree. It is as if the constant recycling and reliving of trauma's terror by the emotional
circuitry can be lified. After-effects or occasional references of symptoms persist, says
Herman, but there are specific signs that the trawma has largely been overcome. These
include reducing the phliysiological symptoms to a manageable level, and being able to

bear the feelings associated with memories of the tranma.

Conclusion

After a trauma, which may confront people with their own vulnerability, iife may never be
exaciiy the same. The traumatic experience often becomes part of a person’s life.
Understanding exactly what has happened and sharing one’s reactions with others can
make a great deal of difference io a person’s eventual adaptation {(van der Kolk et al.,
1995). Putting the feelings and cognirions related to the trauma into words appears to be

essential in the treatment of post-traumatic reactions.
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Bessel van der Kolk’s and Judith Herman's views of trauma recovery appear to be
consistent with the ‘Mitchell moedel” of Crinical Incident Siress Debriefing (Mitchell &
Lverly, 1993) which emphasises the group patticipants’ processing of the event. Afier an
introductory period where the rules and the role of the leaders are explained, the facts of
the critical incident are established. A discussion of the thoughis of the group members,
when they arrived at the incident is undertaken. The third step is a discussion of the fuil
rarge of ermmotions and reactions that may have been stimulated by the eveni. This s
foliowed by an exploration of any PTSD-like symptoms that may be present and
concludes with the teaching sirategies for coping with subsegnent stress from the event
and for preparing for return to work. This process of psychological debriefing will be

explored in detail in the next chapter.
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Chapter 7

Psychological Debriefing

Introduction

Most mental health communities have now adopted psychological debriefing as part of
their coordinated disaster response programs. Although specific occupational groups
such as police, fire and ambulance personnel, health care providers, and rescue workers,
were originally targeted for psychological debriefing, its use has become increasingly

widespread among civilian populations {van der Kolk et al., 1995a).

Debriefing is generally understood to refer to group intervention following a traumatic
incident, where the participants review the major elements of the incident. It has been
recommended as a stress management technigue suitable for groups exposed tc
traumatic events and has been practised by many emergency organisations (Dunning,
1995; Raphael, 1986; Mitchell, 1983). The goal of this crisis intervention technique is
the resolution of the immediate crisis and a restoration of the person to prior level
functioning. Although there are several models of psychological debriefing, they all
revolve around the individual describing the traumatic experience, their reactions and

ernotions, and beginning to integrate and master relevant features of the experietice

{Shalev, 1994),

Systematic efforis to prevent post-traumatic stress {also termed critical incident stress)
emerged in the mid-1980’s with the early work of Jeffrey Mitchell (1983). Mitchell
described 2 semi-structured group intervention with emergency personnel which he
termed Critical Incident Stress Debriefing (CISD). At the time, psychological debriefing
was designed to prevent, or at least intubit, critical incident stress by encouraging
participants to recount their traumatic experience while focusing on related facts,
thoughts, feelings, and reactions. Thoughts and feelings were normalised as far as

possible and individuals were provided with information regarding possible future

60



emotional reactions and appropriate mental health resources should they require them in

the future (Dyregrov, 1989; Rose & Bisson, 1998).

CISD was initially described by Mitcheli (1983) as “either an individual or group
meeting between the rescue worker and the caring individual (facilitator) who is able to
help the person talk about his feelings and reactions to the critical incident™(p. 37).
Some conceptual confusion arose because Mitchell initially used the term debrief for
individual contacts although subsequent articles referred to CISD as solely a group
process (Mitchell & Everly, 1996). Dyregrov (1989) prescnted the following definition:
“A psychotogical debriefing is a group meeting arranged for the purpose of integrating
profound personal experiences both on the cognitive, emotional and group level, and thus
preventing the development of adverse reaction” (p.253). Dyregrov further suggested that
for debrief to achieve their aims:

(1} 1t should be undertaken shortly after the event,

(i1)  the ieader of the group should be well trained and experienced,

(ii1) the grcup must have experienced a comumon stressor,

(iv) there must be sufficient time to allow a thorough review of all the phases, and

(v)  the meetings should be used to identify those who may need additional

support.

Dyregrov {1997) provided a detailed analysis of the many factors he believes infiuence

the debriefing process and its ability to achieve its purpose.

Past and Present ¥orms of Debriefing

Debriefing as a term originated in military scttings. Before a military operation,
personnel were “priefed” about the situation and the objectives of the operation. When
the personnel returned, they were ‘debriefed’ i.e. they reported on the operation as they
experienced it. These operational debriefs were the basis for further military planning

(Shalev, 1974, 1994, Shalev, Feri, Rogel-Fuchs, Ursano & Marlowe, [998). Today the
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term debriefing is still used in the armed forces to refer to operational debriefing, but in

the wider sphere it is mainly used to refer to psychological debriefing.

Combat stress has been observed and recorded in the military forces since the 7"
Century BC (Mitchell & Everly, 1993). Unfortunately, little was understood about
trauntatic siress or its treatment. Prior to World War 1, symptoms of combat siress were
generally left untreated. Instead of treatment, many soldiers were ridiculed, imprisoned
or possibly killed for their cowardly and traitorous actions. Dramatic changes in the
methods of warfare had occurred by the time of World War I. Technology and tactics
had evolved, and a widespread enemy became more apparent in twentieth century warfare.
As a result, large numbers of psychiatric casualties were encountered during battles
(Holmes, 1985). In World War I, most military authorities were unsympathetic to siress
responses (shell shock) in armed personnel, and the limited suppost services provided

were in the form of one-on-one psychiatric interventions (Mitchell & Everly, 1993).

In World War I military authorities had accepted that the consequences of earlier
practices were very severe and long term, and they needed to be more adequately
addressed. Nearly 10% of battle casualties in World War II were psychiatric in aature,
with some units experiencing continued combat operations sustaining very high
psychiatric casualty rates (Mitchell & Everly, 1993). Late in the war, the military had
developed some basic psychiatric intervention principles which had an enormous impact
on lowering the rate of combat stress casualties, from 20% during the European invasion
in 1944 to 8% in April/May of the following year (Holmes, 1985). During the
Normandy invasion of World War II, rudimentary, unstructured ‘debriefings’ were
performed on the beaches during the D-Day operations. Psychiatrists would sit with
groups of soldiers and let them talk about their experiences. Those participants who
were given the opportunity to ventilate were found to be more alert and ready for battle
the next day. It was also found that the greater the delay of intervention, the less likely it

was that the soldiers would return to military duties (Mitchell & Everly, 1993).




The Work of 5.L.A. Marshall

Marshall, a U.5. army historian, developed a specific form of group debriefing for
soldiers foliowing combat exposure during World War Il (see Shalev, 1994), Although
the aim of the debriefs was to gather historical information about the battles etc,
according to Marshall it resulted in profound psychological changes among the soldiers
that were aebriefed (Shalev, 1994; Shalev et al., 1998), His main interest was in small
unit performance in ground combat, but he was also interested in the psychoiogizal
factors that enabled people to maintain integrity. Marshall advocated that a soldizr’s
capacity to overcome his fears depended strongly upen his ability to feel the presence of
other personnel and maintatn a sense of group belonging, often in circumstances where
the enemy, his colleagues and sources of danger were all hidden. Marshall was also
aware that an individual was often unable to identify and make sense of the overall paitern

of a combat event, and that the historical truth of combat could only be accessed through

reconstructlion of group narratives,

The debriefing sessions took place on the battlefield as soon as possible after the action.
Prior to the debriefing session, Marshall ascertained the ouiline of the battle, the role
played by the unit to be debriefed and any other technical information that wouid assist in
analysing the material discussed in the group. Debrief sessions commenced wiih
outlining the procedures and goals to the group. It's task was to describe the combat in
compleie detail and, in turn, the aim for the army was to learn from the group's
experience. Participants were encouraged to share their experiences with the group. For
the duration of the debrief, military ranks were set aside, and testimonies were weighted
according to their relevance to developing an understanding of the operation. Aftera
short period of Marshall leading the debrief, company commanders took over, but were

monitored to refrain from teaching or expressing opinion on a soldier’s ¢conduct {Shalev,

1994; Shalev et al., 1998),



The reconstruction of the batte followed a strict chronological path. This helped the
group to focus on factual information rather than interpretation. All available information
at each stage of the battle was collected. Alihough Marshall was mainly inferested in the
facts of the event, he did gather information on soldier’s thoughts and feelings at specific
times in battle, and decisions and actions that followed. Marshall warned not to discard
any testimony or confront any participant with disbelief. He could see that contradictory
statements led to encouraging further clarification. Maintaining the integrity of the
precess was preferable to establishing a definite version of the events. Marshall’s
debriefing sessions weie 10 be limited only by the time it took to achieve the desired
result, until the whale picture was obtained. This 2+iitude encouraged a group process

characterised by an openness of communication and a lack of pressure (Shalev, 1994).

Marshall considered the process fairly simple, although he r=cognised the need io deal
with the possibility of group resistance (Shalev, 1994). He described the group process
as opening with an atmosphers of caution .nd progressing toward greater participation.
Although Marshall’s primary aim was to gather a clear and precise history of an event
(i.e. the battie), he also recognised the psychological benefit of this group process to ihe
men. The process led to erotional relief amongst the soldiers who were interviewed
about their experiences. Although Marshall did enquire about participants’ emotions, he

did not require them to elaborate upon them.

There are a number of elements of Marshall’s debriefing technique nat are similar to
other forms of debriefing (Shalev, 1994):

(i)  the timing of the intervention,

{ii)  the preparation for the session,

(1ii) the temporary suspension of some institutional rules,

(iv) the cognitive reconstruction of the event,

{v} tolerance for ambiguity,

(vi) the integration of grief reactions,
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(vil) the use of non-professional yet natural leaders, asnd
(viii) handling resistance to the process.

These elements are addressed to some degree by most forms of debriefing, and affect the

progress and outcome of the intervention.

Critical Incident Stress Debriefing (CISD)

i the several models of psychological debriefing (Mitchell, 1983, 1988; Raphael, 1985),
the best known and the most widely scrutinised is the ‘Mitchell model” of Critical
Incident Stress Debriefing (CISD) (Mitchell, 1983). CISD is a debriefing maodel
developed by Jeffrey Mitchell (1983) designed to assist emergency services personnel
deal with severely stressful situations including being witness to death or serious injury

of colleague, deaths of children, and multiple fatalities (Robinson & Mitchell, 1993).

The CISD model emphasises the participant’s processing of the experience within a
cognitive-affective-cognitive framework and is designed to facilitate psychological
closure of a traumatic event (Mitchell & Everly, 1993). The goals of CISD are io reduce
the impact of a tranmatic event and accelerate the normal recovery process. Ventilation,
mobilisation of social support. as well as education and identifying symptomatic
individuals are suggested as major factors in the process (Mitchell & Everly, 1998). The
debrief emphasises educational and informational elements in order to assist participants
to understand and deal with their stress reactions. The process sesks to restore
participant’s sense of self-mastery, as well as their sense of meaning in life, and to
siabilise the sitnation and provide relief from siress symptoms. It is also cited as a useful

tool for identifying members of the group who may need follow-up support, such as

referral to a psychologist.

Within the CISD framework, a critical incident 1s defined as any event with sufficient
immediate or deiayed impact to produce significant emotional reactions in people and in

addition, an event that is considered generally outside the range of ordinary human
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experiences (Mitchell and Everly, 1993). CISD was evolved to assist personnel deal with

the most stressful of events and was designed to be applied to events which are

extraordinary.

A Critica! Incident Stress Management (CISM) team typically consists of twenty to forty
personnel, with roughly one third of the membership made up of mental health
professionals and the remainder peer support personnel who are drawn from the
emergency services orgams:ie = From this pool of members, a response teant of three
to four personnel is drawn to provide an actual debriefing. Mitchell and Bray (1990)

declare that the major purposes of the CISM teams are to:
(vi) prepare personnel to manage their job-rel:ted stress, and
(vil) assist personnel who are experiencing the negative effects of stress after
exposure 1o a critical incident, with the objective of their early retum to
operationai duty,
The debrief 1s lead by a menta! health professional and several peer support personnel
and typical lasts about two to three hours. Mitchell and Bray further suggest that the

formal CISD process will achieve iis best results when it is offered after 24 hours and

before 72 hours following a critical incident,

CISD Process

The CISD protoco! consists of seven distinct phases (Mitchell & Bray, 1990).

1. The Introducrory Phase.

This is where the team leader introduces the process, encourages the group’s

participation ai:d sets the ground rules.

2. The Fact Phase:
The group is asked to describe their work role during the incident and from their own

perspective, the facts in regard to what happened. Participants find this is a relatively
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easy phase since the facts are always easier to discuss than a person's reactions fo an

event. The fact phase recreates the event for the participants.

3. The Thought Phase.

Participants are asked ro discuss their first thoughts during the event. This stage
explores the more personal aspects of the situation, and is seen as a transition phase.
Personal thoughts often get hidden behind the facts and bringing them into the open

establishes that an individual's own thoughts are important.

4. The Reaction Phase.
This phase 15 designed to move participants from a predominantly cognitive level to a

more affective or emotional one. It explores both the cognitive and emotionai levels of

processing experiences. Participants are asked to describe the worst aspects of the event

and hiow they reacted to the event, in order to shift them from a cognitive to an affective

level of processing. One outcome for this phase is for pariicipants to recognise that it is

acceptable for them to have their own thoughts and feelings about the event.

5. The Symptoms Phase.
This phase begins a movement back to a more cognitive processing level, and is a
transition phase similar 1o the thought phase. Participants are asked to describe the

cognitive, physical, emotional and behavioural symptoms/signals of distress they may

have experienced since the event.

6. The Teaching Phase.
Once the signals of distress have been discussed, the teaching phase explores ways of

alleviating them. This phase atternpts to normalise these reactions, and provide

participants with stress management techniques,

67



7. The Re-entry Phase.

This is the *wrap-up’ phase in which any additional questions or statements can be
presented to the group. Sometimes the CISD team may suggest things that people could
not or would not say during the debriefing, such as feelings that were too difficult to
verbalise. The leaders make a summary statement to the group. Participants are then
given handouts including information sheets about the signs and sympicms of critical

incident stress, Follow-up phone numbers of CISD team members are provided for

participants to contact if they wish to.

Immediately foilowing a debrief, CISD team members make themselves available to the
group for individunal contacts and additional questions. They may also seek out those
participants who appeared (o be having the most difficulty in the debrief, and provide
them with advice, reassurance and possibly referral to a mental heaith professional. The
last step for ihe debniefers is to decide what follow-up steps may be necessary and to
allow them to debrief about how the debriefing process affected them, to let them process
their emotions. Follow-up services are believed to be extremely important. They usually
begin within 24 hours of the debriefing. Telephone calls are made, request for referrals
are fulfitled, individuals or groups may be checked on and supervisors may be given
general advice on how best to care for their distressed personnel. In some instances a

second debriefing may be necessary (Mitchell & Bray, 1990).

Other Debriefing Models

Beverley Raphael (1986, 1991) developed guidelines for debriefing teams of helpers
following the Granville rail disaster. In the debriefing session, participants explored their
experiences of the disaster and their responses to it. Raphael began with the participant’s
intreduction to the event, their first knowledge of the event, and their preparedness,

training and past experience that may have influenced their perception of the current event

(Everly & Mitchell, 1997).
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Participants’ personal experience of the disaster, their role and their reactions were
examined. Both negative and positive experiences and feelings were explored in order to
provide a balanced perspective of the event, and to allow the participants to find
satisfaction in the things they did well, even in the face of guilt or anger. Relationships to
other workers, victims and the impact of the event on family and friends were explored.
Einphasis was then placad on disengaging from the experience and making the transition
back to everyday work life while at the same time assessing what could be learnt from the
event for future incidents. The goal of this debriefing model is primarily preventative, to
assist workers in dealing with the inevitable stressors that will arise as a result of the
event. “The experience is given a cognitive structure and the emotional release of

reviewing helps the worker to a sense of achievement and distancing” (Raphael, 1986,

p.286),

Other reports of psychological debriefing are generally similar to Raphael’s or
Mitchell’s model (see Shalev, 1994). Dyregrov (1589, 1997} studied the process
variabies in the Mitchell model, focussing on the decision-making process of the
participants during the thought stage. The Dyregrov model adds a stage of sensory
impressions of the incident to improve understanding and processing of the experience,

and places emphasis on the normalisation of reactions and responses.

Critical Incident Stress Management (CISM)

CISD was designed not as a stand-alone process but part of a broad-based intervention
system (Mitchell & Everly, 1993; Mitchell & Everly, 1998) to support the needs of
emergency services personnel. Recently, Mitchell and Everly (1998) have integrated this
system into a comprehensive crisis management program named Critical Incident Stress
Management (CISM). The term CISM was used to reinforce the concept that CISD was

not a stand-alone process but a component of a broader program.

69



The original CISD approach has been expanded to enconipass the management of Stress
in personal as well as work settings (Mitchell and Everly, 1998). Under this model,
inferventions now fall into three categories: interventions for the individual, interventions

for groups, and interventions for the environment. The core components of the

interventions for groups are:

1. Pre-Incident Education

Stress education courscs are des.gned to be instituted early in organisations, along with
ongeing in-service education sessions. They involve psychological preparedness
training: to set appropriate expectations for actual events, to increase cognitive resources

relevant to a crisis and teach behavioural siress management and personal coping

strategies.

2. On-Scene Support
Peer support personnel play a key role in providing on-scene support services to
distressed personnel, advice to command taff as the situation warrants and brief

assistance to victims and their farmily members to reduce interference with operations.

3. Demobilisations

This intervention is for large-scale events and take place at a location aw=y from the
scene. Personnel are ordered to attend the centie following completion of their work at
the scene. The process involves approximately ten minutes of provision of stress
information and twenty minutes allocated to feeding and resting the crews. It allows
personnel to get education on stress symptoms and how to deal with them, a place to rest

and recooperate, and seme initial ventilation of feelings either individually or as a group.

4. Defusing
Defusings are an abbreviated, less formal version of debriefing. They are given within a

few hours of an event, up to about 12 hours afterwards. This rapid intervention, lasts
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aporoximately 340 to 45 minutes, and is typically managed by peer support personnel. s
main purpose is (o stabilise personnel, 50 that they can return 0 normal duties or they are
allowed to go home without undue stress if they are at the end of their shift. Defusing
¢oncenirates on the 1most seriously affected workers and allows for a little wnitial
ventifation of the reactions to the event. It also provides some siress-related education w

the personnel. Its aim is also to enhance the formal debriefing process.

5 CISD
As previously described, CISDs are structured group meetings that emphasise ventilation
of emotions and other reaciions to a critical event, as well as emphasise educational

elements which may assi+i jersonnel in dealing with stress reactions.

6. Significant Other Support

Some incidents are s¢ disruptive that the partners and family members of emergency
personnel may need separate debriefings. A serious injury or line-of-duty death incident
may be an example where support for 'loved-ones' is needed, CISM tearns routinely
provide a wide range of services for families. They include stress education, support

during a highly stressful event, support for children after a tragedy, family consultations,

CISD and follow-up services.

7. Follow-up Services

Follow-up services are an important component of CISD and usually begin twenty-four
hours after an event. Telephone calls are made, and individuals and groups are checked
on, visits (o the work place may be arranged, and command officers are given general

advice about how to best care for their distressed personnel.

Mitchell and Everly (1998) have further suggested that the key factors they believe to be

the core ‘mechanisms of action’ upon which all CISM, as a crisis response intervention
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system rests are: early intervention, provision of psvehosocial support, opportunity for

expression, crisis education and expectancy and coping.

The Development of CISD Support Programs in Australia

Many programs of psychological support have been introduced in Ausiralia to assist
emergercy services staff and their families. The growth in psychological support comes
largely from the work of Jeffrey Mitchell and his CISD process. Mitchell's method has
been widely adopted by Australian emergency services following his visits to Australia in
1986 and 1988. Similar developmenis have also occurred in Canada and Norway. The
Mitchell model has been adopted by, and adapted to, many other occupational groups
and work settings such as hospitals, defence force services, correctional institutions,

banks, government education and welfare departments, industries and even recreational

groups (Robinson, 1994).

The implement~tion of support programs was initiallv hindered by worker opinion.
Opinions persisted that workers who react to traumatic events are psychologically weak
and unsuitable for the job; that talking makes people 'soft', and that these new support
programs are not needed {Lawler et al., 1990). These attitudes made it difficult for
programs to be accepted and supported. The role of ongoing educational programs were
iinportant to raise staff awareness of critical incident stress and the need for support
following some critical incidents, and 10 encourage emergency services personnel to
develop a more tolerant attitude. Despite these challenges, the introduction of support
services in Australian emergency services was very rapid. Within three years of
Mitchell's first visit in 1986, nearly every emergency service in Australia had established

at least a adimentary debriefing/peer support program (Robinson, 1994),

Conclusion

Psyciiological debriefing is a popular method of assistance following a traumatic event.

It is designed to promote emotional processing of the event through a discussion of
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people’s reactions. The debriefing model most frequently used, as well as the subject of
the most extensive criticism is the CISD process (Mitchell, 1993). While there is
abundant anecdotal evidence revealing that psychological debriefings are found to be
very beneficial (Everly, Flannery & Mitchell, 1998), there have been conflicting reports
as io their effectiveness (Bisson, Jenkins, Bannister, & Alexander, 1997; Deahl, Gillham,

Thomas, Searle, & Srinivasan, 1994; Hytten & Hasle, 1989; Stephens, 1997).

Despite the amount of support for the need of psychological debriefing, Dyregrav
suggests that there has been little scientificaily systemaiic research examining its
ultimate value {Dyregrov, 1997). The question of whether or not CISD is an effective or
necessary interventiou following a traumatic event has been a subject for debate for
many vears (Bisson & Deahl, 1994; Ostrow, 1996; Raphael, Meldrum, & McFarlane,
19935; Robinson & Mitchell, 1995). Several studies documented a non-signficant effect
any effect of such intervention, while other studies have documented either a strong
positive or negative effect. Uncovering the key mechanisms of action within CISD is an
area that continues to require further exploration and understanding (Dyregrov, 1998;

Rose and Bisson, 1998) and this will be explored in Chapter 8.
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Chapter 8

Defining Debriefing

Introduction

CISD has become an integral component of psychological strategies to assist in the
reduction of stress reaction and the prevention of psychiatric morbidity among personnel
involved ar associated with trauma (Watts, 1994). Any consideration of the therapeutic
agency in psychological debriefing needs to include an exploration of a variety of

psychological concepts and theories that may have contributory elements. These might

inelude it not be limited to:
{i)  individual therapy factors,
(i) group process factors,
{111) group therapy factors,
{iv) coping literature,
{v)  the function of group membership,
(vi) the military experience,
(vit) cnsis intervention theory, and

(viu) specific previous debriefing research.

(i) Individaal Therapy Research

A therapeutic relationship with a mental heaith professional is often the cornerstone of
effective treatinent of those aifected by trauma (van der Kolk et al., [995b). Itis a
complex relationship, particularly since the interpersonal aspects of the trauma {e.g.

mistrust, betrayal, dependency, love and hate} tend to be replayed within the therapeutic

dyad.

The debate surrounding the issue of therapeuric effectiveness is central to psychology as
a science and a profession (Shalev, 1994). In 1952, Eysenck published research

examining psychoanalytic and eclectic therapeutiic resuits from 1920 to 1551, He argued
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that his results showed that whilst approximately two-thirds of ‘neurotics’ who entered

therapy improved within two years, an equal proportion who did not enter therapy also

improved.

Later studies of spontaneous remission rates continued to find a median rate of 30%
(Bergin, 1971). In a detailed analysis reported by Bergin, there was wide variation from
one study to another. This may be explained by a corresponding wide variation of
therapeutic skiils. In addition, figures obtained on client symptom deterioration showed
that deferioration occurred in some patients undergoing therapy and that this was mere
frequent than in control groups. Apparently either some therapisis possessed very poor
skilis, or conceivably therapy disturbed some balance organically achieved by an

individual causing even greater disturbance.

Similarly, research into key therapist interpersonal skills by Truax and Mitchell (1971)
concluded “the therapeutic endeavour 1s, on average, quite ineffective” (p.301). They
demonstrated that while some therapists are helpful, others are harmful. They identified
the key skills thar were likely to improve therapeutic outcome, regardless of the school of
therapy being used. They concluded that effective therapisis should:

(i}  have accurate empathy,

(ii)  display non-possessive warmth, and

(1) be genuine in the helping relationship.

Int a series of studies, Truax and Mitchell (1971) vahidated these findings across many
different conditions and client groups. They found that the patients who tended to
deteriorate also tended to have therapists who were low in these key factors. They found
this phenomenon occurred in both individual and group therapy. In examining these
variables with specific therapists, Truax and Mitchell found that accurate empathy and
penitineness on the part of the therapist did not change across clients, but that to some

extent clients could affect the therapist’s level of non-possessive warmth, Therefore, it



was suggested that both therapist skills and interpersonal interactions should be

examined when attempting to evaluate therapeutic outcome.

(i) Group Process

Beneficial outcomes from group intervention may be the result of tradinional agents of
group change, 1.e. group cohesion, catharsis, imitative behaviour, the sharing of
information and addressing existential issues such as death (Yalom, 1975). Everly,
Flannery & Mitchel! (1998) suggest that a consensus of researchers in the debriefing
field propose three key factors. as agents of change in debriefing interventions:

(i}  ventilation and abreaction,

{ii}  social support, and

(iii} adaptive coping.

The sharing of the emotional impact of an event through ventilation or self-disclosure and
the cathartic sharing of a trauma story is noted as an important and adaptive way of
dealing with 2 travmmatic incident (Everly & Mitchell, 1997; Litrell, 1998; Pennebaker,

1990, 1993; Raphael, 1986; Shalev, 1994),

Social support theory would advocate that group debriefing is a way of improving social
interactions (Everly et al,, 1998). A caring attachment to others is considered important
for recovery. Social supports can provide information, companionship and emotional
support. Group support both in the initdal traumatic encounter and in the post-incident
environment has also been considered important by most publications on psychological
debriefing (Everly & Mitchell, 1997; Pennebaker, 1990, 1993: Raphael, 1986; Shalev,
1994). Therefore post-incident efforts are generally directed towards restoring social
supports (Everly et al., 1998). Sociological research by Quarantelli (1985) reveals that a
strong, cohesive survivor support network consistently militates against the development
of long-term symptoms of PTSD. Most people need some form of social suppoit to

overcome the effects of trauma, but often reject natural social supports because of fear,
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shame or distrust. One urgent task of trauma management is the re-creation of a sense of
human interdependence and community. Often fellow survivors provide the most
effective short-term bond because the shared history of trauma can form the nucleus for

retrieving a sense of comumunty (van der Kolk, 1987b).

Many authors (Everly & Mitchell, 1997; Pennebaker, 1990, 1993; Raphael, 1986; Shalev,
1994} also suggest that an important step is 1o learn more adaptive coping skilis to
address the aftermath of a tranmatic incident, and to leamn to deal more effectively with
future incidents. Group process may be important in mediating this learning. Both
cognitive and behavioural coping skills are developed in the context of a group session,
with an emphasis placed on processing information, cognitive appraisal, reasonable

expectations of future performance and skill acquisition (Everly et al., 1398).

(iii) Group Psychotherapy
Although 1t 1s important to make a distinction between group therapy and the process of

debriefing peopie in groups, there are findings from group therapy research that bear

upon an understanding of psychological debriefing.

Van der Kotk (1987b) suggested that emotional attachment is the primary protection
against being traumatised. He suggests that people have always gathered in communities
to help them deal with outside challenges. They seek close emotional relationships with
others in order to anticipate, meet and integrate difficult experiences. Contemporary
research (e.g. Holen, 1991, 1993) has shown that as long as the social support network
remains intact, people are relatively well protected against even catastrophic stressors,
People rely on their families, colleagues and friends to provide such a trauma
‘membrane’ (van der Kolk et al., 1995b). In recognition of this need for affiliation as a
protection against trauma, it has been widely supposed that the central issue in acute
crisis intervention is the provision and restoration of social support (Lystad, 1988,

Raphael, 1986; Mirchell, 1983). However, research has not supported that assumption.
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The efficacy of standardised debriefing interventions following trauma has, in general

terms, not yet been fully documented.

The task of group therapy and comirunity interventions is to help traumatised people
regain a sense of safety and of mastery (van der Kolk et al., 1995). Regardless of the
nature of the trauma or the structure of the group, the ain of group therapy is to help
people actively atiend to the requirements of the moment, without undue intrusions from
past perceptions and experiences. Group therapy 1s widely regarded as the treatment of

choice for people suffering post-traumatic stress.

There are different forms of trauma-related group psychotherapy. Each has a different
degree of emphasis on stabilisation, memory retrieval, bonding, negotiation of
interpersonal differences, and support {van der Kolk, 1992). However, to varying
degrees, the purpese of all tranma-related groups is to:

(iv) stabilise psychological and physiological reactions to the trauma,

(v)  explore and validate perceptions and emotions,

{vi) retrieve memories,

(vil) understand the effects of past experience on current affects and behaviours,

and

(viil) learn new ways of coping with interpersonal stress.

Bednar and Lawlis (1971} undertook an empirical analysis of group therapy results, and
asked the questions “Can group therapy help?” and “Can group therapy harm?” They
found that some patients receiving therapy improved while others deteriorated. Patients
who were not receiving therapy however, tended to remain unchanged. Their most
thorough investigation involved a study of 16 different therapists over many group
sessions. Results revealed a large variation in therapeutic effectiveness amongst the

therapists. The results suggest that analysing effectiveness of group therapy is more
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complicated than looking at one-to-one therapy. The group process and interpersonal
p g Py group p I

relaticnships within the group must also be considered (Westerink, 1993).

Bednar and Lawlis (1971) found that positive ouicomes were related to:
(1)  expression of feehng,
(11} meaningful participation,
(iii} empathy, warmth and genuineness emanating from both therapist and group,
and
(iv) group cohesiveness.
Group cohesiveness probably stems in part from group compatibility and it’s ability to
meet the personal needs of members. This implies that there are at least three key factors
in debriefing:
(1) the ability of the therapist to establish rapport within the group,
(i} the ability of the therapist tO estabhish undersianding, support and trusi within
the group, and

(itiy the make-up of the group.

In CISD, groups are usually not screened for compatibility or capacity for mutual
support. Group incompatibility may make it more difficult for the group leader to build
uncerstanding and support within the group. As group cohesion must be established

rzpidly in one scssion, it is clear that high leadership skills are essential (Westerink,

1995).

In 1975, Irving Yalom studiec the curative factors that facilitate improvement in group
psvchotherapy. He used a 60-item card sort technique with subjects to identify the most

helpful items. The 10 itemns assessed to most helpful were:

(1)  discovering and accepting previously unknown or unacceptable parts of

myself,

(ii)  being able to say what was bothering me rather than holding 1t in,
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(iii) other members nonestly telling me what they think of me,

(iv) learning how to express my feelings,

(v)  the group’s teaching me about the type of impression I make on others,

(vi) expressing negative aud/or posiitve feehings (owaid anoiher imemoes,

(vil) leamning that I musi take uitimate responsibility for the way I live my life no
matter bow much guidance and support | get from others,

(viii} learning how I come across to others,

(ix} seeing that others could reveal embarrassing things and take other risks and

beneflt from it helped me do the same, and

(x) feeling more trustful of groups and other people.

The therapeutic coutext may be important in debriefing and the immediate dealing with
traumatic experience, but it has also been seen to be important in the longer-term recovery
of trauina victims (van der Kolk, 1987b). Group members are able to recognise that they
are similar in important ways and respond to each other as aspects of their own selves
(Pines, 1983), To begin with, they use each other as mirrors to refiect traumatic
memories and feelings, which aliows a shared reliving of the trauma. After a successful
alliance has been formed with the group. individual differences slowly emerge, allowing
members to break through their psychological numbing (van der Kolk, 1987b). Pines
(1983) describes the process of therapy as a process of communication. Participants
learn to express themuselves in a language that can be understood by fellow members.
Gradually, individual problems become located 1n the group process, recognised by all
members. Participants, after hearing other members express their emiotions, becone

capable of nsing similar actions te deal with their own traumatic experiences (van der

Kolk, 1687b).

(iv) Coping Strategies
In many ways, a process approach may be most useful in rauma research, as there are

different phases to traumatic experience. For example, Burgess and Holmstrom (1976)
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showed that women who had been raped used different coping strategies when they first
felt threatened, during the actual aitack, and then immediately afterward, when they
nceded to escape or inform others, Horowitz (1986) showed that roping after the evemt
also changes over time. A traumatic event may initially lead to outery, then denial, which
in twrn may be followed by intrusive memories, flaskbacks, and obsessive review.
Individuals may osciliate between denial and obsession unti! they begin the process of

acceptance and the development of adequate coping skills (Aldwin, 1993},

Problem-focused coping is a critical factor in adapting to trauma. This has been studied
extensively by Solomon and her colleagues (1988), who have shown that soldiers who
use this strategy are less likely to suffer PTSD. Freedy, Shaw and Jarrell’s (1992) study
of survivors of Hurricane Hugo also found positive impacts of problem-focused coping.
However, the source of the problem and its perceived controllability can be critical
mediators of the efficacy of this sicatezy. In Baum, Gatchel and Schaeffer’s (1983)
study of Three Mile Island, problem-focused coping was associated with a higher degree
of distress. This was in part because efforts to effect bureaucratic changes were

invanably frustrating.

Controllability also mediates the efficacy of emotion-focused strategies such as
withdrawal. While Freedy and colleagues (1992) found that disengagernent was
associated with greater psychological distress, Ursano and colleagues (1994) review of
disasier, suggest that withdrawal under extreme, chronic distress, such as being a POW,
may be adaptive. Ia his description of Norwegian concentration camp survivors, Eitinger
(1980} found that the coping strategies of building up an inner world and ideslising the
world outside of the camps were nearly universal. Indeed, psychological numbing and
disengagement (dissociation) may be the only way to maintain ‘ego integrity’ under
great duress, and may actually assist problem-focused coping (Figley, 1983}, However,
after the traumatic event, higher levels of emotion-focused coping are often associated

with poorer outcomes, such as PTSD. Wolfe and colleagues (1993, in Ursano et al.,
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1694} found that current use of escapism and extreme avoidance among Vietnam
veterans was a good predictor of psychological distress; even better than the degres of
combat exposure. The suggestion from this literature supports the idea that withdrawal

and avoidance may be an adaptive response in the short term, but persistent denial may

lead tc long-term psychological distress.

Disclosing to someone plays a central rele -oping with trauma (Pennebaker 1985,
1990, 1993). Trauma researchers highlight the development of meaning and the
transformation of a person’s self concept 1o a much greater extent than is common in the

lzeger history of work on coping (Lifton & Olson, 1976; Litten, 1973, 1988).

(v) Group Membership

The trauma response has generally been investigated as a singular experience. However
it 1s unrealistic to separate an individual’s psychological state from the many social
forces which shape 1t (van der Kolk, 1987b). Psychological trauma generally occurs in a
social context, involving either loss of attachment figures or loss of a basic sense of
security and continuity that results from. the accumulation of secure experiences with
others. Lindemann (1944, in van der Kolk, 1987b) describes trauma as a sudden and
uncontrollable loss of affective ties. Krystal (1968a, !968h) states an acute trauma
response involves standing alone, being abandoned by all sources of feelings of security.

Van der Kolk (1987) suggests that the essence of a trauma response is the severance of

secure affiliative bonds.

Van der Kolk (1987) claims that PTSD symptoms are always accompanied by
impoverished interpersonal relationships. Following trauma, a victim may becotne
anxious and clinging or suffer interpersonal numbing consequent to the loss of basic
trust. Nonetheless, in both cases, the capacity for others to provide security and
emotional support is either under or over-valued. In her study of the Euffalo Creek

Disaster, Erikson (1976) describes the traurna as damaging to social life, damaging to the



social bonds that link people, and impairing their sense of cemmunity. This in tarn can
lead to disorientation and a loss of connection. Feelings of shame of their own
vulnerability or anger at the lack of outside help leads victims to lose faith in the

possibility of meaningful relaticnships.

Research on conceniration camp survivors reveals that group formation had a significant
mfluence on the chance of survival. Cohesive pairing was a specific coping response
during their incarceration (Klein 1974, in van der Kolk, 1987h). Inmates formed stable
pairs, and if one partner died, a new companion was quickly found. Other survivors
described forming stable, loyal groups of seven to eight pecple, based on common
origins or interests, with selfless devotion to each other and apparent total disregard for
all outsiders (Davidson, 1984). From Davidson’s survivor studies it has become clear
that interpersonal support can, through buffering and protecting the self in the face of

catastrophic situations, mitigate the traumatic process.

(vi) Military Service and Trauma

Emotional closeness in response to an exiernal stressor is pormal (van der Kolk, 1987D).
However, the quality of these relationships can vary considerably, depending on the
person's developmental level and prior expenences. The army, particularly 1n combat,
maximises the impact of peer group cohesion. Basic training exploits an adolescent’s
need to substitute peer group for fami.y ties. In clinical studies of WWII combat
soldiers, Lidz (1946) and Fairbairn (1952) compared those soldiers who developed
PTSD with those who did not. They both concluded that personnel with persistent
symptoms had disrupted early family relationships and were prone to develop intensely
dependent relationships with a single person. They found that PTSD symptoms
developed after the disruption of such a relationship. A more recent study on Israeli
soldiers showed that a disruption to group cohesion directly relates to the development of
PTSD {Moses, 1978). Fox (1974) found that amongst US marines in Vietnam, loss of

group cohesion is a major contributor to the development of PT5D.
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{vii) Crisis Intervention Literature
Psychological debriefing was developed as part of a model of cnisis intervention (Shalev,
1994), Three key principles of the crisis intervention approach are:

® immediacy {rapid intervention),

a proximity {close to or within the crisis venue), and
expectancy (setting appropriate expectations for treatment and retum to
functioning, see Aguilera & Mesick, 1986; and Solomon & Benbenishty,
1986).
In a review of psychiatric therapies, Speigel and Classen (1995) analysed the processes
that underlie crisis intervention. They came up with: (i) immediacy in the timing of an
intervention, (ii) social suppor, listening, (iii} ventilation of emetion {catharsis), (iv)
comrnonality with others, shared experience, (v) cognitive processing of the irauma,

anticipatory guidance, and (vi) educating, normalising, teaching coping responses.

In a recent review of CISD and crisis intervention groups, Wollman (1993) identified the
following helpful factors: group cohesion, universality, catharsis, imitative behaviour,
instillation of hope, imparting of information (teaching), altruism, timeliness, and
existential factors. With the exception of timeliness, these factors are very similar to
those identified in the group psychotherapy research. It should be noted however, that
although CISD relies upon group therapy theory, it is not purported as group therapy nor

as a substitute for group therapy. Mitchell and Everly (1993) clearly define it as a crisis

intervention and not a form of psychotherapy.

(viii) Debriefing Research and Theory
Curtis (1995) proposes a number of specific therapeutic steps that need to happen during
a debrief. He believes if more careful attention is paid to these steps there would be more

therapeutic consistency in the outcome of the debriefing process. His therapeutic ‘
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suggestions include: (i) identification, (ii) labeling, (it} articulation, (iv) expression, (v)

externalisation, (vi) ventilation, (vii) validation, and (Vviii} acceptance.

Building on Curtis, Atle Dyregrov has also undertaken extensive research in the field of
traumatic stress management. He has explored the process issues in psychological
debriefings to identify the factors that influence the success of the CISD group process
(Dyregrov, 1997). Dyregrov identifies psychological debriefing as being quite different
1o group psychotherapy, in that most of the work is done in a single session meeting.
Therefore, the trust, authority and structure needed to conduct a group debrief and

achieve results, has to be cstablished in the beginning of the meeting.

Dyregrov {1997) identified a number of factors that he suggested determine the climate
and process in a debriefing. He classified these under seven general headings:

(1)  degree of exposure to traumatic incident (sensory, life threat, losses, and
homo vs heterogeneity),

(i1)  leadership (training, preparation, leader and co-leader interaction,
communicative and educaticnal ability, activity and directiveness, respect for
group, and gender},

(i11) rules (structure and utilisation),

(iv) participants (personalities, training experience, prior traumas, and support
systems),

{(v)  group (culture, gender, cohesion, history, conflict, nature, and work group),

{(vi) organisation atmosphere {acceptance, role distribution, and CISD routines),
and

(vity CISD environment (timing of the CISD, physical surroundings, sitting
positions, duration of the meeting and disturbances).

Dyregrov emphasised the synergistic relationship between factors, suggesting that an
alieration in any single factor can exert undue influence on all the other factors. A shift

in emphasis on any one factor can either enhance or inhibit positive CISD outcomes.
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In an examination of the CISD group process, Everly (1995) identified ten commonly

accepted mechanisms of action:
(iv) early intervention,
(v} affective ventilation (catharsis),
(vi) opportunity to put the crisis into words on a cognitive level,
(vil) behavioural structure,
(viir} psychological structure and progression,
fix) Yalom’s (1970) group processes,
(x) support from one's peers,
(xi) demcnstration cf caring,
(xii) installation of hope and a sense of control, and

(xii1) opportunity for follow-up assessment and treatment, if appropriate,

Mitchell and Everly (1993) have also defined the key factors they believe to be the core
process ‘mechanism of action’ upon which all CISM, as a crisis response intervention
system rests are: (i) early intervention, {ii) provision of psychosocial support, (iii}

opportunity for expression crisis education, and (iv) expectancy and coping.

Conclusion

Despite the numerous and long lists of factors influencing the success of the debriefing
process, it 1s difficult to discern which are the most critical. In fact it is still somewhat
problematic to state confidently that debriefing is in fact an efficacious process at all.
This situation is well described by Rose and Bisson (1998) who recently conducted a
systematic review of studies dealing with psychological intervention following traumatic
events. They found that a number of the studies were of questionable validity due to
methodological discrepancies, variation in timeliness, and & lack of clarity and exactitude
in the description of the exact procedures used. Furthermore, Rose and Bisson conclude

that such studies provided little evidence for psychological debriefing acting as a
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preventative of psychopathology following a traumatic event. They also cautioned care to
those currently applying psychological debriefing in practice because of the lack of
scientific evidence of its utility. Most importantly, Rose and Bisson identified the need
for conducting ongoing and thorough research into the effectiveness psychological

g ongomg g psy g

debriefing.

83



Chapter 9

Debriefing Effectiveness



Chapter 9

Debriefing Effectiveness

Introduction

During the last few years, several critical reports have been published regarding the use
of psychological debriefing (see Dyregrov, 1998). In particuiar, the Mitchell model of
CISD has come under scrutiny. The heated debate going on in Australia, the United
Siates and the United Kingdom has led some agencies to suggest a discontinuation of
the use of the CISD protocol (Avery & Orner, 1998). The debriefing debate grew
rapidly after Beverly Raphael, Lenore Meldrum and Sandy McFarlane wrote a letter to
the editor of the British Medical Journal in 1995, suggesting the need for more
randomised, controlled studies of the debriefing method (Raphael et al., 1995). They
stated that several studies of debriefing reported a negative effect and further suggested

that psychological debriefing could actually aggravate the traumatic process.

Previous C1SD Research

Hytten and Hassle (1989) conducted a study of firefighters following a hotel fire. Of the
115 professional and volunteer firefighters involved, 47% described the experience as the
worst experience they had ever had and 10% were identified as having clinically
significant stress reactions. Nevertheless, 80% thought that they had coped with the job
‘well” to “tairly well” and for as many as 66%, the rescue action represented something
positive to themn. Thirty-nine firefighters underwent formal debriefing. All of the 115
surveyed reported that they had talked extensively about their experience with others,
either at a formal debriefing sessici or with a group of fellow werkers. Of those who
paniicipated in debriefing, the vast majority (1.e. 38 out of 39) found the experience
helpful. They said the debriefing was useful professionally and reporied that it increased
their self-confidence. The results however, showed no significant difference on the
Impact of Event Scale (IES) 7 to 21 days post-incident, between the group who were

debriefed and those who had simply talked to their colleagues.
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In a siudy of firefighters following a major bushfire, McFarlane (1988) suggested that
debriefing may have had a negative effect on some participants, He also found that the
best predictor of subsequent stiess problems was a history of past treatment for
psychological disorders. The group that was arguably the most affected by the disaster
included people who had experienced more adverse life events before the fire and had

higher premorbid scores for nevroticism than any other group in the study.

Deahl, Gillham, Thomas, Searte and Srinivasan (1994) studied 62 soldiers involved in the
recovery and identification of bodies during the Gulf War. They found that there was no
significant difference in terms of psychiatric morbidity between those who had received a
psychiclogical debriefing and those who had not. They also found that at nine months
following the war, morbidity was more likely in those with a history of psychological

problems and those who believed their lives nad been in danger.

Alexander and Wells (1991) were able to examine the psychological state of police
officers involved in the recovery and identification of bodies following an ol rig disaster.
Fortunately, they were also able to compare this with their condition prior to the incident.
Psychological debriefings were offered following the operation but none of the officers
accepted the offer. Despite being left to their own coping strategies the results showed
that the experience had caused an overall improvement in mental health. This finding
highlighis the often-overlooked potential for positive reactions to trauma. The list of
possiblu positive reactions includes: the chance to develop personal coping sirategies, to
discover inner strength, to develop a sense of mastery over a range of events, to realise the
value of life, to resolve to strengthen family ties, and to come to appreciate one’s own

relatively secure and happy existence (Shalev, 1994),

The results of studies by McFarlane (1988) and Deahl and colleagues (1994) reinforce

the view that the nature of a response to trauma is dependent on individual susceptibility
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at the time of the incident. Appropriate intervention is determined by the state of mind of
the individuals concerned and not necessarily by the time passed since the incident
(Hamling. 1996). As an aside, Hamling proposes that this is particularly important when
the incident does not have a clearly identifiable conclusion or when there is personal

involvement in the incident and grief counselling may be the most appropriate form of

assistance.

The spring 1996 1ssue of the Newsletter of the Furopean Society for Traumatic Stress
Studies (ESTSS) featured an article describing the process by which the Lincolnshire
Joint Emergency Services was established in the early part of the 1990's. Although
principally an educational strategy for all emergency services in the United Kingdom, the
initiative also developed a psychological debriefing resource consisting of about 30
individuals who have participated in an introductory workshop on the Mitchell Model of
Critical Incident Stress Debriefing. Forty debriefings were held and a systematic
evaluation of the impact of these was carried out by Matthew Hutt as part of a doctoral

thesis at Sheffield University (ESTSS, 1996).

Hutt's research (ESTSS, 1996) confirmed a high degree of ‘consumer satisfaction’ wiih
debrieting meetings. However, the evidence for a distinct therapeutic effect of this
intervention was far from decisive. Rather, the limitations of this CISM service became
more and more apparent when the data was examined. For instance, Hutt and colieagues
reported data suggesting that the rated helpfulness of psychological debriefing was
inversely proportional 1o the reported impact of a critical incident on the emergency
responders (see Omer, Avery & Boddy, 1997; Avery & Omer, 1998). Therefore, the
less affected a responder was, the more likely they were to consider an mtervention
helpful. This was not a resounding endorsement from those who might be in greatest
need of staff support and follow-up services. In the light of this evidence, the
Lincolnshire Joint Emergency Services Initiative decided to review and reconsider the

advisability of continuing to carry out psychological debriefings using the format
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proposed by Mitchell {1983). In the main, they recognised the need to reformulate the

aims of psychological debriefing (Avery & Omer, 1998).

It must be clearly stated that what is being measured in these studies, i.e. 'debriefing’, may
vary considerably from one study to another, and may be quite different from the CISD
maodel initially designed by Jeffrey Mitchell in 1983. These and other differences
between studies of debriefing are ofien not recognised by the authors. Anything that is
termed 'debriefing’ is generally assumed to be CISD. Therefore it needs to be clearly
stated that these studies are rarely measuring the same thing. For instance, Kenardy,
Webster, Lewin, and Carr (1995) in their study of the Newcastle earthquake, began their
assessment twe and a half years after the event. They also stated that there were no
controls over the 'debriefing processes’ nor clarity as whether or not debriefings were

provided to the groups they wete investigating.

Evaluation Measures

Many research studies have utitised self-evaluation reports. Robinson & Mitchell (1993)
found that 56% of emergency service and 77% of hospiial/welfare staff reported a
marked reduction in stress symptoms which they believed was at least in part due to the
debriefing. Participants reported that they valued talking about the incident, especially
with those who had experienced the same situation. Taylor (1993} in a study of police
officers, found that on average, they rated their debrief as being moderately valuable for
ithemselves and for others in the group. Many reported that talking about the event was
the greatest benefit. There were others who reported that the information provided by the
debriefers during the teaching phase was most helpful. However, there were also few
officers whe reported an increase in symptoms. Taylor suggested that this could be

because of delayed reactions or it could be that the debriefing made their symptoms
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In terms of psychiatric morbidity, there s also some debate as to the effectiveness of
CISD. Many research projects use such measures as the General Heaith Questionnaire
(GHQ) and the Impact of Event Scale {IES) and the results are 1ot as positive as self-
report inventories. In the Gulf War, no positive long term advantage was found when
comparing those body handlers who had been debriefed with those who had not (Deahl
etal, 1994). In spite of this finding, these authors surprisingly reiterated their
commitment -.» debriefing. A report on the effects of stress debriefing on the rate of
recovery of 195 EMS personnel and disaster workers following an earthquake in
Newcastle, revealed no improved rate of recovery among those helpers who were
debriefed, even when the level of exposure and helping-related stress were taken into
account {Kenardy, Webster, Lewin, & Carr, 1995). Raphael, Meldram & McFarlane,
{1993) go further and argue that debriefing may increase problems through being
inapprepriate for some people in its format or timing, and mav even lead to secondary
tranrnatisaiion amongst participaits. Toey raise issues about the complexity of the
trauma expertence for individuals and strongly argae for the further evaluation of

debriefing and individualised counselling following trauma.

Process Variables

There has been a great deal of ermnphasis placed on evaluating the effectiveness of the
Mitchell model by assessing outcome measures, but little atiention has been paid to
aspects of the process itself, particularly the therapist/leader skills and group process
factors (Westcrink, 19923, The Mitchell model of CISD has been taughi to and
practised by many clinicians and emergency service peers. Not all of these people
however, will have good counselling skills and some may lack the depth of psychelogical
knowledge to appreciate he fuil implications of what they may meet in a CISD.

Recognition of early signs of a reaction that may lead to long term negative outcome is

important, so that additional help may be prcvided promptly (Wesierink, 1995).




Due 1o the apparent simplicity of the CISD process (i.e. having seven sei stages), many
counsetlors/mental health professionals have learned these stages and set out to practise
CISD failing to recognise the importance of group process (Westerink, 1995).
Although it may be argued that CISD is one of the most difficuit forms of intervention,
inexperienced counsellors may attemnpt to facilitate a group without ever having learned
the counselling/group therapy skills necessary to work with groups. In an actual
scenario, a group leader will have just one short session in which to establish rapport,
credibility and promote co-operation. These must be built up quickly even when
working with a disparate group, as group members will soon be asked to talk about their
most difficult concerns and deepest feelings. To make it even more difficelt, group
cohesion needs 10 be achieved at a time when some group members may have problems

with concentration and emotional control due tc strong reactions following a traumatic

incident (Westerink, 1995).

Debate has specifically arisen as to whether CISD is therapy oy should be viewed as a
learning situation, with people sharing informauon about the disaster and finding
strategies for recovery {Westerink, 1995). Regardless of which view is taken, Westerink
also suggests that great skill is needed to lead the group effectively. The leader or
facilitator must have the clinical skills to guide the group through the stages at an
appropriate pace. She or he must be able to:

(1) gauge the mood of the group,

(i1} know when to move from one stage to the next {or return to earlier stages),

(i1i) understand grief and loss 1ssues as well as stress,

(iv) assess the needs of those who are silent, and

(v) identify those for whom further help or referral is appropriate.
Simply applying the model without having the skills of an effective therapist would

chviously faii to ensure success and would probably lead to disaster (Westerink, 1995).
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The key elements of CIED are a traumatic event, a skilled debriefer, a group, a set
process (the debnef), and a recovery environiment. Each of these elements is a valid
aspect for research. Attempts to evaluate CISD, however, have invariably concentrated
only on outcomne measures. In addition, Westerink suggests that most research has:
(i)  ignored the fact that CiSD should be just one element of a total stress
management package (see Mitchell & Everly, 1997),
(1i)  found there are problems in many contexts in establishing a control group,
(i1) assumed the model to have been adequately applied in all situations,
(iv) not evaluated the quality of the intervention by considering such things as
therapist skilis or the timing of the CISD,
(v)  selected varying criteria for examination thus making comparison difficult,

and

(vi) failed to assess the nature or conditions of he recovery period or social

environment.

Obviously, there are problems with previous CISD research within many of these

contexis.

Debriefing Efficacy

Ounly a limited number of people who experience trauma develop PTSD. Van der Kolk
and colleagues (1995b) suggest that most people seem to be able to successfully
negotiate the imitial adaptive phases without succumbing to the long-term progression of
their acute stress reaction into PTSD. For them, the trauma becomes merely a terrible
experience that happened in their past. Van der Kolk and colleagues propose that it is
unclear whether taiking about what has happened is always useful in preventing the
development of PTSD. Van der Kolk cites recent CISD research findings where a few
controlled studies that have examined the preventative effect of debriefing immediately
following exposuse to a traumatic event have suggested a poorer cutcome following
debriefing as compared with nc intervention (see McFarlane, 1984). Given the lack of

controlled studies, van der Kolk suggests that clinicians are left with the impression that
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the initial response to trauma consists of reconnecting with supportive networks and
engaging in activities that re-establish a sense of mastery, He further suggests that if is

obvious that the role of mental health professionals in these initial recuperative efforts is

quite limited.

Conclusion

The scientific debate about the efficacy of debriefing has been prominent for the last
decade (Dyregrov, 1998; Gist, Lohr, Kenardy, Bergmann, Holdrum, Rudburn, Patton,
Bisson, Woodall, & Rosen, 1997; Gist & Woodall, 1998) and as yet shows no sign of
resolution. Robinson and Mitchell (1995) on tt.: one hand and Kenardy and Carr
(1996} on the other, have raised many interesting points, but both sides in the debate
acknowledge the value of independent evaluation of CISD or any of the interventions
outlined in Mitchell’s CiSM package. The major problems facing any such evaluation
of psychological debriefing seem to be ones of design: the control of variables appears to

be the greatest obstacle to gathering verifiable data.

So far little clear documentation of the prevenuve effect of debriefing on post-traumatic
stress has been produced. It must be presumed that debriefing on its own, without being
followed up with support and care from leaders and colleagues has more limited value.
One of the positive outcomes of the debate regarding debriefing is the highlighting of
several faclors of which we have insufficient knowledge. Future studies will presumably

explore these factors and correspondingly improve the quality control of debricfing.
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Chapter 10

A Methodological Assessment of CISD Research

Introduction

Raphael, Meldrum and McFarlane are respected experts in the travmatology field, and
their reservations against debriefing have leit many professionals in doubt about the
necessity and the effectiveness of debriefings (Dyregrov, 1998). However, Dyregrov
proposes that their critique was based on sfudies that did not warrant the negative
presentation they gave of debriefing. Dyregrov (1998) undertook an evaluation of
studies of debriefing and in particular CISD. What follows is Dyregrov’s (1998)
assessment of findings from previous CISD studies that purport to have found no

effects, positive effects and negative effects,

Studies with Negative or Neutral Findings

Deahi and colleagues (1994) investigated the proneness for psychological disturbance in
soldiers from the Gulf War, finding that debriefing did not reduce later psychiatric
morbidity. Dyregrov (1998) proposed that they did not make clear what the debriefing
consisted of, since the intervention is only sketchily descnbed in the article. In addition,
the timing of the debriefing was highly variable. The most serious methodological
objection he presents, however, was the self-selection that had taken place to the
debriefing group. This means that the participants in the debrief group personally
wanted to take part in the debrief, most likely as a result of a greater need to talk about the
event than the individuals who automatically became part of a control group. This
demand characteristic becomes a serious source of error that may explain the possible
differences between the groups. The authors themselves are aware of these
methodological limitations and conclude that despite their negative results, they remain

commutted to the principle of debriefing (Deahl et al., 1994).
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in Australia, Justin Kenardy and colieagues (1996} conducted research on rescue
personnel after an earthquake in Newcastle. They found no discernible effects of the
debriefing durir.g the two years following the disaster (as measured by GHQ-12 and [ES
on four different occasions). However, the groups were established through self-
selection, which again may be a source of contention for any published results
(Dyregrov, 1998). The participants taking part in the debriefing group were significantly
different from the contro!l group in terms of their level of education; their professional
prestige; and their gender (a majority of females, who usually report more distress on
most measures, see Breslaa, Davis, Andreski, Peterson, & Schultz, 1997). The authors
had ro control over the debriefing and thus it is not known what the procedures consisted
of. Furthermore, neither the background and training of the debriefing eaders nor the
timing of the debriefing is documented. Nonetheless, the authors report that 80% of the

participants felt that the debniefing was of help (Kenardy et al., 1996).

Hobbs, Mayou, Harrison and Worlock (1996) randomly assigned a group of victims
after a traffic accident to an intervention group and a control group. The intervention
consisted of what the authors called psychological debriefing, which lasted for one hour,
and was usually casried ont between 24 and 48 hours {ollowing the accident. While the
groups were not different regarding symptoms preceding the intervention, the
intervention group had experienced more sericus physical injuries following the accident
and they stayed longer in hospital than the controls. Four months following the
intervention, the researchers found no significant decline in symptoms (as measured by
the {ES) in either of the two groups. In two sub-scales of the “Brief Symptom

Inventory” the intervention group had higher scores (i.e. more problems).

1t needs to be clearly noted that this ‘debriefing' intervention was carried out individually
and not in a group, and the sessions lasted for one hour only, without any follow-up.
Dyregrov (1998) proposes that this was more a study of crisis intervention of dubious

ualiry than a study of debriefing. Clinically, 1t 15 also questionable whether the use of an
g ¥ 3 g ¥ q
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intervention following the debriefing model was appropriate at that point in time
following the event. Dyregrov (1998) states that his clinical experience has been that the
physical healing musi take place before the psychological healing processes can
contnue. It seems quite clear that this study (and others like it) look at the effect of a

single individual consultation, more than study the effect of debriefing.

Bisson, Jenkins, Alexander and Bannister (1997) randomissd patients wounded in a fire
to what they called a debrief group and a control group. The intervention was given to
each single patient or couple, lasting on average 44 minutes. It was carried out by a
nurse of a research psychiatrist who was tutored by the first author (a psychiatrist). The
results showed that sixteen (26 %) of the debriefing group was found to have PTSD
after thirteen months, while in the contro! group, only 9 % were diagnosed with PTSD.
Even before the intervention, the debriefing group was described as having experienced
twice as many important past traumas, and in addition the debriefing group had
»perieuced more sericus fire traumas than the control group. Dryregrov (1998)
suggests that both these aspects can explain why the debriefing group’s PTSD

diagnoses were higher in number than for the contro! group.

Turnbull, Busuttii and Pittman (1997} and Reiss and Leese (1997) have raised several
other methodological objections against this study. Bisson and colleagues also reported
that the earlier the intervention was carried out following the accident, the worse the
individuals were doing later on. This pertains to Dyregrov’s (1998) criticism of the
Hobbs et al., 1996 study. Dyregrov reinforces that is clinically unsound to intervene
following debrniefing principles while physical healing is taking place. A question could
also be raised regarding the type of quick intervention that took place 1a the study by
Bisson et al., (1997). Dy:egrov claims that it is important when practicing debriefing to
spend the amount of time required. In this study, an average of 44 minutes was spent

with the patients. If anything is measored in Bisson et al’s study, Dyregrov suggests

104




that it must be the effect of a badly timed, inadequately timed, unsound clinical

intervention.

In addition to these studies, Hytten and Hassle (1989) did not find any differences in IES
scores between fire-personnel who, subsequent to a hotel fire, participated in debriefing
and those who did not, even though the participants in the debriefing viewed it
favourably. Again self-selection determined the group compoesition, a methodological
flaw also present in another debriefing study by Matthews (1998). Dyregrov states its

obvious limitations, and reinforces the complexity of conducting research in this area.

Self-selection is a particular problem in these studies (Dyregrov, 1998). People who do
not feel the need for debriefing because they were either peripheral to the event or felt that
the event was of little consequence to them will be part of the control group. Secondly,
people who vse avoidance and denial as a coping straiegy witl tend to stay away from
such meetings. If this ‘control’ group is compared with a group, that through debriefing
meetings, are encouraged to put their thoughis and reactions into words, then one would

expect the debriefed group to score highzr on self-reported reactions.

In conclusion, Dyregrov (1998) suggests that those studies which report no effect of the
debriefing {or a negative effect, see Bisson et al,, 1997) have several methodological
weaknesses, that include:
(i}  they analyse interventions that only to a limited degree can be called
psychological debriefing,
(ii)  several studies use self-selection to intervention group and control group,
(iit) it is not clearly defined what the debrief consisted of,
(iv) the timing of the intervention is variable and partly outside the time pericd
recommended for debriefing,
(v) the intervention used seermns to be clinically insufficient regarding the

raumatic event experienced,
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(vi) the background and training of the persons who have cartied out the
interventions is unclear or possibly inadequate,

(vii) the groups in the studies are not comparable, and

(vili) debriefing is investigated in isolation, and not as part of an integrated chain of
assistance as recommended in Jeffrey Miichell’s CISM model (Mitchell &

Everly, 1997).

Studies with Positive Findings

A number of studies have concluded that debriefing or CISD is followed by a positive
effect for the participants (Bohl, 1691; Ford et al., 1993; Jenkins, 1996; Robinson &
Mitchell, 1993; Stallard & Law, 1993; Yule & Udwin, 1991). Everly, Flannery &
Mitchell (1998) have reviewed a number of pubiished and unpublished reports and case
studies showing positive effects of debriefing. In almost all of the reports (also the
negative studies previously described) the participants of the debriefing groups (or
individual meetings) when asked to rate their satisfaction or the helpfulness of the

debriefs, experienced the meetings as being helpful.

Everly, Boyle and Lating (1998} conducted a meta-analysis based on debriefing studies
found in medical and psychological databases. They identified 14 emnpirical
investigations of which 10 were utilised for the analysis. Three were excluded pecause
they fziled to use group debriefing interventions and one because it failed (7 yield data
that meanngfully could be used in the analysis. They found a significantly positive
effect size (mean Cohen’s d = .54, p < .01) resulting from the CISD intervention. The
authors comment that this beneficial effect was revealed despite the wide variety of

subject groups, the wide range of traumatic events, and the diversity of oulcome

measures.

However, many of the methodological obiections raised in relation to the criticai studies

are also evident in studies where participants report positive results. Dyregrov (1998)
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suggests that a number of very different interventions are being called debriefing, and the
extent and the timing of these interventions vary. Because the training and background of
the debriefers may also vary considerably, there can be a general lack of contro! over

subject/control group assignation as well as inconsistencies 1n the procedure.

Chemtob, Temas, Law and Cremniter (1997) carried out a thorough study regarding
“the influence of debriefing on psychological distress”, In the study they describe how
civilian victims of a hurricane had their problems reduced compared to a group who only
Jater received the same type of intervention and who then, after debriefing, reported the
same reduction in problems. The effectiveness of the intervention was evaluated by the
use of the Tmpact of Event scale used before and following the tntervention. Dyregrov
{1998) suggests several objections to this type of design. In addition to lack of data
regarding the participants ahead of the debriefing, the participating group was very
heterogeneous. Furthermore, the intervention, consisting of debriefing plus a two hour
leng lecture on “post disaster recovery”, was carried out six to nine months following
the disaster. Nonetheless, this study confirms that debriefing can be effective a long time
after the time period recommended for debriefing, a finding similar to that reported by

Stallard and Law (1993) in their study of adolescents who survived a mini-bus traffic

accident.

Conclusion

Several studies have been published over the last few years concluding that debriefing
foilowing critical events can have a positive effect, can have a negative effect or can have
no effect on mental health measures folowing critical events. Dyregrov (1998) has
revealed that many of these studies are subiect to flaws. Principal amongst these are the
use of poor methodologies; the use of inexperienced debriefers; the variability in subject
background; and the lack of control over group placement. Dyregrov (1998) suggests
that it is inappropriate to draw firm conclusions from studies whose validity are

problematic. He suggesis that rather than dismiss debriefing because of such findings,
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more controlled studies need to be undertaken and verified. Because participants
themselves feel there is benefit in debriefing, it scems appropriate fo pursue a ling of
enquiry that seeks to validate those aspects of it that make it a worthwhile part of critical
incideni management. Following Dyregrov, there are a number of broad areas of
concern. cach of which has a number of variables that need to be critically examined.
These include matters concerning:

(1)  methodology, i.e. what process is used and how strictly it is adhered to,

(i1)  skills and training of the debriefing team,

(11} the use of standardised measures of psychopathology,

(iv) each participants’ background, and

(v)  group selection and dyramics

Within these broad fields, the current study investigates a number of variables. On the
basis of PTSD being consequent to the initial impact as well as the subseguent
debriefing intervention, dissociation as a coping mechanisin: and disclosure zs a
therapeutic mechanism wil] be examined in some depth. It must be borre in mind that
none of these variables are able to operate without influencing and being influenced by
others. Therefore this study, like any otlier, must also make reference to other variables

of both the impact and the recovery.
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SECTION 3

THE PORT ARTHUR STUDY

“Men believe themselves to be free, simply because they are conscious of their actions, and

unconscious of the canses whereby those ctions are determined” Spinoza
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Chapter 11
Method

The ‘Port Arthur Incident’ occurred when a single gunman killed 33 people (33 adults
and 2 children) and injured 21 others on the Tasman Peninsula in the southeast of
Tasmania, Australia, on the 28th April, 1996. The incident occurred approximately 100
kilometres (62 miles) south-east of Hobart, Tasmania’s capital city, with the majority »f
the deaths and injuries occurring within the Port Arihur Historic Site. The Site (formerly
a penal settlement) is of great cultural and econemic significance and is one of the major
tourist draw cards for Tasmania. Hundreds of members of the public were in the area at
the time. The present study was an opportunistic one, aiming to explore the reactions of
emergency services (EMS) personnel invelved in the response to the Port Arthur
incident, and to assess the effectiveness of the Critical Incident Stress Management
(CISM) recovery process (that commenced on the day of the incident and continued for

thirteen days following), in alleviating the development of post trauma symptomatology.

Method
Aim
Within the process of impact and recovery from a traumatic incident, the present study
explored two key avenues of trauma research: idendifying the risk factors for developing
psychopathology following a traumatic event, and identifying the therapeutic factors
occurring during recovery.
Moie specifically, the research aimed to:
{(vi) to identify stre.s reactions experienced by the participants prior to, during
and following the incident,
(vil) to identify adaptive and maladaptive coping methods/resources utilised by
participants during and after the incident (those cognitive processes and

behavioural characteristics that assisted individuals in coping with such an
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event, as well as identifying those that were likely to lead to the development
of traumatic stress), and
{viii) to explore the process of CISD within a CISM recovery program, in order to

identify those elements that appear to be most beneficial.

Design
The research was conducted over two stages with emergency service personneg|
participating in face-to-face, semi-structured interviews at each stage. The interview at
Phase 1, occurred 8 months following the Port Arthur incident, and took between 90
and 120 minutes. The interview at Phase 2, occurred 20 months following the Port

Arthur incident, and took between 30 and 60 minutes,

Mauterials
An interview schedule was developed which allowed exploration of ideas and gave the
interviewer the freedom to follow-up on any issues of special importance for a particular
participant (see Appendix A), Many of the questions required open response answers,
so that participants could choose their own descriptive terms (as suggested by Silverman,
1985). Included in the interviews were a number of recognised diagnostic measures to
assess the presence of traumatic stress symptoms (see below for further details). At
Phase 1 interviews were planned to take approximately an hour and a half to be

administered, and at Phase 2 approximately 45 minutes.

The initial semi-structured interviews were designed to encourage participants to speak
freely on topics of their choice, while certain questions provided a framework for
exploring common themes. In particular, questions explored each individual’s attitudes
and feelings in relation to:

(i)  the extent and type of their involvement in the incident,

(if)  their understanding of the incident,

(ii1)  their assessment of the debriefing process,
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{iv) their reactions during and after the incident,
(v} their coping strategies during and after the incident,
(vi} support they received in relation to the incident, and

(vii) the umpact of the incident on their work, social and family functioning.

A number of standardised assessment measures were given to participants at the end of
each interview. This was in the form of a booklet, to be completed and returned io the

research team in a stamped/addressed envelope provided. They were returned within a

mean period of six weeks.

The measures in this booklet included:

(a)  Impact of Event Scale -Revised (I1£S-R) (Weiss & Marmar, 1997)
The IES-R is a developmen! and extension of the 15-1tem IES (that indexed intrusive
and avoidance aspects of post-traumatic stress, and was shown to correlate highly with

post-traumatic stress responses (Zilberg et al., 1982). Tt contains the Intrusion and

Avoidance subscales from the original TES as well as a new scale for Hyperarousal.

(b}  Symprom Check List (SCL-90-R) (Derogatis, 1977)

The Sympiom Checklist 90R is a 90-item self-report symptom inventory that measures
arange of psychophysiological and psychological reactions which, depending on
intensity, might be regarded as symptomatic of a particular condition such as somatic,
anxiety or phobic disorder. The Global Severity Index (GSI), a summary index of the
mean distress fevel, represents a useful single indicator of current distress. The SCL.-
90R also contains nine specific symptom indices (for Somatisation, Obsessive-
Compulsive, Interpersonal Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety,
Paranoid Ideation, and Psychoticism). It has been widely used in previous studies ot

post-trauma reactions (see Creamer et al., 1993).
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(¢} General Health Questionnaire (GH{Q-28) {Goldberg, 1978, 1988)

The GHQ 1s 2 widely used instrument for indexing psychological disturbance, and it
allows comparison with other research into post-traumatic stress. It has been
standardised for use with the general population and is widely used as a screening

mstrument giving a probability estimate that an individual is a psychiatric ‘case".

(dy  Trauma Symptom Inventory (TSI) (Briere, 1992)

The TS is a 100-item test of post-traumatic stress and other psychological sequelae of

tranmatic events. The various scales of the TSI assess a wide range of psychological
impacts. The TSI contains 10 clinical scales: Anxious Arousal, Depression,
Anger/Irritability, ntrusive Experiences, Defensive Avoidance, Dissociation, Sexual

Concerns, Dysfunctional Sexual Behaviour, Impaired Self-Reference and Tension

Reduction Behaviour,

Interview Format: Phase |

There were five sections to the interview protocol for Phase 1, composed as follows:

1. Demegraphics;

“ personal details,

* previcus critical incidents,
. work stiessors,

° personal stressors.

2. Port Arthur Incidenr,

° experience in relation to the incident,
@ self-ratings of impact

. understanding/cognitions of the event,
2 work attitude/ performance,

. dissociative experiences.
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3. Response to the Incident,

. signs and symptoms of critical incident stress,
. impact on other areas of functioning (sccial/family/work),
. post-trauma symptomatology.

4. Coping and Resources,
. personal coping strategies and resources,

. level of external support (friends/family/work).

5. Critical Incident Stress Management,
e involvement in defusing and/or debriefing {note: debriefing includes one on
one and follow-up counselling), as part of a CISM recovery environment,
¢ rated how valuable each was for them and their colicagues,
. rated defuse and debrief on a number of variables relating to:
a. group process, and
b. skill of group leader.
Vistal analog rating scales were utilised for many of questions in the interview where a

guantitative assessment was required.

Interview Format: Phase 2

There were five sections {0 the interview protoco! for Phase 2, composed as follows:
1. Change in demographics,
* personal details,

° other critical incidents,

2. Port Arthur Incideni,

2 self-ratings of impact,
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3. Response to the Incident,
* impact on other areas of functioning (social/family/work),

“ post trauma symptomatology (PTSD),

4. Critical Incident Stress Management,
. involvement in defusing and/or debriefing (note: debriefing includes one on

one and follow-up counselling), as part of a CISM recovery environment,

» rated how valuable each was for them and their colleagues.

Participants
Ninety-six permanently empleyed Tasmanian Emergency Services personnel who were
actively involved in the response to the Port Arthur incident participated in this research
study. The 96 personnel consisted of 8 Tasmanian Ambulance Service officers, 1

Tasmania Fire Service investigator, and 87 Tasmania Police officers.

Procedure
Organisational approval for the research was obtained from: the Tasmanian Ambulance
Service, the Tasmania Fire Service and the Tasmania Police, conditional upon no
volunteers being involved in the research. One hundred personne! were approached to

participate in the research. Four personnel from the Tasmania Police declined to

participate.

The selection process progressed through the following stages:
(iy  definition of work groups and roles in respect to EMS response to the Port
Arthur incident,
(il) prioritising these groups in terms of their intensity of involvement,

(iiiy gathering names of officers involved in each work group, and
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{(iv) proposed participants individually contacted by the research team to brief
them on the research and arrange and interview tirne and location (N.B.

participants were located in all areas of Tasmania).

Approval was received from the University of Tasrnania Ethics Committee and full
support was gained from the Tasmanian Emergency Services Critical Incident Stress
Debriefing Team, and the related organisations, associations and unic.ss. Ethical issues
in relation to informed consent, confidentiality and counselling support were clearty
defined and adhered to. The study was approved bv the Management Committee of the
Tasmanian Emergency Services Critical Incident Stress Debriefing Team, and access to

participants was initially gained through this organisation.

Initial contacts were be made by phone or personal communication from the Police
Psychologist or the CISD Team Co-ordinator. The semi-structured interviews were
conducted by the author (psychologist) and a research assistant (social worker), who
undertook approximately twelve houss of training in the standardised administration of
the clinical interview. The administration of the interviews was initially assessed and
reviewed for consisiency by Police Department staff over an initial four-week period.
Subsequent data analysis revealed no significant differences between the interviewers on

participants’ key self-ratings of distress.

Interviews were conducted either at the participant's place of work or at the Staff Support
Unit of the Tasmanian Police Service. Participants were individually interviewed at
Phase 1 and Phase 2, in an office that served as patt of the Police Department's Staff
Support Unit. They were told at the commencement of interviews, that the results of the

research would remain confidential.

114



An Overview of the Incident and Recovery Operations

The majority of the deaths and injuries at the Port Arthur incident occurred within the
Port Arihur Historic Site. At approximately 1.00 p.m. on Sunday 28 April 1996, a man
entered the Port Arthur Historic Site. He drove to the main car park and parked his
vehicle. He then entered the Broad Arrow Cafe, carrying with him a bag which contained
a high powered firearm, and joined the queue waiting to purchase food. After being

served he went outside, sal at a table and ate (Richman, 1997).

At about 1.30 p.m., the perpetrator re-entered the Broad Arrow Cafe and commenced
shooting. After ieaving the cafe he continued shooting at various locations within the
Historic Site and then left and traveled towards Hobart continuing shooting as he went.
For many it was not just the trail of death, injury and mayhern that he left behind him that
was distressing, it was more the callousness of his actions, which was evidenced by his
stalking and execution of several of the victims, including children. He was eventually
contained at the Seascape Cottage where he was believed to have three hostages and was
shooting at police. Police officers were pinned down by gunfire and were being fired
upon intermittently. Apart from Seascape Cottage, the other crime scenes were guarded
by police to preserve the evidence until a complete crime scene examination could be
undertaken the following day. Due to evidentiary imperatives, the deceased could not be

cleared from the scenes immediately (Richman, 1997).

The incident concluded at 7.45 a.m. on Monday 29 April 1996 with the perpetrator’s
apprehension by the Police Special Operations Group. The ihree hostages were
deceased and the Seascape Cottage had been set alight by the perpetrator and destroyed
by the fire. Tt is believed that the hostages were deceased prior to the perpetrator being
contained by Police and indeed that the owners of the Cottage might have been the first

victims, prior to the perpetrator entering the historic site. The perpetrator himself was

injured by the fire (Richman, 1997)
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All deceased were removed from the respective scenes by late afternoon on the Monday.
The number of emergency service personnel present at the scene(s) was scaled back
significantly on the Tuesday. Many other personnel remained heavily involved in
mortuary duties, forensic examinaiion and other investigatory roles for a considerable
period of time. At the conclusion of the investigation, 865 witnesses had made
statements in relation to the incident, with a total of approximately 1050 statements being
obtained {(Richman, 1997). Due to the nature of the incident, the number of crime scenes,
and the fact that it continued unti! the next moming as a siege situation, the number of
emergency service personnel involved was high. From the available information a total
of 685 emergency service personnel were involved in the response (see Table 12.1 fora

breakdown of the support services involved).

Table 12.1 Operaticnal breakup of emergency services parsonnel

involved in the study

Permanent Volunteer
Ambulance 31 31
Fire Service 6 43
Police 457 (1)
SES 0 16

(Note: Personnel classified as parmanent for Tasmania Police are sworn cfficers.
Those classified as veiunteers are unsworn officers, Richman 1997)

In ail, 65 people (not including the members of the Management Commitiee of the EMS
CISM team) were utilised in the CISM response for EMS personnel involved in the
response 1o the incident. The break-up was 22 mental health professionals, 37 EMS
personnel, and 6 adininisirative assistants. Fifty-one defuses and 113 debriefs were
conducted in the 13 day period following the Port Arthur incident. Of the 685 personnel
involved in the incident, 269 underwent defusing, 495 attended psychological debriefing

sessions, and 453 were followed-up (many receiving more than onc follow-up).
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Chapter 12

Results

Overview

Semi-structured interviews were conducted with the 96 Emergency Services personnel
involved at Port Arthur at 8 months (Phase 1) and 20 months (Phase 2) after the ‘Port
Arthur incident’. In addition, each participant was given a booklet of self-administered
psychological inventories to complete and return by mail at each phase. The response
rate of the 96 participants for the compieting and returning their test booklets following
the research interview was 727% at Phase 1, and 61% at Phase 2. The overlap between
Phase | and 2 responders was 46 personne! (48% of the total sample). Statistical
comparisons of the responders and non-responder groups at Phase 1 and 2 revealed no
significant differences on the following dependent measures:
(iy  demographics (age, gender, service history, presence of previous
psychological, psychiatric or medical problems),
(i)  incident factors (self-ratings of impact of event and general level of stress,
level of perceived threat at the incident), and

(i) sympomatology (PTSD symproms as assessed by the clinical interview)

The description ard analysis of the results from the Port Arthur study will initiaily
explore the general findings within five key areas:

(i)  pre-incident factors,

(1}  experences af the incident,

(iii}  the CISM recovery process, and

(1v) postanciden. factors.
The relevant factors for each area will be individually described and where appropriaie,

analysed against key indices of psychalogical distress, in particular the IES-R, SCL-90R
and the GHQ-25.
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Following this analysis, the influential role of two factors in the research study: (i)
peritraumatic dissociation at the event and (3} participation at the subsequent debriefs,

wiil be explored and analysed in more detail.

i. Pre-Incident

Marital Status

The breakup of the 96 participants in respect to marital status was as follows:

(1)  marred {n=63),

(1) defacto (n=T7),

(iil) single/no long-term relationship (n=14), and
(lv) separated/divorced (n = 10).

There were no significant differences across maritai status for self-ratings of stress and
impact. No significant main etffects were found on three global indices of psychological

sequelae (IES-R, GHQ-28 and SCL-90R).

Age
The mean age for participants was M = 35.90 years (5D = 7.26). The mean age for the
80 male participants was M = 37.05 (5D = 7.13), which was significantly higher than
that for the 16 females M = 30.19 (D = 4.89), F(1,94) = 13.50, p = 0.0004. There was

no main etfect for “age’ on the three global indices.

The data was further divided into a ‘low’ age at entry (<= 18 vears) and ‘high’ age at
entry (>18 years) categories. The ‘low age at entry’ group, {personne! who entered the

emergency services at an earlier age), showed significanily greater psychological impact

as measured by a number of the SCL subscales:

Interpersonal sensitivity, F(1,67)=3594,p=.018,
Depression F(1,67)=4.90, p=.030,
Anxiety F{1,67)=4.56,p=.036,
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Hosility F(1,67)=4.29, p=.042,
Phobic Anxiety F(1,67)=543, p=.023,

and a near significant difference on the SCL Globa! Scale, F(1,67)=3.95,p=.051.

Gender

The self-rating by participants of the impact of their involvement in the incident at Phase
t revealed a significant main effect for gender, such that at Phase 1, fernales rated the
personal impact of the event (Impact NOW) significantly greater than males, F{1,94) =

6.83, p=.011. No other significant gender effects were evident.

Education

Participant’s classification into highest level of education attained showed a trend toward

significance on all the TES-R indices:

Avoldance F(3,65)=208,p= 111,

Intrusion F(3,65)=2.60, p=.059,
Arousal F(3,65)=2.34, p= 081, and
Global F(3,65)=2.73, p=.051.

The dominant pattern was that participants in post-secondary education group (Leve! 3)
scored higher on all IES-R indices. It is interesting to note that although the personnel
in the Level 3 group showed a higher level of impact, their level of involvement in respect
to number of days was substantially less than other groups. This category is made up

of four ambulance officers and one police scientific officer. On closer examination, the

escribed may be more correctly interpreted in t
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in operational roles. The GHQ, SCL and IES-R global indices revealed no significant

main effect for educational level,

Service History

Participants’ mean number of years employed in therr current occupational area within
p Y p

the emergency services was M = 14.81 (§D = 7.11}, with the range being from 2 - 33
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years. Males had an average of M = 16.01 (5D = 6.88 ) years of service in their work
organisation while females had a significantly lower average of M = 8.81 years (§D =
5.00), F(1,94) = 15.80 , p = 0.001. This would appear to be another issue that is
possibly obscuring the gender effect previously discussed. There was no main effect of
‘service years’ on the IES, GH(Q) or SCL global indices. The findings for age and
length of service are representative of the general profile for Tasmanian Police
Department personnel and the Tasmanian Emergency Services personnel (Matthew
Richman, Co-ordinator of the Tasmanian Emergency Services CISD team, private
communication). They are also characteristic of representative of other emergency

services samnples in international research (see the emergency services research by

Marmar et al,, 1996a, 1996b).

Medical History
When participants were questioned about their medical history, 23 stated that they had
experienced previous major ilinesses or injuries, most of which required hospitalisation.

There was no significant main effect for ‘medical history’ on any of the global indices.
g y y

Previous Psychological Problems
When participants were asked about any previous psychological problems that required
counselling and/c: professional support, 21 responded in the affirmative. The SCIL-GSI
showed a significant main effect, M(Yes) = 61.93 (5D = 11.44), M(No) = 53.44 (SD =
12.8%), F(1,67) = 5.33, p = .024, such that participanis with previous psychological
problems reported significanily greater psychophysiological and psychelogical reactions

following the incident. There was no ma:n effect for the IES-R or GHQ.

Family History of Psychiatric Iliness
Eight participants stated that there was psychiatric iliness in their family, seven of those
repoiting depression as the main issue. There was no main effect of ‘family psychiatric

illness’ for the TES-R and GHQ global indices, however the SCL-GSI scale did show a
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trend toward significance such that those responders who had a family history of any
psychiatric illness reported less psychophysiological and psychological reactions
following the Port Arthur incident, M(Yes) = 47.57 (8§D = 16.25), M(No) = 56.16 (SD =
12.44), F(1,67).=2.82, p=.098.

Previous Crifical Incidents
Participants reported the following types of work-related critical incidents had
previously impacted upon them: gimesome death, inability to save life or stop injury,
death or injury to young person or child, threat or injury whilst at work, personal
connection to victim, and first fatal motor vehicle accident. There was no main effect of
‘previous critical incidents’ (Yes/No) for the IES-R and SCL-90R globa!l indices. The
GHQ) scale did show a trend toward significance, F(1,67) = 3.48, p = .066, such that
those responders who had a experienced impact{ul previous critical incidents reported
greater psychological disturbance, M(Yes) = 4.00 (8D = 5.52), M(NoY=0.70 (SD'=
1.64).

Otner Stressful Events
When asked to describe other stressful events in their life, 76 participants listed the
following incidents as being stressful: separation/relationship break-up, death of a
farmly member, iniernal investigations and promotioral problems. There was no

significant correlations between “other stressosr” scores and the three global indices.

Work Stressors
When participants were asked to describe other stressful events in their life, the most
commonly reported work related stressors:
(i)  lack of support from management,
(ii)  increasing work load,
(ii1y understaffing/under-resourcing,

(iv) personality clashes, and
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(v) pressure of a new role.

Again, theie were no significant correfations with the global indices.

Personal Stressors

When asked to describe any major personal stressors they were experiencing, the most

cormynon reported responses were:
(1)  lack of time with farmly,

(i) relationship problems (current partner or ex-partner), and

(1} financial problems.

Fifty-two participants reported significant personai stressors. These was very littie

overlap between the 52 “other stressor’ responders and the 52 responders of ‘personal

stressors’.

2. The Incident

Operational Roles
Participants were asked to describe their primary operational role in respect to the Port
Arthur incident. Personnel were grouped into 15 primary operation groups. It is
important to note that most personnel performed a number of roles across different
operational groups. Their categorisation was based upon what they believed was their
primary role in relation to the Port Arthur incident. The breakdown of number of

personnel within each primary operational role is detailed below in Table 13.1.

Personnel were further asked 1o describe their work role in respect o the Port Arthur

incident, and what they felt was the most difficult or distressing aspects of their work,
Y £ asp

123



Tabie 13.1 Numbers of Personnel by Primary Occupational Grouping

__Primary Operaticnal Group Number of Personnel

First Response 8
Ambulance 7

Communications

o

Crime Scene Investigation

bk
-t ek

Crime Scene Security
Fire Investigation
Liaison with Public/Media
Logistics
Mortuary
Negetiators
Scientific
Staff Support
Task Force

F-SE v > T A B B N L

Tecnnical Surveillance
Witness Statements

-
3~

Work Involvement
Participants were asked how many days of work they were involved in, in respect to the
Port Arthur incident. Of the 86 personnel interviewed, 80 attended the Pert Arthur site
as part of their work assignment. There was no significant difference between personnel
who did or did not attend the Port Arthur site on global measures. The amount of time
personnel were involved in work related to the Port Arthur incident varied from one day
to 150 days. Personnel who were involved for longer than one week had werk
assignments that included follow-up work after the Port Arthur incident in the Police

Force, either in the Scientific /Forensic section and/or the Port Arthur Task Force.

There was no significant main effect for ‘number of days involvement’ of personnel at
Port Arihur across any of the global indices. Categorising participants by the factor of

‘exposure to dead bodies’ revealed no significant main effect on the IES and SCL.
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There was a trend toward significance on the GHQ, F(1,67) = 3.29, p = .074, such that
those participants who were exposed to dead bodies as part of their work detail tended to
report greater psychological disturbance M(Yes) =4.78 (§D = 6.14), M(No)=2.59 (§D
= 4.25). Further investigation revealed that at Phase 2 this effect has increased. There
was a significant main effect of ‘exposure to dead bodies’ on the GHQ, F(1,55) =4.36,
p = .041, but not for any other global index. Interestingly, the direction of the effect was
opposite to Phase |, such that those personnel who were exposed to dead bodies at the

event reported significantly less psychological disturbance at Phase 2.

Personal Reactions

Participants were asked if any aspects of the Port Arthur incident took on a special
significance for them. The issues that were most frequently reported were:

(i)  the shooting of children,

(it)  seeing the dead children,

(iii) the grief of the people they had to deal with,

{iv) the enormity of the incident,

(v)  the cafe scene (bodies in cafe, surreal scene),

{vi) the toll booth scene, and

(vii} the distress of work colleagues.

When asked which aspects of the event they found most distressing, the most frequent

FESPONSes Were:
(1) the children shot,
(1)  defenseless victims,
(1i1) being under fire / the threatening nature of the situation,
(iv) identifying with the victims and how it must have been for them,
(v}  the bodies piled up near the back door of the cafe,
{(vi) dealing with the relatives of victims,

(vii) the period of time when they were not sure where the perpetiator was, and
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(vil) the magnitude of the event.

In general. the impact of the event during the period shorily afterwards appeared to
involve personalisation with aspects of the event, or to put it another way, some difficulty
in depersonalising or maintaining an emotional distance from the event. Some
participants stated that although they had been trained to depersonalise at work incidents,
they had found it hard to achieve and maintain this at Port Arthur. As they described,
this was due to the enormity of the incident, the number of bodies, the level of personal
threat, and/or surrealness of the scene in the cafe. Alternatively, a number of personnel
stated that the Port Arthur incident was not as distressing or irnpactful on them as other

critical incidents they had attended previously.

Threat
Participants were questioned about any elements of the event that they found to be
personally threatening. There were 34 personnel who found the Port Arthur incident
threatening. Their reasons were generally focussed upon the fear of being shot, There
was no significant main effect for ‘threat” on the SCL-GSI and the GHQ, however there
was a significant main effect on the IES-R Global Scale, M(Yes) = 18.96 (§D = 17.82),
M(No) =996 (5D =11.34), (F(1,67) = 06.51, p=.013, such that those particpants who
found the incident threatening reported significantly greater impact from their

Involvement with the event at Phase 1.

Dissociative Experienices
Personnel were asked if they were aware of any dissociative experiences they
experienced at the time of the incident. Of the 96 personnel interviewed, 56 responded
that they had experienced one or more dissociative symptems. This factor will be

explored in detail later in this chapter.
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Understanding of the Incident
When participants were asked for their own understanding of what happened at the time
of the incident, the most common responses to this quesiion were: a number of people
had been shot by a person or persons unknown, there was a mad person with a shotgun,

or 2 gunman had shot a number of people at Port Arthur and had taken hostages.

Initially at the incident, there was a high level of fear arnongst many participants as a
result of not being clear how many gunmen there were, and where their exact Jocation
was. For many personnel, this was the first time they had been in such an intensely
threatening situation, When asked if they thought this type of incident could have been
predicted or prevented, there were four participants who felt it could have been. There
were no significant main effects for this factor on any of the global indices. When
asked if they were worried about this type of event recccurring, there were 27

participants who responded in the affirmative. Again, this fctor revealed no significant

main effect on global indices.

Recall of Other Incidents
Finally, participants were asked if they had experienced any situations excluding the
Port Arthur incident, where they had recalled any other previous critical tncidents in an
intense and emotional way. There were 20 personnel who reported in the affirmnative.
The most frequently reported situations were:
(1)  ashooting on the job,
{11}  intense motor vehicle accidents {especially where there were children
involved, the dzceased/injured was known, or where the incident was
particulariy gruesome and horrific), and

(iii) suicides and gruesome deaths.

There was no significant main effect on the three global indices for this factor. An

analysis of the TSI subscales revealed that those personnel who had experienced intense
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recalls of other incidents reported significantly greater intrusive post-traurnatic reactions
and symptoms:

Intrusive Experiences (IE), F(1.63)=4.76, p=.033,
and reported significantly greater activity engaged in modulating, interrupting avoiding
or soothing negative internal states through ‘acting out’ negative emotions:

Tension Reduction Behaviour (TRRB), F(1,63)=4.07, p=.048).
The TRB scale can also be seen as a gross indicator of a respondent’s relative risk for
behaviour potentially injurious to self or others when stressed or dysphoric (

1992).

Other Reactions
Signs and symptoms of critical incident stress were often interpreted as problems and
not part of a normal recovery process (Muichell, 1983). For many personnel the impact
of Port Arthur often revolved around personalisation with the victims. Personnel
acknowledged that they were trained to depersonalise but found it harder to do at Port
Arthur due to the number of bodies, the death of children, the level of personal threat
they experienced and the disturbing scene at the cafe. Many personnel expenenced
dissociative symptoms during their involvement with Port Arthur. It should be stated
that some personnel reported that Port Arthur was not as impactful as other critical
incidents they had attended. Many personnel reported they felt that the positive

community response to the emergency services’ involvement at Port Arthur, assisted

their recovery process.

3. CISM Involvement

Pasticipants were asked to describe any support/assistance they received from the
Tasmanian Emergency Services CISD Team, in relation to their work experience with
the Port Arthur incidant. Thirty-two reporied that they hed participated in a defuse, 73

reported participating in a group debrief, and 14 reported participating in a one-on-ong
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debrief session. There were nine personnel who stated that they had not been debriefed.
An analysis of the CISM team records revealed that those personnel had indeed been

debriefed. 1 appeared that confusion surrounded the support that personnel believed

they had received.

Defuse
When participants were asked to rate the value of the defuse they participated in
following Pert Arthur, the mean response was 47 out of 100. Personnel were asked for
their perscnal evaluation of the defuse, including any comments on the process generaily
as well as specifically the defuse they participated in. On the positive side, some
participants commented that the defuse had enabled them to deveiop a good
understanding of the event and the roles that others played, and that they found it
excellent. On the negative side, some reported that their defuse was too big, too rushed,

too early, too late and some felt too pressured about disclosing their feelings.

Group Debrief
Personne] were then asked o briefly describe and assess the group debrief that they had
participated in. Initially participants were asked if at the time, they had wished to
participate in the debrief process. Just over half the participants (53 of the 96) stated

that they did wish to participate in the group debriefs.

Analysis of the data revealed that those personnel who wished to participate in the
debriefing process rated their general level of stress at the time of the incident (Stress
THEN) significantly higher than those personne! who stated that they did not wish to
participate in the process M(Yes) = 59.85 (5D = 24.32), M(No) = 48.33 (D = 27.63),
F(1,94)=4712,p = .032. “Wish to participate’ revealed no main effect for the self-

ratings of personal impact and stress.
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Those participants who wished to participate In a debrief also -ated the 1mpact of their
involvement with the Port Arthur incident on their work attitude and work performarnce
during the period immediately after the incident, significantly higher than cther
personnel. There was a significant main effect on ‘work attitude” at the time of the
incident F(1,94) = 8.01, p = .006, and a significant main effect on ‘work performance’
at the time of the incident F(1,94) = 4.34, p = .040, such thas those personnel who
wished to participate in the debrieis repoiicd & greater level of impact on their work
attitude and their work performance. There was no significant main effect for *wish to
participate’ on the IES-R, SCL or GH(} scores. There was a significant main effect on
one subscale of the SCL-90R, the Somatisation subscale, F(1,67) = 4.56, p = .037. This
dimension reflects distiess arising from percepiions of bodily dysfunction, focussing on
cardiovascular, gastrointestinal, respiraiory and other systems with strong autonomic

mediation (Derogatis, 1977}.

Level of disclosure at debrief
There were 56 personnel who stated that they disclosed their thoughts and feelings of
the incident, during the debrief. The operational groups with the highest percentage of
disclosure were in order: first response, fire investigation, and mortuary. Further
analysis of the self-disclosure variable revealed no main effect on the participant’s self-
ratings of stvess or impact. Those who disclosed their thoughts and feelings of the event
at the debrief rated the impact of the incident on their family durdng the two weeks
following the incident as significantly higher, F(1,94) = 4.50, p = .037. In addition, their
ratings of the impact on their work attitude and performance during this pericd also
revealed a significant main effect (F(1,94) = 10.77, p = 002, and F(1,94)=8.76,p =

004 respectively), such that those who disclosed at the debrief rated the impact of their

involveinent with the Port Arthur incident signifizantly higher.

There was no significant main effect for self-disclosure on the TES-R global scale or the

three TES-R subscales at Phase | or 2. There was significant main effect on the global
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scale of the SCL such that who did not disclose at the debrief reported higher
symptomatology at eight months post incident, £(1,67) =4.79, p = .032. There was also
a significant main effect on the GHQ score, such that those who did not disclose at the
debrief also reported higher symptomatology at eight months post incident, F{1,67) =
8.43, p =.005. The influence of self-disclosure on personnel’s recovery will be further

explored later in this chapter.

Value of the debrief
As part of the research interview, participants were also asked to rate the value of the
debrief to themselves and to the group as a whole. The mean ratings obtained were
M(self) = 57 (SD = 33.99) and M(group) = 67 (SD = 26.09). Analysis reveales that
participants who self-disclosed during the debrief process, rated the overall value of the
debrief significantly higher, for themselves, F{1,68) = 10.21, p = .002 and for the group
as a whole, F{1,63) = 4.18, p < .045, than those who did not disclose at the debrief.

Participants were also asked to rate the debrief process on the six group process aid six
leadership variables. When their responses were summarised, little influence was
evident for any of the twelve variables. However, intreducing the self-disclosure factor
into the analysis revealed that participants who disclosed their related thoughts and
feelings at the debrief rated the level of Communication, F(1,65) = 5.64, p = .020,
Warmth, F(1,64) = 11.51, p = 001 end Safety, F(1,64) = 12.12, p= .001, within the
debrief process significantly higher than those pariicipants who did not self-disclose.

There were no significant main effects for any other of the group process or leadership

variables.
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4. Post-incident
Impact of the Event

At Phase 1, personnel were asked to rate the personal impact of their invelvement in the
Port Arthur incident and to rate their general level of stress, for two time intervals;:

(v} atthe time of the incident and the two weeks following, and

{(vi}) the two weeks preceding the current interview.,
The ratings were to be based on the participant’s recollection of the impact and stress
from their involvement in the Port Arthur incident. At Phase 2, participants were again

asked 1o rate the impact of the incident at the time it occurred and at the present time.

The mean impact ratings at Phase 1 were:
M{Impact THEN) = 65 (5D = 25.47) and M(Tmpact NOW) = 29 (§D = 26.19),
and at Phase 2 were.

M(Impact THEN) = 65 (5D = 24.70) and M(Impact NOW) = 20 (SD = 22.31).

The mean stress ratings at Phase 1 for the participant’s general stress level were:
M(3tress THEN) = 535 (5§D = 26.35) and M(Stress NOW) =24 (5D = 24.61),

and at Phase 2 were:

M(Stress THEN) = 58 (5D = 28.60) and M(Stress NOW) = 27 (8D =24.75).

It 1s interesting to note the strong consistency on ratings of impact of the event and level
of stress for the time of the Port Arthur incident, reported by participants at Phase 1 and

2. It is also interesting to note that the stress ratings were not lower at the second

interview than the first,

Other comments from participants in respec: to the impact of the event focussed upon
the strong community response to the event and the comumunity’s positive attitude
toward the actions of the emergency services. Participants reported that they felt that

this had assisted their recovery. A number said that as a result of their involvement in



the Port Arthur incident they were now proud to wear their uniform and had found the

event a positive experience, particularly as a result of the feeling of being more valued by

the general cornmunity.

Signs and Symptoms of Critical Incident Stress
As part of the research interview, participants were asked to describe the signs or
symptoms of critical incident stress (Mitchell, 1983) that they experienced at the time of
the incident, and at the present time (1.e. eight months post-incident). Personnel
frequently reported experiencing many of the symptoms listed in the interview schedule
(See Appendix A, q. 43). Many personnel experienced signs of critical incident stress
(mitd 1o extreme) as problems to overcome as opposed to interpreting them as part of a
normal recovery process {see Mitchell, 1583). At Phase 1 participants reported
experiencing a wide range of intense stress symptoms. A common reaction amongst
many personnel who were part of the initial response at the Port Arthur site was fear of
an unknown danger. This was particularly evident for personnel who traveled to Port

Arthur on the initial Sunday afternoon/evening.

Coping siyles

Participants were questioned about the coping thoughts and actions they used to control
Or manage any stress symptormns they may have been experiencing at the time of the Port
Arthur incident. It could be suggested that many of the coping strategies employed by
personnel could be classified as avoidant behaviour. The most common strategies
reported were:

{1)  detaching emotionally and concentrating on my work role,

(i)  keeping busy,

(1} not dwelling on it after the incident was over,

{iv) exercise, and

(v) withdrawing from others.
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Participants were asked if they were able to inhibit their emotional response during thai
period. Of the 96 personnel, 76 reported that they were able to inhibit their emotional
response at the time of their particpation in the incident. When the factors of
dissociation at the event and self-disclosure at the debrief were analysed, there revealed

no significant main effect on the bility to inhibit emotions measure.

Post trauma symptomatology
Participants were questioned about their experiences of symptoms of posi-tratimatic
stress and asked if disturbances from these symptoms of post-traumatic stress had
caused them significant distress or impairment in social, work, or other important arcas
of functioning (as required for a positive diagnosis of PTSD -APA, 1994). Nine
participants reperted that these symptoms were causing them significant distress at

Phase 1 and two participants reported th's at Phase 2.

Using the DSM-IV PTSD criterion as a framework (leaving out the requirement that the
victime react with fear, hopelessness or horror to the rranmatic event), three participants
met all criterta for PTSD at Phase | and one participant at Fhase 2. Other participants
were categonsed as ‘significantly distressed” from PTSD symptoms if they met the
PTSD diagnosis on at least one or more subscales. Although they did not meet the full
PTSD criteria there was evidence that they were significantly distressed by these
symptoms. A third group of participants was categorised as displaying "post trauma
symptomatology’ if they met the PTSD diagnosis on at least one or more subscales but
reported no significant distress as a result of these symptoms. The breakup of

participants for Phase | and 2 1s shown in Table 13.2.
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Tabhie 13.2 PT8D Symptomatology at Phase 1 and 2.

Phase 1 Phase 2

Post Traumatic Stress Disorder (PTSD) 3 1
Symptom{s) + Significant Distress 9 2
Post Trauma Symptomatology 45 22

One of the participants classified as PTSD at Phase 1 was classified as “Post Trauma
Symptomatology’ at Phase 2, whilst another participant moved from the ‘Significant
Distress’ category at Phase | to the PTSD category at Phase 2. Finally, cne participant

who was classified as PTSD at Phase 1 also met the criterion at Phase 2. A breakdown

of participant numbers across the key PTSD criteria is presented in Table 13.3.

Table 13.3  Number of personnel mseting PTSD Diagnosiic Subscale

requirements at Phase 1 and 2.

Phase 1 Phase 2
PTSD Intrusion (a) 36 17
PTSD Avoidance (b) 12 9
PTSD Arousal (c) 22 18
PTSD {(a, b, & ¢) 9 6
PT3D (a, b, & ¢) + distrass 3 1

3. Disscciation

As part of the first round of interviews, personnel were asked if they had experienced
any dissociative symptoms at the incident. These questions were based upon Charles
Marmar and colleague’s {1996a) Peritraumatic Dissociative Experiences Questionnaire

(PDEQ). Dissociative symptorns and their response rates are presented in Table 13.4.
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Tabie 13.4 Breakdown of Number of Responses by Dissociative Experience*

Dissociative Experience Response
a. Losing track or blanking out 17
b, Acting on "automatic piot" 45
c. Feeling like you were floating above the 8
sceng
d. Feeling disconnected from your body or 9

that your body felt disiorted

e. Feeling that what was happening to others 21

was happening to you

f. Not being able to remember everything that 16
happened {o you at the time

@«

Any other similar experiences 10

N.B. Soma parsonnel exparienced mare than one symptom

As previcusly noted, 35 of the 96 personnel report_ed that they had experienced one or
more of the listed dissociative symptoms at the incident. Analysis revealed that at Phase
1, this group of personnel, who experienced dissociative symptoms in relation 10 their
work expernience at Port Arthur, reported significantly higher self-ratings of the impact
of the event at the time of the event, F{1,24)=524, p= 024 :

Impact THEN, M(Yes} = 69.67 (SD = 22.68, M(No) = 57.90 (8D = 4.32),
and at the time of the interview, F(1,94) =626, p = .0i4 :

Impact NOW, M(Yes) = 34.53 (SD = 29.45, M(No) = 21.37 (SD = 2.95).

Further analysis revealed inat those personnel who experienced dissociation at the
mecident were more likely to experience subsequent psychological distress. This was
exemplified by significantly higher avoidance scores and global scores on TES-R at
Phase 1 {Avoidance, F(1,67) = 13.18, p=.001; Global, F(1,67)=7.03, p=.010). All
four measures of the IES-R revealed significant or near significant effects at Phase 2 for

dissociation:
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Avoidance, F(1,56) =3.727, p = .0286;

Intrusion, F(1,56) =4.57, p= 037,
Hyper-arousal, F(1,56) = 8.21, p = .006; and
Global, F(1.56)=15.72, p = .020),

such that personnel who had dissociative experiences during their work role in respect to
the Port Arthur incident reported greater post trauma psychopathelogy. This suggests
that there was a negative impact for personnel who experienced dissociative symptoms at
the tme of the incident, which increased in its distinctiveness during the period from

eight months to twenty months following the incident.

On the GHQ, peritraumatic dissociation also reveaied a significant main effect, F{1,67) =
.36, p = 0.009, such that those personnel who experienced dissociative symptors at the
event revealed greater psychological diswibance. On the SCL-90R scale, peritraumatic
dissociation again revealed a highly significant main effect, F(1,67) = 13.18, p< 0.001,
such that those personnel who dissociated at the event reported greater
psychopathology. The dissociation group also revealed significantly higher scores on

the following SCL-90R subscales:

Somatisation, F(1,67)= 694, p= 011,
Obsessive-Compulsive, F(1,67y=4.08,p=.047,
Depression, F(1,67) =432, p= 041,
Anxiety, F(1,67y =407, p=.048,

and near significance on

Psychoticism, F(1,67)=3.95,p= 051.

On the Trauma Symptom Inveatory (TSI) subscales, peritraumatic dissociation revealed
a highly significant main effect on many of the clinical subscales, such that those
personnel who dissociated at the event revealed greater trauma symptomatclogy. The

dissociation group revealed significantly higher scores (i.e. higher symptomatology) on

the following TSI subscales:
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(tv)

v)

(vi}

(vii)

Anxious Arousal - a measure of symptoms of anxiety, especially those
assoctated with post traumatic hyperarousal, £(1,63) = 12.24, p = .001,
Depression - a measure of depressive symptomatology, in terms of mood
state and depressive cognitive distortions, £(1,63) = 7.34, p = .001,
Intrusive Experiences - a measure of intrusive symptoms associated with
post traumnatic stress, such as flashbacks, nightrares, and intrusive thoughts,
F(1,63)=6.47,p=.014,

Dissociation — a measure of dissociative symptomatology, such as
depersonalisation, derealisation, out-of-body experiences, and emotional
numbing, F(1,63) = 9.85, p = .003,

Impaired Self-Reference — measures problems in the ‘self” domain, such as
identity confusion, self-other disturbance, and a relative lack of seli-support,
F(1,63) =537, p=.024, and

Tension Reduction Behaviour - measures the respondent’s tendency to turn
to external methods of reducing internal tension or distress, such as self-
rautilation, angry outbursts, manipulative behaviour and suicidal threats,
F(1,63)=4.00, p= 049,

There was also a significant trend for Anger/Irritability — a measure of self-
reported anger or irritable affect, as well as associated angry cognitions and

behaviour, in the same direction, F(1,63) = 3.55, p = .0642.

It is interesting to note that formal measures confirm participants’ self-ratings of impact

in respect to the impact of experiencing dissociative symptoms at the event.

Self-Ratings

(1

There was a significant main effect for dissociation on many of the participant’s self-
ratings, such that those personnel who experinenced dissociative symptoms at the event
rated the impact of the event significantly higher than those participants who did not.

Significant main effects were revealed on the following ratings:

impact of the event at the time of the incident (as described on page 131),
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(ii)  general level of stress ~u the time of the incident, £(1,94) =3.99, p = .048.
There was a significant trend at Phase 1, F(1,94) = 3.84, p = .0531,

(i) tmpact on social functioning af the time of the incident, F(1,94) = 8.29, p=
005,

(iv) impact on their fainily at the time of the incident, £(1,94) = 10.99, p =.001,

{v) impact on work attitude at the time of the incident, F(1,94) = 5.64, p = .012
and at Phase 1, F(1,94)=4.23, p= .042, and

(vi) impact on work performance at the time of the incident, F(1,94)=6.14,p=

015 and at Phase 1, F(1,94) = 12.34, p = .001}.

This broad and consistent patiern leads to the suggestion that experiencing dissociation
at the time of a traumatic event plays a part in development of an extensive and enduring
impairment for many personnel across a wide range of areas of functioning. The four
operational groups scoring highest on level of peritraumatic dissociation were as
follows: mortuary, technical surveiliance, scientific and crime scene security, Their
common features of disiress were the many bodies, the bodies of children, and the fear
of being shot. It appears that a key precipitating factor in experiencing peritraumatic
dissociation may be experivncing personal physical thieat and/or experiencing the dead

bodies of adulis and children.

Other Factors
Another apparent predictor for experiencing dissociation at the incident was gender,
such that there was a greater percentage of females in the ‘dissociation group’ than the
‘no dissociation group’ (25% for dissociation versus 14% for no dissociation).
Experiencing previous psychological problems proved a key effect (38% for
dissociation, 14% for no dissoctation}. A key factor predicting dissociation during the
incident was the participant’s reporting feeling physically threatened (96% for

dissociation, 24% for no dissociation).
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6. Self Disclosure at the Debrief

As previously reported, personnel were asked if they had disclosed their own thoughts
and feelings of the incident at the debrief they attended following the Port Arthur
wicident. Of the 96 personnel interviewed, 56 reported that they had. Participants who
stated they disclosed at the debrief rated the overall value of the debrief for themselves
and for the group as a whole significantly higher than those who did not disclose,

F(1,68) = 10.207, p = .002 and F(1,63) = 4.177, p = .045 respectively.

An analysis of the effect of self-disclosure on TSI scores revealed that there was a
significant main effect on the Impaired Seif Reference (ISR) scale, £(1,63) =4.20,p=
045, such that scores for those who did disclose were significantly lower than non-
disclosers. The Impaired Self-Reference (ISR) scale measures a variety of difficuities
associaied with an inadequate sense of seif and personal identity. 1SR items include

(1)  problems in discriminating one’s needs and issues from those of others,

(ii)  confusion regarding one’s identity and goals in life,

(iil} an inability to understand one’s own behaviour,

(iv) aninternal sense of emptiness,

{v) aneed for other people to provide direction and structure, and

(vi) difficulties resisting the demands of others.
As reported by Briere {1992), individuals who score high on ISR often appear to have
less self-knowledge and Jess self-confidence than others, may be more influenced by
individuals or groups, and may present as easily excitable and less functiotal under
stress. Becanse ISR reflects difficulties in maintaining a stable sense of self however,
this scale is often elevated in the presence of an acutely destabilising stressor, in which

case personality dysfunction may or may not be relevant.

Defensive Avoidance (DA} and Dissoctation (DIS) scales both revealed significant
trends in the same direction, #(1,63} = 3.72, p = .0583, and F(1,63) =3.49, p = .0665

respectively, The Defensive Avoidance (DA) scale consists of those avoidant responses
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generally subsumed under the *C’ group of PTSD symptoms. Briere, (1992) reports
that those who score high on DA often describe a history of aversive internal
experiences that they repeatedly seek to avoid. They also report frequent attempis to
eliminate painful thoughts or memories from censcious awareness (e.g. ltem 4:
“Stopping yourself thinking about the past,” or Ttem 23 “Pushing painful memories
out of your rund”). DA endorsers often attempt to avoeid events or siimuli in their
environment that might restimulate upsetting thoughts or memories. Also reported by
high DA responders is the desire to neutralise negative feelings about previous traumatic
experiences {e.g. ltem 87 “Trying not 1o have any feelings about something that once
hurt you™), DA responses do not represent dissociation or other similar psychological
defenses as much as they reflect the conscious, intentional process of cognitive and

behavioural avoidance as a way of managing post-traumaiic stress.

The Dissociation (I31S) scale measures the extent to which the respondent experiences
dissociaiive symptomatelogy. Dissociation may be defined as unconscious avoidance
behaviour. The DIS scale measures a variety of dissociative experiences, including
cognitive disengagement, depersonalisation and derealisation, out-of-body experiences,
and emotional numbing. These symptoms represent the most common dissociative
responses. Individuals scoring high on the DIS scale tend to report distractibility,
‘spacing out,” and feeling out-of-touch with themselves and their bodies. They may

report anxiety related to the aversive quality of intense depersonalisation (Briers, 1992).

DS and ISR is a relatively common 2-point elevation in clinical groups (Briere, 1992),
and was a common patiern of response amongst current research participants.
Individuals scoring high on both ISR and DIS endorse items suggestive of reduced or
altered contact with the external environment, as well as an uncertain sense of their
internal experience and/or identity. Such people may have a difficult time understanding
or expressing feelings or other intemnal events and inay report relatively little self-

understanding or ability to predict their own reactions or behaviour in certain
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circumsiances {e.g. during stress). In some cases, for example, when a major stressor
has produced an acute stress disorder, this profile indicates an individual who feels

overwhelmed by trauma (Briere, 1992).

On the SCL-90R scale, self-disclosure revealed a highly significant main effect on the
GSI global score, F(1,67) =4.73, p = .032, such that those personnel who disclosed at
the debrief revealed lower psychological disturbance. The disclosure group also

reported significantly lower scores on the following SCL. subscales:

Somaltisation, F(1,67)=06.38, p=.014,
Obsessive-Compulsive, F(1,67)=642,p=.014,
Interpersonal Sensitivity, F(1,67T)=35.20, p = .026,
Depression, F(1,67)=4.64, p =.035,
Psychoticism, F(1,67)=4.25,p=.043, and
Paranoid Ideation, F(1,67)=6.24,p=.015.

There was a trend toward significance on the subscales of
Hostility, F(1,67)=3.522, p = .065, and
Anxiety, F(1,67y=3.193,p= 079

7. From Impact to Recovery

When the factors of 'peritraumatic dissociation’ and ‘self-disclosure’ were combined in
a two-way analysis of variance, a strong and consistent patiern emerged. Persounel who
had experienced dissociation at the incident and subsequently did not self-disclose their

thoughis and feelings during the debriefings, revealed significantly greater distress and

impairment than other EMS personnel.

This finding was evident across a wide range of diagnostic and self-rating measures.
The pattern is exemplified in Figure 1.1 and 11.2, which displays the mezn scores on

the IES-R for the four ‘Dissociation’ by ‘Disclosure’ combinations:
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Dissociation and Disclosure (n = 38),

Dissociation and No Disclosure (n=17),

No Dissociation and Disclosure (n= 18),

No Dissociation and No Disclosure (n = 23),
at Phuase 1 and Phase 2 respectively. Mote that the distinctiveness of the ‘“Yes
Dissociation/No Disclosure’ group increases from Phase 1 to Phase 2, suggesting that

the differential impact is increasing over time.

35, ————— = —_l — . 1
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Figure 11.1  |ES-R Global Scores (Phase 1) across the four Dissocialion X

Disclosure combinaiions of participant groups.

Vertical lines depict standard errors of the mear
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Figure 11.2 IES-R Global Scores (Phase 2) across the four Dissociation x
Disclosure combinations of participant groups

Vertical lines depict standard errors of the means

As might be expected, when participants were further questioned about their involvement
in the CISM process, particularly the debrefings, those personnel who wished to
participate were significantly more likely to self-disclose during debriefings. Resuits
revealed that within the group of personnel who experienced dissociative symptoms at
the scene, those who did not self-disclose at the subsequent debriefings rated their
feelings of *safety’ and ‘warmth’ within the group debriefing process significantly

lower than other personnel (see Figure 11.3 for ‘level of safety’ ratings at the group

debriefings).
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Figure 11.3  Ratings of Level of Safety in Group Debriefs, across the four
Dissogciation x Disclosure combinations of participant groups

Veriical fines depict standard errors of the means

Assessment of Post Trauma Symptomatology

Finally, pariicipants who experienced dissociation at the event and who subsequently did
not self-disclose at the debriefing, revealed significantly greater PTSD symptomatology.
Table 11.1 represents the percentage of personnel meeting the three major symptom
clusters of the PTSD diagnosis criteria:

(i)  the B criteria {intrusive re-experiencing of the event),

(ii)  the C criteria (avoidance and numbing reactions associated with the event),

and

(i) the D criteria (symptoms of mcreased physiological arcusal);

across the four Dissociation x Disclosure combinations at Phase I and 2 respectively.




Table 11,1 Percentage of research participants meeting the DSM-IV b, cand d
diagnostic criteria for PTSD across the four Dissociation x Disclosure

participant combinations

Dissociatior/ Dissaciation/ No Dissociation/  No Dissociation/

Disclosure No Disclosure Disclosure No Disclosure
Phase 1 10.5% 29.4% 0% 0%
Phase 2 6.1% 23.3% 6.5% 0%

Again note the increased distinctiveness of the *Yes Dissociation/No Disclosure’ group
from Phase | tc Phase 2. This consistently striking result suggests that the impact of
dissociative experiences at the critical incident, which may lead io long-term impairment,
may be substantially reduced by the active participation of personnel in the subsequent

psychological debriefings.
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Discussion
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Chapter 13

Discussion

Introduction

Among the most important unanswered questions involving the impact of traumatic

stress are:
o who are experiencing persistent difficulties after a period of normal stress
response 7 and
@ why does this subgroup go on to develop a symptomatic response that, at its

extreme, is diagnosable as PTSD ? (Westerink, 1995).
Although there has been substantial research into the psychological processes that
characterise those people who experience PTSD, considerably less is known about the
risk factors for developing problems after exposure to a traumatic event, and what

techniques are effective in assisting people to reduce the impact of an event and/or assist

in their recovery.

This thesis has focused on two areas of trauma research:
(i)  the impact of psychological trauma on individuals, including any resultant
psychopathology, and
(1) the effectiveness of early intervention methods, in this case CISD, on their
process of recovery.
In general, the findings from the Port Arthur study have revealed that emergency services
personnel experienced a range of negative as well as positive outcomes as a result of their
direct or indirect involvement in the Port Arthur incident. For some personnel, exposure to
a range of traumatic stressors (both primary, in sense of perceiving direct physical threat,
and secondary, in the form of witnessing the emotional suffering and distress of others)
proved to have a strong negative impact on their response to the incident. Reszults also

revealed that an individual’s method of coping with the trauma, both at the event and in the

period immediately following the event, was strongly associated with the success or
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otherwise of their recovery. During the event, the process of denial and suppression of
emoiional reactions by personnel (adaptive dissociation) may have optimised their work

performance during the incident. However, the results also suggest that such practices

may have a significant negative impact on their recovery after the event. Asscssiment of the

coordinated recovery process of Critical Incident Stress Management (CISM) that

followed the Port Arthur incident reveals that active participation and self-disclosure by

personnel in the subsequent group debriefs may have been pivotal in their recovery from

the negative tmpact of the event.

The Impact of Psychological Trauma

Individual Responses

A prime directive of the human brain is to promote survival (Petty, 1999). As aresult,

the brain appears to be over-determined to sense, process, store, perceive and mobilise in

response to threatening information from both external and internal environments (see

Goldstein, 1995). In the face of intense physical threats, ail areas of the brain and body

are recruited and coordinated for optimal survival. Part of the body’s sarvival kit

inclades an instinctive response that prevents the experience of physical pain (Siegfried,

Frischknecht & de Sousa, 1990). Similarly, the body appears to have as part of this
instinctive response, a imiting switch for psychological pain, which is tripped to protec

the individual from emotional distraction during a threatening situation.

t

It is argued that trauma symptoms are adaptive and appear to have originally evolved to

help a person recognise and quickly respond to a dangerous situation (van der Kolk et
al., 1995a). In most cases, these sympioms resolve within a few days or weeks of a

disturbing experience. Therefore i is clear that not everyone who experiences a

traumatic event will develop PTSD. But when a number of symptoms persist for weeks

or months or when they are extreme, they may be suggestive of a psychiatric disorder

such as PTSD.
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In the first phase of the interviews of the Port Arthur Research Project, pariicipants
reported experiencing a wide range of intense stress symptoms. A common reaction
amongst personuel was fear of an unknown danger. This was particularly evident for
personne! who travelled to Port Arthur on the initial Sunday afterncon/evening, when
early reports were of one or more gunmen running rampant and a rising death toll.
While this fear was highly appropriaie on the afternoon of the incident, one officer
reported a fear of the dark for an extensive period following the event. 1t ook two weeks
before he could walk around his house and {our weeks before he feli comfortable
outside. Another crime scene investigator reported that he saw the face of one particular
little girl who was killed during the incident, every time he closed hig eyes for two

months after the incident.

Dissociation
While many organisations assist personnel in developing skills to ‘cope’ with intense
sifuations in order to undertake their duties most effectively, awareness needs io be
raised in respect to the inherent risk in such practices. It has been suggesied that
peritraumatic dissociation is highly predictive of PTSD (Marmar et al., 1998, van der
Kolk, 1997). Dissociation may be defined as a largely unconscious defensive alteration
in conscious awareness, developed as an avoidance response io overwhelming, often
post-traumatic, psychological distress (Briere, 1992). There have been strong replicated
findings relating neritraumatic dissociation with subsequent post-traumatic stress
(Marmar, 1997). There have been two key lines of investigation into the underlying
mechanisms for peritraumatic dissociation. Contemporary psychological studies have
focussed on individual differences in the threshold for dissociation (see Spiegel et al.,
1988). A second line of investigation has centred on the neurobiology and
neuropharmacology of fear and anxiety (e.g. Perry, Southwick, Yehuda & Giller, 1950;
LeDoux, 1998; Southwick et al., 1993). Recent observations suggest that high levels of
anxiety or arousal during the trauma may mediate the relationship between peritraumatic

dissociation and post-tranmatic stress.
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As part of the first phase of interviews in the Port Arthur Research Project, personnel
were asked if they had experienced any dissociative symptoms at the incident. Of the 96
personnel interviewed, 535 reported that they had. Dissociative symptoms inciuded:

(1} losing track or blanking out,

(ii)  acting on ‘automatic pilot’,

(iti) feeling as though they were floating above the scene,

(iv) feeling disconnected from their body or their body feeling disiorted,

(v) feeling that what was happening to others was happening to them,

(vi) feeling a sense of unreality in what was happening, and

(vii) feeling unaware of things that had happened at the scene.

Initial analysis revealed that peritraurnatic dissociation was a highly significant predictor
of later psychological distress. This was exemplified by scores on IES-R, which were
significantly higher at Phase | and Phase 2 for personnel who had experienced
dissociative symptoms at the Port Arthur incident. Dissociation also proved to have a
significant relationship to subjects’ self-ratings of the negative irnpact of the event on
their social, family and work functioning. This broad and consistent pattern leads to the

suggestion that dissociating at the event led to extensive and enduring impairment for

many personnel.

In 1996, Marmar and colleagues reported on individual differences in the level of
peritraumatic dissociation during critical incident expostre in emergency services
personnel. They found the following factors to be associated with greater leveis of
perifraumatic dissociation:

(i)  higher levels of exposure during the incident,

(ity  greater subjective perceived threat at the time of the incident,

(ili) younger age,

(iv) poorer general psychological adjusiment,



v
(v1)

(vii)

(viii)

poorer identity formation,

lower levels of ambition and prudence {(as defined by the Hogan Personality
Inventory),

greater external Jocus of control, and

greater use of escape-avoidance and emotional self-control coping.

The Port Arthur research findings also revealed individual differences in the level of

peritraumatic dissociation in emergency services personne! during the incident. The

following factors were found to be associated with greater levels of peritraumatic

dissociation:

@
(i1}
(i)
{iv)
S

(vi)

gender (being female),

early age of entry (<19 yrs) into the emergency services,

a prior history of treatment for psychological problems,
greater subjective perceived threat at the time of the incident,
greater level of anxiety/distress at the incident, and

higher levels of exposure to dead bodies.

In addition, peritraurnatic dissociation proved to have a significant rejationship with a

number of other research factors including:

(1)
(i1)
(111)
(iv)
(v)
(v)

(vii)

(viii)

grealer impact on personal, social, family and work functioning,

greater use of avoidant coping strategies,

greater levels of somatisation, depression, and anxiety,

greater levels of intrusive experience,

inadequate sense of self and personal identity,

a tendency to externalise distress and ‘act out’ negative affect,

greater ongoing tendency to avoid overwhelming distress through habitual
dissociation such cognitive disengagement, and

emotional numbing.




The role of cause and effect is unclear for many of these factors. They may all represent
signs or symptoms of chronic traumatisation, including the presumably habiiual

peritraumnatic dissociation.

The results also support Bessel van der Kolk’s (1997) assumption that the risk factors
for secondary traurnatisation include exposure to stories or images of victirns (note the
impact on personnel who took the witness statements), and empathic sensitivity to others
suffering (many personnel stated that at tires they experienced difficulty in
depersomalising or maintaining an emotional distance from the event). It is clear that the

related symptorns of primary and secondary traumatisation affected many personnel in

the current study.

Taken together, these findings suggest that emergency services personnel with:
{1)  more vulnerable personality structures,
(i)  higher subjective levels of threat and/or distress at the time of the incident,
(i) greater reliance on the external world for an internai sense of safety and
security, and
(iv) greater use of ‘risky’ coping strategies. including peritraumatic dissociation,
are likely to suffer greater psychological and physiological disturbance following a

traumatic experience.

Implications
The military and emergency services train personnel to medify their actions during
extremely stresshul situations in such a way as to optimise their survival behaviours (van
der Kolk, 1997). While assisting staff to develop skills to ‘cope’ with intense situations
and undertake their duties most effectively is clearly a necessary part of emergency
services iraining, it would appear that there neads (o be greater awareness of the inherent
risk in such practices. The ability to control an emotional response may be seen as an

effective way of coping during an incident but there is clearly a danger that this adaptive
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behaviour may also become the source of post-traumatic stress. The Port Arthur results
reveal that experiencing dissociation during a critical incident, despite its adaptive value
of enhancing operational effectiveness at the time, may lead to broad and enduring

impairment for many personnel.

To disentangle cause and effect relationships in the trauma-dissociation connection,
future studies will need to furiher examine dissociative tendencies i populations
exposed to trauma (Marmar, 1997). 1t remains to be demonsirated whether trauma
determines greater vulnerability to dissociative responses, both generally and
specifically, with respect to peritraumatic responses. It will also be of interest to
determine what factors may protect against pathological dissociation and determirne

prospectively if resilience factors reduce the risk of developing subsequent PTSD.

The Effectiveness of Debriefing

Debriefing
Following a traumatic event, the ‘experience’ may become an integral part of a person’s
life {van der Kolk & van der Hart, 1995). Sorting onit exactly what happened and
sharing personal reactions with others may make a great deal of difference in a person’s
eventual adaptation. Putting the thoughts and feelings related to the trauma into words is

seent by many authors as essential in the treatmnent of post-traumatic reactions (van der

Kolk, 1997. Herman, 1992, Goleman, 1996).

it is generally accepted in the emergency services that once a critical incident has
occurred there is a need to provide help for those personnel suffering from acuie siress
reactions. The goal of such crisis intervention is ine resolution of the immediate crisis
and the restoration of the person to their prior level functioning (Mitchell & Everly,
1996). Itis : zcepted within the crisis response literature that recovery from irauma is
founded upon the verbal expression of cognitions end emotions relevant to the traumatic

event {Mitchell & Everly, 1998). In their review of crisis psychiatry, Spiegel and Classen
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{1995) noted the importance of cognitively processing the crisis. Pennebaker and
colleagues in a series of experiments have demonstrated the value of expressing oneself
{as part of the recovery process) across a range of psychological, physiclogical and
behavioural outcome measures (Pennebaker 1985, 1990, 1992; Pennebaker and Beall,

1986; Pennebaker and Susman, 1988).

Psychological debriefing 1s an intervention frequently utilised by the emergency services
to encourage participanis io recount their traumatic experience, focusing on related facts,
thoughts, feelings, and reactions. Psychological debriefing has pervaded most mental
health communities in their preparation for and response to disastrous events involving
humans. However, as pointed out previously, the question of whether or not debriefing
1s an efftcacious of riecessary intervention in traumatce situations has been a point of
debate for several years (Bisson & Deahl, 1994; Ostrow, 19..  sphael, Meldrum, &
McFarlane, 1995). A common methodclogy of early CIsD research has been to survey
the people involved in a traumatic incident who were subsequently debriefed and then to
seek information about their subjective impression of the value of the intervention
{Dyregrov, 1997). Recently there has been a shift toward research designs that pay
greater attention to scientific rigour. In addition, researchers are yei to develop 4 strong
theoretical understanding of the relationship between post-traumatic stress and
psychological debriefing. Although Everly (1993) provided a neuro-physiological
explanaticn for stress with applications to critical incident stress, little empirical suppert

ex .~ 1) assist in understanding the process and impact of psychological debriefing.

The Port Arthuor research participants were asked a range of questions about their
understanding of and involvement in the CISM recovery process, including their level of
self-disclosure (how much they disclosed their thoughts and feelings of the event)
during the group debriefs. Level of self-disclosure at the debrief did not prove to have a
significant relationship with the general measures of post traumatic stress or

psychological distress. Resulis did reveal that those personnel who self-disclosed
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during debriefs perceived a higher level of safety and warmth within the debriefing

process, and rated the overall effectiveness of the process significantly higher than other

personnel.

Dissociation and Self-Disclosure
When the factors of peritraumatic dissociation and self-disclosure were combined in a
two-way analysis of variance, a strong and consistent paitern emerged. Personnel who
had experienced disscciation at the incident and did not self-disclose their thoughts and
feelings during the subsequent group debriefs revealed significantly greater distress and
impairment than other EMS personnel. This finding was evident across a wide range of
diagnostic and self-rating measures. As might be expected, when participants were
further questioned about their involvement in the CISM process, particularly the
debriefings, those who wished to participate were significantly more likely to self-
disclose during debriefings. Results revealed that within the group of personnel who
experienced dissociative syrptoms at the scene, those who did not self-disclose at the
subsequent debriefing rated their feelings of ‘safety’ and ‘warmth’ within the group

debriefing process significantly lower than other personnel.

Finally, paiticipants who experienced dissociation at the event and who subsequently did
not self-disclose at the debriefs, revealed significantly greater PTSD symptomatology at
Phase 1 and 2. This consistently siriking result suggests that the impact of experiencing
dissociative symptoms at the incident, which may lead to long-term impairment, may be

substantially reduced by the active participation by personnel in the subsequent group

debriefs.

Implications
Clearly, there are several areas that continue to require empirical validation in the field of
psychological debriefing. Since its inception there have been few controlled sindies

regarding the efficacy of these techniques. Case studies, anecdotal reports, and the

156



occasional randomised investigation have resulted in varied positive, negative, or ii.uiral
findings (Rose and Bisson, 1998). The results of the present study offer insight into
how the impact of biological changes caused by trauma can be medified by the
psychological processing of the event. The results of the current study suggest the
unportance of continuing to develop our theoretical understanding of the psychological

debriefing process.

The expertence of working with people shortly after rraumatic incidents provides a unique

P T

view of their ‘injury” and suffering. Th: present enquiry into the experiences (prior to,
during and immediately following a traumatic event} of those personnel who went on to
develop longer term PTSD symptoms has shown that this period can be crucial to the
development of their condition. One of the implications of this study is that problems are
evident in the provis.on of early crisis intervention. The first task then is to identify those
likely to suffer later problems and the second is to overcome their reluctance to engage in

IeCOVEry programs.

Presently, the use of CISD and similar psychological debriefing techniques have been

suggested as methods for the prevention of PTSD and for mitigating the harmful etfecis

of work-related trauma (Mitchell & Everly, 1997). Many debriefing proponents suggest
that all persons exposed to the aforementioned events or occupations should routinely
undergo psychological debriefing. The appropriateness of utilising psychelogical
debriefing in every case is questionable. It is clear that the participants in debriefing in
the Port Arthur study were more likely to benefit from the debrief if they wished to
share and discuss their thoughts and experiences, and thus actively participate. It could
also be suggested that those personnel in mos: need of debriefing following a traumatic

incident were (hose who experienced peritraumatic dissociation.

It needs to be borne in mind, however, that a possible cost of this type of intervention is

re-traurmatisation or vicarious traumatisation of the rest of the work team (Dyregrov,
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1998). Therefore, any review of such interventions would have to identify the person or
persons for whom the CISI) was conducted and assess their emotional change separately
from the rest of the group. If CISD is helpful, the person or persons having trouble
coping should show improvemen: and be able to sustain the improvement. However,
those who were initially coping well, may initially show a deterioration but should be able
to regain their well-adjusted position within a short time and maintain it in the long-term
{Dyregrov, 1998). In the case of the emergency services, the possibility of temporary re-
traumatisation is willingly accepted to help colleagues who are hurting and who may be
needed at the next job, functioning fully. However, Dyregrov suggests that such re-

traumatisation is unnecessary for civiilans, who should be left to recover without

intervention.

Kulka and colleagues (1990) reported that 15% of Vieinam veterans experienced PTSD
or other psychological problems at the time of their study. Conversely, this suggested
that 85% of these veterans were relatively problem-free. A majority of people exposed
1o traumatic events may not be in need of crisis intervention or psychological debriefing.
In 1994, Koopman, Classen, and Spiegel cantioned against indiscriminate use of
psychological debriefing. They stated that assessment of certain factors, including
subjective levels of arousal, current coping processes, cognitive impairments, or past
exposure 1o previous trauma, did not often occur prior to providing these interventions.
Consequently, the absence of assessment, as well as the failure to address these factors,
may be seen in the reasons why debriefing has failed to systematically yield positive

restiits for all individuals exposed to a traamatic event.

Marmar (1997) has suggested that future research will need to clarify the relationship
between subjeciive threat appraisal, emotional distress at the time of the trauma, activation
of CNS siructures that regulate threat arousal, and psychophysiological arousal in the
peripheral nervous system. Specific treatment interventions for peritraumatic

dissociation will dzpend on rapid identification of those experiencing peritraumatic
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dissociation and advances in understanding the psychological and neurcbioiogical
factors underlying trauma-related dissociation. The Peritraumatic Dissociative
Experiences Questionnaire PDEQ (Marmar et al., 1994) may be useful as a screening
device to identify those cxperiencing acute dissociative responses 2 tha time of exposure
to traumatic stress. From a neuropharmacological point of view, Pitiman (personal
communication, in Marmar et al., 1998) has advocated using medications that lower
threat-arousal levels at the time of trauma. Alpha-2 adrenergic agonists, beta-blockers, or
other non-sedaiing anti-arousal agents could be provided 1o emergency services
personnel 10 aid iin the modulation of arousul responses to life-threatening or gruesome
exposure (Perry, Giller, & Southwick, 1987), in order to reduce the negative long-term
impact of high arousal and dissociation. Advances in CISD procedures may lead to
psychological interventions that :ower imimediate threat arousal and consequently reduce

the likelithood of sustained dissociation and subseguent psychopathology.

LeDoux and others would argue that exposure to a feared stressor can producs
permanent changes in how the brain responds to similar stimuli that are ambiguous and
only potentially dangerous similar stimuli. If this is true, then perhaps trauma
interventions may need to concentrate on the subsequent realisation that an ambiguocus
stimuli is not so fearful after all (Baldwin, 2001). The aim would be tc cut short the

fight/flight arousal response rather than to prevent if. This may remain an open empirical

question for some time.

KRecent studies, including the present Port Arthur findings, appear to suggest that more
rigorous Investigation of the effectiveness of psychological debriefing and its role in
post-trauma recovery is required. Therefore, it is important that atteinpts be made to
continue to assess the value of psychological debriefings and to examine the parameters
effecting the CISM process including:

(i) whether information giving is productive,

(ii) when it is best given and by whorm,
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(iii)  what information is useful to whom,

(iv)  furthering our understanding of the impact of self-disciosure,

(v} if debriefing is to play a screening role, what are the early warning signs
and how are they best detected,

(vi)  who should provide debriefing,

(vii)  how debriefing is to be provided,

(viii) considering that there are a number of different models, which model is
most appropriate one and to whom,

(ix)  what is the most appropriate timing (there is a commonly held belief that
debriefing should be held close in time and space to the actual trauma, and
a time of 72 hours has been identified as the upper limit), and finally,

(x) debriefing needs to clarify its purpose (is its main purpose preveniative

intervention or is it to ‘bond’ participants).

1t is clear that establishing a greater undersianding of debriefing mechanisms will
provide a pathway to the development of empirically supportea uses of psychological
debriefing. According to Agras (1997), understanding the factors related 1o successtul
interventions can be derived by analysing studies that atilise procedures believed to be
central to therapeutic change. Research is needed to clarify the benefits of debriefing, as
well as isolate the most effective components. Much of the research on debriefing may
therefore be premature because there is not a scientifically sound theoretical
understanding of event-related distress and debriefing, as little empirical support exists
to assist in understanding the impact of debriefing. A learning or conditioning
conceptualisation rnay advance the shortage of theoretical approaches to PTSD and
debriefing, as was undertaken by Keane, Zimering, and Caddell (1985) with PTSD and
exposure-based treatment. This treatment has since been acknowledged as an

empirically supported intervention.
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Conclusions
Findings that have emerged since the original definition of FTSD have contradicted its
original theoretical principle, i.e. thai the response to trauma, as described by the
diagnosis of PTSD is essentially a normative one (Andreasen, 1980; Horowitz, 1986;
Figley, 1289; Green et al., 1985, Wolfe & Keane, 1990; Herman, 1992; Yehuda &
McFarlane, 1995). As researchers continue fo provide evidence for:
o the relative rareness of the disorder following exposure to trauma (Davidson
etal.,, 1991; Shore et al., '989; Card, 1987, Breslau et al,, 1991, Kulka et al.,
1900: Southwick et al., 19933,
“ the existence of risk factors other than the trauma as predictors of PTSD
(Davidson et al,, 1991; Shoie et al., 1989; Card, 1987; Southwick et al.,
1993, McFarlane , 1989; Bremner et al., 1993; Emery et al., 1991; Resick et
al.,1992). and
® the atypical rather than normative nature of the biological stress response in
PTSD (Yehuda et al., 1993; Davidson et al., 1991; Freedy et al., 1992; Green
et al.,, 1992; McFarlane, 1992},
there is a need to reassess the underlying processes of PTSD and the defining
characteristics. Yehuda and McFarlane (1995) have suggested that the future of the

rraumatic stress field hinges upon clarification of the theoretical inconsistencies that have

Arisen.

One benefit of the contribution of the PTSD diagnostic classification to research has
been it has made manifest an observational framework for studying the effects of stress
and trauma. It appears that PTSD provides a model for the process of adjustment to or
destabilisation resulting from trauma that has biological and psychological dimensions.
Biological investigations have demonstrated that the substrates of the disorder may not in
fact be similar to the ‘normative stress response’ described by Selye (1956). They may
indeed be a progressive sensitisation of biclogical systems that feave an individual hyper-

responsive to a variety of stimuli.
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Research studies, including the present Port Arthur study, exploring the processing of
traumatic information have provided insight inio the underlying psychological
mechanisms in operation during a person’s reaction to and recovery from a traumnatic
experience. Toey have helped us to understand that the process of depersonalisation and
dissociation that routinely occurs within many emergency services may provide short-
term benefits but also long-term risks. Adaptation to stress protects personnel at the time
of a critical incident in order that they may carry out their tasks effectively. However,
adaptive dissociation, along with the resultant lack of ‘integration’ of traumatic memories
after an incident, may indeed lead te long-term psychological disturbance.

Understanding the relationship belween trauma, memory and dissociation has the
potential to be useful in planning treatment and management of traumatic stress.
Dissociation has been proposed by Hersch (2000), as the basic underlying mechanism in
all trauma related disorders. 1f is emerging as the critical element that predicts and
probably sustains the development of chronic reactions to traumatic life experiences (van
der Kolk, 1996). The results of this study suggest that psychological debriefing may

provide a defence against the chronic effects of peritraumatic dissociation.

Our current understanding of frauma suggests that following a traumatic cituation we
need to process and integrate the memories of that event if we are to ‘recover’. Given
our current state of understanding of how the brain processes information during
traumatic experiences, the process of psychological debriefing following a traumatic
incident provides an ideal opportunity for the commencernent of a necessary recovery
process. Again, the findings in the present study support such a thesis. It appears that
psychological debriefing can assist ernergency services personnel in managing what
tight otherwise develop into long-term psychological and physiclogieal disturbance.
However, some personrel who may have experienced dissoctative symptoms at an event
may not feel safe to disclose within a standard group debrief. It could be suggested that

an assessment of dissociation should be incorporated into the CISM model and those
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reluctant to disclose should be provided with safer opportunities to integrate their

experience and accept their responses.
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{. Demograpliics

Personal Dietails

1. Identification Mo,

1=

. Marital Status (Married, De-facto, Separated, Divoreed, Single)

3. Age

4. Children (Gender and Ages)

3. Gender

6. Date of UV

7. Present Living Situation {e.g. Living with wife and kid}

&. Highest Level of Education {e.g. Matriculation, BA, or TAFE certificate)
9. Service History (include location, position, job role, and duration)

10. Medical History (major ilinesses and hospitalisations)

11. Previous Psychological Problems that required counselling support

12. Famuly History of Psychiatric Hlness

EME Experience

14. Can vou tell me about any previows Critical Incidents of a traumatic nature (other than Port Arthur)
that you have been involved in {include level of involvement, aspect causing distress, and level of
inpact/distress) {Rating 1)

15. Can you describe any other major stressfif events have you experienced in your work or personal

life? {include recency. nature of evant, and level of distress ) (Rating 2)
16. What do you see as your meajor stressor(s) at work (brief details} {Rating 3)
17. What do you see as your major siressor{s) in your personal life (brief details) {Rating 4)

2. The Incident
21. I'd now iike you to describe 10 me vour work experience in relaiion to the Port Arthur Incident,
your involvement ai the time and since, including how you were first notified of the event.
22. Did any aspects of the event take on a special significance for you
23. What aspects of the event did you find most stressful

24, Did the event cause you to recall of any previous traumatic experiences or events
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25, Were there any elements of the event you found threatening (Rating 5)

26. Did you have any of ihe foliowing experiences at the time of the incident or atter
a, Losing track or blanking out
b. Acting on "automatic pilot”
¢. Feeling like you were floating above the scens
d. Feeling disconnacied from your body or that your body {elt distorted
e. Feeling that what was happening to others was happening 10 you
f. Not being able to remember everything that happened to you at the time

g. Any other similar experiences

27. Rate your personal satisfaction with own work performance on the day. (Rating 6
28. Which work elements were you particulariy happy or unhappy with

29, Describe personal satisfaction with work performance of colleagues on the day. {Rating 7)
30. Which work elements of your colleagues were you particularly happy or unhappy with

21. What was your understanding of what happened at Port Arthuy at the time of the incident.

32. Do you have any ideas as to why it happaned

33. Do you think it could have bezn prevented (Y/N)

34. Are you werried about this type of event occurring again (Y/N)

35. Excluding ihe Port Arthur incident, have you been in any situations where you've recafled any

previous Cls in an intense/emotional way (Describe event, focus of recall, emotions. aspects of special

significance).

3. Response ro Critical Incident
Critical incidents can cause a range of responses in EMS personnel. I'd like to look at what signs and
symptoms of critical incident siress you may have experienced as a result of Port Arthur incident.
40. Can you rate the impact of the Port Arthur incident on yourself, at the time & in the last 2 weeks
{(Rating 8)
41. Rate your general siress level at the time of the incident and now {Rating 9)

42. What signs or symptoms of critical incident stress did you experience af the time
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43, What signs ar symploms are you experiencing now?

Check participant for each area ol stress for Questions 42 and 43

Physical

a. sleep disturbance,

b. physical tension,

c. difficulty breathing,

d. increased heart rate,

e. change in physical activity,

f. change n energy level,

Emotional

g. emotionally flai,

h. emotionally distressed,
1. anger,

j. depression,

k. sadness,

Interpersonal
1. social withdrawal,
m. more ouigoing,

n. feeling of group identity

Effect of Incident on Other Areas of Functisning

Cognitive

0. thoughts of the event, ,
p. safety of family,

g. feeling unsafe,

r. intrusive thoughts,

3. sense of humour,

t. closeness to death,

Behavioural

u. irritability,

v, arpetite change,

w. change in level of sexual activity,
x. increase or decrease in smoking,
y. mcrease or decrease in alcohol,

z. increase or decrease in other drugs,
aa. re-experiencing of event ,

bb. avoiding reminders of the event,

(Rating 10)

44, What effect did the Port Arthur incident have on your social activiry
43, What effect did the Port Arthur incident have on vour family activiry
46. What effect did the Port Arthur incident have on your family member

47. What effect did the Port Arthur incident have on your attitude 1o work

(rate & describe)
{rate & describe)
(rate & describe)

{rate & describe)

48, What effect did the Port Arthur incident have on your work perfarmance (rate & desr.ibe}

e e a mer gy



Post Trauma Symptomatology

The next few questions relate to any examples of more extreme distress you may be or have experienced

as a =osubt of your involvement with Port Arthur.  (For the following questions detail Yes/No and

duration of symploms}

Be-experiencing the Traumg
49, Have you experienced:

a. recurring and intrusive distressing recollections of the event, including images, thoughts, or
PErceptions.

b. recurrent distressing drecms of the event.

¢. acting or feeling as if the traumatic event were reoccurring (includes a sense of reliving the
experience, illusions, hallucinations, and dissociative flashback episodes, including those that occur
upon awakening or when inloxicated),

d. Intense distress after exposure (o any triggers that relate 1o an aspect of the event

¢. a strong physical reaction after exposure (o any triggers that relate to an aspect of the event

Avoidance

50. Have you persistently avoided any stimuli associated with ihe event and felt a numbing of your
general responses (that wasn't present before the CI), as shown by

a. efforts to avoid thoughts, feelings, or conversations associated with the trauma

b. efforts to avoid activities, places, or people that arouse recollections of the trauma

c. inability to recal an important aspect of the trauma

d. considerably diminished interest or pariicipation in important activities

e. feeling of detachment from others

{. restricted range of emotions {e.g., unable 10 have loving feelings)

g. sense of a foreshortened future {e.g., not expecting to have a career, marriage, children, or a

normal life span)

Hyperarousal

51. Have vou experienced persistent symptoms of increased arousal (not present before the Cl), as

indicated by :
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a. difficulty falling or staying asleep
b. irritability or cutbursis of anger
c. difficulty concentrating

d. hypervigilance

€. an exaggerated starile response

Distress

If participant did not respond Yes to any previous g. in this block skip 52.
52. Have these disturbances caused you significant disiress or impairment in social, work, or other

important areas of functioning,.

4. Coping/Resources
I would now like 1o discuss what acrivities and resources you may have used or had available to you to
Y Y Y

assist in coping with the stress of the incident.

6. What coping thoughts and actions did you use 1o manage any stress sympioms you may have been

experiencing at the time of the Port Arthur incident
61. Can you describe any intense emaotional reactions you experienced during this time

62, Were vou able to inhibit your emorional response during that peried (Y/N) (Rating 11)

It No then go to 64

63. {f you did successfully inhibit vour emotional responses at the CI, have you since been able to in

some way reconnect with those emolions.

64. Did you feel you had semeone 1o talk to about the event and your experiences? Y/N

External Support (Rating 12)

65. What level of support did you receive from fellow workers (rate & describe)
66. What level of support did you receive from friends (rate & describe)
67. What level of support did you receive from superiors (rate & describe)
68. What level of support did you receive from family {rate & describe)

204



69. How open was your communication with your partrer  (rate & describe)

70, Did you receive help/support from any other aregs {rate & describe)

3. Defusing/Debriefing
80, 1 would finally like to discuss with you vour impressions of the critical incident stress management
response that followed the Cl, particularly the defusing and debriefing sessions. I'd like you to begin by
telling me briefly about any organisational support/assistance you received in relation to your work

experience with the Port Arthur incident.

* Tf participant was not defused go to 30.93
and, if participant was not involved in a group debrief go to Q.113

and, it participant was not involved in individual debricfing/counselling go 1o Q.115

81. Could you now briefly describe the defusing you were involved in (particularly any aspects that

were imporiant 1o you)

Defusing
82. How valuable overall was the defusing session {Rating 13)
83. Describe the tevel of gffective communication in the defusing session {Rating 14)

#4. Describe the level of warmth and support in the group

85. Describe the level of group uniry. How close was the group,
£46. Haw much did vou attemipt ro influence others in the group
87. How much were you influenced by others n the group

88. How safe did you feel to disclose your thoughts and feelings
89. Did you disciose your thoughts and feelings (Y/N)

90. Was there 2 change in group attitudes or emoiions due (o the defusing?
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91. Can you rate the person who ran the defuse on their.... {Rating 15)
a. Effort to understand
b. Level of commitment
¢. Ability to understand people's thoughts & feelings
d. Ability to communicaze 1o the group
e. Level of genuineness

f. How well you could relate to them

92. What is your personal evaluation of defusinglprocess. inctuding your likes / dislikes of the process,

and any suggested rnprovements vou may have.
* If participant received no group debriefing poto . 113

and if participant received no individual counselling/debriefing go to Q 113

Group Debrief

93, Could you now briefly describe any group debriefing sess‘on(s) you were involved in (particularty
any aspects that were important to you)

94, Ind you wish to participate in the debrief {Y/N)

95. Describe the debriefing session process as it occurred, as best as you can remember it

46. How well was the process explained to you,

97. Describe the make-up of the group who were being debriefed.(Describe the number, where they were
tfrom, and how well you could relaic to them)

08. Were there any co-workers that you or the group didn't want to be there (¥Y/N)

99 Describe the level of effective communicazion in debriefing sessions {Rating 16}
100. Describe the level of warmeh and support in the group

101, Describe the level of group uniry How close was the group

162. How much did you attempr o influence athers in the group

103, How much were you influenced by others in the group

104, How safe did you fesl to disclose your thoughts and feelings

105. Did you disclose your thoughts and feelings

106, Was there & change in group attitudes or emovions dug to the debrieting?
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107, Could you give me your impressions of the persote who ran the debriefer.
Rate the Leader on their {Rating 17)
a. Efort (o understand
b. Level of commitment
c. Ability to understand people’s thoughts & feelings
d. Abtlity to camumunicare to the group
e. Level of genuineness

f. How well you could relute to them

108. How valuable was the debriefing for you (Rating 18}
109, How valuable was the debriefing for the group

10, How dic the debrief help you, what changes occurred as a result

111. Did you have any expectations about the debricfing that weren't met

112. Do you have any suggested improvements for debriefing process (timing, process, debriefers ec)

* It participant received no individual debriefing/counselling go to Q. 115

Individual IPebriefs

113. Could you now briefly describe any individval debrieing session(s) you were involved in
{particularly any aspects that were important to you)

114. How valuable was the debriefing for you {Rating 19)

115, Are there any other commenits you would like to make about the Port Arthur incident or the

defusing and debriefing processes that followed
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Introduction

The information contained in this repori has been obtained through
research conducted into the Tasmanian Emergency Services Critical
Incident Stress Debriefing Team.

The information was obtained fom minutes of meetings,
correspondence, annual reports and consultations with existing Team
members and members of the Management Co-crdinating Committee.

It has been prepared to provide a background to the establishment of a
critical incident stress debnefing service for Tasmaman emergency
service personnel and also gives an insight into the history and
development of the Team.

It should be noted that the emphasis in the report is towards the
establishment of the service within the Tasmania Police Force.

Matthew Richman
Team Co-ordinator

January 1996.
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2.1.

2.2

2.3,

2.4.

2.5,

Background

In 1984 a conference was held at the Repatriation Hospital, Hobart.
The conference was run by Dr Robyn Robinson (Victoria) and dealt
with stress related issues.  The conference was attended by
approximately thirty persens including two or three police officers,

As a result of the conference a (then) Tasmaman Ambulance Service
Officer, Mr Gerard Lawler, developed an interest in the area of critical
incident stress and how to manage it within the Tasmanian emergency
SETVICES.

In 1985 (or carly 1986), Professor Jefirey Mitchell (USA) visited
Tasmania and delivered a lecture on critical incident stress debriefing.
As a direct resuit of the interest that was generated out of this lecture,
Gerard Lawler arranged for Dr Robyn Robinson (Victorla) to visit
Tasmania and present a two day seminar which was to focus on the
nature of stress and coping strategies in the emergency services. This
seminar was held in November 1987 and was attended by
approximately twenty emergency service personnel from Tasmania
Police, Tasmania Fire Service, and the Tasmanian Ambulance Service.

A specific proposal for the establishment of a critical incident stress
debriefing service was later formulated by Ambulance Officers Gerard
Lawler and Geoff Muivaney. The proposal attracted considerable
interest from the administrative heads of Tasmania Police, the Tasmania
Fire Service and the Tasmanian Ambulance Service.

]

Tasmania's then Commissioner of Police, Mr Bill Horman, (who was
head of the Department of Police and Emergency Services -
encompassing Tasmania Police, the State Emergency Service, the
Tasmania Fire Service, and the Tasmanian Ambulance Service) was
instrumental in the establishment of the critical incident stress debriefing
program. He had been involved with a similar service in Victoria prior
o his appomtment to Tasmania Police.




3.1.

3.2.

3.3,

3.4.

3.5.

3.6.

History

At 3.00 p.m. on Tuesday the 26th of July 1988, a meeting of officials
was held to discuss the setting up of a critical incident stress debriefing
process in Tasmania. This was the first meeting of what is now the
Management Co-ordinating Committee although it was previously
known as the Co-ordinating Committee or Steering Committee.

In 1988, Tasmanian Emergency Service Personnel attended a
conference in Melbourne, Victoria, from the 26th - 28th of August.
The conference was titled "Dealing with Stress and Trauma in
Emergency Services: an international conference” — Members of
Tasmania Police, the Tasmania Fire Service, and the Tasmanian
Ambulance Service attended.

On the 4th of October 1988, approximuitely fifty - sixty persons
attended a briefing session which was conducted at the Teachers
Federation Building in Patrick Street, Hobart. The brefing was
conducted by Gerard Lawler, Dr Robyn Robinson, a Psychologist with
the Social Biology Resources Centre, Victoria, and Sue McNulty, a
psychologist with Victoria Police. It was aimed at assessing the
feasibility of establishing a Team and at gaining the support of
emergency servicc personnel.

Further to this, a two day information seminar was held at the Tasmania
Police Academy on the 5th and 6th of October 1988. The scminar
provided detailed information on the nature of stress suffered by
emergency service personnel, the system that existed in “ictoria to deal
with this type of stress, and the processes involved in setting up such a
system. The sermminar was conducted by Dr Robyn Robinson and Sue
McNulty. The seminar was attended by selected emergency service
personnel, mental hiealth professionals and clergy.

The seminar generated great interest and two groups were formed from
the attendees. The first group, the Exccutive, were involved with the
establishment and delivery of the program and the second group, the
resource group, were imterested in offering their support in establishing
the service and in disseminating information about the program to their

colleagues. These groups were in addition to the Management Co-
ordinating Committee,

Administrative support for the program was provided by the State
Emergency Service whose then Deputy Director (now Director) Mr Joe
Paul had been appointed as Chairman of the Co-ordinating Committee.



3.7,

3.8.

3.9,

3.10.

3.11.

Psychologists from the Vietnam Veterans Counselling Service, Dr
Graham Perkin and Joan Montgomery, were appointed to the posiiions
of Clinical Director and Deputy Clinical Director. Gerard Lawler was
appointed to the position of Team Co-ordinator. All positions were
voluntary, unpaid, and over and above core role functions.

Applications for membership of the Team were called for and,
following an assessment of suitability, a total of twenty three persons -
including approximately eighteen peers (emergency service personmel
frorn Tasmania Police, the Tasmania Fire Service and the Tasmanian
Ambulance Service) were selected as Team Members and underwent
initial traimng in critical incident stress debriefing at the Tasmania
Police Academy on the 20th and 21st of June 1989. The training was
conducied by Dr Robinson and was based on Professor Mitchell's
internationally accepted model.

Briefing sessions of executive and sentor officers (from sergeant and
comparable ranks upwards) were held regionally. These sessions were
conducted by Gerard Lawler, Dr Graham Perkin, and Dr Robyn
Robinson and were held at:

Hobart {Thursday 9.30 a.m. - {1.30 a.m.
SES Headquarters 22 June 1989

Launceston Thursday 230 pm -4.30p.m.
SES Headguariers 22 June 1989

Burnie Fridoy 8.45am. - 10.45 am.
SES Headguarters 23 June 1989

The briefing sessions were well attended and well received.

The first twelve months were essentially a planning and development
pericd and the Team did not commence formal operations until
November 1989, During this formative stage, there was coasiderable
emphasis on the establishment of protocols and procedures. A copy of
the original protocols and procedures is attached at Annexure "A".



4.1,

4.1,1,

4.1.1a

4.1.1b

4.11¢

4.L1d

Advertising of Service

Aside from the briefing sessions outlined above, the exisience of the
service was advertised across the State in several different ways.

Newsletters:

On the 10th of November 1988, a newsletter was produced and
distributed to all emergency service personnel. The newsletter was
included with the pay sheets of all permanent emplovees and distributed
to all stations. The newsletter defined what a critical incident is,
outlined the purpose of cntical incident stress debriefing, commented
on the confideutiality aspect, and cutlined "where are we now and
where are we heading". Additionally it described the Critical Incident
Stress Debriefing Team, outlined the establishment of the Tasmanian
Team and listed the recommendations of the workshop that was held at
the Police Academy on the Sth and 6th of October 1988. Names of
persormel! attending the workshop were also isted and those considered
suitable were nominated as potential contact points should the recipient
require any further information. A copy of the newsletter is attached
(Annexure "B").

The second newsletter was distributed in December 1988. It outlined
"Where are we now?" and provided an introduction to the Clinical
Director, Deputy Clinical Director, and Team Co-ordinator. It also
reiterated the basis for the Teams existence and gave a further
assurance of confidentiality. A copy of this newsletter is also attached
{Annexure "C"),

A third newsletter was distributed in May 1989. The newsletter
indicated that debriefings had commenced and also looked at "Wherz to
now?". The contact number for the service was also included in this
newsletier along with advice that personnel would be contacted in the

hour following their call A copy of the newsletter is attached
(Annexure "D").

A fourth newsletter was distributed in February 1990. This newsletter
cuthned critical mecident stress, why debriefing is required and the sorts
of incidents wiich may be considered to be “eritical”. {t also described
what happens at 2 debriefing and had a separate section entitled "CISD
Cali Out". This section outlined the cali-out procedure and again listed
the call out telephone number (002) 343135, Tt also discussed who the
CISD Team was and its reason for existing. This newsletter is also
attached { " mmexure "E").
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4.1.2

4,1.2a

4,13

4.1.3a

4.1.3b

4.1.3¢

Posters and Pamphlets

Posters advertising the existence of the CISD Team and the call-out
number were produced and distributed to all Police Stations around
April 1990. Distribution of the posters was co-ordinated by the
regional Baison officers.

The original posters were light blue and featured photographs arranged
symmetrically. A pamphlet was also distributed at this time. The
second tun of posters were again light blue but the photos were
randomly placed. The current issue posters are biue, red and whits.
Pamphlets were also produced to complement these posters and were
distributed widely in education sessions, individually, and occasionally
following some debriefs. A cumrent pamphlet is attached (Annexure
"E").

Police Gazette Notices

The existence of the CISD Team was advertised in the Police Gazette
on two occasions. Other references as to the existence of the Te2am
were also made with the publication of fraining dates, the duties of the
Occupational Health and Safety Co-ordinator etc.

22 August 1991, Notice No. 145 (page 67)

"Policy Regarding Involvement in Crifical Incident Stress Debriefings
for the Tasmania Police Force”,

A copy of the Gazette noiice is attached at Annexure "G".

27 May 1993, Notice No. 107 {page 43)

"Tasmania Police Policy Document No. 06/93
Critical Incident Stress Debriefing Policy for Tasmanian Emergency
Response Organisations”.

The Notice advised members that the policy was being distributed to

District Superintendents. A copy of the Gazette notice is atiached
Annexure "H".
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4.1.4

5.1

5.2.

6.1,

6.2.

Policy Document

At the twenty-second meeting of the Management Co-ordinating
Committer on the 15th of March 1993, the four agencies signed a
comraon policy document. The document was subsequently distributed

amengst the agencies. A copy of the policy document, No 06/93 is
attached at Annexure "I",

Accessibility

Access to the service was readily obtainable through the 24 hour
contact number mentioned previously. The provision of a 24 hour
contact number was initially discussed at the seventh Management Co-
ordinating Committee meeting which was held on Friday the 2nd of
September 1988. This service was well and truly in place by the
eleventh meeting of the Management Co-ordinating Commuttee which
was held on Monday the 30th of April 1990.

With the first run of posters, contact numbers of individual peers were
distributed for display on station notice boards. This was not repeated
as the contact list dated very quickly with transfers etc. Peers became
well known within their agencies and regions and were often a frst
point of contact for individuals, supervisors and managers.

Education

Education of emergency service personnel was identified early on as an
important issue. To this end, an education package was developed in
April 1990 by officers from the Tasmania Fire Service - predominantly
Graeme Newbury. The education package was being utilised from
(approximately} the middle of the same year.

Education sessions involving police officers, occurred from 1590,
Team members regularly attended the Police Academy and delivered
education sessions to development courses, recruit courses and many
in-service courses. Education sessions also occurred in the workplace
although these were on an ad hoc basis. Within Tasmania Police
education sessions occurred, at a station level, from 1992 as part of the

Occupaticnal Health and Safety Officers presentations on infectious
disease controls.
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7.1.

7.2.

7.3.

8.1.

8.2.

8.3,

3.4

Funding

Funding for the program was initially obtained through the Department
of Police and Emergency Services. With the disbanding of the
Drepartment contributions were sought, aside from an appropriation of
$18,000, from agencies on a percentage basis.

The budget for the program has been around $32000 for a number of
years (although there have been marginal increases). Funding for the
current financial year has been increased to $53,650.

Expenditure is basically confined to operational costs, such as
communications and psychologists fees, and training.

Team Structure

The structure of the Team has altered quite significantly over the years.
The major changes have occurred recently and resulted fTom a review
into the structure and operations of the Team which was conducted by

Dr Robyn Robinson. The original Team struchure 1s attached at
Annexure "J".

The Team structure, as at the 30th Tune 1995, is attached at Annexure
YIKH'

The Management Co-ordinating Committee is made up of
representatives of heads of agencies, union/association representatives,
the clinical consultant, the Team Co-ordmator and a Team
representative.

Positions on the Management Co-ordinating Commitiee

Chairman Director,
State Emergency Service

Deputy Chairman ~ Representative of the Commissioner of Police,
Tasmania Police Force

Representative of the Direcior,
State Emergency Service

Representative of the Director,
Tasmanian Ambulance Service

lepresentative of the Chief Officer,
Tasmaria Fire Service
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8.5.

9.1,

9.2,

Representative of the
Tasmania Police Association

Representative of the
United Fire-fighters Union

Representative of the
Ambulance Employees Association

Cilinical Consultant
Team Representative

Team Co-ordinator

The Operations Committes has six members. They are the;

Clinical Consultant

Psychologist Representative

Liaison Officer - North Western Region
Liaison Officer - Southern Region
Liaison Qfficer - Northern Region
Team Co-ordinator

[ e

The Operations Commitiee addresses training, education and general
Team matters.

The Team proper is made up of emergency service workers (peers) and
mental health professionals (psychologists). The positions of Regional
Liaison Officers and Assistant Liaison Officers are filled annually by
nominations from within the Team.

Team Membership

Emergency service persomnel who join the Team are primanly
motivated by a desire to enhance the well-being of fellow emergency
service workers following their exposure to a critical incident.
Membership of the Team demands a high level of commitment and
dedication - ofien within the peers own time.

Membership of the Team is attained by interested persons submitting an
application form (listing referees), completing a formal interview and, if
successful, being a2ppointed to the Team and then being trained in the
Mitchell Model.
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9.3.  Up until recently, the peers contribution to the Team (in terms of hours)
was over and above therr core role, voluntary and unpaid. Peers are
now able to claim time off in lieu.

9.4. Psychologists are appointed to the Team in the same manner and
undergo the same training as the peers. They are drawn from the public
and private sector and have a similar motivation to peers. They are
paid an hourly rate for travelling and also for the conducting of any
defuse, debrief or follow-up. Imitially the psychologists time and
expertise were free of charge although this altered due to the heavy
commitment required.

9.5, Historically, the positions of Team Co-ordinator, Deputy Team Co-
ordmator, Liatson Officer, Assistant Lizison Officer etc. were filled by
peers who undertook these functions over and above their core (i.c.

policing) role and their peer role. Again these positions were voluntary
and unpaid.

9.6.  The Clinical Director and Deputy Clinical Director postiions were filled
by psychologists and entailed a heavier (time) commitment to the
program

9.7. Team numbers have increased over the years and, as at the 30th of June
1995, the Team consisted of,

CISD Region: Police Fire | Ambulance | SES Psychologists

Southern 7 5 4 1

Northern 7 3 3 0

Norith Wesiern

9.8. Team numbers currently stand at what is considered a mininum
establishment level.
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10.

10.1.

10.2.

10.3.

10.4.

10.5.

1.6,

10.7.

Clinical Consultant and Team Co-ordinator

As mentioned previously, the position of Clinical Director (retitled
Clinical Consultant) involved a heavier commitment to the program.
Essentially the role of the Clinical Director is to oversee the program
from a clinical perspective. The decision to hold a debrief rests with
this person. As a result, the Clinical Director must be available 24hrs a
day - an onerous responsibility for a voluntary position.

The position was filled in a voluntary capacity until Mr Simon Webb
was appointed as the first police psychologist for Tasmania on the 13th
of August 1992, The CISD Team was instrumental in creating the
position of Police Psychologist. The position description encompassed
the position of Clinical Director for the CISD Team.

The Team Co-ordinator is, essentially, responsible for the day to day
management of the program. Apart from the initial establishment
period, the position of Team Co-ordinator was over and above the core
role of the persons filling the position.

This changed when, on the 16th of March 1992, Tasmania Police
appomted an officer, 1/C Constable L. D. ADAMS No. 1600 to the
position of Occupational Health and Safety Co-ordinator. The
appointiment was advertised in the Police Gazette on the 14th of May
1992 (Notice No. 102). Whilst initially an assistant Team Co-
ordinator, the position of full-time Team Co-ordinator became part of

the Occupational Health and Safety Co-ordinators duties from July
1992,

In late 1994 the part-time positions of Team Co-ordinator and Clinical
Director were divorced from the positions of Police Occupational
Health and Safety Co-ordinator and Police Psychologist (respectively).

The position of Team Co-ordinator is now full-time and is to be shared
amongst the Tasmania Police, Tasmania Fire Service and Tasmania
Ambulance Service on a rotational basis with the State Emergency
Service covering periods of leave. Appointment to the position is on a
twelve month basis although the present incumbent (a police officer)
has been apncinted for two years.

The position of Clinical Consultant is filled by the current Police
Psychologist - althcugh the position is In no way connected to his
pelice role.
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i2.

11.1.

11.2.

11.3.

11.4.

1z2.1.

12.2.

Team Activation's

Despite the original intentioi: of the (then) Clinical Director, Dr Graham
Perkin, not to utilise the Team during the planning and development
period, the Team completed some twenty debriefs prior to it becomndng
fully operational in November 1989. These activation's occurred due to
tne occurrence of a number of significant incidents.

Since then the Team has been activated regularly. An indication of the
usage of the Team is provided below.

Perod-

- I Defuses o | Debriefs.

01.11.1989-31.12.1990 | Not recorded | 32

01.01.1991 -30.06.1992 | 4 mom2400192) 28

01.07.1992 -30.06.1993 | 11 19
01.07.1993 -30.06.1994 | 30 51
01.07.1994 - 30.06.1995 | 42 52

It should be noted that, definitionally, a debrief involves three or more
persons. Many of the "debriefs" listed above involved less than three
persons and are therefore not, strictly speaking, debriefs. Nevertheless,
these are in integral part of the service that is provided and are included
m the figures to demonstrate the flexibility of the service.

It should also be noted that these figures do not take into account the
number of emergency service persomnel that were contacted and/or
followed-up following the occurrence of a critical incident - anocther
important part of the service that is provided (for an example of the

mimbers contacied refer o page 5 of the attached 1994/1995 Annual
Report).

Training and Conferences

Since inception, Team members hav~ undergone regular training
sessions. The Team trains four times per annum (three single days and
one two day). The traimings aim to enhance members skill level and
consist of a review of performances, mini-skills training etc.

Additionally, Team members regulariy attended national conferences
held by the Australasian Crtical Incident Stress Association (ACISA).
These conferences enable Team members, and the Team itself, to keep
up with any changes in critical incident stress management. Some
members of the Team are also members of ACISA.
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13.

13.1.

13.2.

13.3.

13.4.

Team Reports and Confidentiality

The provision of a CISD service that could guarantee confidentially
was considered vital to the success of the program. This was due to an
apparent inherent distrust of any form of counselling services which
appeared 1o be management driven, The fact that confidentiality was,
and could be seen to be, guaranteed is considered to be instrumental in
the success of the program.

Accordingly, Team reports were limited and names of any and all
persons contacted by the CISD Team were not recorded. Over the
years reporting conditions were implemented. The reports were "in
confidence" and maintained by the Team Co-ordinator and the Clinical
Director. Initially Team Activity Reports were developed which were
to be submiitted by Team members following a debriefing session. This
was gradually extended and now activity reports are required for
defuses, debriefs and follow-ups. Evaluation forms are distributed to
personnel involved in debriefs with the request that they be completed
and returned. They are also confidential. Returns from peers stating
the hours committed to CISD were also introduced. Initially these

were on a monthly basis although they are now on an incident by
incident basis,

At the twenty-first meeting of the Management Co-ordinating
Committee which was held on the 24th of November 1992, Mr Simon
Webb (the then Clinical Director) commented on the Australasian
Cnitical Incident Stress Association Conference which he and fourteen
other Team members had attended in Sydney. It was noted that the
New South Wales Police Clinical Director recorded the names of all
persons attending debriefs and those not atiending.

The twenty-second meeting of the Management Co-ordinating
Committee, which was conducted on the 15th of March 1993, again
discussed the issue of the recording of names. It was resolved that the
recording of the names of personnel attending debriefs was not
appropriate as it may discourage the attendance of personnel who
currently are ensured of the confidentiality of the debrief. It was further
resclved that the appropriate action was to record the names of all
personnel coniacted regarding a debnefing being conducted. Whether
or not they atiended the debrief would not be recorded but the fact that
the offer was made was to be recorded. This system was introduced in
early May 1993
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14.

i4.1.

is.2.

Services Provided

The Team provides a wide range of services and these are listed below.

Contacting Emergency Service Personnel who have been involved in
a critical inciden:

On scene support
s a Team member can be present to provide immediate assistance.

Defuses

e are less structured than a debrief and occur immediately after the
conclusion of an incident

e allows for an initial ventilation of feelings

Debriefs
» are undertaken within one - seven days afier the conclusion of an
incident

¢ is a structured group process which is not counselling or therapy

Follow-up
o the Team provides members with one follow-up session with a
mental health professional. Peers offer unlimited follow-ups.

One on onc assistance.
» asrequired by the emergency service worker

Conclusion

Since meeption, the Team has promoted itself as being accessibie to all
members of the Tasmaman Emergency Services. For example,
newsletter pumber four (page 2) stated "All emergency service
personnel have the responsibilivy for identifying/recognising significant
events that may qualify for a debriefing”. Education sessions stress that
the responsibility for activating the Team lies with managers,
supervisors, colleagues and individuals themselves. The 24 hour
contact mumber and the availability of peers in each region provide clear
evidence of the accessibility of assistance.

Over the years the Tasmantan Emergency Services Critical Incident
Stress Debriefing Team bas undergone significant changes. It has
evolved into what is considered to be ".... one of the most successful
and widely respected CISM programs in Australia”. (Robinson 1994)
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A
TASMAMIA

OFFICE OF THE DIRECTOR OF EMERGENCY SERVICES

CRITICAL INCIDENT STRESS
MANAGEMENT CO-ORDINATING
COMMITITER

PROTOCOLS AND PROCEDURES

The Tasmanian CISD Team has been established to suppert the State's emergency care
providers, in the interest of staff health and well being. Its purpose is to lessen the impact

of “critical incidents", to minimise potential long term effects and 1o promote a healthy,
supportive work environment.

ra

BACKOROUND TOPSYCHOQUOGICAL DEBRIEFING TEAMS

Case studies have been conducted in the United States 110 major incidents where
numerous injuries or fatalities occurred. These studies have revealed that
significant numbers of Emergency Services personnel expenienced some form of
stress related symptoms following the incident Many of these symptoms were
transitory and most personng] had no long term detrimental effects. nevertheless
a small percentage of personnel experienced continuing, long term detrimental
effects resulting from exposure to an incident. Some of these effects were
delayed, surfacing afier a period of no apparent symptoms. Without professional
intervention, these personnel experienced declining work performance,
deterioration of family relationships and increased health problems.

The objective of a psychological debriefing is to provide professional intervention

(immediately) after major incidents 0 rminimise stress rclated injury to
Emergency Services personnel.

MAJOR STRESSORS FOR EMERGENCY SERVICE PERSONNEL

"Critical Incident Stress”

Professor leffrey Miichell has defined critical incident stress as 'any sitnation
faced by Emergency Service personnel that causes them 1o experience unusuatly

strong emotonal reactions which have the potential to interfere with their ability
to funciion either at the scene or later'.

IMitchell, J. When Disaster Strikes, JEMS, January 1983, pp36-39.
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2.

The major stressor for Emergency Services personnel include:

#

Death or serious injury of a fellow colleague in the hine of duty.
Suicide of a fellow officer.

Muluple casualty incidents.

Death or serious injury of children.

Attending scenes where a victim is known to staff, or reminds staff of a
kncwn/floved one.

Sitvations that threaten the life or safety of staff.
Situations that entail prolonged rescue work
Situations that atiract undue and/or critical media attention.

Simations that place heavy and immediate responsibility on staff for the
saving of lives.

Dealing with body parts.

Responding t¢ a high number of difficult simations in a short space of
fime.

Any incident in which the circumstances are so nnusual or the sights and

sounds so distressing as to produce a high level of mmediate or delayed
emotional reaction.

Any one or a combination of the above may precipitate the need for a critical
incident stress debriefing. It also needs to be remembered that events which
cause stress to one individual may be non-stressful to another.

Critical incident stress is a psychologicid and educational group process designed

O
Lessen the impact of a critical incident.
Facilitate recovery in people who are experiencing normal reactions 10
totally abnormal events.
Prevent the development or persistence of unresolved problems.
INITIATING A CISD

All critical incidents with the potental to affect staff or having affected staff
should first be bought to the attention of the officer in charge who will

liaise/consult with a peer debriefer within that agency or in their absence, contact
the Team Co-ordinator.



If after consultation and assessment, the peer support member considers a CISD
should occur or wishes to further consult, the Team Co-ordinator will be
contacted. This initial contact should be made as early as is practical during (if
applicable) eg. prolonged difficult situation, or scon after such incidents occur.

When a peer support member has been involved in the incident requiring a CISD,

the peer debriefer may be replaced by another peer debriefer from another
Servicefregion.

A CISD is seen by all Emergency Services as a positive, preventative action
which assists staff and the Service. Any requests for, and any actual debriefings,
should be encouraged and supported by staff at all levels.

HOW A CISD IS ACTIVATED

All  Emergency Services personnel have the responsibility for
ideniifying/recognising significant events that may qualify for a debriefing.

When an incident is identified as a "critical incident” in the absence of "peer

support members” within your region/Service, any officer may contact the Team
Co-ordinator for a request.

1. To request a debriefing phone Tasmanian Ambulance Service, Southern

Region (D02) 343135, Ask for the CISD service. This service operates 24
hours a day.

2. Leave your name and a phone number where you can be reached in the
upcoming one (1) hour to provide any further information.

3. The Ambulance Service control room will contact and potify the Team
Co-ordinator/Clinical Director.

4, The Clinical Director/Team Co-ordinator contacts the person/agency
requesting the debriefing so as w:

a. Determine details of the nature of the incident;

b. Assess the best course of action eg. formal debrefing, assistance
with peer support members or referral

5. If a formal debriefing is indicated, the Team Co-ordinator wili arrange the
time and place for the debriefing sesston and notify relevant parties.

NSIDERATIONS IN GING DEBRIEFINGS
I Location of Debriefing

Debriefings may be conducted anywhere that provides ample space,
privacy and freedom from distractions (eg. phone calls, radios, pagers).
Selection of site will be mumally determined by CISD staff and
Emergency Services personnel.
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2. Eligibility to Attend Debriefing

All Emergency Services personnel involved in the incident will be
required to attend. This includes Police, Fire, Ambulance and State
Emergency Service staff. Attendance will be mandatory, however
participation in the debriefing is not rnandatory.

NO REPORTERS (EG. MEDIA PERSONNEL OR OBSERVERS! WILL
BE ALLOWED IN THE DEBRIEFING.

3. Relief from Duty to Attend Debrigfing

Agency management and command officers will relieve personnel from
duty for debriefings.

TYPES QF PSYCHOLOQGICAL DEBRIEFING

A crideal incident stress debriefing provides a safe enviromment in which
personnel can discuss their feelings and reactions ard thus reduce amy stress
resuiting from exposure to critical incidents. It is not a critique of Emergency
Services operaticns at the incident and performance issues will NOT be
discussed. All debriefings will be STRICTLY CONFIDENTIAL.

Several types of debriefings may be conducied, depending upon the
circumstances of a particular incident. The following five types of debriefings,
singularly and in combination, are most commonly utilised:

* On Scene or Near S¢ene

Only initiated for prolonged incidents with a potential to affect staff. The
CISD Teamw is available for consultation.

. pitial Informal Dshrief

This is held within a few hours of the incident. The leader is a peer
debriefer. Paricipants talk about their own feelings and reactions to the
incident. The atmosphere should be positive, supportive and caring. No-
one should be cridcised. Time period, usually one hour.

# Forpal Debriefing

Occurs berween 24 to 72 hours after the incident The leader must be a
mental health professional with knowledge of Emergency Service
operations and critical incident stress.

Entails non-evaluative discussion of involvement, thoughts and feelings
resulting from the incident, discussion of possible stress related symptoms,
education about stress, critical incidents and coping skills. This debriefing
has a spectific format.
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* Follow Up Debriefing

This may occur weeks or months after the incident. The main purpose is
to resolve issues or problems that are still present. It may be performed
with the entire group or a portion of it. Major critical incident situations

(eg. disaster) may usually involve one or more follow up debriefing
sessions.

POLICY RELATING TO FORMAIL DEBRIEFINQ
1. Confidentiality

Compiete confidentiality will be maintained by all present at the
debriefing. There will be no reporting about individuals to -nanagement
or any other bodies by the CISD Team.

Information will be released gnly under the following circumstances:
* If a member of the CISD Team determines that there is a clear and
imminent threat to the life of a person:

* If exacted by legal sources.

2. Com;gen;;ating claims, disability, fitness for work assessments

Mental health professionals in CISD Teams will not give opinions on

compensation clqims_. disability or fimess for work for members present at
a debriefing session.

THE DEBRIEFING TEAM

The team will consist of one or two mentdl health professionals (who will
function as team leader and team co-leader) and one or two peer support staff.
The number of team members will depend upon the number of participants
expected at the debriefing. Team members will carry identification.

Team members undergo a rigourous selection angd training process. Selection of
applicants follows an initial 2 day taining program. Team mernbers must
thereafter attend regular educational update meetings. Coniracts are renewed on

an annual basis. A high standard of training and maintenance of standards is held
1o ke central o the program.

NON-SANCTIONED DEBRIEFINGS

It is understood by all team members that at no time, will any team member
attempt to provide a debriefing without adhering to al] sections of this protocol.
When a debriefing is requesiad, the Clinical Director will be notified and all
requirements set forth in this protocol will be met. Any requests for a debriefing
outside of these regulations witl not be honoured




FORMAT FOR FORMAL CRITICAI INCIDENT STRESS DEBRIEFING
Introduct Phase

The team leader sets the ground rules for the session. The debriefing process is
described. The need for absolute confidentiality is explained and emphasised.

The following points need to be made:

1. Strict confidentiality shall be maintained. Al information regarding agencies
involved, situaton debriefed and issued discussed shall not be divulged after a
debriefing except with team members or as part of the team continaing process.

2. No mechanical recordings or written notes will be made during a debriefing. It is
up to the team to enforce this during the debriefing.

Lad

No media personnel (TV, radio or newspapers eic.) will be allowed to film or
report on a debriefing. In the event that these individuals are present without
tearn knowledge, phrases such as 'everything said here is off the record' may be
helpful. This does not guarantee however, that inform~tion will not be reported.

Cnly the Team Co-ordinator may speak to the media, to educate about the process
of CISD and to discuss the effects of stress. All other inquiries are to be referred
to the Clinical Director. :

4. Debriefings are not a critique of the incident The team has no evaluation
function of tactical procedures. The debriefing process provides a format in
which personnel can discuss their feelings and reactions and thus reduce the stress
resulting from exposure to critical incidents. The goal of the CISD is to
encourage ventilation of emotions and a rebalancing of the individual and the
group.

5. While individuals will be reguested to answer one or two initial questions (eg.
their name and rele at the scene), thereafter verbal participation will be voluntary.

Fact Phase

This establishes the scene. Members are asked to state who they are, what meig functions
were at the scene and what happened out there; thus factual informaton is obtained about

the individuals present and their role at the scene. Everybody should speak at this time.
Thought Phase*

Members are asked to state their first thought when they arrived on the scene. This leads
mto the Reaciion Phase.

Individuals describe how they first reacted, and identify what was the worst thing about

the scene for them. This now moves the group into exploration of feslings. Fears,
anxieties, concerns, guilt, frustrations, anger and ambivalences are discussed.



Symptom Phase

This part concerns itself with identifying symptoms experienced at the sct e, some time
afterwards and currently. Thus members identify their own stress response and they are
also asked to talk about what is going on in their home life and at work. It enables an
assessment by the team leader of how individuals currently are coping.

The Teaching Phase

The leader teaches the group about the stress response syndrome, 'normal signs and
syroptoms following critical incidents and ways of coping with siress response. This is a
crucial component of the debrefing procedure which aims to enable individuals to

reframe their experience in a way that will enhance well being and reduce symptoms of
Stress.

The Re-eptry Phase

The final phase aims to wrap up loose ends; t0 answer outstanding questions, provide
final reassurances and make any plans to follow up by way of either referral or group
debriefing. Every individual leaves with a telephone contact point to a counsellor.

* Professor Mitchell’s earlier writings described the thought and reaction phases
collectively as the feshng phase.




ACKNOWILEDGEMENT OF THE WORK OF DR ROBYN ROBINSQN, PROFESSOR
SEFFREY MITCHELL AND THE LLEA

The protocols and staff training program adopted by the Tasmamian CISD Team
Commi. 2¢ have been heavily influenced by an attempt to be consistent with those
developed by Professor Jeffrey Mitchell, USA, Dr Robyn Robinson, Social Biology
Resource Centre, Melbourne, and their colleagpes. While the Tasmanian CISD Team
takes responsibility for its protocols, we wish to ackmowledge the generous contributions

by Dr Robinson and Professor Mitcheli in sharing their protocols for the Tasmanian
Team to base ours o

Br Robyn Robinson

Dr Robinson is Deputy Director of the Social Biology Resources Centre, Melbourne. In
1984 she undericok a comprehensive study which assessed health and stress in the
Ambulance Services of Victora.

Dr Robinson has educated extensively throughout Australia on critical incident stress,

developed a crisis counselling service for Victoria Ambulance Officers and their parmers
and has established the debriefing team for Victoria.

Professor Jeffrey T. Mitchell

Professor Mitchell is Assistaat Professor at the University of Maryland, USA. He is
regarded as an international pioneer and a world authority on stress in Emergency
Services, particularly on ec.c.atonal and counselling procedures designed to assist staff
who respond to accident, .rauma and disaster. He has developed a "debriefing”
procedure which has been adopted in many countries of the world. He is actively
involved in assisting people to establish CISD teams and in training team mermbers.
Professor Mitchell is the author of mumerous journal articles and books (including
"Emergency Response to Crisis”, Prentice-Hall 1981) and the award winning audio videc
tapes "Critical Incident Stress and Disaster Psychology”. Professor Mitchell was brought
to Australia in 1986 by the Social Biology Resources Centre to be keynote speaker at the

first international conference on "Dealing with Stress and Trauma i Emergency
Services".

Finally, avoid usiny ~ CISD Team as a tool of management. It is not designed as a
promotonal route v - - sciplinary tool

A CISD Team should tz:. cend all boundaries.

A CISD Team has only one major objective: th restoration of normal job functioning to

normal pecple who are experiencing normal reactions and normal symptoms of disiress
after being exposed to a highly abnormal event.
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TASMANIA

OFFCE OF THE DIRECTOR OF EMERGENCY SERVICES

TASMANIAN
CRITICAL INCIDENT STRESS
DEBRIEFING TEAM

NEWS BULLETIN NO. |

10 November 1988

Tasmania 1is currently 1in the process of developing a
Critical Incident Stress Debriefing Team. It 1is anticipated
that this team will have representatives from all Emergency
Services and operate on a Stetewide basis.

WHAT TS A CRITICAL INCIDENT?

A c¢ritical incident 1s any situaticon faced by Emergency
Service personnel that causes them to experience unusually
strong emctional reactions whigch have the potential to
interfere with thelr ability to function either at the scene
or later. A major disaster 15 one type of critical incident
that comes to mind but a situation does not have to be of
this magnitude to classify az a c¢ritical incident. The
major stressors for Emergency Service personnel include:

1. Death or serious injury to a fellow colleague in the
line of duty.

2. Suicide of a fellow officer.

3. Multiple casualty incidents.

4. Death or sericus injury of children.

5. Attending scenes where a victim is known to staff or
remind staff of a known loved one.

6. Situations that threaten the life or safety of staff.

7. Situations that entail prolonged rescue work.

8. Dealing with body parts.

9. Responding t2 a high number of difficult situations in

a short space of time,

10. Any incident in which the circumstances are so unusual
or the sights, sounds and smells so distressing as to
produce a high level of immediate or delayed emotionat
reaction.

Any one, or a cembirnation of the above, may precipitate the
need for a Critical Incident Stress Debriefing (C-I.5.D.).
It 15 also recognised that individuals are different. Events
which cause stress to one individual may be non-stressful to
another.

Jox 1290MN, Hobart, Tasmania 7007 Telephone (all hours): (002) 30 7G00 Telex: 38183 Facsimile: (002) 34 9767
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PURPOSE OF CRITICAL INCIDENT STRESS DEBRIEFING

Critical Incident Stress Debriefing 1s a psycholeogical and
educational process designed to:

1. Lessen the impact cf a critical incident.

2. Facilitate recovery in people who are experilencing
normal reactlions to totally abnormal events.

3. Prevent the development or persistence of unresolved

problems.

A Critical Incident &tress Debriefing provides a safe
environment 1in which the perscnnel whe were involved can
discuss their feelings and reactions and thus reduce any
stress resulting from exposure to critical i1ncidents. It is
not a critigque of Emergency Services operations at the
incident and performance issues snould not be discussed.

CONFPIDENTIALITY

All information discusssd during a debriefing is STRICTLY
CONFIDENTIAL and will not be relayed to management or
discussed with those not at the debriefing.

WHERE ARE WE NOW AND WHERE ARE WE HEADING?

Over the vyears there have been many 1incidents that have
evoked strong emotional responses from Emergency Services
personnel. To date there has been no mechanism 1n place to
assist with these responses. This has left Emergency
Services personnel to fend for themselves with regard to
-their own psychclogical wellbeing.

On 5-6 Octcober 1988, Commissioner Bill Horman of the Polica
Department 1in conjunction with other heads - of Emergency
Services and Dr Robyn Robinson, Clinical Psycholegist from
Victoria and Ms Susan McNulty, Clinical Psychologist with
the Victorian Pelice Department, held an information seminar
on Critical Incident Stress Debriefing. This seminar was
attended by representatives from Police, Fire and Ambulance
Services as well as a number of Mental Health professionals
and Industrial Chaplains. From this meetlng & number of
initiatives were put forward to establish a Critical
Incident Stress Debriefing Team for Tasmania. These are
listed in Page 4. They have been endorsed by heads of
agencies and implementation is currently in progress.
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THE CRITICAL INCIDENT STRESS DEBRIEFING TEAM

The team consists of the following members:

Clinical Director and Deputy Clinical Director

The Clinical Director is responsible for overseeing the
delivery and guality of the debriefing services. These
people would be from the ranks of mental health care
professionals.

Team Co-ordinator

The Team Co-ordinator's responsibility is to lialse bketween
the Clinical Director, Peer Support Personnel and those
agencies involved in a critical incident.

Peer Support Personnel

Peer Support Personnel assist in the debriefing process and
may be involved in the development and delivery of other
educative programmes. Peer Support Personnel are from the
ranks of Emergency Service workers and will have
successfully undertaken the appropriate training programme
instituted by the Clinical Director.

This team will operate with the support of the EState
Emergency Service which is to he responsible for
administrative duties only, i.e. to provide materisl and
support, to co-ordinate administrative meetings, and to
distribute educative and training material to staff.

THE ESTABLISHMENT QF A TEAM IN TASMANIA

To date we have 1n place a Clinical Directer and Deputy
Clinical Director (Dr Graham Perkin and Mrs Joan Montgomery
from the Vietnam Veterans Ccunselling Service} and a Team
Co-ordinator (Mr Gerard Lawler from Tasmania Ambulance
Service). We are now seeking Peer Support Personnel. We
invite applications for selection and training as Peer
Support Personnel. Application forms may ke obtained from
Gerard Lawler (002) 307769 prior to Monday, 28 HNovember
1988. If you are interested in this project and would like
more informaticon, please contact me, or alternatively
contact any of the participants in the recent information
seminar listed in Page 5.




RECOMMENDATIQNS OF THE CRITICAL INCIDENT STRESS DEBRIEFING
WORKSHOP HELD AT THEE POLICE ACADEMY, ROKEBY ON 5-6 OCT. 1988

The following recommendations of the Critical Incident
Stress Debriefing (C.I.5.D.) Workshop, attended by Fire,
Police and Ambulance officers, were forwarded to the
C.I1.5.D. Co=-ordinating Committee which is made up from heads

of departments, anion representatives and clinical
psychologists.
a. That a C.I.5.D. Team for Tasmanian Emergency Services

(Tasmanian Ambulance Service, Police, Tasmanian Fire
Service and State Emergency Servics) be established as
soon as practicable. This i1s currsntly in progress.

b. That a Clinical Director of the Tasmanian C.I.S5.D. Teanm
be appointed. Dr Graeme Perkin and Mrs J. Montgomery
from Vietnam Vecerans Counselling Service {(Clinical
Psychologists) have filled these roles in a temporary
capacity until 30 June 1989, when a permanent Clinical
Director will be appointed.

e, That initially Mr Gerard Lawler of the Tasmanian
Ambulance Service be appeinted as the Tasmanian
C.I.S.D. Team Co-ordinator to set up & core executive
and La&sic tfam structure. Currently this 1s 1n place
and progressing well.

a. That a C.I1.S.D. Resource Group be formed as a core bedy
from interested parties participating in the workshop.
To date eighteen members from the initial information
workshop have registered their interest. This group
having attended the workshop have a good understanding
of the proposed servica.

€. That the State Emergency Service be the c¢o-ordinating
agency for Critical Incident Stress Debriefing
requirements of the wvarious Emergency Services. The
duties would include providing administrative support
and back up support for the working parties.

f. That <the Tasmanian C...S.D. Executive will establish
the Tasmanian C.I.%.D. Team appointments, training
requirements and protocols.
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CRITICAL INCIDENT STRESS DEBRIEFING SEMINAR - PARTICIPANTS
5-6 GCTOBER 1988

Tasmania Police

Det Sgt Paul Gray

Sgt Craig Waterhouse
Sgt Rabert Cole

Sgt Albert Dix

S5gt Geoff Millhouse
Snr Sgt James Duffy
Det Sgt Michael Clsen
Sgtr Hugh Wilson

Sgt Hank Timmerman

Tasmanian Ambulance Service

Chris Chapman, Ambulance Officer
Graham Jones, Duty Officer

John Richardscon, State Relief Officer
Richard Byrne, Duty Officer

Gerard Lawler, Duty Officer

David Eeles, Anbulzance Officer

Geoff Mulvaney, Course Co-ordinator
Peter McFarlane, Duty Officer

Tasmanian Fire Service

Peter Coppleman, Station Officer
Joe Demeyer, Senior Station Officer
Wayne Richards, Station Cfficer
Geoff Fletcher, District Officer
Phil Grant, Country Fire Service
Graeme Newbury, Station Qfficer
Peter Vandekamp, Station Qfficer
Peter Plummer, Country Fire Service

Inter-Church Trade and Indusiry Mission {(Tasmania)

Rev Stan Hince
Rev Craig Ellis
Rev Stephen Tregloan

Pgycheologists

Dr Graham Perkin, Vietnam Veterans Counsslling Service
Mrs Joan Montgomery, Vietnam Veterans Counse111ng Service
Dr Fred Smith, Prison Department

Br Nils Cochrane, Mental Health Services

Mr Roger Bradshaw, Educatlon Department
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I am sure you will agree this ssrvice 1is long overdue for
our Emergency Services. The very nature of our work brings
us into direct contact with situations that at times may be
abnormal or extracrdinary &s described on page 1 "what is a
Critical Ineident”. It would be unrealistic to assume that
such assistance would never be required, however it is
reassuring to know that in the event of an incident that may
affect us or cur colleagues, that we soon will have in place
the Critical Incident Debriefing Team to assist 1f required.

To date all Emergency Service administrators have been
totally supportive of the C.I.S.D. concept along with the
respective Emergency Service assoclations. It is pleasing
to sees both these areas working closesly with each other in
ocrder to develop and monitor the program and assist in the
implementation Statewide.

Critical Incident Debriefing Teams ars currently available
to Emergency Services 1n New South Wales, Victoria, the
Australian Capital Territory and South Australia. From
information I have received from officers, particularly in
Victoria after the recent incidents in that State (Hoddle
Street and Queen Street shootings) along with other
incidents, the C.I.5.0. Team has been 1invaluable in
assisting officers after the incident.

This newsletter is the first of a rnumber as the system
develops. As mentioned before, shcould you require any
further information or wish to discuss any areas, please do
not hesitate to contact any one of your colleagues that
attended the seminar {(names on page 5) or myself.

///M‘/ #%.

a
dﬁjﬁé;grd Lawler

TEAM CO-ORDINATOR
-I

-5.D.
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TASMANIAN
CRITICAL INCIBENT STRESS
DEBRIEFING TEAM

NEWS BULLETIN NO. 2

December 1988

Welcome to the Tasmanian Critical Incident Stress Debriefing
Team's second news bulletin.

I trust yocu found the first bulletin both informative and
interesting in explaining what & "critical incident" is and
the reason for establishing & team for our Emergency
Services.

News bulletin No. 1 outlines the basis for vyour future
C.7.35.0. Team and I would encourage you 1f still unsure
about the concept to take a second look at this.

WHERE ARE WE NOW?

Since our first news bulletin, the response from prospective
peer support personnel has been outstanding. QOfficers from
all Services are represented. As the Christmas and New Year
break is fast approaching, it will not be possible to hold
interviews for selection of peer support staff until late
January. However once complete, our training £for these
officers ccommences on 23 February 1989 and the Team should
be operational in March of the New Year.

WHO'S WHOQ?

Graeme Perkin : Joan Montgomery Gerard Lawler
Clinical Director Deputy Clinical Team Co-ordinater
Director
Deputy Team Co-ordinator? - This position will be filled

from applicants for peer
support personnel by the
Team Executive,




GERARD LAWLER

My career commenced with the Tasmanian Ambulance Service in
1975. ©&Since then I have been involved in the establishment
of the Ambulance Advanced Life Support Program, teaching
students in a Clinical Instructor role and currently held a
Duty Officer position with the Service 1n Hobart. My
interest in C.I.5.D. started in 1985 when Dr Robyn Robinson,
the Melbcourne C.I.S.D. Ciinical Director, completed a study
in this area for Emergency Services 1n Victoria. In seeing
the success of the team in Victoria for Fire, Police and
Ambulance officers, I have endeavoured to assist in the
regognition and development of a program for our Emergency
Services in Tasmanig.

DFE GRAEME PFERKIN AND MRS JOAN MONTGOMERY

The Clinical Director and Deputy Clinical Director positions
in the team are occupied by Dr Graeme Perkin and Mrs Joan
Montgomery who are both counsellors with the State's Vietnam
Veterans Counselling Service. Graeme completed studies in
psychology in both Queensland and New South Wales before
coming to Tasmania in 1973 where he has worked 1n hospitals

until transferring te work with Vietnam Veterans in 1985,

Joan Montgomery studied psychology in Victoria and moved to
Tasmania in 1968, She  has worked in career and
rehabilitation counselling for eight years, and in community
health centres and hospital settings for six vyears before
moving to work with veterans in 1983.

MESSAGE FROM' GRAEME AND JOAN

We are particularly interested in the condition known as
post-traumatic stress which occurs to varying degrees in
many veterans. However it is also common in other groups of
people who have suffered trauma which is outside the normal
range ©of distressing events encountered, These include
victims of traumatic accidents and major natural disasters,
and unfortunately a substantial number of Emergency Service
personnel whose job involves dealing with such events. Tt
is worth noting that unlike c¢ivilians, Emergency Service
personnel {and veterans) are frequently exposed to multiple
critical incidents and the effects of these can be
cumulative.
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We have found from our work with war veterans and victimsg of
traumatic accidents that post-traumatic stress can have
extremely disabling effects. Some of these include high
levels of tension, irritability, sleep discorder, disturbed
relationships with others, impaired capaclty to work and
overall loss cof a sense of wellbeing. We further note the
difficulty in assisting with the discrder cnce it has become
entrenched and long standing as in the case with veterans.
in contrast, 1t appears that early recognition and attention
is very effective in minimising the distress associated with
post-traumatic stress and 1in preventing the development of
long term problems.

For these reasons, we are most interested in being part of
the develcopment of a team to assist our Emergency Services
personnel.

IN SUMMARY:

The Tasmanian C.I1.5.D. Team has been established to support
the State's emergency care providers 1in the interegt of
staff health and wellbeing. More specifically, to lessen
the impact of critical incidents, to minimise potential long
term effects and to prgmote a healthy, supportive work
envirgnment.

The C.I.S.D. Team assists in this process with one major
objective: The restoration of normal job function to normal
people who are experiencing normal reacticons and neormal
symptoms o©of distress after being exposed to a highly
abnormal event.

Ll
The C.I.S8.D. process provides a safe environment in which
personnel who were involved can discuss their feelings and
reactions and thus reduce any stress resulting from exposure
to critical incidents. It must be remembered that it 1s not
a critigque of Emergency Services operations at the incident
and performance issues will not be discussed.

All information discussed during a debriefing 1s ALWAYS
STRICTLY CONFIDENTIAL and will not be relayed toc management
or discussed with those not at the debriefing. The Team
will not be used in any way as a tool of management and is
not designed as a promotional route or as & disciplinary
tool.
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Our next news bulletin will be in the New Year cnce our Team
has been established. Future content of the bulletins will
be firstly about "the Team" and activation procedures, and
from then on information on stress, the different types and
education on how we can work with it in our relevant
environments.

Graeme, Joan and myself take this opportunity to wish you
and your families all the best for the festive season.

¢.71.5.D. TEAM CO-ORDINATOR
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TASHANIAN
CRITICAL INCIDENT STRESS
DEBRIEFING TEAM

News Bulletin No. 3

May 1989

This 4is the third bulletin we have issusd since ths
agreement of all Emergency Services to establish a
Critical Incident Stress Debriefing Team for Police,
Fire, Ambulance and State Emergency Service Officers.

The first and second bulletins outline the basis for your
future CISD Tezm. I encourage you if still unsure about
the concept to take a look at these.

Since the December bulletin, there have been a number of
incidents around the State that staff have sought

assistance with. Qur original intention was to refrain
from conducting debriefings until the Team had been
zelected and trained. However, Dr Perkin. the Clinical

Director, decided to assist in these incidents given the
degree of trauma involved, and the fact that the reguired
resources were availabkle.

WHERE TO NOW?

All prospective peer support perronnel have been selected
for training. Peer support persconnel, as described
before, make up an impertant part of the CISD Team. The
function of these people is to a&assist the Clinical
Director in the debriefing process, as well as general
education of staff in the nature of critical incident

stress and CISD. There have been around 25 peers.
selected from all areas of the State, and a cross section
of officers from Fire, Police and Ambulance is
represented.

The training for these officers will commence on 20 June
1989. We have besn fortupate to secure the expertise of
Dr Robyn Robinson, the Clinical Psychologist, who
pigneered the first CISD program in Australia for
Victoria’s Emergency Services. Robyn has Jjust attended
an International Conference in the USA and no doubt will
be invaluable in assisting with our training programme in
Tasmania.



Immediately after the training and formal selection of
peer support personnel for ocur Team, the Executive
Committee Clinical Director Dr Graham Perkin, Deputy
Clinical Director Mrs Joan Meontgemery, Acting Deputy Team
Co-ordinator Mr David Eeles and myself will be visiting
each region to explain the programme and requirzments to
executive and command staff. The CISD programme has bean
agreed on by departments and respective associations. We
have again been fortunate t¢ have Robyn Robinsen come
along with us for these important information sessions.
We will be reinforcing the importance of the service
being avallable te¢ all personnel and remaining absolutely
confidential without departmental influence, along with
being part of a normal process where required within
Emergency Services activities,

As from Monday, 26 June 1989, the CISD Team will be
officially available to all members of Emergency
Services. Our news bulletins will <continue, toc ensure
vou are kept informed of any developments. Again I
encourage you to review our previous bulletins if you are
unsure of the structure, purpose and the manner in which
the CISD process works. If wou have misplaced vyour
bulletins, c¢opies can be obtained by phoning (002)
307550,

I wish to take this opportunity to thank the State
Emergency Service for their administrative support during
the past year in the development of the Team, heads of
department and the Emergency Services associations. It
has heen pleasing to see all agencies and associations
working sco well to assist in the Team's development and
formation. -

Our next bulletin will explain more fully the call out
procedure and names of peer debrief personnel after the
training to commence in mid June,

The contact number for the CISD number should the service
be required will be (002} 343435, frr relation +to
potential critical incidents, the only information we
require is ¥your name and phone number where wyou can bhe
contacted within the upcoming hour,

Gerzrd Lawler
SD TEAM CO~ORDINATOR
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TASMANIAN CRITICAL INCIDE
STRESS DEBRIEFING TEAM

NEWSLETTER NO. 4

PFPERRUARY 1990

I am pleased tc announce that 18 months after Eger
Services and Assoclations agreed to establish the

service, it is now fully operationszal. I wish to take
oppartunity te thank Pelice, Fire, Ambulance ang
Directors along with all Service Associations for their
and support in the development phase. You may recall
media attention regarding the finance for the serviece.
have been assured that CISD will receive a recurring

which will ensure the program’s continuation.

WHAT IS CRITICAL TNCTDENT STRESS?

Prof. Jeff Mitchell a psychologist and former parame
firefighter from the States, developed the pregramme thz
recagnised by most Emerzency Services weorldwide for Crit
Incident Stress Debriefing. Jeff has lectured in Hobart
we have based our protocols on those that bhe developed.
has described critical incidents as "any situation face
Emergency Service perscnnel that causes them to experi
unusually straong emotional reactions which have

potential to interfere with “heir ability to function ei

iat the scene or later”.

WHY DG WE _NEED IT?

Emergency Service Qfficers have well developed <o
mechanisms and noermally handle the day to day situat
wall. However from time te time there may be 2 job tha
attend that causes us %to think and feel gquite differe
from the others that we have attended. Some of the thou
and Ffeelings experienced may include: not being able
stop thinking about the scene, difficulty in sleep
flashbacks or dreams of the scene, frustration,. diges
problems, becowing withdrawn, headaches, and 2 gen
feeling of being pre-occupied with the Jjob more so0 -
aothers we have attended.

WHAT JOBS MAY CAUSE THESE THQUGHTS AND QR FEELTNGS?

Death or injury of children, multiple casuvalties or dea
dealing with body parts, death of a fellow officer in
line of duty, a thresat to your own life or safety, dea.
with a person/s known to you, or dealing with somecne
reminds you of them or a loved cne, attending & high nu

of difficult situations in a shart space of lime, unplea:

smells, such as blged
that may produce strang emotions and

attending the scene.

ar burning flesh, or any situaf

reacticons a:




x

4 Cal,Y., OUYT NG C)C)§21’23453;1:3£3

- Leave your pame and phone number where yqy

contacted in the next one (1} hour. T&:an be
Co-ordinater will contact Fou far ‘f Buty
informatian. Yrther

Any membec/cfficer/supervisor may activate/consult the

Co=-cordinator and is encouraged to do so if unsure ap Duty
particular Jjob/scene. All  Heads of DePartmentsQut a
Associatiens have agreed on the proteocols and procedyres and
ta ensure that every assistance will be given ta facilitand
the conduct aof debriefings. This includes covering G?ée
Team members and officers attending debriefings Wheg

necessary.

wiao TS THE CISD TEAM?

_The Team is made up cof psychologists zand team members wha
are afficers fram Police, Fire and Ambulance, all of Whém
kave undergone specific training in Critical Incident Stress

and its management.

The CLINICAL DIRECTOR assumes averall respensibility for the
programme. Th= TEAM CO-QRDINATQR'S responsibility ig +o
ensure debriefings are arranged zas per protacols and
proceduras. AREA LIAISON OFFICERS assist in the preparation
for a dehrief, in education and in training. TEAM MEMBERS
assist in debriefings and educaticen for Emergency Service
Officers. (See attached list of reference numbars should you

require more information).

The Tasmaniazn CISD Team is in the debt af several persons
for assisting us in our develapment. Prof. Jeffrey-Mitchell
for his wark and foundaticon protocels in CISD. Dr Robhyn
Robinsaxn, Psrchologist and Director of the Victorian Team,
along with ¢ Sue McNulty, Victorian Pclice Psychaologist,
for their a=s:istance in providing training for our Team., We
thank them for their expertise, suppart, guidance and time.

With the recent disasters and major incidents that have
ceccurred arocund Australia, and some of the effects these may
have an us as Emergency Service QOfficers, I am sure vou will
agree this programme is long overdue and it is comforting te
know it is available should vyou need it. '

CISD transcends all union/management boundaries and has only
one major abjective. THE RESTORATION OF NORMAL JOB
FUNCTIONING TO NORMAL PEOPLE WHQ ARE EXPERIENCING NORMAL
REACTIONS AND NORMAL SYMPTOMS OF DISTRESS AFTER BEING
FYPOSED TC A HIGHLY ABNORMAL EVENT. )

& N

qQ
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Peer Debriefers
are selected members specially tralned to
assist and support other members
involved 'n critical Incidenis, Peer
Debriefers work on a voluntary basis and
are available 1o provide a range of
services within the programme.

They will often be the first lins of contact
{for ihose seeking assistance. Peer
Debiiefers will be involved in assessing
the lype ol assistance required,
organising and assisling with group
debriefings, providing on-scena support,
and one-to-one assistance.

Team Psychologists
provide a mare in-depth follow-up service
and assist with group debriefings as
required. Tha psychologist provides

support and suparvislon for the Peer 1 Acknowledga that emergency sarvice !
Debrielers and Is pant of the CID waorkers expetlence normal feslings and
Management Team. reactlons to abnormal and traumatic
events in the course of their duty.
1, £ , 2 Provide a positive way o copg wilh the
R i uests fD) assistance ellects of dealing with these traumatic

Requests {or assistance are welcomed vents. .
frorm anyane within the emargency 3  Reduce the likelihood of delayed stress i
services. reaclion. '
When a request is received, Conlrol wil 4 Enhance work performance. [l
naolify the CID Management Tearn who will 5  Heduce the Impact of work related :
assess the situation and Initiate stress on the famllles of members. i
appropriate action. ' 6 Promota the health, welfare and safaty ’

your local peer geurierer
{listed with posters in all
Stations);

the 24hr number af ambulance
headqguarters

(a peer will then be paged

to return your calf within

the hotr).

(002) 34 3135

Bmmﬁ ts of the CID prograninte

This programme Is a major initiative
extending the suppoit services provided
for members of the Tasmanian Emergency
Services.

The Key Goals are to;

of all members of the Tasmanlar
emergency services.

DEBRIEFING
PROGRAMME:

Support for you

Tasmanlan Emergency Service Fersonnal

|

e T
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Soutnern Listrict

nd 30 January 1992
nd 12 Marck 1992
ad 23 April 1992

14 June 1992

ad 16 July 1992

1d 27 August 1992

1 8 Qctober 1992

1d 19 November 15972
1d 30 Decernbher 1992

mbers will be advised of venue and reporting times prior
ch fraining session.

Naorth and North Western Distriess

Ay 1992

reh 1992

prit 1992

ay 1992

y 1992 |

wgust 1992

:ptember 1992

evember 1992

ecember 1592

ibers will be advised of venue and reporting times prior
zh training sessicn. -

serintendents are herehy directed to ensure that members
| fraining as nofified. 7

ed this nineteenth day of August 1591,
J. C. JOHNSOMN, Commissioner of Polics.

NOTICE No. 1435

LY REGARDING INVOIVEMENT N CRITICAL
MENT STRESS DESRIEFINGS FOR THE TASMANIA
POLICE FORCE

- Tasmania Police Force endorses the Tasmanian Critical
nt Siress Debriefing Team, and the Team's invelvement
management of dapriefs.

Tasmanian CISD Team has been established to support

ate’s emergency service personnel; in the intersst of
ealth and well being. Iis purpese is tb lessen the impact
Heal incdents’, to minimise the potential long lerm
i, and to premate a healthy, suppartive waork
nment.

= af o Critical Incident Stress Debrigfing

sbjecive of a debrefing s to provide professional
mtion (shortly) after major inddents ta mirimise stress
{ tlness and distress to officers of the Tasmania Poiice,
nia Fire Service, Tasmanian Ambulance Servicz, State
lency Service and ather emergency services,
viefings are effechve loi—

¢ lessen the impact of a aitical inddent;

= fzchtate recavery in officers who are experiencng
nommal reactions to abnarmal events;

s prevent the development or pemistence of unre-
solved problems.

tance Policy
Tasmania Police Force, with ather emergency services,
meed on standard oiterfa for mandatary attendance.

s who attended the following types of incidents should
the Critical Incident Stress Debsiefing:—

¢ death or serious mjury of 2 colleague n the lne
of duty:

¢ suicde of a fellow officer;

% situations that threaten the life or safety of staff;

& any incident involving firearms;

1ANIA, 22 AUGUST 1991 &7

# situations invelving injwy or death of children;

e any other situation that may produce a high level
of immediate or delayed emotional reaction in
une or more officers.,

Confidentiality

It should be noted that in no way is a CISD connecied
to or similar to 2 depariment operatonal debrdef. The Criticzl
Inddent Stress Debriefing is the responsibifity of the Clinical
Directer, Or Graham Perkin, or the team co-ordinator, Gerard
Lawler, from Emergency Services. There is no reporting back
‘to the department in any way, Quicomes of all debrefings
are STRICTLY CONFIDENTIAL Thers is not reporiing by
the team to any sectfor of the department, nor should they
be requested to.

All efficers responsible for the cemmand of members are
required to be famiiar with the procedures, protocols and
acttvation of the CISD Team. '

The above policy is effective from this date, and supported
from all levels of administration, management and cperations.

Dated this ninstesnth day of August 1691.
J. C. JOHNSON, Cemmissioner of Police,

NOTICE No. 146

PUBLICITY AND PUBLIC RELATIONS

Attention i drawn to the provisions of sections 30 and 31
of Tasmania Police Standing Crders and Reference Manuals.

These sections relate to publidty and public relations.

Al persennel are diracted to siticly comply with their
provisions and in particular the previsions of 30.3 and 30.4.

These sections relate to Restricted Information and Conduct
and the Prohibiions of making Public Sthatements.

All Superintendents are to ensure that members under their
cantral adhere to these provisions. :

Dated this nineteenth day of August 1991.
J. C. JOHINSON, Commissioner of Police.

NOTICE No. 147
ML KEYS

Access to and within the Support Services Building

All personnel who have been issued with the blue MIL
key used for access to and within the Support Services
buillding are responsible for the safe keeping of that key.

In the event of a logt kay, it is necessary for the officar
concemed fo pay $10 for a replacemnent, which can be paid
to the Cashier, Finance Branch, who will issue a receipt.

The receipt must be sighted by Inspedor B Marfn or
other designted officer, who will then arrange for another
key to be programmed.

Dated this nineteenth day of August 1991,
d. C. JOHNSON, Cormissioner of Paolice,
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POLICE GAZETTE TASMANIA, 27 MAY 1893

Writtenn natice of appeal. setting forth the partcdars of the
waund thereaf, shall be ledged with the Sectetary to the
laard within hwenty-one days of the publication of thus naticz,

Dated this twenty-fourth day of May 1993,

J. C. JOFNSCM, Commissioner of Policz.

MNOTICE MNo. 103
TASMANLA,

' POLICE HEGULATION ACT, 1858
NOTICE BY COMMISSIONER OF NNTENTION TO

APPQINT
POLICE OFFICER TQ HIGHER RANK

Notizz it hemby given that i = my ntendion fo appemt
rst Class Ccns‘.ahglz Brettan James SMITH Na. 1505 o the
nk of Seniar Canstable. :

A Pglice Qffeer may appeal @ the Paolice Prometions
meal Board against this propased spponitment on the
“und anly of superior effciency as defned by Section 45R
} of the A

Written naotice of appeal, seting forth the parteuiars of the
sund thereof, shalF be lodged with the Secetary to the
e within swenty-one dayz of the publication of thi§ notica.
Dated this tweny-fourth day of May 1593, e

J. C. JOHMEON, Commisioner of Pofics.

NOTICE MNa. 104
POLICE REGULATION aCT 1898

dotice Mo, 96 Palice Gazette 1993 reflates @ a ve@ncy
CScer-in-Charge, Queenstown Divisian.

{oicz Ma. 97 relates to a vacancy for Qficer-im-Charge,
oraine Dividarn.

fafce Mo, 98 elates o 2 vacancy for Oficer-n-Charme,
man Hescurees Branch, Management Suppart.

lgdce Ma. 99 relates to a vacancay far Disic Administaton
cer, Ezsterm District,

la. 100 refates o a vacaney for Disgict Adminicration
<2y, Squthemn Disitics

‘Stz Na. 1071 relates to 2 vacaney within the Policy and
ating Branch, Management Suppert,

clica Mo, 102 miates to a vaceney within the Criminal
stigafion Brapch, Hobart,

cice Mo, 103 rdates to vaciney for Oficer-in-Charge,
= Station, Stahkan. -

ated this mwenty-fourth day of May 1993, .

NOTICE Na. 106
POLICE OFFICERS NOT IDENTEFYDNG THEMSELVES

The_attention of 2l mambers s dawn o Snding Orde.

3 1-—Cortifirates of [dentfication.

Personal shal caoy the cerdficate 2t al Sres whather an
or of duty, and shall geoduce b o any person reruiting

.proaf af thetr iderdity”.

Pofcz Gffices when dealing with members of the pubfic
are o mtmduce themselves, and produes ther Certifieate of

Membery are diected o comply with the providons of

Sanding Order 3-1 and this Natce,
Dated this twenty-fourth day of May 1593,

J. C. JOFINSON, Cormissicner of Pofiea,

45

NOTICE Nc. 107

TASMAMA POUCE POLICY DOCUMENT No. 06/93
CRITICAL INCIOENT STRESS DESRIEFING FOLICY
FOR TASMANIAN EMERGENCY RESPONSE
ORGANISATICNS.

Memnbers are advised that Tasmania Police Palicy Daenment

Na. Q6/593 deziing with the aCovementicned subjecs i
being disributed to 2 Supermtendents, jees is naw

Dated this hventy=fauorth day of May 1592,
J. €. JOFMNSQON, Commisicner of Pafics,

NOTICE Ng. 108

TASMANIA PCLICE DOQCUUMENT No, 07/33 °
GENEHAL ScanCH WARRANTS

Mambers are advised that Tasnania Policz Policy Dacument

MNa. 07/93 c&eaﬁng with the sbovenamed subfec s now being
discibuted to all &

upeTmiendants,
Dated this twenty fourth day af May 1393, o
J. € JOHNSON, Comunissicner of Palies,

. NOTICE Na. 109

TASMANIA POLICE PQLICY DQCUMENT Ne. 05/23
COMPULSORY TRANSFERS--AN AGREEMENT

BETWEEN THE COMMISSIONER QF FOUICE AND THE

POLICE ASSOCATION QF TAIMAMIA
Members arz advised thar the Tammania Folice Policy

Dacimment MNo. (8793 relating to an agqreement dotween e
Commissioner of Police and the Pollez Assaciation of

L C. JOHMSON, Commimiener of Police, 12022 I repect In compuliary kandes is now being

ta all Supexintendants.
Members should avail themseives of the information

MOTICE MNo. 105 ' coritiined i the abovenamed dociment,

IEGIONAL DISASTERS CONTROLLERS COURSE
Hegianal Disasters Controflers Cowrse will he conduched

Cated this twentsfourth day of May 1593.
J. C. JOHMSON, Commissicner of Pailea.

? Fofice Academy, Rokeby, between 28 June and 9 July

micalign: are Rwvited from Supernntendents and
wiors desirous of attending the Caurse.

mlications shaud be forwarded to the Superintundent,
dhment apd Training, Rokeby, na later than 14 June

terd thix twenty-fourth day af May 1993.

NOTICE Na. 110

TASMANIA POLICE POLICY DOCUMENT Nao. 11/%3

ENDUSTRIAL ACCIIENT 3/ HAZARDOUS.
C SUBSTAMNCE INCIDENT PROCEDURES

Mernhers are advised that Tasmania Pelicz Policy Decument
Mo. 11/%3 dealing with the atouenamed subject s now being

J. C. JORINSON, Cqmis:inr:er af F’cl’fcz. distributed to all Superintendants.

-
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Tasmanian Emergency Services Critical Incident Stress Debriefing Team

The Tasmanian Ambulance Service, Tasmania Fire Service, Tasmama Police and the
State Emergency Service hereafter referred to as T.E.S. endorse the Tasmaniag
Critical Imcident Stress Debriefing Team and the Team's mvolvement in the
management of debriefing/defising activities. This policy is agreed by the four
agencies as a common policy for critical incident stress management activities within

each agency

The Tasmanian C.I.S.D. Team has been established to support the TE.S. personnel in
the interest of staff health and well being. It's purpose is to lessen the impact of
'critical incidents', to minimise the potential long term effects and to promote a healthy,

supportive work environment.

The object of a debriefing/defitsing is to provide professional intervention shortly after
major incidents to minimise stress related illness and distress to officers, including
volunteers, of emergency response agencies:

Debriefing/Defusings are effective to:
* [essen the impact of a critical incident;

© jfacilitate recovery of personnel who are experiencing normal reactions to
abnormal evenis;

 prevent the development or persistence of unresolved problems.

Page 1




Tosmanian Emergatcy Services Critical Incident Stress Debriefing Temmn

The Tasmanian emergency services have agreed on standard crireria for mandatory
attendance of critical incident stress debriefing/defusing sessicns.  Personnel who
attend the following types of incidemts should participate in cruical incident stress
debrefing/defusing sessions:

o death or serious injury of a colleague in the line of duty;
e suicide of another afficer;

o situations that threaten the Lfe or safety of staff;

s gny incident involving threat ﬁ-ém firearms;

v | situations invoiving injury or death of children;

e gqny other situmion that may produce a high level of immediate or delayed
emotiond reaction in one or more persannel

Page 2



Tasmanian Emergency Services Critical Incident Stress Debrie/ing Tearm

ﬁhﬂ__‘“‘h

Debriefing/defusings are normaily held separately from the nomal working
environment where ample space, privacy and freedom from distraction are provided,

In all instances personnel attending debriefing/defusing activities shall be considered
non-operational for the duratien of the debrief

Fersonnal off-duty who are required to aftend a debriefing/defusing activity are to be
paid where appropriate in accordance with their Award Conditions or as otherwise
agreed.

3
Management shall release C. I 8. D. team rmembers fom duty for
participation/preparation in debriefing/defusing and training sessions.

Managemeﬁr undertakes to provide C.LSD. team members with transport and other
necessary support for C.18. 1. activities wherever possible.

Volunteers should not be required to fiind their own expenses related to attendance at
debriefing/defising activities.

Pagr3



Taswianian Emergency Services Crivical Fgcident Stress Debriefing Team

—

Confidentiality

It should be noted that m no way is a critical incident stress debrieﬁng/deﬁxsing
connected to an agency operational debriefing. The critical incident stregs
debriefing/defiasing is the responsibility of the Clinical Director or the Team Co-
ordinator. There is no reporting of critical incident stress debriefing/defusing matters
back to the agency in any way. Qutcomes of all debriefing/defusings are strictly
confidential.

AL personpel with a staff responsibility are required to be familiar with the activatic a,
procedures and protocols of the C1L5.ID Team.



-
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TASMANLA

OFFICE OF THE DIRECTOR OF EMERGENCY SERVICES

TASMANIAN
CRITICAL INCIDENT STRESS
DEBRIEFING TEAM

TEAM STRUCTURE

CO-ORDINATING CCMMITTEE

- REPRESENTATIVES
HEAD COF DEPARTMENTS, TASMANIA FIRE SERVICE, TASMANIA POLICE,
TASMANIAN AMBULANCE SERVICE, SES, ITIM, MENTAL HEALTH
SERVICES COMMISSION, VIETNAM VETERANS COUNSELLING SERVICE,
CORRECTIVE SERVICES TASMANIA, COMMUNITY WELFARE, PQLICE
ASSOCTIATION, AMBULANCE EMPLOYEES ASSOCIATION, UNITED
llr_FIREFIGHTERS UNION, PRISON OQFFICERS ASSQCIATION.

EXECUTIVE COMMITTEE

CLINICAL DIRECTOR -~ DEPUTY CLINICAL DIRECTOR
TEAM CO-ORDINATOR —~ DEPUTY TEAM CO-ORDINATOR

CLINICAL DIRECTOR
DEPUTY CLINICAL DIRECTOR

Cc.1.5.0. TEAM
PEER SUPPORT
QTHER MENTAL HEALTH CARE PROFESSIONALS

I €.I.5.D. RESQURCE GROUP E
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Current Team Struciure



Tasmanian Emergency Services Critical Incident Stress Dekriefing Team

G\ FOLICE
SES3

AMBULANCE

MANAGEMENT CO-ORDINATING
COMMITTEE

(""ERAﬁONS COMMITTEE L{ TEAM CO-ORDINATOR }*ﬁ*{_cuwic& comsuw\rpj
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#

1.1.

2.1&

2.2,

2.3.

2.4,

3.1.

Alm

The Tasmanian Emergency Services Critical Incident Stress Debrefing
{CISD) Team aims to enable emergency service workers to more
efficiently and effectively deal with the stress which is associated with a
critical or traumatic incident.

Whilst an individual's stress reaction might vary from mild to severe the
impact might be feit not only by the emergency service worker but also
by their family, and their service. Through the provision of a CISD
program the impact of critical incidents is lessened thereby minimising
the potential long term effects. This results in many benefits accruing
to the respective emergency services.

Background

The welfare of emergency service personnel has long been recogmised
as being essential to the maintenance of efficient and effective
emergency service agencies, The maintenance of emergency service
personnel's psychological well-being has been greatly assisted through
the development and maintenance of the Crtical Incident Stress
Debriefing Model which was developed by Professor I Mitchell.

The Tasmanian Emergency Services Critical Incident Stress Debriefing

(CISD) Team, which was formed in 1988, has a multi-agency focus. It
serves the;

¢ Tasmanian Ambulance Service,
Tasmania Fire Service, _

+  Tasmania Police Force, and
State Emergency Service.

L]

The Team serves the (approximately) ten thousand emergency service
personnel, both permanent and volunteer, who work within Tasmanmia.

The Team is able to provide a state-wide response twenty four hours a
day, seven days a week.

The Robinson Review

A review into the structure and functioning of the Team was conducted
by Dr. Robyn Robinson (Victoria) in November 1994. The review was
comprehensive and resulted in twenty nine recommendations being
made. The recommendations {as accepted) and the action taken in
relation to each recommendation is attached at Annexure "A".

Page 1



Tasmanian Emergency Services Critical Incident Stress Debriefing Team

&

4, Profile

4.1, The Team structure
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1.1,

1.2.

2.1,

2.2

2.3.

2.4.

3.1.

Aim

The Tasmanian Emergency Services Critical Incident Stress Debriefing
(CISD) Team aims to enable emergency service workers to more
efficiently and effectively deal with the stress which is associated with a
critical or traumatic incident.

Whilst an individual's stress reaction might vary from mild to severe the
impact might be felt not only by the emergency service worker but also
by their family, and their service. Through the provision of a CISD
program the impact of critical incidents is lessened thereby minimising
the potential long term effects. This results in many benefits accruing
to the respective emergency services.

Background

The welfare of emergency service personnel has long been recognised
as being essential to the maintenance of efficient and effective
emergency service agencies. The maintenance of emergency service
personnel's psychological well-being has been greatly assisted through
the development and maintenance of the Cntical Incident Stress
Debnefing Model which was developed by Professor J Mitcheli.

The Tasmanian Emergency Services Critical Incident Stress Debriefing
(CISD} Team, which was formed in 1988, has a muiti-agency focus. It
serves the;

«  Tasmamian Ambulance Service,
=  Tasmania Fire Service, _

»  Tasmaria Police Force, and

e State Emergency Service.

The Team serves the {approximately) ten thousand emergency service
personnel, both permavent and volunteer, who work within Tasmania.

The Team is able to provide a state-wide response twenty four hours a
day, seven days a week,

The Robinson Review

A review into the structure and functioning of the Team was conducted
by Dr. Robyn Robinson (Victoria) in November 1994, The review was
comprehensive and resulted in twenty nine recommendations being
macde. The recommendations (as accepted) and the action taken in
relation to each recommendation is attached at Annexurc "A".
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4, Profile

4.1. The Team structure
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4.2,

4.3.

4.4.

The Management Co-ordinating Committee is made up
represeniatives of heads of agencies, union/association representativ.
the clinical consultant, the team co-ordinator and a team representativ
A list of Management Co-ordinating Committee members is attached xt
Annexure "B".

The Operations Committee has six members. They are the;

Clinical Consultant

Pspchologist Represeniative

Liaison Officer - North Western Region
Liaison Qfficer - Southern Region
Liaison Officer - Northern Region
Team Co-ordinator

Sk e e

Persornel on the Operations Committee are attached at Annexure "B".

The Tear proper is made up of emergency service workers (peers) and
mental health professionals (psychologists). The peers are drawn from
within the agencies and undergo an extensive selection process. The
psychologists are drawn from both the public and private sector and are
utilised on a "user pays" basis. The positions of Liaison Officers and
Assistant Liaison Officers are filled annually by nominations from within
the Team. A list of current team members is attached at Annexure "C".
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5. Team Compeosition

5.1.  During the year there have been substantial changes to the personne!
involved in the Team. Significant movement out of the Team has
occurred with a number of people retiring or resigning from their
agency.  Several personnel have also withdrawn due to other
comumitiments.

5.2. The position of Clinical Director, which was unpaid, was filled by the
Police Psychologist, Mr Simon Webb. Mr Webb resigned from
Tasmania Police and filled the Clnical Director position on a
consultancy basis until the appointment of the new Police Psychologist

Dr. Michael Ryan. The position has since been re-titled "Clinical
Consultant”.

5.3.  The part-time Team Co-ordinator position was also vacaied during the
year by Ms Leeanne Adams upon her transferring from the Police Staff
Support Unit. The position was filled, temporarly, by Mr Gary

Muldoon (SES), Mr Wayne Richards (Fire) and Mr Geoff Becker
{Ambulance).

5.4. The Team Co-ordinator position is now full time and is to be shared on
a twelve month rotating basis amongst the Tasmanian Ambulance
Service, Tasmania Fire Service and Tasmania Police. Tasmania Police
will initially provide the Co-ordinator for the first two years. The State
Emergency Service is to cover periods of annual leave.

5.5.  The Team Co-ordinator's position 1s currently filled by a Police Officer,
Mr Matthew Richman.

5.6. Team numbers currently stand at what is considered a minimum
establishment level. Personnel who withdrew from the Team have been
teplaced although there is a need for further recruiiment.

5.7.  The Team composition is currently;

CISD Region: | Police | Fire | Ambulance | SES |

Psychologists |

Southern 7 3 4 1

Northern 7 3 3 ¢

Morth “Vestern
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Team Utilisation

6.1. During the 1994 - 1995 financial year, the CISD Team was activated on
eighty occasions.

¢«  Defuses:
Forty two defuses were conducted and out of these seven debriefs
occurred.

o« Debriefs:

According to the Mitchell Model, debriefs are defined as involving
three or more persons - on this basis a total of thirty eight debriefs
were conducted. Another fourteen were held that involved less
than three persons. These were modified i0 accommodate the
situation but largely foliow the CISD process. This form of
"debrief" is an integral part of the service thai the Team provides.

6.2. The activity statistics are as follows,

TIntervention | Permament | %
“Assessed. oo 684
Defused” . . 3
Debrigfed - -
Followed-up " |7 67 -

6.3.  From the figures given it can be seen that 54.7% of volunteers exposed
to a critical incident move to a full debrief whereas this occurs with
only 20.5% of permanents. There are a large number of reasons for this
and, although a full examination of the data has not been possible, some
trends are occurring. These are addressed in the issues section.
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6.4.

6.4.1

6.4.2

Tasmanian Ambulance Service

During the 1994 - 1995 financial year the CISD Team responded to
forty three incidents which imvelved personnel from the Tasmanian
Ambulance Service. Twenty one defuses were conducted and four
debriefs resulted from these defuses. A total of seventeen debriefs were
conducted for members of the Tasmanian Ambulance Service (some
were held jointly with other services)

Intervention

Assessed.

-] Permanent | Volunteer

From these figures it can be seen that 51.0% of volunteers exposed to a
critical incioent were debriefed as compared to 20.5% of permanents.
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6.3.  Tasmanian Fire Service

6.5.1 During the 1994 - 1995 financial year the CISD Team responded to
tweniy four incidents which involved members of the Tasmania Fire
Service. Nine defises were conducted and one debrief followed from
the Jefuses. A total of twelve debriefs were conducted for members of
the Tasmania Fire Service (some were held jointly with other services).

“Intervention
Tissosed
Defus

Debricfed
Fellowed-up.

6.5.2 From these figures it can be seen that 64% of volunteers exposed to a
critical incident were debriefed as compared to 2.8% of perinanents.

L
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6.6.

6.6.1

6.6.2

Tasmania Police Force

During the 1994 - 1995 financial vear the CISD Team responded to
sixty one incidents involving members of the Tasmania Police Force.
Eleven defises were conducted and, of these, two were also debriefed.
A total of twenty two debriefs were conducted.

JIntervention
Assessed..-
Defused
Debriefed.
"Fallowed-up

Of the police officers assessed following exposure to a critical incident
23.1% were debriefed.
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67.  State Emergency Service

6.7.1 During the 1994 - 1995 financial year, the CISD Team responded to
nine incidents in which personnel of the Siate Emergency Service were
mvolved. One defuse and four debriefs were conducted.

Followed-up

6.7.2 Of the State Emergency Service volunteers who were exposed to
critical incidents 41.2% were debriefed.
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Utilisation Comparison

7.1.  The following figures provide a comparison of the number of personnel
who were serviced by the Team in the 1994 - 1993 financial year.

7.2. Assessments

7.3,

--9Sf¢ié'ﬁEr#erger¢.¢x&€wm

7.4.  Debriefs

Service

it | Volunteer

State Emergency Serwce

7.5.  Follow-ups

Z:‘Semce o R

-]=Tasmanm : Ambulance ervice

%) Tasmama Pahce F m'c_

State Emergency Service

NE: The follow-up figures are not final as some follow-ups are onpoing.
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8.1.

8.2,

9.2

9.3.

Utilisation of Personnel

Throughout the year there has been a substantial commitment vy Team
members to the CISD Program. This commitment has been in terms of
the hours expended in actual operational activity and educational and
{raiming programs.

The number of hours which have been expended would be in the
thousands. This level of commitment and dedication by all team
members reaffirms their faith in the program and their willingness to
assist their fellow emergency service persunnel.

Evzluation by Service Recipients

The Team has continued to distribute evaluation reports to personnel
who participate in a crtical incident stress debrief. The evaluation
reports are disiributed with a request that they be completed and
returned. The return rate varies tremendously depending on the
incident but broadly it 1s;

® Permanents: 30.9%

e Volunteers: 62.2%

The evaluation reports provide a descriptive analysis of the incklents
impact (see “critical incident" section) and the impressions of the
benefit or otherwise of the debnefing process.

Participants were asked to rate the value of the debriefing session to

themselves and to the group as a whole. The following ratings were
obtained;

Valne to Individuals

Volunteer

Value to the Group

- Volunteer -
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9.4.

9.5.

These figures provide an indication of the extent to which critical
incidemt stress debriefing is valued, received, and seen to be of benefit
to personnel of the Tasmanian Emergency Services.

Partictpants were also asked to state ways in which they believed their
service could help employees who experniencad critical incidents, A
number of the responses are reproduced below;

» It is a good chance to speck to other persons regarding your
incident without them being close friends or family whom you
might hold back from.

« (ontinue to offer the CISD Service and get management not to
ridicule its impertance

» A greater understanding of the CISU role and their acceptance of
CISD

o Management supporting CISD '

o Hake people aware the CISD service is available and encourage
ifs use

» By being pro-active in its support
«  Continue CISD
s Availability of debriefing

o Debriefing should be compulspry for all volunieer persens
involved with fatelities

s Just keep the CISD group going

o  More cducation as to the availability of this service
» Keep up with the debriefing

o Make it mandatory

o CISD should be availuble for all members at any time for any
tncident

»  Just to keep doing what they are doing by supplying people like
myself with the help needed - and be supportive.

« Be there if needed
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o Ensure, as is currently being done, that every persen involved in
a eritical incident is invited to participate in sivess debriefing

» 1 found the debrief to be very professional and very well run
o Everything done to daie has been excellent
= Time out and CISD - pienty of support and contact

» I thought the counselling was carried out in a professional
manner

o CISD helps employees see how the incident affects each other

and that your own feelings are sometimes sipular to other
workers.

e [ feef our service hierarchy are committed to CISD and a very
reasonable job is being done

e It is very good to be able to have soemeone on cur own level to
talk things over with.
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10.

16.1.

10.2.

10.3.

Issues

There appears tc be a2 number of trends which continue t0 occur and
irnpact upon the delivery of emergency services within this State, A
more comprehensive anaiysis is to be undertaken once the data base is
established but a cursory examination of the ncidents reveals some
Interesting points.

The higher rate of volunteers who undergo critical incident stress
debriefing is perhaps indicative of the fact that,

«  overall volunteers have less exposure to critical incidents and
therefore when they occur they have a greater impact.

«  volunteers are prevalent in close knit communities and critical

incidents which occur in these areas often involve relaiives of the
volunieers

Many of the permanent and volunteer personnel who underwent critical
incident stress debriefing were involved in incidents which could be
defined a3 stereotypical critical mcidents. However, others became
significant for a number of reasons. These included;

° uncertainty, and
s a personalisation of the incide=t

Whilst the personalisation of an incident is something which is difficult
to develop a strategy againiet, uncertainty can be countered in many
circumstances. As the saying goes "forewamed is forearmed" and this
is certainly the case for emergency service personnel. A number of
critical incidents which caused great distress to prrsonnei arose thrcugh
there being misinformation or a lack of information about the scenes
that they were attending. For example, if personne! are dispatched to a
motor vehicle accident with no injuries and they airive to find it a fatal
motor vehicle accident then psychologically they might be unprepared
or underprepared for it. This unpreparedness might result in critical

[T s Tatl ag and o~

Anet gt 1l = 1 H
incident stress and could have been avoided,
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11.

i1.1.

11.2,

113,

Critical Incidents

The critical incidents that the Team responded to included,

The Death Qf Emergency Service Personnel
Muliiple Fatalities

Emergency Service Personnel's Life Being Threatened
Children Killed

Police Shooting

Murders

Suicidzs

Fuatal Bush Accidenis

Fatal Industrial Accidents

Gruesome Sudden Deaths

Fatal Fires

Sieges

Blood And Body Fluid Exposures

Sudden Infant Death

Helicopter Crash

Plane Crash "
Fatal Motor Vehicle Accidents

Personnel who completed the evaluation report were asked to give an
indication of the impact of the incident on them - both at the time of the
incident and a few days after the incident. The results of the "Impact
of Event Scale" are produced below.

1 = No Impact, 3 = Moderate Impact, and 5 = Great Impact

4,7%

T 208% | 372% L

From these figures it can be scen that attendance at critical incidents do
have an impact on personnel and that ihe impact is predominantly
moderate to great amongst both permanents (76.7%) and volunteers
(87%).

N.B. these figures are rudimentary and a more comprehensive analysis would be
required to assess the types of incidents that have the greatest impact. Additionally,

an analysis on an individual basis of what personnel reported "then" and "pow"
would also be of benefit.
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12.

13.

4.

12.1.

12.2,

131,

13.2.

14.1.

14.2.

Funding and Financial Expenditure

The operating budget of the Team was $33,500. Funding was obtained
through an $18,000 ailocation from the State Government with the
remainder being contributed on a percentage basis by the four agencies.

The allocation of expenditure can be categorised as (approximately);

Psychologists fees (including training days) 44.7%
Training i3.0%
Miscellanecus (postage, meal claims etc.) 15.5%
Comnunications (pagers and phone reimbursement) 13.8%
Training

Training is of paramount importance io the continued successful
operation of the CISD Team. Currently there is interagency agreement
that team members will be released for four traming sessions per
annum.

A major three day training course was conducted in August 1¥94 and
this has since been supplemented with single training days. A basic
training course for new team members was held m July 1995.

Education

A priority for the Team is the provision of an education/information
program for all emergency service personnel within the State.

The program is yet to be finalised although education sessions are
currently ocourrning,
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15.

15.1,

i5.2,

15.3.

Initiatives

Staff Suppert and Services Mannal

A proposal which is to be considered is the establishment of a "Staff
Support and Services Manual'. This mamal will be aimed at
supervisors/managers and wilt cover a whole range of personnel related
issues. The manual will enable supervisors/managers to be more readily
conversant with matters which deal with the "welfare" of officers under
their control and will result in a more efficient exercise of the duty of
care. It is intended that the manual be agency specific.

Evaluation Database

A proposal has been put up to the Tasmania Police Information
Technology Board of Management for the establishment of a database
from which the information contained within evaluation reports can be
drawn and analysed. From this information current trends can be
obtained and information given to management on the sorts of incidents
which have a propensity to lead to critical incident stress. This will
result in better overall management of personnel.

Mentor System

New Team members are now placed under the supervision of an
experienced team member who acts as their mentor. This system has
been established to provide new members with an immediate and
accessible partner who is conversant with the critical incident stress
debriefing process.

Training Programs

In recent months a number of approaches have been made to the Team
from govemnmental agencies interested in establishing similar programs.

The potential exists for tramning programs to be conducted for these
agencies.
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16.

16.1.

16.2.

16.3.

16.4.

{onciusion

The 1994 - 1995 financial year has seen significant changes to the
Tasmanian Emergency Services Critical Incident Sitess Debrefing
Team.

The Team hus fulfilled its core role of providing a debriefing service to
the Tasmanian Emergency Services.

The Tasmaman Emergency Services Critical Incident Stress Debriefing
Team 1s highly regarded nationally. Inter-service co-operation makes
the Team unique and results in the delivery of a service wiuch is
representative of a "best-practice" approach. Within Tasrmania, other
government departments and private industry are highly complimentary
of our CISD program and many are in the process of establishing their
OWNL.

The evaluation reports clearly demonstrate that emergency service
personnel think highly of the CISD service, It is well received and well
respected across all agencies.
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Annexure "A"
Robinson Review Recommendatiens (as amended)

Recommendation 1

The Management Committee to review the need for, roi~ and composition
of CISM Team Executive.

The operational committee has now been formed and their is no requirement
for an executive.

Recommendation 2
The Management Committee should develop appropriate new terms of
reference and should elect a Chairman and such office bearers as it

considers necessary. The chair of the cemmittee should be an agency
representative.

Mr J Paul was elected as the Chairman of the committee and Supt C Fogarty as
the Deputy Chairman. It was agreed there is no need for other office bearers.
The Chairman and Team Coordinator to draft the terms of reference for the
committee. This matter to be considered at the next meeting,

Recommendation 3

The Management Committee should maintain budget and audit
responsibilities for the CISM pregram,

Agreed and the arrangements are in place

Recommendation 4
The Management Cominitiee should be responsible for developing job
descriptiens for the Clinical Director and Team Coerdinator and, in

collaboration with Heads of Agencies, appeint or second people to these
positions.

These actions have been carried out noting that the Clinical Director is now
retitled the Clinical Consuliant.

Recommendation 5

The Management Committee should develop a corporate plan for the
CISM program tegether with performance indicators

Agreed that the Team Coordinator with advice from the Chairman should

prepare a draft 3 year corporate or strategic plan in a simplistic form for
consideration by the comrmuttee.
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Aunnexure "A" (continued)

Robinson Review Recommendations (as amended)

Recommendation 6
The Mapagement Committee should find suitable premises for the

program which will accommodate, if possible, appropriate administrative
support.

The agency providing the Coordinator will provide the facilities

Recommendation 7
The Management Committee should develep its role of advocacy for the

program and examine ways of establishing better communication with
Heads of Agencies and senior staff.

The revised format of the regular operational report showid meet some of this
need. In addition there is a need to brief senior agency officers on an annual
basis. '

Reconunendation 8

Members of the Management Commitiee should be released from work to
attend official committee meetings or, where they attend in their own
time, be given time in lieu,

Agreed and 1s now implemented.

Recommendution 9

A sub-committee of the Management Committee should meet with Heads

of Agencies at least once o year for information update and excliange of
ideas.

The committee to decide who should carry out the briefing and who should be

in attendance. The briefing to be carried out annuatly and the first briefing at a
time to be decided.

Recomimendation 19
The Management Committee to review the need for, role and composition

of CISM Team Executive.

Agreed there 13 no need for an executive,
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Annexure "A" (continued)

Robinson Review Recommendations (as amended)

Recommendation 11

Consideration should be given to expanding the services of the CISM
program to incleide more intensive follow-up of individuals following
debriefings or defusings (by clinicians and peers) and protocols should be

developed for dealing with staff who pose an immediate risk to their own
or anothers life.

Agreed that the CISM program should only provide one follow up to

individuals. Further follow ups should be through workers compensation
arrangements.

Recommendation 12

Priority should be given to developing education about critical incident
stress and its management to team members, the field and management.

This matter is in hand and is being addressed by the operational committee.

Recommendation 13

Selection of mew peers should be based on attendance at an approved
CISM training program together with satisfactory performance at pre
and post training assessments.

Agreed and will be implemented.

Recommendation T4

Peers and clinicians need to be reviewed on anr annual basis and
according to a set of criteria which takes into account regular attendance

at educational updates.

Agreed and will be implemented.

Recommendation 15

Clinicians need to undertake professional supervision, educational
updates and to attend special clinician meetings heid on a regular basis.

This is not a responsibility of the program and 1s at individual cost.

Recommendation 16

An annua! report should be produced which describes the activities of the
program, ciient evaluation and finances (including audit).

Agreed and will be implemented.
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Amnpexure "A" (continued)
Robinson Review Recommendations (as amended)

Recommendation 17
The backlog of evaluation data from debriefings etc shouid be analysed

and a procedure developed to ensure regular data analysis and reporting
of the results.

Agreed. All future data will be recorded on the computer. Histonical data will
be retained for research when resources are available. It is possible that an
Honours student may be available to carry out this task.

Recommendatior 18

All persornel involved in the CISM program should maintain a jog of
time and activities over 2 three-month period as a pilot, to be reviewed at
the end of three months.

This information is now provided in the regular reports to the committee.

Recommendation 19

Policy documents on the CISM program should be wpdated and
developed in line with section 6.5 of this report.

Agreed.

Recommendation 20
The multi-agency focus of the CISM program shouid continue

This has been agreed.

Recommendation 21

The position of Clinical Director should be part-time and the position of
Team Coordinator fuil-time.

The Team Coordinator is now full time and a Climical Consultant has been
appointed.

Recommendation 22

Two peer team members should be released, on a guarter time basis each,
to fulfil the rofe of Team Coordinator for a three month period 1/12/94 -
1/3/95 as an interim measure.

This was implemented.
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Annexure "A" (continued)

Robinson Review Recommendations (as amended)

Recommendation 23

The positions of Deputy Clinical Director 2nd Deputy Team: Coordinator
should be deleted. Appropriate back up support for the Clinical Director
and Team Coordinator should be developed and built into their job
descriptions, with allowance made for this in the job descriptions of
members of the clinician pool and peer team.

The Team Coordinator 1s now full time and a Chnical Consultant has been
appointed.

Recommendation 24
Clinicians fees shall be reviewed by the Mapagement Commitiee and

negotiated with clinicians,

Implemented.

Recommendation 25
Peers should be released from work or given time in liea to atiend all
official CISM meetings and all training.

Implemented.

Recommendation 26

On-duty peers should be released from duty, where possible, to undertake
peer work (debriefings, defusings, work-ups).

{mplemented.

Recommendaiion 27

Agencies should, within 12 months, grant {ime in lieu to peers for
debriefings and defusings undertaken in their own time.

Implemented.
Recommendation 28
A budget needs to be developed by the Management Committee for the

remainder of the 1994/95 financial year.

Implemented.
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Angnexure "A" (continued)

Robinson Review Recommendations {as amended)

Recommendation 29

The CISM program should be funded on a comtinuing basis from a
combination of Government grant and participating emergency services.

Accounts for the latier should be calculated according to their workforce
(paid and volunteer),

Implemented.
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*

Acknowledgement

Exposure to trauma is an inherent part of emergency service work, The
Critical Incident Stress Managsment Program of the Tasmanian
Emergency Services was created in an attempt to mitigate the impact of
trauma upon emergency service personnel. Many people have been
involved in the establishment and maintenance of the Program and a
greai debt 15 owed to all those involved. [t is through their efforts,
commitment, and dedication that an invaluable staff support service has
been provided to all emergency service nersonrel.

The Port Arthur incident demonstrated that staff support services are an
essential part of the management of a major incidem. Through the
existence of the Program, appropriate support services were able to be
provided. Many emergency service personnel have expressed their
appreciation for the assistance given to them and the efforts of those
involved in our response.

For ali those invoived, past and present, many tharks.

Matthew Richman
Team Co-ordinator

January 1997
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The Port Arthur Incident: From a CISM Perspective

1.1.

1.2.

1.3.

1.4.

2.1,

2.2

Introductiion

On Sunday the 28th of April 1996, a lone gunman killed thirty-five
people and injured twenty-one on the Tasman Peninsula, approximatety
100 kilometres south-east of Hobart, Tasmania. The majority of the
deaths and injuries occurred within the Port Arthur Historic Site. The
Site (formerly a penal settlement) is of great cultural and economic
significance and is one of the major tourist drawcards for Tasmania.
Hundreds of members of the public were in the area at the time.

Due to the enormity of the incident a large number of emergency
service personnel, from all of the State's emergency services, were
involved in the response.

Since 1988, the Tasmanian emergency services have had a combined
approach to managing the impact of critical {or traumatic) incidents on
their personnel. At that time, a critical incident siress management
(CISM) program, aimed at assisting personnel to avoid or minimise the
impact of traumatic incidents by helping them understand and manage
their own reactions was established. The program has evolved and is
now considered to be "one of the most successful and widely respected
CISM programs in Australia” (Robinson 1994),

When the Port Arthur incident occurred, the CISM Program provided a
range of staff support services aimed at enabling the emergency service

personrel involved to efficiently and effectively deal with the incident
and any reactions that might occur.

Aim

The purpose of this report 1s to describe how the Port Arthur incident
was managed from a critical incident stress management perspective

and to outline the lessons that have been learnt from dealing with a
major incident.

In order to achieve this, the report;

» outlnes the Tasmanian Emergency Services approach to CISM
= estabhishes the context

» outlines the incident and its potential impact

» descnbes the CISM response to the incident
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3.1,

3.2,

3.3.

4.1.

The Tasmanian Emergency Services CISM
Program

The role of the Tasmanian Emergency Services CISM Program 15 10
provide a comprehensive critical incident stress management programn

to the emergency service personnel, both permanent and volunteer, of
the:-

« Tasmanian Ambulance Service;
» Tasmania Fire Service;

o Tasmania Police; and,

« State Emergency Service.

Presently there are in the vicinmity of 10,000 emergency service
personnel in Tasmania. The majority are volunteers with permanents
accounting for approximately 18%.

The Program foliows the internationally respected Mitchell model of
critical incident stress management. The services provided include:-

» arange of (appropriate) interventions following a critical incident

« education and information sessions

= advice to management

« a confidential support service

(the services are expanded upon on at point 8 - "Services Provided").

The Program is based upon a unique peer support service and a co-
operative approach between management of the services, unions, and
members of the emergency services themselves.

Background - CISM Program

The Program was established in 1988 at a time when the four
emergency services were combined under the Department of Police and
Emergency Services (DOPES). The Program originated when
interested emergency service personnel and management combined to
provide a peer support service for their folow workers. DOPES was
subsequently restructured and the Tasmanian Ambulance Service
transferred to the Department of Community and ealth Services,
whilst the Tasmania Fire Service became a Commission and Tasmania
Police and the State Emergency Service remained together under the
Department of Police and Public Safety. Notwithstanding the
restructuring, the multi-agency focus of the Progiam has remained due

to the many benefits that accrue from having all emergency services
represented under the one Program.
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L2

4.2,

4.3,

4.4.

3.1.

A central component of the Program 18 the Tasmanian Emergency
Services Critical Incident Stress Debriefing (CISD) Team (the Team).
The Team comprises emergency service personnel (peers) and mental
health professionals (psychologists) who are trained in critical incident
stress management.

The Team commenced operations in 1989, The number of defuses and
debriefs that have been conducted by the Team is produced below:-

Period Defuses Debriefs

01.11.1989 -31.12.1990 (14 months) | Noi recorded | 32

01.01.1991 - 30.06.1992 (18 months) 4 (gom2epa192) | 28

01.07.1992 - 30.06.1993 (12 months) 11 19
01.07.1993 - 30.06.1994 (12 months) | 30 51
01.07.1994 - 30.06.1995 (12 months) | 42 52
01.07.1995 - 30.06.1996 (12 months) 117 138

The increase in both defuses and debriefs in 1995/1996 is a result of this
incident. A total of fifly-one defuses and one hundred and thirteen
debriefs (group and individual) were conducted. If the Port Arthur
incident is separated from the annual figures the figures are:

Period Defuses Debriefs
01.07.1995 - 30.06.1996 (12 months) 66 25
(Port Arthury | 51 113

" Organisational Setting

Due to its multi-agency focus, organisationally the Program transcends
the boundanes of the parent Services. A Management Committee has
overall responsibility for the Program and is accountable to the
Services. A Team Co-ordinator has respensibility for the Program's day
to day management.
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ra

6.2.

6.2.1.

7.1.

Team Composition

Presenily there are sixty-one trained Team membe—=
COmpOoSition is:-

Team Composition (as at 27 January ~==

Psychalogists
12

SES

Protocols

Activation protocols are in place and are drawn from - -—=Z

common to all the emergency services {currently unde— ==

policy document outlines the types of incidents in which —==

defusing or debriefing might be mandatory. These tvc== =
are:

e death or serious injury of a colleague in the line of ===

» suicide of another officer

= situations that threaten the life or safety of staff

s any incident involving threat from firearms

e situations involving injury or death of children

» any other situation that might produce a high level .— —m=
delayed emotional reaction in one or more personme._
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<+

8.1

8.2,

8.2.1

8.3.

8.3.1

8.4,

8.4.1

8.5.

8.5.1

Services Provided

The services provided by the Team are:

Education and Information Sessions

Education and Information Sessions are available upon request. The
sessions concentrate on providing personnel with an understanding of’

o whal it is that amounts to a "critical” incident;

o critical incident stress (normalising it and strategies for dealing
with i1);

« the Tasmanian FEmergency Services Critical Incident Siress
Management Frogram,

» the role of the Tasmanian Emergency Services Critical Incident
Stress Debriefing Tedin, Giid,

s lhe services provided.

Assessment

Once notified of an incident, an assessment of the level of service
required is made by Team members. It involves collecting as much
available information about the incident and determining the appropriate
course of action.

Defusing and On Scene Support

Defusing is a procedure that allows personnel the opportumty to
acknowledge their reaciion before going home or returming to duty.
This may eliminate the need for a later debrief or, if one 15 needed, to
enhance that process. On occasions it may be necessary for Team
members to be "on scene" to provide immediate support or defusing.

They may also (or aiternatively) provide defusing at a demobilisation
point or station.

Group Debriefing

A group debriefing would usually occur within a week (although
generally between 24 - 72 hours) of the incident concluding. It is
available to all emergency service personnel involved and focuses on

personal reactions. It 1s a formal process and follows a structured
format.
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r

Emergency Service Personiiel Involved

13.1. Duue to the nature of the incident, the number of crime scenes, and the
fact that it continued until the next morning as a siege situation, the
sumber of emergency service personnel involved was high. From the
available information it appears that a total of six hundred and eighty-
five emergency service personnel were involved in the incident.

13.2. The break-up was:-

S0

457

B Permanent

450 valunteer

4090

350

200

250

200

No. of Personnet

150

100

4
Note: Personnel classified as permanent for Tasmania Police are sworn officers. Those classified as valunteers
are unsworn officers.
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.

14.

14.1.

14.2,

14.3.

Potential Impact on Emergency Service
Personnel

The experiences of each emergency service officer involved vaned
greatly - with no two experiencing the incident exactly the same.
Whilst undoubtedly the potential existed for the incident to impact
upon all emergency service personnel, the level of impact varied
tremendously.

There were many factors that, individually and collectively had the
potential to make the incident significant for the emergency service
personnel that responded. They included:

« threat lo life situation

= whereabouts of offender not known

o devastation and disbelief ar occurrence

= siege

s length of operation

o media invoivement

»  high exposure to victims

« extent of victim injuries

« victims known

« personalisation of the incident - laying of flowers at scene

- next of kin at scene
- large scale public memorials

Vs communication difficulties.

The circle of impact (those affected by the incident) extended welf
beyond the bounds of the emergency service personnel attending the
incident and included emergency service personnel with non-scene

involvement (i.e. t'iey did not attend Port Arthurj, their famulies, and
the community ag a whole.
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&+

17.2.3

17.2.4

17.

[
Lh

17.2.6

17.2.7

17.2.9

Three Team members were then deployed to the scene and armved ai
approximately 9.00 p.m. Management had requested Team members
attend to assist persornel. A presence was maintained overnight with
Team members locating themselves at the Youth Hostel which was
being utilised by police personnel as a refreshment centre. A Team
psychologist also attended the scene with a group of counsellors from
the Department of Community and Health Services. Advice was
provided to command staff as required.

Further Team members were provided to the Police Academy which
was being utilised as a demobilisation point for police.

Day Twao

Additional Team members from the North and North Western Regions
were activated. Further Team members (including a psychologist) were
deploy=d to the scene with a direction not to expose themselves to the
incident but to provide support services as required. The "scene” was
inherently problematic because, as previously stated, it actuaily involved
five major crime scenes. Whilst the preferred option would have teen
tc have Team members at a demobilisation point, this was not possible,
or indeed practical, given the circumstances.

Team members were withdrawn from the Police Academy as no more
police would be returning there.

CISM operations management moved from the major incident room to
the Southern District conference room at Police Headquarters, Hobart.

. This room was adjacent to the Team's normal office area.

The initial priorities were:

 fo ascertain the names of all personnel involved;
= lo provide a structured respanse; and

» [0 respond to urgent requests for assistance.

As some Team members had been utilised by their respective Services
in their core roles it was decided to preclude them from any operational
CISM duties. This included the Clinica'! Consultant who had been
involved in the incident as police psychologist. He stood aside for the
first few days but resumed involvement in his consultani capacity.

Page 15
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r

17.2.18

17.3.1

17.3.2

17.3.4

i7.3.5

At this time it became apparent that assistance was required for some
partners of emergency service personnel - particularly the partners of
police officers. These were directed to the Police Welfare Officer and
the Police Chaplain as it was felt the Team was not in a position to deal
with them due to the enormity of the task. Additionally, they were
outside the Team's charter.

Debriefing Phase

Day Four - Day Fourteen

A review of the assessments that had been undertaken at the Hobart
Fire Brigade revealed that it would not be possible to adhere to the
work-up protocol because of the numbers involved. It was time
consuming and meant a commutment of personnel that could be utilised
more efficiently and effectively elsewhere.

It was decided that aside from some obvious cases of similar
experiences, it would be appropriate to organise debnefing groups
around normal work umits i.e. a volunteer fire brigade, Criminal
Investigation Branches, Negotiators, etc. In an endeavour to ensure
that personnel with penpheral involvement (who had not been exposed
and felt that they did not require debriefing) were catered for, a process
of screening people out prior to the commenceraent of the debrief was
instituted. This was undertaken by mental health professionals.

Groupings for debriefings became problematic when trying to estabhish

_groupings for general duties police. The problems arose because of the

‘large numbers involved and the fact that officers from the one station
could not be released en masse. [Initially the strategy adopted was one
of requesting managers to advise personnel of the date, time and
locaiton of the debrief programmed for them. Unfortunately, due to
rosters and staffing levels, attendance at some debniefs suffered and this
resulted in an ineflicient utilisation of Team resources.

The strategy was reviewed and it was decided io re-institute ihe normai
assessment protocol as the numbers had been reduced to a manageable
level. With the implementation of this strategy, the problem of
mefficient use of resources was overcome.

In order to ensure that there were sufficient venues to run the debriefs,
a number of orgamsations (hospitals, eic.) were approached and they
supplied rooms and catering services. This level of support frem the
community was indicative of the general level of support shown to the
eraergency services in the attermath of Port Arthur
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18.

18.1.

k8.2,

18.3.

Services Provided

As stated previously, as a result of the incident at Port Arthur, fity-one
defuses and one hundred and thirteen debpiefs were conducted in a
thirteen day period. The following graph demonstrates the number of
personnel involved and the CISM services received.

Emergency Service Personnel
Involved

Total
& Permanent
| 8 Volunteer

Assessed Dafused

Debriefad Followed-up

As can be seen, of the six hundred and eighty-five personnel involved in
the incident, two bhundred and sixty-nine underwent defusing, four

shundred and ninety-five debriefing, and four hundred and fifty-three
were followed-up.

The services that were provided varied according to what was
considered to be appropnate at the time. Aside from the services listed
above (assessed, defused, debriefed, and followed-up) other services
were also provided. For instance on occasions i was considered
inappropriate to have a formal defuse although it was apparent that a
level of support was required. In these cases Team members were
made avalable to the emergency service personnel in a support
capacity. The support provided did not follow any formal model or
structure but was nevertheless essential.
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¥

19.

i%.1.

Service Provided to each Agency

The following graphs represent the services provided to each of the

emergency service agencies {number of personnel receiving particular
SEIVICES).

Tasmanian Ambulance Service

70

% Total
Permanent
Voiunteer

60+

501

40-
381
20
10+

Assessed Defused Debriefed Foliovwed-up

Tasmania Fire Service

2 Total
H Permanent
B Volunteer

Assessed Defused Gebriefed Followed-up
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+

Assessed

Tasmania Police

Assessad

Total

& Permanent

Public Servant

Defused

253

Debriefad

Followed-up

State Emergency Service

Detused

Debriefed

up

Followed-

Volunteer
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-,

21.

21.2.

Personne! Utilised for CISM Services

It was obvious that the CISM services were going to be required for an
extended period of time and that the task which lay ahead of the Team
was going to be difficult - not just because of the nature of the incident
but also because of the large numbers of personnel invoived. The Team
was in a fortunate position as it had a iarge number of trained personnel
on hand and the structures were in place to respond to the incident.
Notwithstanding the number of personnel available, it became apparent
that the Tasmanian Emergency Services CISD Team would require
supplementing to ensure the response was as timely as possible and to
allow Team members to have an opportunity to be stood down for rest
and recuperation.

In ali, sixty-five people (not including the members of the Management
Committee) were utilised in the response to the mncident. The break-up
was:-

Personnel Utilised

Admin

Mental Heaith Assistants

Professionals
22

Peers 37
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L4

21.3.

21.4,

21.4.1

Offers for assistance came in quickly from our mamnland counterparts
and several of these were taken up. The Team was also supplemented
by mental health professionals from Tasmania and some ex-Team peers
who were still employed by their respective emergency service.

Team Composition

Local 11 QLD 3

Victoria s

Team 44

The following personnel assisted in the response to the incident -

Tasmanian Emergency Services CISD Team

Psychologists Tasmania Police
Dr. Michael Ryan Adam Bessell

Dr. Jim Young Leanne Brasher
Christina Anderson Dale Cook

Mark Baddeley Chris Day

Lirda Burrows Jody Dennison
Kathy Dunning Fiona Pearce
Peter Nelson Maithew Richman
Helen Spinks Annabelle Scott
Ann Stark Fiona Smith
Simon Webb Phillip Summers

State Emergency Service
Gary Muldoon

Paul Webb

Hugh Wilson
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£

21.4.2

21.4.3

21.4.4

Tasmanian Ambulance Service

Geoff Becker
Angela Hine
Peter James
Criando Mazzone
Peter Mulholland
Pat Reardon
Gary Stewart

Ex-Team Members

John Richardson
Dowid Homan
Lee-4dmm Adams

Tasmania Fire Service
Charles Blizzard

Larry Cuilen
Wayne Grincias
Stephen Lowe
Graeme Newbury
David Peck
Wayne Richards
Garry Smith
Phillip Smith

Tasmarnian Ambulance Service
Tasmania Fire Service
Tasmania Police

Administrative Assistance

Gail Freeman
Karing Wood
Debra White
Sandra Large
Suzanne Collis
Naomi Pyne

External Assistance -

Dr. Graham Perkin
Joan Montgomery

Karen Peniington-Smith
Margie Beasley
Dr. Carey Denholm

Sue Holmes

Chris Wilkie

Tasmania Fire Service
Tasmania Fire Service
Tasmania Fire Service
Tasmarnia Fire Service
Tasmania Police
Tasmania Police

Tasmanian

Vietnam Veterans Counselling Service
(Mental Health Professionals)

Trauma Management Consuliants
(Mental Health Professional)

University of Tasmania
(Mental Health Professionals)

Relationships Australia
{Mental Health Professional)

Family Court of Australia
(Mentai Health Professional)
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22. Utilisation (Day by Day)

22.1. The total number of personnel utilised on a day by day basis was:-

Team Members Ultilised

50

_’[ Totai Peraonnel]

Number of Personnct
[~
[4.]

N N N h o, AY

101
1
9_
28 2930 1 2 3 4 5 & 7 &8 ¢ 10
Dates

23. Hours Contributed

23.1. In the initial thirteen day period, a total of 3875.65 hours were
contributed by the personnel involved. The break-up, day by day, was:-

. Hours Contributed

Hours

28 2% 30 1 2 3 4 5 & 7 8 § 10
Dates

23.2. No debriefs were conducted on the evening of Saturday the 4th of May,
to allow the Team an opportunity for some "down time". The Team
got together socially and this proved to be invaluable as it provided an
excellent chance for members to step back from the intense demands
placed upon them.
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24.4,

24.4.1.

24.5,

24.5.1.

24.6.

24.6.1.

24.7.

24.7.1.

x

Existing Protocols and Standard Operating
Procedures

There is no doubt that the existing protocols and standard operating
procedures, which have been proven over time, were nstrumental in
enabling the Team to adapt to and deal with the huge number of
personnel involved in the incident. From this perspective, it is apparent

that the existing Team structure is capable of dealing with major
incidents.

Divergence from Protocols

Whilst the nature of the incident, the scenes, and the criminal
investigation, required a great deal of flexibility in the response
provided, it is imperative that (notwithstanding the need to be able to
adapt to the situation) the role and area of responsibility of a support
service are kept in mind and any departure from normal protocols only
be undertaken wisely. Further, it is important to be aware that such a
departure establishes a precedent and one must be conscious of the
potential ramifications of such a course of action (i.e. extending the
service to personnel not normally within the Team's charter might infer
that they will be covered in any future incidents).

CISM Operations Room

As police were the major players in the incident {in terms of the number
of personnel involved - five hundred and twenty-six of the six hundred
‘and eighty-five were from Tasmania Police), it was approprate to
conduct CISM operations from police premises. Were another agency
to be the major player (i.e. in the case of major bush fires the Tasmania
Fire Service would utilise more personnel) it would perhaps be
appropriate to function from their premises. The advantages of
operating in close proximity to the majority of the perscnnel involved
are many and varied, but include; being conveniently located for "drop

ins"; and, being able tc maintain strong informal communications with
personnel involved.

Resonrces

Also instrumental in the success of the response was the resources
available to the Team. In a time of immense demand the task was made
significantly easier by having ready access to a range of essential

resources {i.e. motor vehicles, computers, and administrative
assistants).
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24.8.

24.8.1.

24.9.

24.5.1.

24.9.2,

24.9.3.

24.94.

L

information Management System

A comprehensive information management system is vital to the
management of incidents of this nature. The system should be designed
tc enable the smooth management of a major imncident from a staff
support perspective. The ability to record information and extract it as
required is essential for the efficient and effective maragement of a
major incident. In this incident, an information management system was
designed on the run, and on occasions it became necessary to backtrack
and add further information or alternatively information was entered
that was not required. Through this experience, it has been ascertained
exactly what is required to manage major incidents. Finalising the
design of the information management system is presently being
undertaken.

Maintenance of Accurate Records

Following on from the previous section, and perhaps stating the
obvious, it is essential that accurate records are maintained. The tvpes
of records mamntained for this incident included:

s adaily log book,
e« list of personnel involved in the incident
o the level of service provided to personnel

o logistical records (relating to Team personnel, administration,
etc.).

Log Book
The log book was reviewed first thing each morning and any matters

not completed the nrevious day were listed for completion (it was also
reviewed intermittently throughout the day).

Personnel List and Level of Service Provided

Without the iist of personnel and recording the level of service
provided, it would have been impossible to manage the dehivery of
services due to the large number involved (the list is held in confidence
by the Team). This list was utilised extensively in planning debrief
groupings which were based on the information we had about the roles
of the emergency service personnel involved.

Logistical Records
These records covered areas such as;, wvehicle allocation,

accommodation, rostered hours, financial expenditure, venues, normal
Team reports, ete.
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24,16,

24.10.1

24,11

24,111

24.11.2

24.12

24.12.1

24.13

24.13.1

-

Regular Team Briefings

Regular briefings were held at both the management and Team level.
This ensured 2 free flow of information and ensured that all personnel
were kept informed.

Team Welfare

Team welfare was of vital importance. Whilst it was not possibie to
provide extensive debriefing of Team members during the incident, a
great deal of effort was put in to providing them with as much support
as possible. 1t was recognised that the task facing the Team was
significant and the measures of informal debriefings, coupled with an
opportunity for one on one counselling, were aimed at providing this
support.

Having all personnel involved in the CISM response followed up at the
conclusion of the debricfing phase was also important. Because the
debriefing teams changed throughout the incident (due to rostering,
etc.) it was not possible to run group debriefings (except for the
mainland teams) for Team members so the follow-up was particularly
important.

Senior Management Support and Support from
(ither Agencies

Heads of agencies and senior executives took an active role in

supporting the Team's endeavours (i.e. by attendmmg the CISM
Operations Centre) and this was significant in terms of providing Team
members with an indication that their efforts were valued. Management

was also very supportive in releasing CISM personnel from core role
functions to assist in the response.

Credentials of Personnel Assisting

Reverting to outside assistance was necessary on this occasion and the
Team were indeed grateful for the many offers to assist and the
assistance received. Importantly, prior to the incident Team members
had met a number of other emergency service staff support personnel at
national conferences. When the offers of assistance were made, it was
reassuring to know either the personnel involved or the credentials of
the Program's they represented.
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25,

24.14,

24.14.1

24.15.

24.15.1

25.1.

25.2.

’

Changing Roles of Emergency Service Personnel

it is also important to be mindful of the fact that the roles of emergency
service personnel might change during the course of an incident and it
therefore might not be appropriate to provide a service to them at that
particular point in time (i.e. a negotiator might subsequently be utilised
for disaster victim identification}. It is therefore important to ascertain
the current status of the personnel in relation to the incident.

Close Liaison With Other Support Service Providers

it is important to ensure that a close liaison 15 maintained with similar
services being provided to a different client base as it is important to be
aware of the direction that all parties are going.

Conclusion

The Port Arthur incident demonstrated that it is essential to have a
support service in place to deal with major incidents that involve a large
number of personnel. The impact on the personnel involved varied
tremendously and it 1s not the purpose of this paper to expand upon the
individual's reactions. Suffice to say that the reactions ranged from
severe 10 negligible.

Had the CISM Program not been in place and had ihe sysiems and
structures rot been developed to the extent that they had, there is little
doubt that the provision of support (a duty of care for the emergency

‘services) would have been immensely problematic. JTust attempting to

put together a concerted and co-ordinated (let alone quality) response
for those who required rmmediate assistance would have been almost
impossible.  Having a Team (and access to others experienced in
dealing with emergency service personnel) trained, practised, and
experienced in the vanious areas of critical incident stress management -
as it relates to emergency service personnel - was of great benefit.
Thus, together with the fact that the mental health professionals utilised
were heavily experienced practitioners, skilled in the field of trauma,
and the peers were experienced emergency service personnel trained in

CISM, meant that the support services could bs implemented
immediately.
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Acronyms

CISD Critical Incident Stress Debriefing

CISM Critical Incident Stress Management

DOPES Department of Police and Emergency Services
TAS Tasmanion Ambulance Service

TFS Tasmania Fire Service

SES State Emergency Service
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Venue Froviders

The following organisations provided venues for the Team during the
incident. Thelr assistance was invaluable and greatly appreciated.

o Calvary Hospital s 5t Helens Hospital

o Church Hall, Nubeena e St Johns Hospital

. ey ence City Council = Tasmania Fire Service

= (Glenorchy City Council = Tasmania Police

«  Hobart City Council o Tasmanian Ambulance Service

« Local Government Association »  State Emergency Service

s Police Association of Tasmania » Vietham Veterans  Counselling
s Relationships Australia Service
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1.1,

2.1,

2.2.

2.3,

2.4.

2.5.

2.6.

Aim

The aim of the Tasmanian Emergency Services Critical Incident Stress
Management Program is to assist emergency service persoinel avoid or
minimise the impact of "critical” or traumatic incidents.

Background

The welfare of emergency service personnel has long been recognised
as being essential to the maintenance of efficient and effective
EIMErgency service agencies.

The Tasmanian Emergency Services Critical Incident Stress
Management (CISM) Program was established to assist the
psychologica! well-being of emergency service personnel. The Program
follows an internationally respected CISM model. An important
component of the Program is the Tasmanian Emergency Services
Critical Incident Siress Debriefing (CISD) Team. The Team, which
was formed in 1988, has a multi-agency focus. It serves the:

e Tasmanian Ambulance Service
» Tasmania Fire Service

. Tasmarnia Police

o State Emergency Service

. The Team provides a unique peer support service based on a co-

operative approach between management of the services, unions and
emergency service personnel.

The multi-agency approach enables (where appropriate) members of all
the emergency services, who work side by side at the scene, to come
together as a group for defusing or debriefing purposes. This has led to
closer relationships between the Services and has engendered an esprii

de corp which positively impacts upon the delivery of services to the
wider community.

The Team serves the {approximately) ten thousand emergency service
personnel, both permanent and volunteer, who work within Tasmania.

The Team 1s able to provide a state-wide response twenty four hours a
day, seven days a week.
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3. Team Profile

31 Team Structure

3.1.1 The existing Team structure is:

AMBULANGE ? POLICE SES

MANAGEMENT CO-ORDINATING

COMMITTEE l
— — A
[ OPERATIONS COMMITTEE } ””””” ‘L TEAM CO-ORDINATGR } “““““ [ CLINICAL SONSULTANT
DEPUTY
CLINICAL CONSULTANT
b
TEAM MEMBERS TEAM MEMBERS TEAM MEMBERS
NORTH WESTERN REGION SOUTHERN REGION NORTHERN REGION
Lizison Officer Liaison Qfficer Liaison Officer
Assistant Assistant Assistant
Liaison Officer Liajson Qfficer Liaisan Officer
Peers Poers Peals
Psychologisis Psychologists Psychaologiste
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3.2.

3.z.1

3.2.2

3.3.

3.3.1

Management Co-ordinating Commitiee

The Management Co-ordinating Committee is made up of
representatives of the heads of the Services, Union and Association
representatives, the Clinical Consultant, the Team Co-ovdinator and a
Team representative. It is responsible for the overall management of
the program.

The members of the 1955/1996 Management Co-ordinating Commuttee
were:

Mpr Joe Paul (Chairman) State Emergency Service

Mr Colin Fogarty Tasmania Police (retired 20.09.{295)
Mr David Paton Tasmania Police

Mr David McKeand State Emergency Service

Mr Ted Preshaw Tasmanian Ambulance Service

Mr Peter Alexander Tasmania Fire Service

Mr Mark Kadziolka Police Association of Tasmania
Mr Wayne Richards United Fire-fighters Union

Mr Geoff Becker Ambulance Employees Association
Dr Mike Ryan Clinical Consultant

Myr John Spaulding Team Representative

’M’r Matthew Richman Team Co-ordinator

Operations Committee

The Operations Commitiee determines the training needs and
educational objectives of the Team. Operational issues are also
considered by this Committee. The 1995/1996 members were:

Dr Mike Ryan Clinical Consultant

Dr Jim Young Psychologist Representative

Mr Chris Day North Western Region Liaison Officer
Mr David Peck Northern Region Liaison QOfficer

Myr Charles Blizzard Southern Region Liaison Officer

Mr Matthew Richman Team Co-ordinator
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3.4.

3.4.1

3.5,

3.3.1

3.6.

3.6.1

3.6.2

3.7.1

{linical Consultant

The position of Clinical Consultant was held by Dr Michael Ryan (the
Tasmama Police Psychologist).

Deputy Clinical Consultant

The posttion of Deputy Clinical Consultant was reinstated in May 1996.
Dr Jim Young (a pnvately practising psychologist) holds the position.

Team Co-ordinator

The full-time position of Team Co-ordinator presently rests with
Tasmania Police. The position will rotate to the Tasmania Fire Service
at the end of February 1997. From this time the position will rotate
amongst the Tasmania Fire Service, the Tasmanian Ambulance Service
and Tasmania Police on a twelve monthly basis. The State Emergency
Service covers periods of leave. Costs associated with the position are
met by the Service providing the Co-ordinator.

The position 1s currently held by Matthew Richman.

Liaison Ufficers and Assistant Liaison Officers

The Team is divided into three geographic regions. Each region has a
Liatson Officer and an Assistant Liaison Officer(s) who act as regional
co-ordinators. The positions are filled annually by nominations from
within the Team. Personnel who held the positions during the year

_were:

:'Liaisan Officer(s)
Chris Day North Western Region
David Peck Northern Region
Charles Blizzard Southern Region

Assistant Liaison Officer(s)

Jody Dennison North Western Region

Phillip Summers Northern Region (until 26.03.1996)
Angela Hine (joint) Northern Region (from 26.03.1996)
Peter James (joint) Northern Region (from 26.03.1996)
Graham Newbury Southern Region (until 26.03.1996)
Garry Muldoon Southern Region (from 26.03.1996)
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3.8.  Peers and Psychologists

3.8.1 The Tcam proper is made up of emergency service personnel (peers)
and mental health professionals (psychologists). The peers are drawn
from within the agencies and undergo an extensive selection process.
The psychologists are drawn from both the public and private sector

and are utilised on a “user pays" basis. The current Team (Service by
Service) is:

3.8.2 Tasmanianr Ambulance Service

Name CISD Region
1. Geoff Becker North Western
2. Gary Stewart North Western
3. Angela Hine Northern
4. Peter James Northern
5. Peter Mulholland  Northern
6. Steven Lang Southern
7. Orlando Muazzone Southern
&8 Pat Reardon Southern
9. Peter Stride Southern

3.8.3 Tasmania I'ire Service

Name CISD Region
1. Wayne Richards North Western
2. Garry Smith North Western
3 Larry Cullen Northern
4. Stephen Lowe Northern
5. David Peck Northern
6. Charles Blizzard Southern
7. Wayne Grincais Southern
8. Graeme Newbury Southern
9. Phillip Smith Southern
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3.84 Tasmama Police

3.8.5

Name

Graham
Chris
Jody
Fiona
Kay
Hugh
Leanne
Dale
Annabelle
[0. Fiona
11. Phillip
12. Adam
13. Debbic
14. John

15. Matthew
16. John

R N

Baly

Day
Dennison
Pearce
Wells
Wilson
Brasher
Cook
Shegog
Smith
Summers
Bessell
May
McCormack
Richman
Spaulding

State Emergency Service

Name

1. Paul

2. Gary
Psychologists
Name

1. Christina

2. Helen

3. Mork

4. Kathy

5. Linda

6. Joan

7. Peter

8. Dr Graham
9. Dr Michael
10. Ann

i1 Simon

2. Dr Jim

Webb
Muldoon

Anderson
Spinks
Baddeley
Dunning
Burrows
Montgomery
Nelson
Perkin
Ryan
Stark
Webb
Young

CISD Region

North Western
North Western
North Western
North Western
North Western
North Western
Northern
Northern
Northern
Northern
Northern
Southern
Southern
Southern
Southern
Southern

CISD Region

North Western
Southern

CISD Regiox

North Western
North Western
Northern
Northern
Southern
Southern
Southern
Southern
Southern
Southern
Southern
Southern
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3.9.  Resignations

3.9.1 Dunng the year several Team members resigned from the Team.

They were:

Name CISD Region Service
1. John Richardscn North Western TAS

2. David Homan North Western TFS

3. Peter Dart Southern TFS
4. John Shea Northern Police
5. Phillip Ling Southern Police
5. Mark Maumill Southern Police
7. Paul Reynolds Southern Police

3.10.  Team Composition

3,10.1 The Team composttion 1s currently:

CISD Region TAS | TFS | Police SES Psychologists

Southern 4 4 5 1

Northern 3 3 5 0

North Western

3.1l Recruitment

3.11.1 Whilst no additiona! personnel were recruited to the Team during the

year as at the 30th of June there are twenty applicants. Appointments
will be finalised by the end of August 1996

3.12.  Training

3.12.1 The Team held a basic training course in July 1995, a two day training
in September, and single traiming days in December, March, and June.

3.12.2 The training aimed to increase skill levels relative to critical incident
stress management and related areas.
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4.1.

4.2,

4,2.1

4.3.

4.3.1

4.4,

4.4.1

4.5.

4.5.1

Services Provided

The services provided by the Team are:

Education and Information Sessions

Education and Information Sessions are available upon request. The
sessions concentrate on providing personnel with an understanding of:

« what it is that amounts to a “critical” incident

« critical incident stress (normalising it and strategies jfor dealing
with it)

o the Tasmanian Emergency Services Critical Incident Siress
Management Program

v the role of the Tasmanian Emergency Services Critical Incident
Stress Debriefing Team

» the services provided

Assessment

Once notified of an incident, an assessment of the level of service
required is made by Team members. It involves collecting as much
available information about the incident and determining the
appropriate course of action.

‘Defusing and On Scene Support

Defusing is a procedure which allows personnel the opportunity to
acknowledge their reaction before going home or returming to duty.
This may eliminate the need for a later debrief or, if one is needed, to
enhance that process. On occasions it may be necessary for Team
members to be "on scene” to provide immediate support or defusing.

They may also {or aliernatively) provide defusing at a demobilisation
point or station.

Group Debriefing

A group debriefing would usually occur within a week (although
generally between 24 - 72 hours) of the incident concluding. It is
available to all emergency service personnel invelved and focuses on

personal reactions. It is a formal process and follows a structured
format.
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4,6,

4.6.1

4.7,

4.7.1

4.8.

4.8.1

4.9,

4.9.1

5.1,

Individual Debriefing

Debriefing for individuals is also available and is provided when
appropriate.

Follow-up Assistance

Follow-up assistance, in the form of a courtesy phone call, a
consultation with a Team psychologist or other comtact with a Team
member is also available.

Advice to Partuners, Family and Friends

Advice and information is available upon request to partners, famiiv and
friends of emergency service personiel involved in critical incidents.

Advice to Managemeni

The Team also provides advice to management on issues surrounding

attendance at crtical incidents (e.g. limiting the exposure of personnel
to the scene).

Critical Incidents

The critical incidents that the Team responded to included:

e the death of emergency service personnel

»  emergency service personnel being fired upon
«  threat to life sitvations

o murders

»  suicides

s the death of children

s multiple fatal motor vehicle accidents

o the Port Arthur incident

«  fatal fires

s sieges

= assaults upon emergency service personnel
s blood and body fluid exposures

»  plane crash

- incideits resulting in gruesome injuries

s fatal motor vehicle accidents
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3.2. The Port Arthur Incident

5.2.1 The Port Arthur incident, which occusrred on the 28th of April, reguired
a significant response from the Team. Thirty five people were killed
and nineteen injured when a lone gunman entered the Port Arthur
historic site and surrounding area. The situation developed into a siege
which lasted until the next morning. The incident concluded with the
successful capture of the gunman.,

5.2.2 There were many features about this incident which made it significant
for the emergency service personnel that responded. These included:

e threat to life situation

» whereabouts of the offender not known

° devastation and disbelief at the occurrence
s slege

® length of operation

. media involvement

. high exposure to victims

. gruesome injuries

. victims known

. personalisation of the incident

52.3 C +he available information it appears that six hundred and eighty five
enwergency service personnel were involved in the incident. All of these
were assessed. Two hundred and sixty nine were defused and four

-hundred and ninety five were debriefed. Four hundred and fifty three
‘were followed-up (some of these follow-ups are still continuing). A
significant amount of peer support was also provided.

Intervention Permanent | Volunteer
Assessed 526 159
Defussed 193 76
Debriefed 418 77
Followed-up 349 104

5.2.4 The Team response was immediate and intense. Assistance was sought
and obtained locally and from interstate. In the initial two week period
a total of 3875.65 hours were contributed by sixty five personrel.
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5.2.5 The personnel involved with the Team's response were drawn from the
following areas:

Tasmanian Emergency Services CISD Team Peer{s) Psyeh(s)

Tasmania Police 12

Tasmania Fire Service 10

Tasmaruan Ambulance Service 8

State Emergency Service 2

Team Psychologists 10

External Assistance Peer(s) Mental Heaith
Professional(x)

Vietnam Veterans Counselling Service

s Psychologists 2
Trauma Management Consultants

v Counsellor 1
University of Tasmania

» Psychologists 2
Relationships Australia

« Psychologist 1
Family Court of Australia

» Counsellor 1

Austrafian Graduate School of Police AManagement
Charles Sturt University

o Psychologist 1
New South Wales Police Service
s Psycnologist 1
Victorian Ambulance Crisis Counselling Unit
»  Psychologist 2
= Ambulance Officers 3
Queensland Ambulance Service
o Counsellor I
s Ambulance Officers 2

Totak 37 22
Administrative Aseistance
Tasmania Police 2
Tasmariia Fire Service 4

Total: G

5.2.6 Whilst intensely demanding this incident demonstrated that the Tearm is
able to respond to "disasters” of this nature (a ssparate report is to be
prepared in relation to this incident).
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0. Summary of Team Activations

6.1.  The Team was notified of, and enquired into, one hundred and fifieen
potential critical incidents. A total of one thourand six hundred and
fifty two personne! were assessed.

6.2.  The activity statistics are as follows:

Intervention Permancnt | Volunteer
Assessed 1260 392
Defused 360 161
Debriefed 537 131
Followed-up 430 133

s Defuses:

Defuses ware held for forty one of the incidents; twelve of these
incidents also had debriefs. A total of one hundred and seventeen
defuses were conducted.

s« Debriefs:

Debriefs were held for twenty four of the incidents. A total of one
hundred and thirty eight debriefs were held (this includes
individual and group debriefs).

6.3, The number of defuses and debriefs that were conducted during the

year are significantly up on those of previous years. The comparisons
‘are:

Period Thefuses Debriefs
01.11.1589-31.12.1990 (14 months) Not recorded | 32
01.61.1991 - 30.06.1992 (18 months) | 4 @om2sssrseny | 28

01.07.1992 - 30.06.1993 (12 months) | 11 19
01.07.1993 - 30.06.1994 (12 months) | 30 51
01.07.1994 - 30.06.1995 (12 months) | 42 52
01.07.1995 - 30.06.1996 (12 months) | 117 138

6.4. The increase can be attributed to the Port Arthur incident (refer 5.2.) in
which fifty one defuses and one hundred and thirteen debriefs were
conducted. If the Port Arthur incident is excluded the figures are:

Period Defusey Debriefs
01.07.1995 - 30.06.1996 (12 months) 66 25
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6.5

7.1

7.1.2

7.2.

7.2.1

7.2.2

Compared to last vears figures (and not including the Port Arthur
Incident), there was an increase in notifications of thirty five, an
increase in defuses of twenty two and a decrease in debriefs of twenty
seven. The figures are consistent with the model and attest to the
appropriateness of the early intervention approach.

Team Activations (by Service)

Tasmanian Ambulance Service

The Team responded to fifty ircidents involving personnel from the
Tasmanian Ambulance Service, A tota! of two hundred and sixty five
personnel were assessed.

Intervention Perntanent | Volunteer
Assessed 170 95
Defused 62 34
Debriefed 47 35
Followed-up 37 28

Twenty three defuses and twenty debriefs were aeld. Of these, two
defuses and eight debriefs were conducted jointly with another service

(or services).

‘"Tasmania Fire Service

The Team responded to thirty four incidents involving personnel from

the Tasmania Fire Service. A total of two hundred and thirty seven

personnel were assessed.

Intervention Permanent | Volanteer
Assessed 72 165
Defused 26 72
Debriefed 7 31
Followed-up 3 30

Fourteen defuses and ten debriefs were held. Of these, two defuses and
three debriefs were conducted jointly with another service (or services).
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7.3.1

7.3.2

7.4,

7.4.1

7.4.2

Tasmania Police

The Team responded to ninety incidents involving personnel from
Tasmania Police. A total of one thousand and seventy five personnel
were assessed.

Intervention Permanent | Volunteer
Assessed 986 89
Defused 263 43
Debriefed 475 38
Followed-up 383 56

Note: In this mstance "volunteers" mcludes Siate Servants.

Seventy four defuses and ore hundred and fourteen debriefs were held.
Of these, three defuses and nine debriefs were conducted jointly with
another service (or services).

State Emergency Service

The Team responded to nine incidents involving personnel from the
State Emergency Service. A total of forty three persomnel were
assessed.

Intervention Permanent | Volanteer
\Assessed 0 43
Defused 0 12
Debriefed 0 27
Followed-up 0 ! 19

Six defuses and six debriefs were held. Of these, one defuse and three
debriefs were conducted jointly with another service (or services).
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Number of Personne}

7.5, "Others™

7.5.1 The significance of the Port Arthur incident required a degrec of
flexibility in the Team's response. To this end a number of personnel
not directly employed by the State's emergency services (and therefore
not normally covered by the Team) were catered for.

Intervention Permanent | Volunteer
Assessed 32 0
Defused 0
Debriefed 8 0
Followed-up 0

7.5.2 Three debriefs were conducted for "others” - two in conjunction with
one of the services.

Utilisation Comparison

8.1. The following graphs provide a comparison of the number of personnel
(by Service) who were assisted by the Team in the 1995 - 1996
financial year.

8.2, Assessed

1200

1000+

800+

Total
& Permanent
OVolunfeer

500+

TAS TFS Police SES "Others”
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8.3. Defused

350

300

250

200 E Total

B Permanent
O Voluntear

150

Number of Personnel

TAS TFs Police SES “Others"

3.4. Debriefed

L

400

B Total
B Permanent
O Volunteer

300

200

Number af Personnel

100

TAS TFS Police SES "Others"
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83  Followed-up

Total
# Permanent
SVolunteer

Number of Personne!

TAS TES Police SES "Others”

9. Utilisation of Personnel
9.1. Team members contributed a significant amount of time throughout

the year. The time (in hours) contributed in activations was:

Fort Arthur Incident (fotal) 3875.65

All Other Incidents
e Off-duty time 652.85
- On-duty time 366.00
Total: 4894.50 hours
Mote: The caleulation of work iisne includes psychologists paid time.

The calculation of time does not include the Clinical Consultant's time or the Team
Co-ordinator's time (unless acting as a peer).
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1.

10.1.

10.2.

10.3.

10.4.

10.4.1

10.4.2°

Very High impact
High impact -
Moderate impact 5
Low Impact

No Impact

Evaluation Reports

The Team has continued to distribute evaluation reports to personne]
who participate in a critical incident stress debrief - although they
were deliberately not distributed (except for one debnief) at debriefs
for the Port Arthur incident. The evaluation reporiz provide a
descriptive analysis of the incident's impact and the impressions of the
henefit or otherwise of the debriefing process. They are distributed
with a request that they be completed and returned.

The return rate for the year was 39.5% and once again 1t was higher
for volunteers than it was for permanents:

e Permanents: 33.606%

= Volunteers: 51.85%

Compared with last year the return rate for permanents increased
marginally whilst for volunteers it decreased. Overall the return rate is
acceptable In comparison to general survey results.  Further

encouragement at debniefs might need to be undertaken to increase
the rate.

Impact of Incidents

in their evaluation report, personnel are requested to rate the impact
of the incident on them at the time of the incident and a few days afier
it.

The rating of the "Impact of the Event" at the time of the incident is
produced below.

Volunteer
Permanent

T ] Ll T T i [

0% §% 10% 15%  20% 25%  30%  35%
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10.4.3

10.4.4

10.5.

10.5.1

10.5.2

10.6.
16.6.1

10.6.2

From these figures it can be seen that attendance at cnitical incidents
impacted upon personnel and that the impact is predominantly

moderate fo very high amongst both permanents (30%) and
volunteers {69 9%) .

Whilst these figures differ from last year (permanents 76.7% and
volunteers 87%) the difference can be accounted for in the nature of
the incidents aitended.

Significant Factors

It 15 well recognised that personalising incidents (relating to them in
some way} and uncertainty {e.g. unpreparedness due to
misinformation or a lack of mformation) can make crtical incidents
significant for the atiending personnel.

The most commonly reported significant factors for the period were:

= victim known

s next of kin known

= own life threatened

s colleagues’ lives threutened
s gruesome injuries

= futility of situation

media involvement

death of children

Symptoms

26.5% of respondents felt that they expernienced symptoms of critical
mncident stress during the incident that they attended. Some of the

symptoms experienced were: anxiety, shaking, feeling dizzy,
withdrawing and anger.

Additionally, 47% of respondents reported that they experienced
symptoms of critical incident stress within 72 hours of the incident.
Some of the symptoms experienced were: feeling generally upset,
agitation, doubting own abilities, continually "re-seeing" the event,
lethargy, sleep disturbance, fear of a recurrence of the event, upset
stomach and crying.
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10.7.
10.7.1

10.8

10.8.1

Impact on Family

There 1s little doubt that attendance at a critical incident impacts upon
the partner, family and friends of emergency service personnel. 25%
of respondents feit that the incidents they attended had impacted upon
their family life. They reported that partners experienced: increased
fear for their partner, sleep disturbance, feeling emotionally
“distanced" and general worrying.

Value of Service Provided

It is important to ensure that the services provided adequately fulfil
the requirements of its recipients. To this end, respondenis are
requested to answer questions concerning the value of the service and
the process.

Value to Individuais

Respondents were asked to rate the value of the debriefing session to
themselves. The following ratings were obtained:

Permanet

B Volunteer

No Vaiue Moderately Vatuabie Very
Valuable Valuable

10.9.2 The graph illustrates that 90% of permanents and 96.4% of volunteers

who completed the evaluation report found the debriefing to be
moderately to very valuable to them as individuals.
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10.10

Value to the Group

& Permanent
Volunteer

No Value Moderately Valuahle Very
Vatuable Valuable

10.10.1

10.10.2

10.10.3

Note: one permanent did not complete an answez in relation 1o this question

This graph illustrates that 87.5% of permanents and 96.3% of
volunteers who completed the evaluation report found the debriefing
to be valuable - very valuable and 100% of both found i to be
moderately valuable - very valuable.

These figures reinforce last years figures which wer: based on a
response rate of.

s Permanents: 30.9%

- Volunteers: 62.2%

Then, 93% of permanents and 98.6% of volunteers found the
debriefing to be moderately valuable - very valuable to them as an
individual and 100% of both found it to be moderately valuable -
very valuable for the group as a whole ("valuable" as a separate
category was introduced this year).
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16.11.

1c.11.1

10.11.2

10.12.

10.12.1

Benefits of Debriefing

Respondents were asked if they felt they had benefited from the
debriefing process. 83.8% felt they had and cited the foliowing
reasons:

s put everything inio perspective

»  felt better after talking about it

o realising that others felt the same way
« provided an opporiunity for closure

s filled 1. the gaps

« answered all the unanswered questions

» reassurance thal symptoms being experienced were  hot
abnormal

These figures provide an indication of the extent to which critical
incident stress debriefing is valued, received, and seen to be of
benefit to personnel of the Tasmanian Emergency Services.

General Commerits

The majority of summents were positive and reflected very
favourably on the rerformance of the Team over the year. Some
general comments made by respondents were:

. IS Service is appreciated and beneficial

o I now realise that there are siress related situations and feel
there is a need for debriefing. Keep up the good work it is
needed.

o The CISD Team are doing a fantastic job. I greaily appreciate
their efforts. [ deubt my life would have been the same again
without them. Thank you.

o (CISD has been of great benefit to me since the first MVA death
thai [ encountered in [991. Since then | can cope with this
sort of situation with a lot more confidence, knowing that if [
do have a problem the CISD Team can help.
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10.i2.2

10,12.3

»  Discussion with member of CISD Team and debriefing very
valuakle. As it was (first time) | was a [ittle sceptical but nol
now. It may have helped if this fype of help was available for
previous incidents but I will certainly take advantage of in the
Juture.

Some areas of concern were also raised by respondents. Generally
speaking, they related to factors which could not be avoided due to
logistical reasons (e.g. a slow CISD response time) or matters
relating to the actual debriefing process (e.g. feeling a debrief would
have been best at the time of the incident). Other areas were:

- the size of somz of the debriefing groups
s a perceived lack of support and understanding by management

In relation to management, respondents were also asked to state
ways in which they believed their Service could help employees who
experienced critical incidents. A number of the responses are
reproduced below:

s actively encouraging and promoling CISD as a positive
resource.

o senior officers need to reassure and praise members for their
efforts. This should be done as soon as possible after the
incident. Criticism {no matter how minor) if expressed too socn
multiplies and intensifies c:itical incident stress sympioms.

«  be supportive in meeting individual recovery needs

e provide some "time out” in varying amounis to individual

officers.

» a more understanding approach to the cause and effect of
Stress.

o Io falk openly about inciderts and not make people feel second
rate if it has affected them.

v continue CISD format and low key follow-up on personal level
Sfrom local CISD Team member.
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i1,

12.

13.

111,

11.2.

12.1.

12.2.

13.1

Education

During the year some thirty seven education sessions were provided
around the State. Many of these were to combinations of Ambulance,
Fire, Police and State Emergency Service groups. Education sessions
were also provided to external groups such as Emergency Management
Courses and the Royal Hobart Hospital They varied in duration from
one hour 1o eight hours.

Presentations were also given to Executives and Senior Management of
the Services.

Conference Presentations

Presentations were made at two conferences, mamely the:

I Australasian  Critical  Incident Stress  Association  (ACISA)
Conference, Perth Western Australia (April 1996), and the

AN ]

Rehabilitation at Work Conference, Hobart, Tasmania (April
1996)

The presentations were primatily focused on the Tasmaman Emergency
Services experience of critical incident stress managernent. Both papers
were well received and generated a high degree of interest.

‘Conferences and Weorkshops Attended

Attendance at conferences and workshops is recognised as being of
fundamental importance to the Program. It ensures that the Team
maintains pace with developments in the field of critical incident stress
management and is therefore well placed to offer the highest level of
service. Team representatives attended the following;

1. Advunced CISD ard Post Trauma Syndromes, Melbourne, Victoria

(July 1993) - presented by Professor Jeffrey Mitchell and Dr
Robyn Robinson,

2. Critical Incident Stress Debriefing Training, Hobart, Tasmanic

(February 1996) - presented by Dr Roger Solomon and Dr Roby»
Robinson, and

3. Auswalasicn Critical  Incident  Stress  Association  (ACISA)
Conference, Perth Western Austrolia (April 1996).
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Annexure "B"

Tasmanian Emergency Services
Critical Incident Stress Debriefing Team

Management Co-ordinating Commitiee

Joe Paul Chairman State Emergency Service

Colin Fogarty Deputy Chairman  Tasmania Police Force

David McKeand State Emergency Service

Ted Preshaw Tasmanian Ambulance Service
Peter Alexander Tasmania Fire Service

Mark Kadziolka Tasmania Police Association
Wayne  Richards United Firefighters Union

Geoff Becker Ambulance Employees Association
Mike Ryan Clinical Consultant

John Spaulding Team Representative

Martthew  Richman Team Co-ordinaior

Operations Commitice

Mike Ryar Clinical Consultant

Jim Young Psychologist Represeniative

Chris Day North Western Region Liaison Officer
David Peck Northern Region Liaison Officer

Charles  Blizzard  Southern Region Liaison Officer -

Matthew Richmaen  Team Co-ordinator
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Annexure "C:

Tasmanian Ambulance Service

1. Angela
2. Peter
3. Peter
4. Geoff
5. John
6. Gary

7. Sieven
8. Oriando
8 Pat

19. Peter

Hine
James
Mulholland
Becker
Richardson
Stewart
Lang
Mazzone
Reardon
Stride

Tasmania Fire Service

Larry
Stephen
David
David
Wayne
Garry
Charies
Peger

. Wayne
18 Graeme
11. Phillip

U I U S

w %

Cullen
Lowe
Peck
Homan
Rickards
Smith
Blizzard
Dart
Grincais
Newbury
Smirth

Northern
Northern
Norihern
North Western
North Western
North Western
Southern
Southern
Southern
Southern

Northern
Northern
Northern
Nerth Western
North Western
North Western
Southern
Southern
Southern
Southern
Southern

Team Members

Peer
Peer
Peer
Peer
Peer
Peer
FPeer
Peer
Peer
Peer

Peer
Peer
Peer
Peer
Peer
Peer
Peer
Peer
Pezer
Peer
Peer
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Annexuie "C" {continued)

Tasmania Police Force

Leannz
Dale
Annabelle
John
Figna
Phillip
Kay
Graham
9. Adam
10. Chris
11. Jody

12. Fiova
13. Hugh
14. Phillip
15. Mark
16. Debbic
17. John

18, Paul

19. Matthew
20. John

fo N P R i

Brasher
Cook
Scott
Shea
Sniith
Summers
Wells
Baly
Bessell
Day
Dennison
Pearce
Wilson
Ling
Maumill
Muay
McCormack
Feynolds
Richkman
Spaulding

State Emergency Service

1. Paul

2. Gary
Psychologists
1. Mark

2. Kathy

3. Christina
4. Helen

5. Linda

6. Joan

7. Peter

8. Graham
9. Michael
10. Ann

11. Simion
12. Jim

" Webb

Muldoon

Baddeley
Dunning
Anderson
Spinks
Burrows
Mentgomery
Nelson
Perkir
Ryan
Stark
Webb
Young

Northern
Northern
Northern
Northern
Northern
Northern
Northern
North Western
North Western
North Western
North Western
North Western
North Western
Southern
Southern
Southern
Southern
Southern
Southern
Southern

North Western
Southern

Northern
Northern
North Western
North Western
Southerrn
Southern
Southern
Southern
Southern
Southern
Southern
Southern

Peer
Peer
Peer
FPeer
Peer
Peer
Peer
Pear
Peer
Peer
Peer
Peer
Peer
Peer
Feer
Peer
Peer
Peer
Peer
Peer

Feer
Peer

Psychologist
Psychologist
Psychologist
Psychologist
Psychologist
Psychelogist
Psychologist
Psychologist
Psychologist
Psychologist
Psychologist
Psychologist
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