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Preface 
 

The National Defence Academy is the highest educa-
tional and research institution of the Austrian Armed 
Forces. Research includes holding international confer-
ences, which requires intensive cooperation with other 
civil and military, educational and research institutions in 
Austria as well as abroad, in order to meet the demands of 
modern science which is based on interdisciplinary and in-
ternational networks. 

The present publication, an international comparison 
of stress and stress management of soldiers in international 
operations, represents an important result of such net-
works. For the first time the National Defence Academy 
was the venue of the Blue Helmet Forum Austria. The 
main conference theme was “Stress Management and 
Peace Soldiering”. 

In a mission soldiers are often confronted with ex-
tremely stressful situations. As you know from your own 
experiences or from reports, tasks sometimes have to be 
fulfilled under enormous pressure, and are often accompa-
nied by fear and uncertainties. 

In order to reduce such factors as fear and uncertainty 
it is necessary to receive extensive training and prepara-
tion for the scenarios to be expected in a mission. It is 
therefore a challenge for the commanders to create very 
realistic scenarios without demanding too much from the 
soldiers.  

The servicemen and servicewomen have to be made 
aware of the consequences of their actions. Particularly in 
the current information age it is important for them to 



 

learn how to deal with their fears, their feelings and per-
sonal needs; in this context the psychosocial support of-
fered by doctors, chaplains, psychologists and others plays 
a very important role. 

Sensitivity on the part of the soldiers and their superi-
ors in dealing with stress is a precondition for being suc-
cessful in a mission. Therefore, it is essential that they all 
learn how to deal with stress and how to combat it, or 
manage it, respectively. 

Aside from receiving excellent training, the soldiers 
must gain trust that their commanders do not only act as 
military leaders but that they do care for every individual 
soldier and his or her needs. A comprehensive stress man-
agement concept will contribute substantially to successful 
mission accomplishment. In this context the National De-
fence Academy offers relevant course contents within the 
framework of higher officer training, covering areas that 
were discussed in the course of this conference. We have 
to be aware, however, that also commanders might face 
stress situations in which they have to rely on expert help 
themselves. In the discussions commanders and experts 
shared their experiences dealing with stress and stress 
management. 

The National Defence Academy is located in the 7th 
District of Vienna, and has a very long history. Let me 
point out only a few of the highlights: In 1852 the Aus-
trian Emperor Franz Joseph laid the foundation for the 
“War School” of the Monarchy, where the education of 
General Staff Officers as well as higher officer training 
took place. It was, so to speak, the predecessor of our 
Academy. From 1852 until now these buildings have ac-
commodated training facilities. 



 

In 1955, ten years after the end of World War II, Aus-
tria regained its independence and sovereignty, and higher 
officer training could be resumed. In 1967, the former 
Staff Academy was renamed National Defence Academy. 
Today it is, as was mentioned before, the highest training 
and research institution of the AAF with the main tasks of: 

• educating and training Senior Staff and General 
Staff Officers, 

• training military leaders, and 

• teaching as well as researching in the field of secu-
rity policy. 

The conference lectures compiled in this publication 
facilitate international comparisons and form a solid basis 
for further research and teaching efforts, not only at the 
National Defence Academy, Vienna but also at other mili-
tary and civil education centres in Austria and abroad. 
 

General Raimund Schittenhelm, 
Commandant of the National Defence Academy 



 

Foreword 
 

On behalf of the Austrian Association of Peacekeepers 
I would like to mention a few words about the Blue Hel-
met Forum Austria 2010. The Association annually organ-
ises a Blue Helmet Forum in cooperation with the Aus-
trian Ministry of Defence. It is our intention to provide an 
opportunity for experts, researchers and practitioners to 
address the complex issues of peace support operations. 
The topic of the Forum 2010 deals with the different as-
pects of stress and stress management in connection with 
international operations. I am very happy that we have the 
relevant academic expertise of the Institute for Human and 
Social Sciences of the Austrian National Defence Acad-
emy on hand.  

The Austrian Association of Peacekeepers is a veteran 
organisation of military and civilian peacekeepers and was 
founded as late as 1995. Austria first engaged in peace-
keeping operations in the Congo in 1960. The veterans of 
this operation are now over 75 years old. Over the past 50 
years more than 90,000 Austrians, amongst them also a 
large portion of reserve soldiers, have taken part in peace-
keeping operations. When they return from service abroad, 
they go back to their civilian life and lose contact with 
their comrades. They are left alone with their individual 
impressions of the tour, no matter whether these have been 
good or bad. Unfortunately, some soldiers suffer from 
traumatic experiences. This was again confirmed, when 
we invited our members to contribute stories about their 
service for a book we published to commemorate 50 years 
of Austrian soldiers in peacekeeping. Most of the stories 
recorded funny situations or strange experiences because 



 

of cultural misunderstandings, but some dealt with trau-
matic experiences still present in the minds of the veter-
ans. The association provides a home for former peace-
keepers and organises social events, where our members 
can communicate and talk about their service experiences. 
Social events are also an opportunity to include the wives, 
which has proved to be a very positive experience. 
Through our activities we provide possibilities for mem-
bers to reflect on their service experience and share their 
memories with others. However, we also realise that some 
of them need professional help. 

Research results show that those soldiers who served 
in peacekeeping missions are at an increased risk of post 
traumatic stress disorder, a finding that corresponds with 
our observations. When I was a young officer, psychologi-
cal stress or post traumatic stress was not on the agenda. It 
was the responsibility of the commanders on all levels to 
take care of their soldiers and in turn the soldiers were ex-
pected to execute their orders. Psychological problems 
were neglected and, after all, there was the chaplain to 
whom one could turn. Meanwhile, we have learned that 
psychological problems are real and the question of how 
to deal with post traumatic stress disorder is high on the 
agenda of the Armed Forces. The Austrian Peacekeeping 
Association would also like to pay more attention to this 
problem. Therefore, I am very pleased that we, with the 
help of the National Defence Academy, were able to 
gather prominent scientists and practitioners for this year’s 
Blue Helmet Forum. The Austrian Association of Peace-
keepers can assist particularly by providing opportunities 
for the sharing of experience, between the old hands and 
the newly recruited personnel, in regard to specific mis-
sion conditions. 



 

On that note, the Blue Helmet Forum Austria 2010 
was a milestone in our endeavour for a better understand-
ing and an increased ability to cope with post traumatic 
stress disorder. 

 
 

General (ret.) Günther Greindl 
President of the Association of Austrian  

Peacekeepers
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Georg Ebner & Dietmar Golth 

Introduction  
 

This publication contains the large part of the presenta-
tions delivered at the BLUE HELMET FORUM AUS-
TRIA 2010, printed in the order of these presentations. It 
aims at illustrating the exceedingly wide field of “Stress 
Management and Peace Soldiering” as related to soldiers 
in international operations. The contributions deal with 
different parts of stress during the preparation, operation 
and reintegration after international operations. The publi-
cation offers different approaches from various fields of 
such care, from medicine to psychology, and from psy-
chiatry to leadership. The contributions are both of a mili-
tary as well as a civil nature and therefore give good guid-
ing principles for networks and possibilities of cooperation 
in the field of psychosocial care. By this interdisciplinary 
approach to this subject area in particular, many new ap-
proaches are pointed out, and for the observer new possi-
bilities are opened up in order to apply new and innovative 
methods in this tension field for the improvement of the 
support of soldiers as well as their families. With these 
contributions possibilities shall be indicated that will offer 
transnational variables, ideas and improvements also for 
the soldiers in future. 

This Forum presented and discussed the possibilities of 
how to deal with stress in the context of successful com-
mand and control in military operations. Only think about 
the deployed soldiers who in extremely incriminating 
situations take actions – very often out of lack of knowl-



12 

edge, fear or insecurity – that the population perceives as 
shocking. 

In order to have the deployed soldiers overcome their 
insecurity and fear, comprehensive training and prepara-
tion for the expected operational scenario have to be con-
ducted. In this regard, the commanders in particular are 
called on to conduct these training courses as close to real-
ity and as demanding as possible, thereby not overstrain-
ing the participants. The soldiers have to be shown what 
the consequences of their actions may be and – especially 
in the information age – encouraged to deal with their 
fears, emotions, needs and also personal imperatives ac-
cordingly. In addition to the commanders, the psychoso-
cial support offered (e.g. doctors, psychologists, pastors, 
peers, family welfare organisations) plays a decisive role. 

Only by way of targeted preparation, but also with 
sensitivity on the part of troops and their commanders 
when dealing with stress, operations can be carried out 
successfully. All soldiers have to learn how to handle 
stress and strain as well as to master their possible coun-
termeasures. As early as possible, every soldier has to un-
dergo the best possible training, get a good picture of the 
operation, receive targeted preparation for the operation, 
be offered comprehensive care and also develop trust in 
their superiors and the care offered. 

A comprehensive concept from the field of stress man-
agement helps an operation to be successful. The better 
and diverse the measures and the higher the trust of the 
soldiers in command and control are, the easier it is to 
work efficiently. 
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In this context, particularly the National Defence 
Academy offers various teaching contents within the 
framework of officer training as well as further and ad-
vanced training. In all courses for higher officer training, 
psychotraumatology, stress management, handling diffi-
cult and stressful situations, stress prevention, preparation 
for international operations as well as handling operational 
scenarios, prejudices and stereotypes in different settings 
are taught inter alia. Special attention is paid to operational 
relevance in order to offer a broad spectrum of possibili-
ties of how to handle stress to commaners in particular and 
to sensitise them for their work and also for being able to 
start the care process. It is important to be aware that 
commanders as well are subject to stress during operations 
and, therefore, also utilise the resources mentioned above 
and have the available specialists integrated in order to en-
sure a successful operation. 

In the following, experienced and high-ranking com-
manders shed light on aspects from the fields of command 
and control as well as stress and stress management in par-
ticular. In addition, specialists will comment on the possi-
bilities of adequate care before, during and after an opera-
tion, dealing with various points of view. 

With so many interesting articles, I am convinced that 
this publication will be an exciting and highly informative 
read. 
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Armies in war experienced the greatest losses by in-
fectious deseases till the US Civil War (Bollett, 2004). 
From there on the majority of soldiers died of their physi-
cal wounds. Now a days probably more soldiers are hurt 
psychologically during deploy-ment operations than bod-
ily. 

Three short case vignettes may highlight the cense-
quences of battle- and peacekeeping stress: 

Case vignette 1: 

The oldest detailed report of war stress was provided 
by the Greek poet Homer in the Ilias: Achill, a famous 
Spartan warrior, participated in the siege of Troja about 
1194 to 1184 BC. First Achill refused to fight, after the 
death of his friend Patrokles he got furious, could not stop 
fighting, broke rules and dishonoured the corpse of  his 
enemy Hektor. No one could stop him till he was killed by 
Paris. Appearently Achill had developed a full blown post-
traumatic stress disorder or PTSD (Homer). 

Case vignette 2: 

When the female soldier “Ann Bancroft” (name 
changed) returned from duty in Iraq in 2006 she wanted to 
enjoy the reunion with her baby-girl. Trying to embrace 
her kid and taking her on her arms her daughter started 
crying. After combat stress injuries Anns heart was broken 
as her girl did not realize her as mother. It took probably 
months to re-establish a secure attachment between daugh-
ter and mother. 

This situation describes a new “military situation” of 
an early separation of a kid from her mother including the 
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potential of a secondary attachment trauma (Schwarzen-
bach 2008). 

Case vignette 3: 

At the beginning of February 2011 two Austrian po-
lice men were shot while trying to arrest an ex soldier. He 
had served on the Golan Heights and on the Balcans. 
These deployments were very stressful, changed his view 
of the world and may have spoiled his identitiy. He was 
tortured and griefed by reexpierencings. His mother de-
scribed him the following way after disarming: „This is 
not the man he has been before going to the Kasovo“. 
When he was on trial for financial trickery he panicked 
and ran amok. He started shooting the police men all of a 
sudden (Brandl et al 2011). 

The last case emphasizes the distress peacekeeping for 
the United Nations (UN) as well as the European Union 
(EU) may cause in some individuals. Their feelings of be-
ing helpless in life threatening situations experienced by 
others which should be protected incoherent with the 
mandate may alter self-confidence and the belief in a 
peaceful world. In rare but repeatedly observed cases this 
change of belief may be so disastrous that weapons may 
be used against fellow human beings in civil situations and 
lead even to suicide. 

This result may be a late side effect of battle and 
peacekeeping distress if the soldier has been wounded 
mentally, the disease has not been diagnosed and the so-
cial sup-port has been inadequate after demobilization. 

The United Nations were founded after the end of 
World War II in 1945 to build a new more peaceful world. 
The basis for this work has been the resolution of the Dec-
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laration of Human Rights (UN-Document 217). It was 
proclaimed in the Palais de Chaillot in Paris in December 
the 10th 1948. After the first „UN-soldier“ was killed  dur-
ing deployment the necessity arose to use armoured troops 
for UN-missions. Starting with light weapons UN-troops 
have been armoured depending on their mandate since 
then. They may even have the order to force peace as for 
example in Somalia in 1992. Therefore depending on the 
robustness of the mandate and the intensity of conflict 
UN-peacekeeping has become more and more dangerous. 
As we had to learn many soldiers return home mentally 
wounded and traumatized. The rates of PTSD vary from 1 
to 5 to 8 to even 20% in peacekeeping (Birenbaum, 1994; 
Litz et al, 1997; Michel, 2003; Passey, 1995). This per-
centage may rise to about 40% and more in the civilian 
population involved in wars as it has been observed for 
example in the long lasting conflict in Uganda in Africa 
(Njenga et al 2006).  

In the short term run soldiers may suffer from de-
ployment stress in general, battle fatigue, acute mono-
symptomatic or complex stress reactions, in the long term 
run they may develop  mental diseases such as PTSD, de-
pression; adjustment, somati-zation and personality disor-
ders, alcohol abuse and drug addiction. These deseases 
may become chronic if not diagnosed and treated ade-
quatly. As we had to realize a soldiers disease may have 
biopsychoscial consequences spreading in his military and 
familial context. Secondary traumatisation may develop in 
wives, parents and chil-dren (Dirkzwager et al 2005, De-
kel R et al 2008). And the children of soldiers may have a 
greater risk to develop psychosomatic symptoms and ill-
ness (Palmer 2008). It was also observed that soldiers tend 
to lie when they are investigated immediatly after their re-
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turn. When investigated 3 – 8 months later, their PTSD 
rate increased from 5 – 6 % to 21 – 42% (Kanter, USA 
2007). These cases with „late-onset“ stress the importance 
for a long lasting care of soldiers which has been imple-
mented so far by the Dutch and Swedish Army after 
peacekeeping. Other soldiers may even benefit from their 
experiences of peacekkeping and military battles and show 
posttraumatic growth, which may also be observed in a 
minority of victims of civilian traumas after highly stress-
ful life events such as terrosim, natural disaster, assault, 
life threatening disease and mass casuality (Linley 2004). 

When I was deployed to the Golan Heights with the 
Austrian UN-batallion in 1980 as a Captain MD a concept 
for PTSD and other stress-related diseases still had to be 
developed. My predeployment training did not include any 
education for the diagno-sis and treatment of peacekeep-
ing stress. Although I had to treat several soldiers with 
„hyperarousal“ especially during my detachment to the 
mountain platoon it was the the priest of the batallion who 
travelled from one position to another of the Austrian con-
tingent to help cope our soldiers with their disstressing 
problems. 

Fifteen years later when I started my education in 
psychotherapy, PTSD still was not a major issue. Since 
then I have been trained in this field and meetings with 
disarmed and active Austrian and foreign soldiers showed 
me that there is a growing demand for a better mental ser-
vice for soldiers and their families worldwide especially 
after robust deployments. Withdrawal, numbing and de-
pression, general and emotional irritability and hy-
perarousal as well as reexperiencing life-threatening 
scenes and their consequences are symptoms that create 
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the absolute necessity for an improved support of the sol-
dier himself as well as of his spouse and his children dur-
ing and after deployment (McFarlane 2009). 

As soldiers have to risk their lifes to fulfil their duty 
also under an UN- or EU-command to implement peace 
there should not only be a simple „Good-Bye“ at the end 
of the service but also a good social support and a suffi-
cient medical and psychological service if they have been 
wounded either physically or mentally or both. As we 
know from investigations of civilian traumas, those who 
experience prolonged and repeated periods of distress such 
as severe injury, miscarriage, reanimation and intensive 
care unit treatment, cancer as well as suffering from a life 
threatening diseases, are at greater risk to develope stress-
related mental diseases inculding PTSD and depression etc 
(Waddington 2003). Multiple life-threating events pre- 
and postdeployment may interfere with the functioning in 
the military as well as the distress in the family of the sol-
dier or the veteran. This highlights the necessity for a 
longer lasting support beyond deployment, especially so-
cial support (Brewin 2000). This is not only important in 
the case of battles but also for peacekeepers as they have 
at least the order to function as a buffer between various 
armed parties including „partisans“ and terrorists in mod-
ern concflicts, which is a new stressor for soldiers. After 
deployment soldiers need an individual amount of time to 
switch to and to reintegrate into civilian life. This observa-
tion is supported by recent investigations of healthy sol-
diers of the Dutch Army who had been deployed for only 
4 months to Afghanistan. The intensity of observed threat 
correlated with the activation of brain areas which regulate 
emotions including fear and reactivity to danger (Van 
Wingen 2011). If this „cooling down period“ is not pro-
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vided, the arousal of the central nervous system, which is 
benficial in battle and peacekeeping, may cause various 
unexplainable health symptoms (Pall 2007) as well as psy-
chosomatic diseases, social problems and secondary trau-
matization in the long term run in the civilian home front. 
Then the family has to deal with the ongoing stress (Bi-
fulco 2000; Figley 1993). 

Since I have been in contact with several traumatized 
soldiers I hope that the con-ference as well as this book 
will contribute to a better management of military stress in 
the field and afterwards. 
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Sikander Afzal  
 

Stress Management and Peace Soldiering 
 

Who is a Peacekeeper? 

What does the training of a soldier encompass? He or 
she is trained to fight an identified enemy. He/She is psy-
chologically conditioned to treat a(n) coun-
try/people/ideology that is focused on threatening or de-
stroying the establishment’s beliefs as a threat and to 
destroy it. The soldier is physically trained to a state that 
imbeds in him or her a sense of being superior to the en-
emy. He/She is trained in the use of weapons which will 
help to destroy the perceived “enemy”. Ultimately, he is 
trained to kill  other human beings in self defence or to 
achieve his mission, respectively. 

For the purpose of this paper, I will, for the sake of 
simplicity, use from now on the pronoun “he” when 
speaking of the soldier. 

During the course of his training and development 
stresses are used as a motivating force and an indicator of 
achievement. The intensity and duration of these stresses 
are regulated in order to steadily build up the soldier’s ca-
pacity to bear them physically and psychologically in or-
der for him to test his limits of physical and mental capac-
ity. Thus, he is conditioned to cope with stresses; the level 
may depend upon his age, physical condition, mental 
health, nature of his job and so on. 

Out of this mental state the soldier is picked up and 
brought into a different environment. Here he is expected 
to exercise restraint, at times operate and work in a hostile 
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environment, where the “enemy” cannot be identified in 
the classical manner that he is trained to, and protect peo-
ple who may not belong to his country, belief or culture. 
He is expected to put his life in danger and step in between 
two warring factions and prevent them from killing each 
other, or to protect the sufferers of such a conflict against a 
large horde of people, some armed with firearms and oth-
ers with spears, knives and sticks. He is constrained to re-
sort to his inbuilt training and to use his weapon in accor-
dance with the rules of engagement. Thus, he finds 
himself in an alien country, protecting people with whom 
he may not share any similarities, or who may not look 
like him, do not dress like him, and do not talk in the lan-
guage he understands, nor have the same religion or values 
like him. He sees atrocities committed and is restrained to 
react as he is trained to. 

That is what he faces. He is subjected to threats, dan-
gers, fear, uncertainty, at times helplessness and frustra-
tion. He is therefore prone to be a victim of psychological 
difficulties and anxiety. 

What does he do in order to deal with the situation? 
Why is it important for those who lead him to be aware of 
the environment and conditions he is exposed to? How 
should the organisation he serves, namely the UN, handle 
such environments in order to mitigate the exposure of 
peacekeepers to negative stresses? 

 

Peacekeepers of today - where do they come from? 

When one looks around, the countries of the Third or 
developing world are the largest contributors to peace-
keeping. Therefore, it is essential to understand the envi-
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ronment, culture and beliefs of these soldiers in order to be 
able to identify the causes of stress. 

The soldiers are generally not well educated, nor have 
they been exposed to the world at large; for most of them 
it is the first time they may have travelled outside their 
own country. They have a relatively conservative back-
ground and social ethics, have strong family ties at home; 
are used to a simpler lifestyle with less demanding needs. 
They have more respect, or even fear of, authority, and are 
highly dependent on officers and leaders to make deci-
sions on their behalf. Generally, they are not consulted in 
decision making which affects their daily routine. For 
them, the new environment in the mission area is strange 
and they may tend to become reclusive and withdrawn. 

Psychological problems are something they are not en-
couraged to talk about or share with comrades or superi-
ors. Emotions are not to be shown lest they be taken as a 
sign of weakness. Psychological training and care even in 
their home countries are not readily available. Sufferers 
are considered as emotionally weak, as liars, malingerers, 
dodgers who shirk work and responsibility, or have a 
negative mindset and so on.  

Therefore, the majority are not aware of the mental 
and physical change they are undergoing in an alien envi-
ronment and they are not conditioned to deal with it. Thus, 
the stress is hidden and in most cases either breaks into the 
open in a brazen act during the mission or surfaces on 
their return to their native countries. 
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Pre-deployment phase 

The UN has developed extensive guidelines for troop 
contributing countries for the training of their military 
components deployed to UN missions; however, the as-
pect of psychological stress is not given the emphasis it 
deserves. In addition, for the reasons mentioned before, 
the awareness of the effect of stress on the soldiers is also 
not amply realised by the TCCs, as they lack internal ca-
pacity to brief them on it, or the soldiers are shy of men-
tioning this aspect as it is not a soldiery way to accept that 
soldiers also are vulnerable to stress. 

It is taken for granted that he is psychologically 
moulded, motivated and physically trained to handle 
stress, and when anyone shows weakness/stress, that indi-
vidual is not considered a good soldier. Therefore, the 
military contingents are left to deal with it as deemed fit in 
the mission. In most cases it is entirely the responsibility 
of the commanding officer and his officers how they deal 
with it. Such individuals are stigmatised as weak and unfit 
and repatriated to their home countries on disciplinary 
grounds. 

Training is more focused on physical fitness and 
sharpening combat skills, thus building an anticipatory 
mindset in the soldiers that they are preparing for combat. 
Other aspects of the mission area - its people, culture, the 
nature of the conflict that they should expect - are given 
less focus. This regimented training can spread over a pe-
riod of 3 to 6 months depending on each country, thus re-
stricting the leave and other social obligations of the sol-
diers before deployment. This pressure of passing the 
strenuous physical/military training, medical examination, 
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anticipatory long separation from families all lead to bore-
dom and anticipatory anxiety prior to the deployment.   

 
The mission phase 

The mission tenure of the soldiers falls into three dis-
tinct phases: the initial deployment phase, the middle 
phase and the final phase. 

The initial deployment phase is characterised by high 
operational tempo related to disembarking in a strange 
land, living in rudimentary transit camps, deployment to 
AORs/camps, getting familiar with the new environments, 
a sense of dread/fear of the unknown, restrictions of not 
interacting with locals, relieving outgoing units, taking 
over duties and responsibility. In addition, there is the ex-
posure to a new environment, people, customs, dress, lan-
guage, eating habits, and comfort in field conditions. 

Having spent the first 4-6 weeks in an intense settling 
down period, the conflict of balancing commitments of 
operational tasks/duties and several equipment inspections 
in the mission area is taxing. The result is a sense of ex-
haustion as the routine stress relievers - familiar environ-
ment, regular leave and family - are absent. The concept of 
rest and recuperation which may help is also denied as the 
commanders/leaders are reluctant to let the soldiers roam 
free in another country, even when sent in groups they are 
at a loss of what to do. Then there is the constant pressure 
of family at home; most are worried about their families 
left to fend on their own (most are not used to it like in de-
veloped countries), even those not married may have par-
ents they support, and being away, cannot do much for 
them. The absence from important occasions in the family, 
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like marriage, birth and death, also plays a role. Missing a 
wedding/funeral of a near one is taken as an insult. 

Two other areas play a very important role, one is the 
media and the other is the telephone. While these have 
helped to shrink the world and bring it closer together, at 
the same time they expose these soldiers to stress not ex-
pected before. The TV/radio/ newspapers immediately 
bring bad news from home to the soldiers, while the crises 
in the mission area are communicated to the family in real 
time and have profound effect on the minds and emotions 
on both sides. At the same time, the telephone, which 
brings two people closer, also leads to communicating 
even small daily stressors, like a sick or misbehaving 
child, wife or parent; other trivial complaints are commu-
nicated in real time to a soldier sitting far away and not 
able to do much. It adds to the factors which cause frustra-
tion and anxiety. The change to a more defensive re-
sponse, as often warranted by the rules of engagement, 
means that they often have to react to a situation that has 
already happened rather than trying to prevent or mitigate 
it before it occurs.  

Comparison of own dress and equipment with other 
contingents, if not found better breeds a sense of inferior-
ity. These build up and make the soldier lost in his prob-
lems and thoughts and reclusive, shying away from col-
leagues and seeking refuge either in religion or substance 
abuse. 

The shame of acknowledging that one is suffering 
from anxiety or stress and sharing it with colleagues also 
contributes to this psychological condition. The absence of 
a dedicated team of counsellors within the unit also does 
not provide a relief value. 
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Some countries have extended mission tenure to one 
year as it is difficult to rotate troops every six months. 
Some of these countries manage to send soldiers on leave 
once during the tenure. Other soldiers do not enjoy this 
leave unless there is a compulsion that to at the individ-
ual’s own expense, which is generally more than one 
month UN pay for soldiers. This helplessness is one of the 
main contributors to stress and in some cases brings a 
change in both the soldier and his family and accentuates 
the distance they feel from each other. 

The constant bombardment of the contingents adhering 
to conduct and discipline, sexual exploitation and abuse, 
restraint and not being able to do much to mitigate the 
misery of the local population all add to the frustration. 

The final phase is when the mission is coming to an 
end: the eagerness to return home, meet friends and fam-
ily, the question what awaits them. How will he be re-
ceived at home is what the average soldier thinks about. 
The added responsibilities of handing over to the relieving 
troops, new troops ask a lot of questions about their ex-
perience and they are too busy thinking of going back and 
not interested all contribute to additional anxiety.     

 
Post-mission phase 

Last but not least, the return home finally comes. All 
look forward to proceeding on leave and spending time 
with family and friends while the pressure of returning to 
another responsibility/task looms on them, as if they had 
never been away, at the same time facing a lack of under-
standing on the part of the commanders under whom they 
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now serve concerning the circumstances or stresses they 
served under or were exposed to.  

The memories of some traumatic experiences, loss of 
unit comrades and the transfer or reassignment of those 
one had grown close to tend to put a soldier in a shell. The 
prolonged absence has an effect on the way the wife and 
children behave. Their demands and aspirations remind 
him of how he was probably better off away from the triv-
ial hagglings and demands and is at a loss of adjustment to 
the change again. While soldiers do adapt to change be-
cause of the close comradeship they enjoy with their col-
leagues, each change leaves a mark which may not be no-
ticeable but is still there. 

 
Coping with stress 

Having described the phases in the life cycle of a sol-
dier’s mission, it is also pertinent to examine what exists 
in a UN mission that helps cope with the stresses. While 
each mission has a staff counselling unit, this unit and the 
few people who staff it are located in the mission HQ. 
They are supposed to cater for the entire mission person-
nel. However, they tend to focus more on the HQ staff and 
the civilians. They seldom visit the military units in the 
field and even if they were to, the language barrier and the 
stricter military regime (for fear of saying something 
which may not be considered appropriate by the com-
manders) prevents the soldiers from interacting with them. 
They thus rely more on their colleagues or the level one 
hospital available to them, where they report their psycho-
logical complaints translated as medical problems and 
seek help. These symptoms may range from headaches, 
sleeplessness, fatigue, troubled breathing or pounding 
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heart to indigestion. The medical staffs in these level one 
hospitals are general practitioners and do not have the 
training to indentify the stress indicators, and thus pre-
scribe them medication as a compromise for his physical 
conditions. The medication in some cases provides tempo-
rary relief, while in others not at all and thus may lead to a 
desire to be alone, to negativism, irritability, anxiety, for-
getfulness, rigidness, social withdrawal, loss of social in-
terests, and difficulty in relating to peers and colleagues 
and may finally lead to a nervous breakdown. Therefore, 
there is the requirement of having trained medical staff to 
indentify these changes, render expert advice and counsel-
ling in order to avoid their getting to the last stage. 

 
What do we do? 

The most important question is that now that we have 
been able to identify and define what the causes for stress 
in peacekeeping missions are, what should we do about it?  

I am sure the medical experts who will be talking 
about this are more qualified to provide clinical solutions. 
I shall focus on issues which have more to deal with what 
one would call management and lies in the realm of the 
military leaders in the mission, especially those who work 
with the soldiers on a day to day basis.  

 

Pre-deployment training 

The military contingents being deployed generally are 
heterogeneous, i.e. a mix of combat and support troops. 
While the combat troops generally belong to the same out-
fit, some officers, support personnel including medical 
staff are posted to them prior to the move. It is essential 
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that all come together as one unit before the pre-induction 
training starts. This will enable them to knit together into a 
team and develop the comradeship required of a well 
trained and homogeneous unit. 

The medical staff must receive the training required to 
indentify the symptoms of stress and deal with them as 
such, not only by medication. They have to act as counsel-
lors and advisers to the commanders of how to handle 
these cases and be able to identify those soldiers who may 
already be suffering from anxiety and help separate them. 

The Padre, Imam or religious counsellors of the unit 
should also be trained to identify stress factors and work 
closely with the medical staff and the commanding officer 
to identify causes and provide advice on how to mitigate 
them. They should act as guidance counsellors; while the 
religious counsellor provides spiritual guidance on how to 
handle the emotions, he must also advise the soldiers to 
consult the medical staff for expert advice.   

Officers and senior NCOs have to be trained in order 
to be able to identify individuals who show signs of stress 
and to know how to handle them. 

Stress support teams of experienced soldiers who can 
help others when required should be created. 

The development of a buddy system should be encour-
aged in all soldiers so that at all times every one of them 
has a close friend/confident with whom he can share his 
feelings.  

Apart from physical and military training, experienced 
officers, NCOs and soldiers who have been in the mission 
before should be brought in and interact with all ranks in 
order to share their own experiences and reactions before, 



33 

during and after the mission and address the ques-
tions/anxiety factors in their minds before embarking on 
the mission. 

Extensive briefings of all ranks should be held on what 
they should expect in the mission area like less chances of 
coming on home leave, means of communicating with 
families etc. 

An extensive and elaborate programme of extracur-
ricular activities like games/reading material and its avail-
ability in the mission area should be prepared. 

 
In the mission area 

Implementing the following proposals would be essen-
tial:  

 
Settling-down stage 

Ensure the deployment is completed as early as possi-
ble so the troops settle into their assigned camps/AORs. 

Initially undertake assigned tasks along with the ex-
perienced hands. Therefore, the complete unit must not ro-
tate immediately but be rotated in a minimum of 4-5 
groups to enable a gradual transition of duties and respon-
sibilities. 

Ensure pre- and post-mission briefings for each as-
signed task are done so that all questions/queries in the 
minds of the participating troops are answered. When in 
doubt seek advice. 

Familiarize everyone with the mission polices/SOPs as 
soon as possible and explain them to the troops if not al-
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ready done in pre-deployment phase. Refresh them on ar-
rival in the mission area after settling down. 

Evaluate what facilities are available and what are 
lacking including recreational facilities, so that those 
which require upgradation are attended to immediately. 

If permitted, organise a social event with the local 
population to enable troops to interact with them and not 
consider them a threat or aliens. This will build mutual 
trust and understanding; however the code of conduct 
must be adhered to. 

 
During the mission 

Rotate troops when deployed in smaller units fre-
quently so that monotony and boredom do not settle in. 

Encourage excursions to places of interest in an organ-
ized manner, provided the situation permits. 

Ensure a proper diet. 

Ensure close interaction between the soldiers and offi-
cers in order to help identify stress indicators. 

Encourage those soldiers showing signs of anxiety to 
seek spiritual and medical counselling. 

Explain the necessity of taking preventive drugs, e. g. 
anti malaria, and the adverse effect of not doing so. 

After a traumatic incident commanders must have a 
detailed debriefing session, not restricted to the military 
aspect and performance only, but also analyse the effect it 
may have on troops and how it should be seen/observed. 
Explain to those who did not participate what not to do. 
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In case an individual is involved in a case of conduct 
and discipline, he is likely to bring shame on all others. 
Members of other contingents may pass derogatory re-
marks. Discuss it with all soldiers of the unit and explain 
how it is to be handled. A sense of resentment is exhibited 
by others when a single individual act is used by the lead-
ership to see all others in the same light.  

Establish and leave behind a dedicated family man-
agement team in the home country which can help resolve 
the problems of the families left behind. This must be 
known and made available to troops in the mission area 
also, so that they can also communicate their problems, 
and a mechanism should be put in place to communicate 
the solutions to them.  

Commanders at all levels must develop a habit of lis-
tening and not hearing only.   

Ensure max physical activity in the mission area, it is 
the best stress reliever. 

Organise rest and recreation for all soldiers. 

Senior leadership like Sector Commanders/Force 
Commander/SRSG must visit soldiers in the field fre-
quently and interact with them. 

Inter-contingent competitions/interaction must be or-
ganised as frequently as possible; it helps to divert atten-
tion and soldiers look forward to such events. 

 
Before returning 

Prepare a leave plan for all and announce it before de-
parture so they can prepare mentally as to when they will 
be proceeding on leave.  
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Prepare a list of those suspected of having developed 
stress disorders so that they can be referred to medical au-
thorities to seek assistance immediately on return. 

 

Post-mission phase 

Ensure all troops avail leave. 

Give time to adjust to the change in environment. 

Keep individuals suspected of showing signs of stress 
under observation and encourage them to seek advice. 

Retain the comradeship/buddy system built up in the 
mission as far as possible when assigning duties to sol-
diers on return to their home country.          

 
Conclusion 

I have endeavoured to view the subject from the per-
spective of a soldier and a field commander and not as a 
psychologist. What we as leaders have to understand is 
that stress has its good and its bad sides.  

Stress becomes a problem when it occurs too often, 
lasts too long, and is too severe.  In these circumstances 
distress occurs.  It is extremely important to note that what 
may be distressful for one person may not necessarily be 
distressful for someone else.  Your perception of the 
event, that is, the degree of threat one feels, and the 
amount of control one has over the circumstances most of-
ten determine the degree of distress you will experience.  

Some factors which influence your perception and 
your control of distress are who you are and what your 
past experiences have been.  Your education, your skills, 
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your philosophical approach to life, your age, your sex, 
your fitness level and your personal esteem are all factors 
which can influence the degree to which you will be affec-
ted by a given distressful event or a series of events.  

Therefore, we must ensure that we regulate it in such a 
manner that we derive the most from its positive effect and 
not let it be converted into a negative force which 
constrains our output. 

In the end it boils down to a problem which can be 
seen in simple terms as a command and leadership prob-
lem; and good leaders should never allow it to hamper the 
work of their men lest it leads to events one may not want 
to happen. 
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Ruvie Rogel 
 

The EBO- Emergency Behaviour Officer 
A commander's channel to understand and manage the 

behaviour of the population and the units in time of 
crisis 

 
Major emergencies have become more frequent duing 

the last decade, they affect more and more people, disrupt-
ing essential services and slowing the process of sustain-
able human development. (Mass Casualty Management 
System, Strategies and guidelines for Building health sec-
tor capacity, WHO 2007) 

Human behaviour aspects are gradually being ac-
knowledged as critical to the emergency management of 
such emergencies, through all their stages. Emergency 
managers, including emergency units are required to place 
human behaviour consideration within their operational 
procedures. In fact, knowledge of expected human behav-
iour of the treated population and of the emergency units 
as organizations and as individuals is a powerful tool in 
the hands of decision makers and emergency managers.  

Recognition of the centrality of human aspects of ma-
jor emergencies led 168 Governments to adopt in January 
2005 a 10-year plan to make the world safer from natural 
hazards at the World Conference on Disaster Reduction 
held in Kobe, Hyogo, Japan. The Hyogo Framework for 
Action (HFA) is a global blueprint for disaster risk reduc-
tion efforts during the next decade. Its goal is to substan-
tially reduce disaster losses by 2015 - in lives, and in the 
social, economic, and environmental assets of communi-
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ties and countries thus building the resilience of nations 
and communities to disasters (HFA report 2009). 

The Framework offers guiding principles, priorities 
for action, and practical means for achieving disaster resil-
ience for vulnerable communities. Priorities for action in-
clude:  

• Ensure that disaster risk reduction is a national and 
a local priority with a strong institutional basis for 
implementation.  

• Identify, assess and monitor disaster risks and 
enhance early warning.  

• Use knowledge, innovation, and education to build 
a culture of safety and resilience at all levels.  

• Reduce the underlying risk factors. 
• Strengthen disaster preparedness for effective 

response at all levels. 

Communities and countries are facing mass emergen-
cies (ME) caused by natural disasters as well as human 
made disasters such as terrorism, wars, industrial acci-
dents, and transportation catastrophes. The negative con-
sequences of disasters and terrorist activities are multifold. 
The initial focus of attention is on measures to protect the 
population. World Health Organization (2007) states in 
'Strategies and guidelines for building health sector capac-
ity' that all governments have a responsibility to protect 
public safety and provide emergency relief in a crisis. 
WHO reminds all governments and agencies that "there is 
also an important public health issue at stake" (p 10) and 
that includes mental health and Psychosocial needs. 

EU Council of Home Affairs concluded in its report 
of June 2010 that all member states are encouraged to in-
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clude in their respective civil protection systems, psycho-
social assistance for the victims of major disasters. This 
conclusion was founded on the premises that " in recent 
decades international bodies and initiatives have addressed 
risk and disaster prevention by encouraging and recom-
mending the application of measures to develop personal 
and social resilience in the face of threats and disasters; 
(3018th JUSTICE and HOME AFFAIRS Council meeting 
Luxembourg, 3 June 2010).  

The council also pointed out to empirical evidence 
that those affected by disaster may have psychosocial ex-
periences affecting their personal health and the health of 
their community (Galea et al. 2005,Norris et al. 2002, Fra-
guas et al 2006, Gabriel et al 2008 Whalley and Brewin 
2007). The council includes first responders- emergency 
service personnel and other staff categories present on site 
as possibly being psychosocially affected by the impact of 
working in critical situations. 

The impact of major events and disasters on the psy-
chosocial well being of the population is magnified by the 
media thus including mass populations within the cycle of 
vulnerability (Rosenfeld, Caye, Lahad & Gurwitch 2010) 
and demanding emergency managers to come up with 
adequate solutions. 

 
Population behaviour 

Population's behaviour in past events may indicate to 
future behaviour in critical incidents and disasters. The 
'Goiânia (Brazil) accident' is an example of a mass 
population reaction to a critical event. It was a radioactive 
contamination accident that happened on 13 September 
1987. An old nuclear medicine source was scavenged 
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from an abandoned hospital site in the city. It was 
subsequently handled by many people, resulting in four 
deaths and serious radioactive contamination of 249 other 
people. Hospitals were overwhelmed by 130,000 people 
out of which 250 manifested signs of radiation. 
Eventually, 20 people showed signs of radiation sickness 
and required treatment. The overwhelming feature in 
terms of population behavior was that out of the first 
60,000 people that were medically examined- 5000 (8%) 
showed contamination symptoms in spite the fact that they 
were never exposed.    

The story of Goiania is an example of an event that 
rapidly becomes a population behavior event. Another 
moderate example is the Israeli population reaction during 
the 30 days armed conflict on the northern border between 
Israel and the Hezbollah forces, the ratio of stress related 
injuries surging the hospitals ER's  in the affected areas 
was  1:25-1:40 with a case where children were killed that 
went up to 1:51. The Israeli Ministry of Health proclaims 
that most casualties in disasters are stress related 
casualties. (Ben-Gershon) 

First responders 

Stress related behaviours may also affect performance 
of emergency responders either by secondary traumatisa-
tion and the effects of compassion fatigue (Fiegly, 1995) 
or by experiencing the traumatic event simultaneously 
with the people they are responding to. (Saakvinte 2002) 

Hurricane Katrina 2005 demonstrated ample examples 
for human aspects issues in regard to the responders them-
selves. New Orleans police department had fired on Octo-
ber 30 2005 51 of its people for abandoning shifts. Some 
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of those responders left their shifts and were never heard 
from again. Chief of the police was quoted saying "it isn’t 
representative of our department; we had a lot of heroes 
that stepped up after the storm".(  ) Another example is the 
story of Memorial hospital in New Orleans during Katrina 
where power failed by the flood water.  Doctors and 
nurses were overstretched and overtired. Patients were dy-
ing and evacuation seemed impossible. Some members of 
the medical staff stated talking about injecting drugs to pa-
tients and eventually there were some cases of euthanasia 
that were a subject of a major 2 year investigation by the 
Louisiana state attorney. The case was reported by the 
media. 

The first responders shared the same fate as the rest of 
the population. More than a million people have left New 
Orleans area before the storm. Evacuation orders and pleas 
were made by city mayor and President Bush before hurri-
cane Katrina made landfall in New Orleans, urging the 
population to evacuate. More than 100,000 people refused 
to leave the city (out of a population of 455,000). CNN 
writer described their behaviour as "gambling on their 
lives" (CNN August 29, 2005). Reasons for evacuation re-
fusal ranged from a belief that there was enough protec-
tion from the storm, to a desire to protect property, to daily 
practices such as lack of funds for transportation, the date 
of the evacuation that was one day before pay checks, and 
relying on past experience as hurricane Ivan evacuation 
left memories of 6-10 hours of traffic lines and illness re-
lated to older people being stalled in those lines. 

These examples and a host of other incidents may 
have been differently handled if the decision makers, 
emergency managers, and unit's commanders were able to 
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consult with a psychosocial professional that could have 
assisted them in understanding the characteristics of the 
situations and the expected behaviour of the population 
and first responders as well as other units.  

 
Soldiers and units under stress 

Unit commanders are faced with soldiers' behaviour 
under stress that may influence performance of the sol-
diers and consequently that of the entire unit. Yair Bar 
Haim, a professor in Tel Aviv University found that de-
spite popular thinking, soldiers under stress become less 
vigilant to threats, rather than more sensitive to them. The 
soldiers become disassociated and tuned-out (in Shipley 
2010). 

Other indications of soldiers' reactions to battlefield or 
military activity are given by Steinberg & Kornguth 
(2009) stating that "Full-spectrum warfare places a heavy 
cognitive burden on the soldier that may exceed normal 
adaptive stress response mechanisms".  It is therefore cru-
cial in their mind to understand the effects of battlefield 
stressors on physical and cognitive performance, decision-
making, and adaptation. 

Science Daily (2008) — reports based on a study 
published on British Medical Journal website a threefold 
increase in new cases of self reported post-traumatic stress 
disorder symptoms among combat-exposed military 
personnel since 2001. Another report (2008) follows two 
new studies showing that migraine headaches are very 
common among U.S. military personnel, yet the condition 
is frequently under diagnosed. The studies, appearing in 
Headache, the peer-reviewed journal of the American 
Headache Society, examine the incidence among soldiers 
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within 10 days of returning from a 1-year combat tour in 
Iraq, as well as U.S. Army officer trainees. 

These reports and others may establish the claim that 
soldiers in line of duty may develop stress symptoms that 
require attention. Bartone (2009) applies the concept of 
hardiness to the context of military operational stress, and 
argues that highly effective leaders can increase hardy, re-
silient responses to stressful circumstances within their 
units. 

Thus, commanders and emergency managers are 
faced with the psychosocial implications of the population 
and on the other hand with possible consequences of psy-
chosocial difficulties of soldiers or responders. Command-
ers and emergency managers are rarely trained to identify 
these phenomena and respond to them. They need a psy-
chosocial professional as part of their command or staff to 
advise them on that discipline.   

 
Emergency Behaviour officer -EBO 

The EBO- Emergency Behaviour Officer, otherwise 
known as PBO- Population Behaviour officer is a psycho 
social professional within a unit whose function is to ad-
vise the emergency management systems in assisting the 
managers and/or commanders understand the situations 
and follow the psychosocial needs with recommendations 
for assistance and solutions. The other path of the EBO's 
task is to monitor the effects of the event on the forces and 
units and assist in coping with psychosocial difficulties. 

As a member of an emergency management team or a 
unit command the EBO relies in the process of the inter-
vention on preparation processes both within the popula-
tion and the forces or units. Prior knowledge of the com-
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munity (population and/or responders or units) is impor-
tant. Knowledge of the community or organisation's resil-
ience is a working tool. 

The work of the EBO premises on some basic as-
sumptions: 

• Continuity- The role of the EBO is to help the 
individual, family, organisation or community 
maintain functionality, and other 
continuities(cognitive, social, historical) so that the 
client/s are returning to functioning as quickly as 
possible. 

• Social systems- EBO's work within multi levels, 
multi systems, multi disciplines and with short and 
long term implications. They are expected to 
synchronise and work together with others 
throughout all vulnerability circles. 

• Empowerment- guidance for individuals and 
organisations to find means and coping 
mechanisms to assume responsibility and help 
themselves. 

• Proactivity - the work of EBOs is proactive and 
direct. 

• Ripple effect- the assistance processes will 
disseminate through the community thereby 
increasing the numbers of individuals and units 
empowered and active.  
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• Communication- information and education are the 
main tools to work with the population and the 
responders. 

• Intervention versus treatment- In a crisis situation 
the EBO focuses on the here and now. 

• Dignity- maintaining the individual or community 
dignity through empathy and support.  

 
Population's behaviour Evaluation (PBE) 

The purpose of PBE is to formulate operational rec-
ommendations to support the essential needs of the popu-
lation, within the different vulnerability circles. The proc-
ess is based on a status report followed by analysis of 
contributing factors, possibilities and recommendation for 
action which is then translated to operational terms.   
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Status report may be created through varying sources:  

Figure 1: Sources 
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The data gathered from the various sources is then 

processed through verification processes, understanding of 
the implications, and drawing of conclusions and recom-
mendations. 

The EBO as part of the first responders unit in a mass 
emergency is expected to respond to the needs of the 
population, those being:  

• Rescue 

• Contact with family and relatives 

• Orientation, information and understanding  
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• Control over the situation  

• Relating to properly 

• Restoration of basic faith  

The EBO's engagement in rescue efforts is generally 
concerned with portraying the population status as part of 
the overall decision making process of the unit command. 
In the case of the need for information and contact with 
relatives, the EBO may be very active and central in set-
ting up information centers and meeting points.  

The information center is primarily a help center to 
locate family members and relatives and the EBO is in 
many occasions a liaison between responders or army 
units and civil services such as a municipality. Information 
from all sources is gathered by the information center and 
help lines are at the service of the community. 

Lack of information may be a severe stressor. Infor-
mation is a source of orientation and understanding of the 
situation. On the other hand it may also be intentionally or 
unintentionally used to manipulate the population such as 
in rumors. Sandman (2001) warns emergency risk com-
municators of mistakes that may be done in the process. 
He lists a long list of do's and don'ts. Of the most impor-
tant is the recommendation to be honest and accurate in 
delivering massages, acknowledging uncertainty and le-
gitimate fears, and giving people things to do in a way that 
allows them choices. Covello offers to demonstrate empa-
thy, competence, honesty and commitment to create trust 
and credibility.  

The EBO serves as a consultant to the emergency 
managers or commanders on messages to the public and 
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means of their delivery, including the setup and choice of 
words. Sandman's formula; risk=hazard + outrage coined 
in the 1980's appears as a logo in his websites publication, 
research, and papers is the cornerstone of the EBO's task 
in managing outrage through risk communication. Sand-
man writes that "a growing body of research indicates that 
people assess risks according to metrics other than their 
technical seriousness: these factors include trust, control, 
voluntariness, dread, and familiarity". 
(http://www.psandman.com/index-OM.htm"). 

The role of the EBO is to assess these rage factors in 
the community or organization and advice managers or 
commanders on proper ways of handling them. 

The EBO is also expected to assist the community in 
restoring its control over the situation and promote self 
help and recovery efforts. In this capacity the EBO is pri-
marily a liaison between the affected population and the 
authorities as it is important to note that EBOs that are part 
of first responders or rescue units are not substitutes for 
the agencies in charge of working with the population. 

In the recovery phase within the units, EBOs are ex-
pected to initiate psychological debriefings or other venti-
lation and closure interventions which they may either 
moderate themselves or preferably encourage commanders 
and peers to moderate within their units. 

EBOs may also be found in government, industrial or 
business organizations. In each organization they may take 
a unique characterization, yet the role is always to consult 
emergency managers or commanders on the psychological 
behavior of the population and thus help save life, prop-
erty and well being of the population and of the helpers.        
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Brenda K. Wiederhold & Mark D. Wiederhold 

 

PRE-DEPLOYMENT STRESS INOCULATION 

TRAINING 
 

This paper discusses new developments in the incorpo-
ration of VR simulations and physiological monitoring 
and feedback in Stress Inoculation Training (SIT) which 
may be applicable to NATO multinational medical opera-
tions. An area in which VR is contributing to success is in 
prevention or attenuation of stress-related reactions 
through SIT. SIT is a type of training used to prepare indi-
viduals for stressful situations (such as military missions, 
natural disasters first response or medical emergencies), 
diminishing the potential for a negative psychological 
reaction like Posttraumatic Stress Disorder (PTSD). In 
cognitive-behavioral therapy, SIT is accomplished through 
gradual, controlled, and repeated exposure to a stressor. 
The goal behind this exposure is to desensitize the person 
to the stressful situation, avoiding a panic or ‘fight or 
flight’ response to the real thing. This not only allows the 
individual to accomplish the tasks at hand in a stressful 
environment, but also may act to prevent long-term psy-
chological reactions to stress such as PTSD. Through a re-
latively new area, several researchers have begun to use 
VR to enhance SIT techniques. The results to date appear 
to be quite promising.  

The Virtual Reality Medical Center is a world leader 
in applying virtual reality technology in combination with 
physiological monitoring and feedback for training, ther-
apy, and emerging applications. VRMC is also focused on 
developing a comprehensive protocol to address an array 
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of needs for military personnel and civilian first respon-
ders as well as emerging technologies for various security 
and intelligence operations. For over a decade, the VRMC 
has been using simulation technologies in three main 
areas: 1) treating patients with anxiety disorders, including 
PTSD, 2) training for both military and civilian populati-
ons, 3) pain management, 4) cognitive and physical reha-
bilitation and 5) enhancement of various educational pro-
grams.  

 

Virtual Reality 

VRMC currently uses virtual reality exposure therapy 
(VRET) (3-dimensional computer simulation) in combina-
tion with physiological monitoring and feedback to treat 
panic and anxiety disorders. These conditions include spe-
cific phobias such as fear of flying, fear of driving, fear of 
heights, fear of public speaking, fear of thunderstorms, 
claustrophobia, agoraphobia, arachnophobia, social pho-
bia, panic disorder, and post-traumatic stress disorder due 
to motor vehicle accidents. General stress management 
and relaxation skills are taught for stress-related disorders. 

After an intake session and skill building sessions to 
teach the patient how to control automatic responses to 
anxiety-provoking situations, the therapist and client col-
laborate to create a hierarchy of anxiety-inducing situa-
tions. In careful, controlled stages, the client is exposed to 
these virtual experiences that elicit increasingly higher le-
vels of anxiety. Each stage can be repeated until the client 
is comfortable with the experience and satisfied with their 
response. At every step, the therapist can see and hear 
what the client is experiencing in the virtual world. If the 
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level of anxiety becomes overwhelming, the client can re-
turn to a less stressful level of treatment, or simply remove 
the head-mounted display and exit the virtual world. 

 
Next Generation Injury Creation Science 

To help medical personnel train for combat or peace-
keeping missions, natural disasters or medical emergen-
cies to overcome the shock effect of trauma work while 
also sharpening their medical skills, VRMC conceptual-
ized and developed Injury Creation Science (ICS), a suite 
of wearable simulated wounds. ICS very realistically 
replicates a number of battlefield injuries such as eviscera-
tions, blast injuries, penetrations, and burns. Selections of 
these wounds are now available in a portable, ruggedized 
kit designed for battlefield trauma training. The ICS Simp-
le Kit allows for the application of prosthetic entry, exit, 
and shrapnel wounds for live training exercises. ICS is ba-
sed on principles of surgical simulation to enhance medi-
cal training, yet it is fundamentally different from compu-
ter and mannequin-based models, which present technical 
challenges and compromised realism. The goal of our 
trauma training program is to provide immersive training 
that not only simulates injuries but also allows combat 
medics to practice actual medical procedures common to 
the battlefield. The next generation kit  (Dynamic Kit) inc-
ludes the materials required to train emergency medical 
personnel in performing a cricothyrotomy and chest tube 
insertion and managing dynamic bleeding wounds. The 
Simple Kit was validated during extensive factory testing 
and a training exercise at the University of Florida (UF) 
Center for Simulation Education and Safety Research 
(CSESaR). Each kit includes 76 prosthetic appliances of 
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the same skin tone along with the peripheral items requi-
red (e.g. adhesive, remover, makeup, simulated blood, ap-
plication supplies, etc.). ICS is compatible with modeling 
injuries on human actors, patient simulators, and stand-
alone devices. This project is supported by funding from 
U.S. Army Research, Development, and Engineering 
Command (RDECOM) and Telemedicine and Advanced 
Technology Research Center (TATRC). 

 
Description of SIT 

SIT is a flexible, individually tailored multifaceted 
form of cognitive-behavioral therapy. A three-phase inter-
vention is employed. In the initial conceptualization phase 
a collaborative relationship is established between the 
clients and the therapist (trainer). Clients are ‘educated’ 
about the nature and impact of stress and the role of both 
appraisal processes and the transactional nature of stress 
(i.e., how clients may inadvertently, unwittingly, and 
perhaps, even unknowingly, exacerbate the level of stress 
they experience). They are also encouraged to view per-
ceived threats and provocations as problems-to-be-solved 
and to identify those aspects of their situations and reacti-
ons that are potentially changeable and those aspects that 
are not changeable. The clients are taught how to break 
down global stressors into specific short-term, intermedia-
te and long-term coping goals (Meichenbaum, D., 1977). 

As a result of interviewing, psychological testing, 
client self-monitoring, and reading materials, the clients’ 
stress response is reconceptualized as being made-up of 
different components that go through predictable phases of 
preparing, building up, confronting, and reflecting upon 
their reactions to stressors. The specific reconceptualizati-
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on that is offered is individually tailored to the client’s 
specific presenting problem (e.g. anxiety, anger, physical 
pain, etc.).  

The second phase of SIT focuses on skills acquisition 
and rehearsal. The coping skills that are taught and practi-
ced primarily in the clinic or training setting, are tailored 
to the specific stressors clients may have to deal with (e.g., 
chronic illness, traumatic stressors, job stress, surgery, mi-
litary combat, etc.). The specific coping skills may include 
emotional self-regulation, self-soothing and acceptance, 
relaxation training, self-instructional training, cognitive 
restructuring, problem-solving, interpersonal communica-
tion skills training, attention diversion procedures, using 
social support systems and fostering meaning-related acti-
vities. 

The final phase of application and follow through pro-
vides opportunities for the clients to apply the variety of 
coping skills across increasing levels of stressors (inocula-
tion concept as used in medical immunization or in social 
psychology to prepare individuals to resist the impact of 
persuasive messages). The techniques employed are: 
imagery and behavioral rehearsal, modeling, role-playing. 
In order to further consolidate these skills individuals may 
even be asked to help others with similar problems (Fre-
mouw & Harinatz, 1975; Meichenbaum, 1994). Relapse 
prevention procedures (i.e., identifying high risk situati-
ons, warning signs, and ways to coping with lapses), attri-
bution procedures (i.e., ensuring clients take credit for and 
appropriate ownership by putting into their own words the 
changes that have taken place), and follow-through (i.e., 
booster sessions) are built into SIT. 



60 

The stress an individual experiences is often endemic, 
institutional and unavoidable. SIT has often helped clients 
to alter environmental settings and or worked with signifi-
cant others in altering environmental stressors (e.g., hospi-
tal staff for medical patients, Kendall, 1983; coaches for 
athletes, Smith, 1980; drill instructors for recruits, Novaco 
et al., 1983; and so forth). SIT recognizes that stress is 
transitional in nature and is necessary, on some occasions, 
to go beyond individual and group interventions and to 
adopt a community based focus. 

SIT was originally designed for use with multiple po-
pulations of individuals. Often thought of as “mental ar-
mor”, SIT helps to “inoculate” individuals to future poten-
tially traumatizing stressors, teaching them to 
psychologically deal more effectively with the stressors. In 
1988, a National Research Council study on enhancing 
military performance found that when a person is given 
knowledge of future events, stress surrounding those 
events is then reduced. In general, this occurs because 
stress is associated with a new, novel task. Stress training 
therefore renders the task less novel and improves the trai-
nee’s self-efficacy, which in turn improves performance.  

During preventative SIT, the trainee “experiences” 
highly stressful situations in a virtual environment while 
being physiologically monitored. Repeated exposure 
enables personnel to gradually become desensitized to 
stimuli that may initially elicit such strong physiological 
arousal that performance is impeded (i.e., “freezing in the 
line of fire”) and psychological trauma is more likely. In 
SIT, individuals are provided with a tool kit of coping 
strategies, thus allowing them to construct a personalized 
coping package and choose those strategies most efficaci-



61 

ous for their individual needs and for the particular situati-
on. These skill sets are developed with the goal of helping 
with immediate needs as well as future stressful situations 
in a proactive defense against trauma. Some of the traditi-
onal components used in a SIT regimen include didactic 
teaching, problem solving, cognitive restructuring, imagi-
nal rehearsal, behavioral rehearsal, relaxation training, 
self-instruction, self-monitoring, and self-reinforcement.   

SIT builds on our clinical work with exposure therapy 
for anxiety disorders, including PTSD, and our work in 
developing and testing SIT protocols to prepare troops for 
deployment to war zones. In addition to the training provi-
ded to U.S. forces, we have to-date provided training to 
coalition troops including those in Croatia, Romania, Po-
land, and Hungary. Providing over 8,000 treatment sessi-
ons for a variety of psychological disorders through a 
combination of cognitive-behavioral therapy and physio-
logical monitoring, we note that successful treatment of 
stress and anxiety-related disorders is achieved through 
skills-based exposure training to increasingly stressful si-
tuations, allowing the patient to over-learn coping skills 
and develop a sense of mastery, with the ultimate goal of 
improved performance and self-confidence in one’s abili-
ty. 

Significant transfer of skills from virtual training to re-
al-world exercises has been demonstrated in experiments 
with the U.S. Army, Navy SEALs and Corpsmen, Marine 
Corps, Coast Guard, and Drug Enforcement Agency per-
sonnel. Repeated exposure to stressful stimuli combined 
with immediate physiological feedback, provides the tools 
for helping law enforcement personnel achieve peak per-
formance. In addition to providing state-of-the-art training 
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for military law enforcement and first responders, other 
uses include trauma care training for the civilian populati-
on and scenarios for mental health care delivery. 

We have studied lessons learned from the tactical deci-
sion-making under stress (TADMUS) exercise, which re-
sulted from the mistaken shooting down by the U.S. Navy 
of a commercial Iranian airliner. The study has some im-
portant information about training in virtual worlds and 
other types of simulated environments. 
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Table 1. Application of VRMC SIT Training Paradigm 
Based on TADMUS and Applied to Medical Training 

 
 

TADMUS 
VRMC 

(Civilian) 
VRMC 

(DARPA) 
VRMC 

(RDECOM) 

  
Stress Exposure 

Training 

Cognitive 
Behavioral 
Therapy 

Student State 
Individual 
Training 

Combat 
Medic Train-

ing 

Education Information pro-
vision 

Patient 
education 

Individual trai-
ning 

 Skills Trai-
ning 

Skill Building Skill acquisition 
and practice 

Physiologi-
cal feed-
back and 
training 

Stress inocula-
tion, skill ac-
quisition and 
practice 

 Improved 
performance 
under stress 

Cognitive Sche-
ma 

Confidence 
building – appli-
cation and prac-
tice 

Cognitive 
coping 
techniques, 
desensitiza-
tion in vir-
tual reality, 
then in 
vivo (real 
life) 

Cognitive 
thought proc-
esses – ex-
pected behav-
iors, sequence 
of procedures 

Correctly 
follow medi-
cal algo-
rithms 

Degree of Expo-
sure 

Over-learn Over-learn Over-learn Over-learn 

Training Genera-
lization 

Training general-
izes to real-life 
missions 

Therapy 
generalizes 
to real-life 
situations 

Training gen-
eralizes to real-
life tasks and 
missions 

Training 
generalizes 
to real-life 
tasks and 
missions 

Content Genera-
lization 

Skills generalize 
to novel tasks and 
novel stressors 

Other pho-
bias not 
specifically 
trained 
show im-
provement 

Skills general-
ize to multiple 
missions and 
tasks 

Skills gener-
alize despite 
unique anat-
omic attrib-
utes 

Method of Expo-
sure 

Gradual increase 
in stressors re-
sults in skill 
building 

Gradual 
exposure is 
important 

Train in neutral 
environments, 
then in tactical 
situations 

Train in in-
creasingly 
difficult en-
vironments 
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TADMUS 

VRMC 
(Civilian) 

VRMC 
(DARPA) 

VRMC 
(RDECOM) 

VR Advantages Virtual reality 
simulations cru-
cial in allowing 
for a gradual in-
crease in stress-
ors 

Virtual re-
ality simu-
lations al-
low for 
over-
learning 
and gradual 
exposure to 
increas-
ingly in-
tense situa-
tions 

Training on 
simulators is as 
effective as 
training in real-
world settings 

Virtual train-
ing for medi-
cal applica-
tions is 
underdevel-
oped   

Internal Belief A sense of con-
trol and mastery 
occurs 

Self-
efficacy 
and a sense 
of mastery 
occurs 

Sense of confi-
dence and mas-
tery of skill 
sets occurs 

Sense of con-
fidence and 
mastery of 
skill  sets oc-
curs 

Ongoing Support Refresher ses-
sions provide 
maintenance of 
skills 

Booster 
sessions 
provide 
mainte-
nance of 
skills 

Strong user ac-
ceptance and 
portability pre-
vent skill dec-
rement 

Refresher 
training and 
recertifica-
tion are pos-
sible 

Pace of Exposure Initial exposure 
to high-
demand/high-
stress conditions 
does not result in 
skill development 
and generaliza-
tion 

Flooding 
does not 
result in 
develop-
ment of 
skills   

Temporal con-
tiguity of simu-
lation training 
to real-world 
training is im-
portant in skill 
building 

Gradually 
increase the 
complexity 
of medical 
complica-
tions for 
mastery 

Order of Exposu-
re 

Develop basic 
physiological 
control strategies 
first to control 
stress/reduce at-
tention allocated 
to emotions 

Teach phy-
siological 
control first 

Complete the 
cognitive and 
associative 
phases of 
learning first 

Pairing of 
cognitive and 
stress hard-
ening skills 
is preferred 
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TADMUS 

VRMC 
(Civilian) 

VRMC 
(DARPA) 

VRMC 
(RDECOM) 

Quality of Expo-
sure 

Absolute fidelity 
is not necessary 
or desirable 

Virtual re-
ality simu-
lations bet-
ter than 
real video 

Face validity 
and low fidel-
ity are re-
quirements for 
successful 
completion of 
the cognitive 
and associative 
phases of 
learning  

Fidelity and 
continuous 
improvement 
in physical 
characteris-
tics is impor-
tant 

Lessons Learned Take-home mes-
sage: “An effec-
tive method for 
reducing anxiety 
and enhancing 
performance in 
stressful envi-
ronments. The re-
sults of this 
analysis should 
clearly encourage 
further applica-
tion and re-
search" (Cannon-
Bowers and 
Salas, 1998). 

Take-home 
message: 
CBT re-
duces anxi-
ety, results 
in higher 
levels of 
function-
ing, and in-
creases 
quality of 
life. 

Take-home 
message: The 
laptop simula-
tor is an effec-
tive method of 
training indi-
viduals to carry 
out mission-
specific tasks. 

Take-home 
message: 
Combining 
both medical 
skills and 
stress hard-
ening is cru-
cial not only 
for optimal 
performance 
but the pre-
vention of 
PTSD. 
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Table 2. VRMC/DARPA Results 
 

Activity Performed VR Trained Scores Non-VR Trained Scores 

Proper ID & Breach 
Technique 

Utilized proper brea-
ching tool 100% of the 
time. Identified outward 
door 27.8% more effec-
tively. 

Utilized the proper tool 
80% of the time. 

Room Clearing 5-man team took an ave-
rage of 9 seconds to 
clear the room. 

Took an average of 11 se-
conds. 

Take Down Objective Took 21 minutes to se-
cure the objective with 
100% accuracy. 

Took 23 minutes with only 
93.8% accuracy. 

Sketching the House Exhibited 80% accuracy 
and sketched house in 4 
minutes. 

Exhibited 50% accuracy 
and sketched house in 6 
minutes. 

Identify Contraband, 
Weapons, and Other 
Significant Materials 

Correctly identified and 
collected 50% of these 
materials. 

Only identified and collec-
ted 30% of these materials. 

Fastrope Total time of 1,256 se-
conds. (17.2% faster) 

Total time of 1,517 se-
conds. 

Caving Ladder Total time of 1,657 se-
conds. (8.3% faster) 

Total time of 1,807 se-
conds. 

 
 

VRMC has sufficient evidence that this training trans-
fer theory is valid. The improvement in performance fol-
lowing the virtual training suggests the anticipated benefit 



67 

was indeed realized. In every category tested, the VR trai-
ned soldiers completed the missions faster and had better 
accuracy in doing so, thus proving that skills learned do 
transfer from VR to real-world training. 

In another DARPA funded study, we evaluated the 
physiological responses of trainees during a virtual combat 
medic video game task performance. In this experiment 
combat medics who were inserted into dismounted patrols 
encountered a variety of medical emergencies while under 
fire. These scenarios were sufficiently challenging that 
significant physiological arousal occurred during the per-
formance of the virtual tasks. Our ongoing research will 
continue to evaluate performance and training transfer 
metrics while trainees undergo performance of trauma, tri-
age, assessment, and treatment protocols. Our model for 
training medical personnel is in part based on the original 
TADMUS study, which we used initially to construct a 
training paradigm for improving urban warfare skills. We 
believe this theoretical model will be useful in construc-
ting and then validating the most effective model in the 
training of medical personnel.  

Another significant advantage of the NG-ICS program 
is that it may substitute for the treatment of real life inju-
ries, which are very difficult to schedule and arrange ap-
propriate training for. There remains much work, however, 
when considering the most important and the most ap-
propriate training outcomes for medical personnel. 

In the Phase II DARPA study, groups of participants (a 
total of 970) performed tactical exercises in a virtual envi-
ronment before performing similar tasks in a real-world 
training environment. When compared with control groups 
who received no virtual training, the VR groups scored 
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higher in every exercise. For example, the VR group 
completed a weapons search of a house about 2 minutes 
faster than the group without VR training. The non-VR 
group, for all trials, located and cleared rooms successful-
ly, but 2 exercises resulted in teams clearing rooms mul-
tiple times (93% accuracy). The VR group, for all trials, 
located and cleared rooms successfully with no rooms 
cleared multiple times (100% accuracy). Playing a task-
irrelevant video game before performing the real-world 
exercises produced a statistically insignificant change in 
performance. 

In the second part of the study, one group trained on 
the virtual shoot house via laptop computer for 10 minutes 
before entering the shoot house. A control group was mo-
nitored over 4 runs in the real-world shoot house without 
any virtual training. Then the groups’ performances were 
compared. The result showed that 10 minutes on the lap-
top produced the same result as 4 runs and 1 hour in the 
real world shoot house. Essentially, the study’s investiga-
tors saw that virtual training can reduce real-world training 
by 75% in terms of training sessions. Feedback from the 
training officers suggests that VR training promoted criti-
cal thinking skills and improved participants’ ability to 
remain flexible and adapt to unknown and/or challenging 
situations. Performance data also suggests that VR training 
facilitated teamwork (Wiederhold, 2003). 

The VRMC has provided VR SIT training systems for 
the U.S. Army’s Aeromedical personnel at Fort Rucker, 
AL. Data was collected during training (n = 63-75), and 
trainees will now be tracked once they return from 
deployment. Preliminary findings with a sample of 25 me-
dics suggest that those who learned coping techniques du-
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ring the VR training exhibited lower levels of stress than 
the control group (Stetz, Long, Schober, Cardillo, & Wild-
zunas, 2007). Uses for the data may include: 1) studying 
the relationship between physiological arousal and per-
formance outcomes; 2) evaluating adjunctive training 
techniques (such as relaxation training) to manage physio-
logical arousal and enhance performance; and 3) longitu-
dinal tracking of personnel physiological levels during 
training to determine the fidelity of the relationship bet-
ween blood pressure/heart rate and combat operational 
stress reactions (COSRs) and PTSD, which could eventu-
ally act as a predictive tool for screening troops before 
they are deployed (Stetz, Wildzunas, Wiederhold, Stetz, & 
Hunt, 2006a; Stetz, 2007; Stetz, Thomas, Russo, Stetz, 
Wildzunas, McDonald, et al., 2007). 

In addition to decreasing stress, SIT for military per-
sonnel is designed to improve performance. Training un-
der stressful conditions pre-deployment improves perfor-
mance by training personnel to recognize signs of 
physiological and emotional arousal and control their 
stress levels. In our ongoing SIT studies, we train military 
personnel in virtual environments such as an Iraqi village, 
a shoot house, or a ship. These simulations can be viewed 
on desktops, laptops, through a head-mounted display 
(HMD), or as a 3-wall CAVE (computer automatic virtual 
environment) projection system, depending on the needs 
of the specific population to be trained. This training is 
then transferred to real-world exercises in structures de-
signed specifically for tactical training. This ensures a 
transfer of training from virtual to real world, with reme-
diation if skills have not been learned sufficiently. We also 
have worked variously with civilian medical personnel, 
US Coast Guard groups, SWAT Teams, and police of-
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ficers to teach skill training, reduce stress, and ensure 
transfer of training to the real world setting with equal 
success. 

The VRMC, along with other organizations around the 
world, is hoping that this type of fully-immersive, custo-
mizable training can be used not only to enhance the skills 
of military personnel, but also others who perform in high- 
stress situations (doctors, emergency responders, etc.). A 
recent study has also examined the use of VR for medical 
team training (Lee et al., 2007). Finally, it is hoped that 
this type of training can act as a preventative measure 
against PTSD and other stress-related reactions. 

The outcomes of studies that have used VR for SIT are 
presented in Table 3. 

 

Virtual Reality for Stress Inoculation Training 

Similar to the use of VR for treating anxiety disorders 
like PTSD, VR can enhance the effect of SIT by providing 
vivid and customizable stimuli. For example, in a 2001 
study by Tarnanas and Manos, researchers hoped to train 
students in a procedure for evacuating their classroom af-
ter an earthquake. A group of 50 Greek children (30 
healthy preschool aged children and 20 children with 
Down Syndrome) were randomized to one of two VR 
conditions: behaviorally realistic avatars with unfamiliar 
faces or similar avatars with the faces of classmates. 
Children were then led by the avatars through a stress ino-
culation-training scenario on how to escape from their 
classroom in case of an earthquake. It was found that ava-
tars with familiar faces were superior in generating emoti-
on-focused variables such as fear-related coping abilities. 
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VR allows for environments to be customized to individu-
al situations, an attribute that can increase the efficacy of 
SIT not only for civilian training, but also for the military 
population. 

In a 2003 study, researchers used VR for training 120 
employees to cope with hostile work environment situati-
ons (Tarnanas, Tsoukalas, & Stogiannidou). They found 
that those who were exposed to VR environments with 
behaviorally realistic avatars performed better in post-tests 
than those in the other groups. 

A three-year study (completed in July 2005) sponsored 
by the Defense Advanced Research Projects Agency 
(DARPA), showed the effectiveness of even a low-fidelity 
laptop simulator to effectively train military personnel for 
stressful situations (Wiederhold & Wiederhold, 2006b). 
The purpose of the study was to maximize performance 
through advanced training techniques. One such technique 
was to implement training under stressful conditions and 
those that allow the individual to benefit from exposure to 
maximal variation in outcomes. 

Phase I results indicated that those trained in a VR si-
mulation while having stressors added (being shot at while 
tending to the wounded) were able to perform skills more 
effectively in the test phase of the study when compared to 
those trained in a “sterile” VR environment (no one shoo-
ting at them while tending to the wounded). Participants 
who trained under stress scored significantly higher in the 
test phase while those who trained in the sterile environ-
ment were pulled off task, which caused mistakes to be 
made (“patients died”). 
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In addition, physiological monitoring showed that tho-
se who trained under stress remained calm and relaxed in 
the test phase while the stress of those who trained in a 
sterile environment rebounded to near-initial levels. Phy-
siological testing showed that individuals were unaware 
when they were becoming too physiologically aroused and 
perhaps not in the optimum training state. Investigators 
were also able to see changes in heart rate, brain wave ac-
tivity, and skin conductance that correlated with peak per-
formance (Wiederhold & Wiederhold, 2004b). 

 
Table 3. The Use of VR in SIT. 

 
Year Author(s) Type of 

SIT 
Subjects VR Content Results 

2001 Tarnanas 
& Manos 

Children 
earth-
quake 
skills 

50 Earthquake 
scenario 

SIT success in 87% 
of children in the VR 
plus panic control 
therapy (PCT) group 
compared to 50% in 
the PCT and 33% of 
controls 

2003 Tarnanas, 
Tsoukalas 
& 
Stoigianni-
dou  

Work-
place 
skills 

120 Hostile envi-
ronment situa-
tions 

Behaviorally realistic 
avatar group per-
formed better in 
terms of cognitive 
appraisals, emotions, 
and attributions than 
the first-person per-
spective or WLC 
groups 

2004b Wieder-
hold & 
Wieder-
hold 

Combat 
and 
medical 
skills 

8 Warzone and 
evacuation 
images 

Those trained in a 
stressful VR simula-
tion were able to per-
form skills more ef-
fectively than those 
trained in a ‘sterile’ 
VR environment 
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Year Author(s) Type of 
SIT 

Subjects VR Content Results 

2006b Stetz, et al Military 
medical 
females 
prior to 
deploy-
ment 

1 Iraqi village 
and other 
scenes for 
combat and 
flight medics  

Preliminary results 
showed promising 
findings for VR as a 
prophylactic against 
combat stress 

2006 Wieder-
hold & 
Wieder-
hold 

Tactical 
and 
medical 
training 
for Iraq 

970 Iraqi village, 
ship, shoot 
house and 
other scenes 
for combat 
and medical 
personnel 

SIT produced effec-
tive transfer of skills 
to real world 

2007 Stetz, 
Long, 
Schober, et 
al 

Combat 
training 
for Iraq 

25 Iraqi village 
and other 
scenes for 
combat and 
flight medics  

Those who received 
VR SIT had a lower 
stress level than con-
trols 

 
 

Combining SIT and Medical Training for Combat 
Medics 

VRMC’s Student State Assessment, a 3-year study 
funded by the Defense Advanced Research Projects 
Agency (DARPA) completed in July 2005, included a 
combat medic training scenario in which medics received 
SIT training using the ICS simulator prototype. Building 
upon the successful completion of this project, we can 
now simulate bleeding resulting from “dynamic” injuries. 
In addition, trainees are able to cut the “skin,” insert a 
chest tube, and stitch the wound closed. (A lightweight 
metal plate underlying the suit protected the “patient.”) 
The feedback received from trainees was that it was the 
most intense, realistic training they had ever received.  
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The table below illustrates how we leverage all of our 
experience with related funded projects for this new effort 
to develop improved synthetic tissue for training medics in 
front line care, both in terms of hands-on medical instruc-
tion and stress management (Table 4). 
Table 4. VRMC Programs to Leverage for Synthetic Tis-
sue Development 

 
VRMC Programs Purpose How Leveraged 

TATRC Next Generati-
on Injury Creation Si-
mulator 

Train combat medics 
and other medical 
professionals 

injury creator prototype; 
testing protocols 

TATRC Stress Inocula-
tion Training (SIT) 
software for Aeromedi-
cal professionals 

Train flight surgeons, 
flight medics, and 
flight psychologists at 
USAARL, Ft. Ru-
cker, Alabama 

SIT training specifically for 
military medical personnel 

DARPA Virtual Shoot 
House Virtual Reality 
Videogame (VRVG) 

MOUT training and 
testing for joint forces 
and for echelon one 
combat trauma care 

SIT training specifically for 
military medical personnel 

ONR virtual reality 
software for PTSD 
treatment with SIT opti-
on 

Test VR therapy with 
136 US Navy Seabees 
and medical person-
nel who have acute 
PTSD stemming from 
combat exposure   

Combat medic training; data 
collected from training stress 
response both pre and post 
deployment 

TATRC Combat Medic 
using Virtual Reality 
Videogames  
(91W) 

Provide an inexpensi-
ve training tool that 
will allow medics to 
experience situations 
outside of their eve-
ryday training 

Medical and SIT training and 
testing for combat medics  
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Objective Measurements of Training Transfer 

An important part of the next generation injury crea-
tion science program is the ability to accurately quantitate 
the effectiveness of training. In general useful metrics al-
low for prediction of percentage of improved performance, 
reduction in the number of errors, and the overall efficien-
cy of the training program. We were able to develop very 
accurate and exacting training transfer metrics in our 
DARPA Student State Program. This program focused on 
urban warfare training in Iraq. Specific objectives such as 
room clearing, weapons identification and room takedown 
were accurately and objectively measured in both the vir-
tual training environment and the real performance envi-
ronment. To a certain extent this program provided easy to 
identify endpoints and metrics of success. For example, 
the time it takes to clear a room can be accurately measu-
red through analysis of video feedback.   

 

Virtual Reality Treatment for Posttraumatic Stress 
Disorder (PTSD) 

This is where VR can step in to enhance treatment. In 
recent years, VR has been shown to improve treatment ef-
ficacy for PTSD in survivors of many types of trauma, 
including motor vehicle accidents, war veterans, and those 
involved in the 9/11 World Trade Center attacks (Difede 
& Hoffman, 2002; Rothbaum et al., 1999; Walshe, Lewis, 
Kim, O’Sullivan, & Wiederhold, 2003; Wiederhold & 
Wiederhold, 2000; 2004. By placing people with PTSD in 
an environment where a trauma has occurred (in veterans 
it could be a virtual combat setting), and then having them 
slowly experience that situation in a controlled way, the 
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patient may begin to habituate to their PTSD symptoms 
and come to reappraise the instigating situation. This al-
lows emotional processing to occur, and may free PTSD 
sufferers from their intrusive memories and disturbing 
symptoms. 

There are a number of studies that have been con-
ducted using VR to enhance traditional treatments for 
PTSD. An initial case study using VR therapy to treat 
PTSD in Vietnam veterans was done in 1999 (Rothbaum 
et al). After exposure to virtual environments including a 
helicopter and jungle terrain, the patient experienced a 
34% decrease in clinician rated PTSD symptoms and a 
45% decrease in self-ratings. In a second study, ten vete-
rans were treated. Eight of these participants who were 
contacted at 6-month follow-up reported a decrease in 
symptoms ranging from 15% to 67%. Participants reported 
that intrusion symptoms were significantly lower 3 months 
after therapy, yet this statistical significance did not hold 
at the 6-month follow-up, though less avoidance and fewer 
intrusive thoughts were still visible (Rothbaum, Hodges, 
Ready, Graap, & Alarcon, 2001). 

More recent PTSD studies using VR with physiologi-
cal monitoring and feedback have yielded increased per-
centages of success (Wiederhold & Wiederhold, 2006, 
Wood, Murphy, Center, McLay, Reeves, Pyne, Shilling, & 
Wiederhold, 2007a, 2007b; Wood et al., 2008). 
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Table 5.The use of VR in PTSD treatment 
 

Year Author (s) Type of 
PTSD 

Sub-
jects 

VR Content Results 

1999 Rothbaum 
et al 

Vietnam 
War 

1 Helicopter ride 
and Vietnam ter-
rain 

Decrease in cli-
nician-rated and 
self-rated PTSD, 
retained at fol-
low-up 
Symptoms de-
creased (Clini-
cian adminis-
tered PTSD 
Scale [CAPS] to-
tal score) 

2001 Rothbaum 
et al. 

Vietnam 
War 

16 Helicopter ride 
and Vietnam ter-
rain 

Post-treatment 
improvement on 
all PTSD meas-
ures, retained at 
follow-up 

2001 Wiederhold 
et al. 

Driving 8 Residential & 
freeway driving 

88%treatment 
success im-
provement on 
self-report ques-
tionnaires, 
SUDS, physiol-
ogy and transfer 
of skills to real 
world 

2002 Difede & 
Hoffman 

Sept 11th 1 World Trade 
Center (WTC) 

83% decrease in 
depression levels 
and 90% reduc-
tion in PTSD 
symptoms 

2003 Basoglu et 
al. 

Earthquake  
Drama 

10 Earthquake 
simulator 

Significant im-
provement in all 
measures, re-
tained at follow-
up 
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2003 Rothbaum 
et al. 

Vietnam 
War 

1 Helicopter ride 
and Vietnam ter-
rain 

Improvement in 
PTSD symptoms 
at post-treatment 
and at follow-up 

2003 Wald & 
Taylor  

Driving 6 6 driving condi-
tions 

Clear improve-
ment in anxiety 
level and de-
creased avoid-
ance in 66% of 
patients 

2003 Walshe et 
al. 

Driving 14 Various driving 
scenarios 

Significant post-
treatment reduc-
tions on all 
measures & drop 
in travel distress 

2004 Tarnanas & 
Manos 

Earthquake 
drama 

209 Earthquake vir-
tual simulator 

Treatment im-
proved all stress 
and depression 
related symp-
toms. The cumu-
lative proportion 
of improved 
cases was 78% 
after one session 
and 89% after 
two sessions 

2005 Wiederhold 
& Wieder-
hold 

Driving 72 Various driving 
scenarios 

Effective treat-
ment for PTSD 
after motor vehi-
cle accident 90% 
success rate 
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2006 Ready et al. Vietnam 21 Vietnam terrain Two patients ex-
perienced sig-
nificant in-
creases in 
symptoms dur-
ing treatment, 
but all patients’ 
PTSD symptoms 
were below 
baseline by the 
3-month post-
treatment as-
sessment. Clini-
cally meaningful 
and statistically 
significant re-
ductions in 
PTSD symptoms 
were found and 
maintained at 6-
month follow-up  

2006 Difede et al. Sept 11th 17 World Trade 
Center Attacks 

The VR group 
showed signifi-
cantly greater 
post-treatment 
decline in CAPS 
scores compared 
to the waitlist 

2007 Beck et al. Driving 6 Driving scenar-
ios 

Significant re-
ductions in reex-
periencing, 
avoidance, and 
emotional numb-
ing; patients re-
ported satisfac-
tion with 
treatment 

2007 Difede et al. Sept 11th 21 World Trade 
Center Attacks 

The VR group 
showed a sig-
nificant decline 
in CAPS scores 
compared with 
the waitlist 
group 
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2007 Garnito et 
al. 

Combat 1 Combat Scenario Patient did not 
complete study 
due to a distress-
ing flashback 
experienced after 
the 7th session 

2007 Saraiva et 
al. 

Driving 1 Four Lane 
Highway 

Reduction in in-
trusion and 
avoidance 
scores, though 
the subject re-
mains within the 
severe PTSD-
cohort. Reduc-
tion on psycho-
physiological ac-
tivity 

2007 Wood et al. Iraq War 1 Iraq scenarios Patient scored 
below the PCL-
M ‘strict’ criteria 
for a PTSD di-
agnosis post-
treatment 

2008 Wood et al. Iraq War 6 Iraq scenarios 100% reduced 
PCL-M scores; 
67% no longer 
met criteria for 
PTSD; anxiety 
and depression 
were reduced 
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2009 McLay et al. PTSD, Iraq 
and/or  Af-
ghanistan 

75 Virtual Iraq vs.  
Virtual Fallujah, 
Virtual Baghdad 
& PTSD Convoy 

Significant 
reduction of 
PTSD symp-
toms for par-
ticipants in 
both VR 
treatment 
models 

2009 Wood et al. PTSD, Iraq 
and/or Af-
ghanistan 

12 Virtual Fallujah, 
Virtual Baghdad 
& PTSD Convoy 

Significant 
reduction of 
PTSD symp-
toms 

2009 Wood et al. PTSD, Iraq 1 PTSD Convoy PTSD, De-
pression and 
Anxiety all 
reduced to 
non diagnos-
tic levels 

2010 Ready et al. PTSD, Viet-
nam Conflict 

11 Helicopter ride 
& Vietnam ter-
rain 

Slight reduc-
tion in PTSD 
and depres-
sions symp-
toms post-
treatment for 
both VRET 
& PCT 
treated pa-
tients 

2010 McLay et al. PTSD, Iraq 
&/or Afghanis-
tan 

20 Virtual Fallujah, 
Virtual Baghdad 
& PTSD Convoy 

70% of 
VRE-AC 
participants’ 
PTSD symp-
toms de-
creased by 
30% or 
greater vs. 
10% of TAU 
participants’ 
PTSD symp-
toms de-
creased by 
30% or bet-
ter 
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2009 McLay et al. PTSD, Iraq 
and/or  Af-
ghanistan 

75 Virtual Iraq vs.  
Virtual Fallujah, 
Virtual Baghdad 
& PTSD Convoy 

Significant 
reduction of 
PTSD symp-
toms for par-
ticipants in 
both VR 
treatment 
models 

2010 McLay et al. PTSD, Iraq 10 Virtual Fallujah, 
Virtual Baghdad 
& PTSD Convoy 
vs. Exposure 
Therapy 

Significant 
reductions in 
PTSD symp-
toms in both 
treatment 
groups 

2010 Freedman et 
al. 

PTSD, terro-
rist’s event, Is-
rael 

1 Bus World PTSD symp-
toms abated 
completely 
post-
treatment 
and treat-
ment gains 
persisted at 6 
month fol-
low-up 

2010 Garnito et al. PTSD,  combat 
in Africa 

10 Ambush, mortar 
attack, helicopter 
evacuation 

Decreased 
PTSD, De-
pression and 
anxiety 
symptoms 

2010 Tworus et al. PTSD, Iraq 1 Virtual Baghdad Full remis-
sion of 
PTSD symp-
toms 

 
In a randomized VR study, 20 combat veterans, all di-

agnosed with combat-related PTSD, were randomly as-
signed to either VRGET or TAU (i.e., medication and talk 
therapy). Based on their prior treatment, all 20 combat ve-
terans were assessed with a number of standardized psy-
chological inventories including the CAPS. At the end of 
the 10th session of their respective treatment, 10 VRGET 
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patients and 9 TAU patients completed their post-
treatment assessment. Seventy percent of the VRGET pa-
tients experienced a 30% or greater improvement on the 
CAPS versus only 1 TAU patient who experienced a 30% 
or greater improvement on the CAPS (McLay, Wood, 
Webb-Murphy, Spira, Wiederhold, Pyne & Wiederhold, 
2010).  This follows on the pilot study done by the same 
team which resulted in an 80% treatment success (Wood, 
Murphy, Center, Russ, McLay, Reeves, Pyne, Shilling, 
Hagan, & Wiederhold, 2008).   

 

Conclusions 

Since its inception, VR has proven itself as a useful 
technology for many aspects of behavioral healthcare. It 
has been used to successfully treat anxiety disorders and 
other psychological disturbances. It has played a role in 
the development of both cognitive and physical rehabilita-
tion techniques. It has proven effective for distraction 
from painful or anxiety-inducing medical procedures. And 
finally, it provides the stimulus necessary for effective ex-
posure therapy for the treatment of PTSD. Of the nearly 
20 studies that have been published on using VR exposure 
therapy to enhance traditional cognitive-behavioral thera-
py for PTSD, all but one showed some measure of impro-
vement in participants’ PTSD symptoms, with several stu-
dies revealing a treatment success rate of 66%-90%. 

In addition, VR appears to be useful in helping to pre-
vent or attenuate stress-related reactions through Stress 
Inoculation Training (SIT), a type of training used to pre-
pare individuals for stressful situations (such as combat). 
Large-scale studies have revealed that VR-enhanced SIT 
is more effective than real world training in terms of time 
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expenditure and helping participants adapt to stressful sti-
mulus and perform efficiently. As access to VR technol-
ogy and techniques for this type of training improves, it is 
hoped that the incidence of stress-related psychological 
reactions like PTSD will diminish. 
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Peter Zimmermann 
 

Psychiatric Care Structures in the German Armed 
Forces 

 
1 Bundeswehr operations abroad 

A process of change began for the Bundeswehr, but 
also for German society, in the early nineties when the 
first operation abroad was conducted with the provision of 
a field hospital to Phnom Penh in Cambodia. This process 
is still ongoing, and it involves organisational restructuring 
as well as a change in the perception of military structures 
and military action. For the first time since the end of 
World War II, German soldiers are serving outside their 
national territory in significant numbers. Currently, 
6,740 Bundeswehr personnel are deployed abroad, 349 of 
them women (source: Bundeswehr 2010). 

So far, the spectrum of operations has ranged from 
purely humanitarian missions, during which medical sol-
diers provided the civilian population with support after 
natural disasters (such as the tsunami disaster in Banda 
Aceh, Indonesia, in 2004), to peacekeeping missions after 
civil wars (such as the operation in Bosnia-Herzegovina 
since 1997) and combat missions, as is currently the case 
in Afghanistan. 

These developments were and still are accompanied 
by discussions in German society about the legitimacy and 
the impact of Germany’s commitments. The psychological 
effects of missions and combat on the soldiers involved 
are among the topics discussed. In the past, these topics 
have not always been debated in an objective manner and, 
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moreover, have been influenced by ideological judge-
ments which, in particular, attempted to mix up the psy-
chiatric and scientific dimension of the issue with socio-
political viewpoints (Riedesser, 1996). Therefore, the 
following overview of psychiatric treatment structures in 
the Bundeswehr will focus its evaluations on the quality of 
individual care against the backdrop of changed sociode-
mographic structures and a changed spectrum of tasks for 
the German armed forces. 

 

2 Care structures for psychologically traumatised 
soldiers in the Bundeswehr 

2.1 General framework 

The Medical Service of the Bundeswehr is tasked 
with the psychiatric and psychotherapeutic care of sol-
diers. 

In addition to the Bundeswehr hospitals in Hamburg, 
Koblenz, Ulm and Berlin with their departments of psy-
chiatry, psychotherapy and psychotraumatology that are 
equipped with beds for inpatient treatment, the Medical 
Service includes a network of specialist outpatient clinics, 
which is currently being expanded. 

In addition, there is the sector of organic medical care 
which provides general-practitioner services to 
Bundeswehr soldiers. One physician is assigned to every 
unit comprising 500 to 1,000 soldiers. This physician is 
supervised by a specialist for general medicine at a Major 
Medical Clinic and represents the first medical contact, in-
cluding for psychiatric patients.  
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Bundeswehr hospitals and peripheral care are inte-
grated into a uniform command structure which has direc-
tive power, fulfils central tasks such as personnel man-
agement, and is responsible for quality assurance. 

In 2004, the “Bundeswehr Medical and Psychological 
Stress Concept” on the psychiatric and psychotherapeutic 
care of soldiers deployed abroad was revised and re-
worded by the Federal Ministry of Defence. This concept 
also provides the basis for support to the families of af-
fected soldiers and for dealing with extreme events on na-
tional territory such as disasters. 

The theoretical basis of this Bundeswehr Concept is 
the “Three Phases – Three Levels” principle: 

► The first dimension (phase) describes the time frames 
in which measures take effect (figure 1): 

1. Pre-deployment  

2. Deployment 

3. Post-deployment  

► The second dimension (level) describes the levels of 
professional impact at which stress prevention or 
management, care and treatment are carried out: 

• Level 1 refers to measures which may be taken by 
superiors or peers of the soldiers concerned. 

• Level 2 applies to unit surgeons (general 
practitioners), unit psychologists, military chaplains 
and social workers who are involved in primary 
healthcare. 



96 

• At level 3, Bundeswehr psychiatrists as well as 
medical and psychological psychotherapists provide 
care.  

 
Figure 1: Schedule of the cognitive-behavioural trauma 
group at the Bundeswehr Hospital, Berlin 

 

 
Session Subjects 

1.-2. • Trauma education and 
presentation of a disorder and 
change model 
• Agreeing on group rules 
• Objective: Not weak or crazy; 
symptoms in the context of 
traumatic experiences = survival 
strategies 

Block 1 
 
 
 

3.-5. • Anxiety management by 
learning grounding and dissociation 
exercises 
• Improving one’s personal 
resources by learning self-care and 
mindfulness strategies and by using 
positive activities 
• Working on values and value 
change as a way of building 
resources after a deployment 
abroad 
• Objective: to improve self-
efficacy and emotional stabilisation 
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Block 2 
 

6.-10. • Working on dysfunctional, hard 
cognitions and personal patterns 
following trauma 
• Changing the over-
generalisation of emotional 
conclusions, unjust responsibility 
and guilt cognitions after 
deployments 
• Developing new helpful 
convictions as a prerequisite for 
integrating the trauma into the 
biography 
• Objective: dissociation by 
learning to sympathise with oneself 
instead of harshness and self-
destruction 
• Anger and aggression 
management 
• Improving social competence 
after deployment-related 
traumatisation (including role 
playing) 
• Changing dysfunctional 
convictions in private and work 
relationships following trauma 
• Objective: to improve social 
competence and reintegration after 
deployments 

Block 3 11.-14. 

• Conclusion and prospects 
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2.2 Pre-deployment primary prevention 

Prior to an operation abroad, soldiers undergo a medi-
cal examination. If they show symptoms of a florid psy-
chiatric disorder (e.g. when they are currently receiving 
outpatient psychotherapeutic treatment), this will lead at 
least to a temporary exemption from deployment. In case 
of doubt, a psychiatric assessment will be carried out at a 
Bundeswehr hospital.  

During several weeks of training, those participating in 
an operation will be prepared for potentially traumato-
genic situations through realistic role playing which imi-
tates operational scenarios. In addition, relaxation tech-
niques are taught. 

Essential basic information on stress prevention has 
been compiled in three brief brochures (“pocket cards”), 
which are issued to all soldiers and supposed to be carried 
along during deployment (Federal Ministry of Defence, 
1997). 

 

2.3.  Psychiatric and psychotherapeutic care 
during deployments 

Military personnel receive psychiatric and psycho-
therapeutic care in field hospitals located in the central 
military camps of the deployment areas. These facilities 
are fully-fledged primary-care hospitals that in Afghani-
stan also comprise a psychiatric outpatient clinic. This 
clinic is equipped with basic neurological equipment 
(EEG, electrophysiology equipment, ultrasonic devices, 
instruments for lumbar puncture, etc.), which psychiatrists 
can use after they have acquired a basic competence level. 
Hospital beds will be provided in an interdisciplinary 
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ward. The position of the psychiatrist rotates every 2-4 
months.  

In addition to the psychiatric specialist, there are up to 
three clinical psychologists, a Catholic and a Protestant 
chaplain in the deployment areas. They work in close co-
operation, and so the task of acute crisis intervention for 
military personnel is performed on different professional 
levels.  

This cooperation is of particular importance in mass 
casualties such as attacks or accidents that require inter-
disciplinary psychosocial support. In these cases, Critical 
Incident Stress Management measures such as psychologi-
cal briefings (further developed based on the debriefing 
technique) or crisis management briefings are carried out 
(Everly, 2000).  

In case of serious mental disorders (e.g. psychoses or 
addictions), or if it is impossible to accurately assess the 
prognosis of treatment in the country of deployment, af-
fected individuals are repatriated (transported back to 
Germany by air). This may take different amounts of time 
depending on medical prioritisation. In urgent cases the 
process can be completed within one day. The decision 
concerning the need for such repatriation is the sole re-
sponsibility of the attending physician. Following their re-
turn to Germany, repatriated soldiers are admitted to a 
Bundeswehr hospital located near the airport or near their 
place of residence, where they receive further treatment.  

Family support centres are an indispensible additional 
feature of the on-site support provided to military person-
nel at all major Bundeswehr locations in Germany (Fed-
eral Ministry of Defence, 2000). These centres give sup-
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port and advice to soldiers’ families, provide up-to-date 
information, hold lecture events, and offer direct psycho-
social support with the participation of clinical psycholo-
gists in case of conflicts and after incidents. 

2.4.  Post-deployment measures 

A variety of measures has been established for the 
screening and secondary prevention of deployment-related 
mental sequelae upon completion of deployment. Each 
soldier is questioned by his/her unit surgeon about mental 
symptoms. The Posttraumatic Stress Scale 10 (PTSS-10) 
is used as a basis for this purpose (Maercker 2003). If in-
dicated by the responses or results, soldiers will be re-
ferred to a Bundeswehr hospital for psychiatric examina-
tion. If necessary, outpatient or inpatient treatment will be 
provided.  

In case of delayed-onset symptoms, the soldiers con-
cerned will in some cases have already retired from active 
duty. In order to prevent a lack of information and medical 
care, veterans receive a letter approximately 6 months af-
ter being discharged to inform them about the various op-
tions that are available for receiving psychosocial aftercare 
(through the Bundeswehr Medical Service or at the cost of 
the Bundeswehr). 

Mental stress can also become apparent in the course 
of post-deployment briefings. During the first three months 
after returning home, each soldier must undergo a three-
day seminar together with the comrades he or she was de-
ployed with. This seminar involves talking in groups – un-
der the guidance of trained moderators, psychologists, so-
cial workers or pastoral counsellors – about the 
deployment and the subsequent reintegration process. If 
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during the seminar a deployment-related mental disorder 
is suspected, the personnel concerned is advised to un-
dergo a psychiatric examination.  

If soldiers present with minor complaints such as 
early signs of psychovegetative exhaustion that do not yet 
constitute a diagnosable psychiatric disorder, they can also 
apply at short notice and unbureaucratically for a preven-
tive, three-week roborant course of treatment at a civilian 
partner clinic. This treatment option can be applied for by 
the soldier or by his/her unit surgeon and is used more and 
more frequently. 

 

2.5.  Psychosocial networks 

In order to additionally improve the early detection of 
deployment-related mental disorders and to enhance coop-
eration between the professional groups involved, work 
began in 2005 to establish psychosocial networks (Federal 
Ministry of Defence, 2005). Since then, these networks 
have been set up at most Bundeswehr locations with the 
involvement of psychiatric specialists, unit surgeons, psy-
chologists, chaplains and social workers, who meet on a 
regular basis to exchange experiences or to attend interdis-
ciplinary case conferences. Psychosocial assistants work-
ing in these networks can acquire the necessary basic spe-
cialist knowledge on courses offered by the Bundeswehr.  

 

2.6.  The treatment of deployment-related disorders 

The treatment of deployment-related mental disorders 
primarily takes place at Bundeswehr hospitals. This meets 
the wishes of many soldiers to be treated by therapists who 
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have been working in their professional environment and 
have experienced deployments abroad themselves.  

The treatment methods applied in the Bundeswehr 
follow the recommendations of specialist associations. Of 
particular significance in this context is the EMDR (Eye 
Movement Desensitisation And Reprocessing) method 
based on F. Shapiro (Shapiro, 1998). A retrospective 
evaluation of long-term follow-up histories of Bundeswehr 
soldiers indicated that EMDR was effective (Zimmermann 
et al., 2007). On average, however, patients still showed 
some clinically relevant trauma-related stress symptoms 
even after treatment, and there seemed to be a connection 
between the therapeutic prognosis and the severity of the 
traumatisation (Zimmermann et al., 2007). 

For this reason, the therapeutic options available at 
Bundeswehr hospitals have been continuously expanded 
during the last few years. Soldiers with psychoreactive 
disorders, for example, benefit both from depth-
psychology-based group therapy (Zimmermann et al., 
2008) and from group methods that have been specially 
developed for disorders resulting from trauma. Figure 1 
gives an example of the course of such a treatment pro-
gramme (Alliger-Horn et al., 2010).  

Alternative medicine is also used, such as acupuncture 
treatment in trauma-related sleeping disorders (Eisenlohr 
et al., 2010) or aromatherapy. 

Alternatively, the costs are assumed for civil outpa-
tient traumatherapy or an inpatient stay at a civilian clinic 
specialising in traumatology.  
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3  Perspectives of military psychiatry 

To summarise, the psychiatric care structures in the 
Bundeswehr can be described as a comprehensive system 
of preventive, therapeutic and aftercare measures. Their 
scope and variety show that priority has been given to the 
curative objective rather than to restoring service members 
to full operational readiness. The theory that military psy-
chiatry essentially serves the interests of military leaders, 
as derived repeatedly in the past from experiences from 
the First and Second World Wars (Riedesser, 1996), can 
therefore be regarded as outdated as far as the current 
situation in the Bundeswehr and the requirements of a 
modern army are concerned. 

Nonetheless, military psychiatry faces major chal-
lenges because the quantity and quality of the stress sol-
diers have to cope with on deployments abroad and its 
consequences for their mental health are changing con-
tinuously. The Bundeswehr has thus had to make in-
creased scientific efforts in order to be able to react to 
such developments in a more target-oriented manner. In 
mid-2009, work began on setting up a research institute 
that was merged on 1st June 2010 with the psychiatric-
psychotherapeutic department of the Bundeswehr Hospital 
in Berlin to form the Bundeswehr Research and Treatment 
Centre for Psychotraumatology (Trauma Centre). 

At present and in future, the main focus of psychiatry 
research in the military is and will be on the epidemiology 
of mental disorders following deployments abroad and the 
further development of preventive and therapeutic ap-
proaches. Particular emphasis will lie on methods of group 
prevention prior to a deployment abroad as well as on in-
dicators of increased vulnerability to stress in soldiers, 
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psychotherapeutical treatment approaches (cognitive-
behavioural groups) or the chances and potential offered 
by new media. 
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Dragica Kozarić-Kovačić 

Malingering of post-traumatic stress disorder: diagno-
sis and treatment concerns 

 

Introduction 

Posttraumatic stress disorder (PTSD) is a severe, 
complex, and often chronic psychiatric illness associated 
with disturbances in different neurobiological systems. 
There are several possible subtypes of PTSD, which may 
include psychotic symptoms (1) and depend on the pre-
existing psychiatric disorders, trauma severity, duration of 
disturbance, comorbidity, and post-trauma social envi-
ronment. PTSD has a profound influence on the individ-
ual, family, and society. 

The prevalence of PTSD in war veterans has been a 
controversial medical but also political issue. The contro-
versial part of this debate is possible malingering of PTSD 
symptoms (2). 

PTSD is difficult to diagnose with certainty, because 
the diagnosis is mainly based on the symptoms presented 
by the patient and comorbidity. Therefore, PTSD is not 
difficult to simulate. In compensation-related cases and 
other forensic evaluations, the problem of PTSD diagnosis 
is even more sensitive. On the other hand, compensation-
seeking motives certainly do not invalidate a PTSD diag-
nosis. 

First and foremost, it is critical to have as objective 
diagnosis as possible when planning suitable treatment 
procedures, because the chronicity, comorbidity, and 
somatization of symptoms can influence the course and 
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outcome of PTSD. Since factitious and malingered PTSD 
carries negative connotations for the individual and soci-
ety, an unrecognized or neglected PTSD can seriously af-
fected both the individual and his/her immediate family, 
contributing further to the aggravation of the problems. 

Given past and contemporary concerns about the 
cases where PTSD symptoms were simulated, it is not 
surprising that the Diagnostic and Statistical Manual of 
Mental Disorders - IV edition (DSM-IV) (3) explicitly 
mentions malingering as an issue that deserves serious at-
tention: “Malingering should be ruled out in those situa-
tions in which financial remuneration, benefit eligibility, 
and forensic determinations play a role” (p. 467). For ex-
ample, there have been documented cases of Vietnam war 
veterans who simulated or exaggerated trauma-related 
symptoms or even fabricated stories about their military 
service in South East Asia (4,5). Similar cases were 
documented among Croatian war veterans (6). 

 
Review of investigations 

Compensation policies within the healthcare system 
might contribute to the symptom over-reporting among 
veterans. In many civilized countries, veterans are eligible 
to receive service-connected disability compensation for a 
range of psychiatric conditions (e.g., PTSD) that are con-
sidered to be related to their military service and impair 
their functioning. However, research into the effects of 
compensation-seeking behavior has produced mixed re-
sults, with some studies showing that compensation-
seeking veterans have higher scores on self-report meas-
ures than their non-compensation seeking counterparts 
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(7,8), and other studies indicating that seeking compensa-
tion has little effect on symptom over-reporting (9,10). 

Malingered PTSD may be clinically distinguished 
from genuine PTSD (11). The studies conducted in the 
past ten years mainly used psychometric parameters to de-
tect the difference between malingered and genuine PTSD. 
Using Structured Interview of Reported Symptoms 
(SIRS), a group of authors found that persons who feign 
mental illness (schizophrenia, mood disorders, PTSD) do 
not attempt to fake a particular disorder but express non-
specific, and possibly, global psychiatric impairment (12). 

Seven scales in the Personality Assessment Inventory 
(PAI) distinguish malingerers from individuals with actual 
PTSD. Malingerers also score higher on Morey’s 8-item 
Malingering Index (13). PAI used in the assessment of 
symptom malingering showed that the score of ≥8 on the 
Negative Impression Management Scale (NIMS) was 
highly predictive of simulated PTSD, but it also resulted in 
the misclassification of a large number of true PTSD cases 
(14).  

The most significant psychometric test for distin-
guishing malingered from genuine PTSD is Minnesota 
Multiphasic Personality Inventory-2 (MMPI-2), with 
scales for over-reporting and simulation of symptoms (15). 
However, there are still conceptual and practical issues of 
using psychometric scales in clinical and scientific as-
sessment of syndromes related to war combat experience 
(10). 
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Our findings 

Since previous research has not always been able to 
find a close link between compensation seeking and over-
reporting of PTSD symptoms, we analyzed a sample 
where this relation has been repeatedly found. In Croatia, 
there is a solid basis for making inferences about the valid-
ity of veteran’s symptom presentation based solely on his 
or her compensation-seeking status. Our research has 
shown an increase in the number of PTSD cases after 
2001, when a change in legal regulations allowed war vet-
erans with (delayed) PTSD to apply for compensation. For 
example, in a sample of 225 veterans, 58% had shown 
PTSD symptoms before 2001. After 2001, their percent-
age increased to 91%. However, repeated psychiatric as-
sessments at the Croatian National Referral Center, Du-
brava University Hospital, Zagreb made clear that only 
37% of these war veterans were actually suffering from 
PTSD (6). These data indicate that, at least in Croatia, 
over-reporting of symptoms is associated with compensa-
tion-seeking motives. Furthermore, we observe cases of 
simulation and dissimulation PTSD symptoms in our eve-
ryday clinical practice (2). 

 
Diagnostic evaluation of PTSD 

Since malingered PTSD may contaminate the PTSD 
database (16), it is imperative to find effective diagnostic 
and screening tools that may help to detect malingering 
and dissimulation. 

Valid and precise diagnostic evaluation is important 
in forensic, clinical, and treatment assessment and psy-
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chobiological and genetic research. Some important ques-
tions during the evaluation of PTSD (2) are as follows: 

1.  Does the told and verbalized story meet the specific 
clinical categories for that disorder? 

2.  Has the traumatic stress event verbalized as a cause of 
PTSD been strong enough to provoke the disorder? 

3.  What is the previous psychiatric history of a patient? 

4.  Is the diagnosis of PTSD based solely on the patient’s 
self-report of symptoms? 

5.  What is the actual level of patient’s functional psychi-
atric damage? 

6.  Do medical, social, and other factors overlap in the di-
agnosis of PTSD? 

7.  When a patient is diagnosed with PTSD, does it mean 
that he carries this diagnosis for the rest of his/her life? 
It is an important question in the compensation seeking 
procedure. 

During the diagnostic evaluation, it is important to:  

I. Detect traumatic events and experiences, 

II.  Perform a formal diagnostic assessment according 
to the updated diagnostic classifications, 

III.  Perform differential diagnostic procedure, 

IV.  Perform a functional assessment of the person, 

V. Perform a forensic evaluation. 
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I. When detecting traumatic situations, the following 
should be taken into account: 

1. First and foremost, it is necessary to establish that 
there were situations experienced by the patient as trau-
matic. The response of an individual to trauma depends on 
the nature of stressor, but also on the possibility of the in-
dividual to express emotions (17). Symptoms of emotional 
numbing are an important component of the response to 
trauma, and the emotions that are more expressed are 
negative ones – violence and arousal (18). Negative atti-
tude towards emotional expression is one of the predispos-
ing factors for posttraumatic stress reaction (19). 

2. Furthermore, it is also very important how the per-
son experienced the event or how he/she apprehended the 
event itself and its outcome. 

3. We know that the response of an individual to 
trauma depends on the nature of stressor and the ability of 
the individual to express emotions. Whether the person 
develops PTSD depends on prior trauma (especially, early 
traumatic experiences), personal psychiatric history, fam-
ily psychiatric history, acute stress symptoms, nature of 
the biological response, and pathology of the individual. 

In everyday clinical practice, the Trauma Screening 
Questionnaire (10 questions) may be very useful because 
it is simple. It measures re-experiencing of the symptoms 
(disturbing thoughts and emotions, disturbing dreams, re-
experiencing feelings of trauma, anxiety in situations that 
remind of traumatic events, and symptoms of physical 
anxiety) and increased arousal symptoms (sleep distur-
bance, irritability, concentration difficulties, higher aware-
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ness of dangerous situations, and increased startle re-
sponses (20). 

II. Formal diagnostic evaluation consists of a clinical in-
terview using Structured Clinical Interview (SCID) (21) or 
MINI-Multi International Neuropsychiatric Interview (22), 
psychiatric examination, psychometric and psychodiag-
nostic procedures, and multimethod procedure of behav-
ioral evaluation (behavioral, cognitive, and psycho-
physiological measures). 

The purpose of the structured interview is to collect 
detailed information consisting of a) demographic data, b) 
medical history, c) disability status, d) working status and 
working history, and f) social history and education. 

A psychiatric examination includes the assessment of 
the psychiatric status, neurological status, and physical 
status of an individual. 

A psychometric investigation consists of psychologi-
cal testing of the individual to collect specific information 
about the scores on psychometric tests for PTSD. It also 
provides an opportunity to determine the consistence or 
inconsistence of psychometric measures with PTSD diag-
nosis. Psychometric investigation is based on normative 
data and allows the establishment of standardized rates, 
gradation of PTSD on the basis of psychometric data 
(mild, medium, or severe), and classification of individ-
ual’s personality by use of psychological instruments, such 
as MMPI-2 (15). There are many scales for PTSD assess-
ment, but the most useful in the clinical and research prac-
tice is the Clinical Administered Scale for PTSD (CAPS) 
scale (23). 
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A multimethod assessment consists of the evaluation 
of behavior and cognitive measures. It is particularly use-
ful in detecting denial or exaggeration of the symptoms. 

Psychophysiological measurements provide an objec-
tive measure of hyperarousal symptoms, which can not be 
malingered. Psychophysiological evaluation together with 
the evaluation of malingering using the tests for simula-
tion, such as Morel’s Emotional Numbing Test (MENT) 
(24), may also be administered. 

III. The comorbidity in PTSD is very high, up to 80% (1). 
The disorders that are most frequently comorbid with 
PTSD are anxiety disorders, depressive disorders, adjust-
ment disorders, personality disorders, conversive disor-
ders, malingering, and other psychiatric disorders. Be-
cause of “the comorbidity”, it is necessary to perform 
differential diagnostic evaluation. 

IV. Functional assessment of an individual includes the 
evaluation of his or her pretraumatic history, previous pre-
traumatic psychosocial context, traumatic event, coping 
strategies/defense mechanisms, and posttraumatic psycho-
social context including family and social support and so-
cial responsibility. One of the most comprehensive scale is 
the World Health Organisation Quality of Life Scale – 
(WHOQOL) (25). 

V. Forensic evaluation focuses on the assessment of the 
accuracy of symptoms (including malingering), relation-
ship between symptoms and traumatic event, long-term ef-
fects of experienced traumatic event, and emotional 
changes caused by trauma. 
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Malingering 

Malingering is a condition not connected with mental 
disorder. According to the DSM-IV, malingering is de-
fined as an intentional presentation and production of 
signs or symptoms of a psychical or mental disorder under 
the influence of external motivation. The International 
Classification of Disease, 10th edition (ICD-10) (26), de-
fines malingering as an intentional production or faking of 
a psychical or mental symptoms or disability, which is 
stimulated by external stress or motivation; it is coded as 
Z76.5. 

The incidence of malingered psychiatric symptoms is 
unknown. Pure malingering is uncommon in PTSD cases, 
but exaggeration of symptoms is quite common (27). 

In the background of malingering, there is an imma-
ture and disturbed person, socially inadequate, without 
feeling of shame or guilt, and with a psychopathic charac-
ter. Malingering is based on the patient’s understanding of 
symptoms, conditions and disorders, instead of objective 
anatomic, psychological, and psychopathological princi-
ples. Therefore, it would be easier to recognize simulation 
in a person unfamiliar with the nature of symptoms then in 
a well-educated or professional individuals (28). 

Malingering should be suspected in the following 
cases: 1. There are contradictions between the objective 
test results and person’s claims about the disease, 2. The 
person tries to avoid examinations and tests and does not 
cooperate with the clinician, 3. The person shows unrea-
sonable concern about his symptoms, 4. There is a ten-
dency toward overemphasizing the symptoms, 5. Inconsis-
tency in reporting symptoms is noticeable, with 
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appearance of symptoms that are bizarre or unusual for the 
disorder, 6. Dramatic and histrionic elements are present 
in person's behavior, 7. The person’s behavior in the pres-
ence of the clinician differs from the person’s behavior in 
situations where he or she thinks that no one is looking, 
and 8. The person’s “illness” is persistent and does not re-
spond or responds poorly to treatment, especially when the 
person verbalizes pessimistic thoughts about the possibil-
ity of being cured or responds positively to placebo. 

The interview when malingering is suspected should 
be longer and conducted over several sessions, with rapid 
cross-questioning. 

The definition of a malingerer includes the following: 
1. A marginal member of society with committed long-
standing financial responsibilities, 2. History of spotty 
employment, 3. Previous incapacitating injuries, 4. Exten-
sive absence from work, 5. Depicts himself or herself and 
prior functioning in exclusively complimentary terms, 6. 
Reports contradictions in his or her clinical presentation 
(unable to work, but capable for recreation activities), 7. 
Unwillingness to make definitive statements about return-
ing to work or financial gain, 8. Refusal to give names of 
relatives and friends to corroborate his or her stories. 

The malingerer always has an external motivation: to 
avoid criminal charges in a forensic procedure (ability to 
understand and control one’s own actions), to avoid army 
and combat or to seek social and financial compensation 
(invalidity, working ability, financial gain). It is often pre-
sent in prisoners (to get medications or to be transferred to 
a hospital) and persons seeking psychiatric treatment to 
avoid arrest. 
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It is sometimes quite difficult to detect malingering. 
During the hospital observation of such individual, the cli-
nician can get a better insight into his or her mental distur-
bances, such as presence of hyperarousal symptoms or 
other disorders. 

 
Clinical differentiation between genuine and  

malingered PTSD 

Genuine PTSD can be clinically distinguished from 
malingered PTSD by several characteristics. Individuals 
with genuine PTSD minimize the association of symptoms 
with war; refuse to talk about war memories; avoid situa-
tions and environment that remind them of war; often ac-
cuse themselves; feel survivor’s guilt connected with a 
specific event; have dreams about helplessness and guilt; 
deny emotional impact of combat; and often feel angry 
and helpless. On the other hand, individuals who malinger 
PTSD emphasize the connection of symptoms with war; 
enjoy talking about war memories; do not avoid situations 
and ambience that remind them of war; dream about gran-
diosity and strength; exaggerate their feelings, specifically 
anger with authorities; accuse others; and generalize guilt 
for surviving the war (11). 

 
Administration of Morel Emotional Numbing Test 

We investigated whether Morel Emotional Numbing 
Test (MENT) can discriminate between compensation-
seeking and treatment-seeking war veterans. MENT is a 
simple task requiring patients to identify emotional ex-
pressions of facial stimuli and has been shown useful in 
discriminating between compensation-seeking and treat-
ment-seeking war veterans (29). We recommend MENT 
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as a screening tool. The respondents with scores above a 
certain cut-off value should be given more careful evalua-
tion to determine the degree to which their posttraumatic 
symptoms are genuine. 

 
Why measure psychophysiology? 

Psychophysiological reaction to stressful stimuli is 
under control of the sympathetic and parasympathetic 
nervous system and is difficult to malinger. In acute stress 
disorder (ASD) and PTSD, the reminders of the traumatic 
experience induce exaggerated fear and subsequent 
physiological symptoms. 

Traumatic stimuli in a person with PTSD induce acti-
vation of the amygdale and increased arousal with symp-
toms of tachycardia, faster breathing, and shortening of 
breath. The response of a person with PTSD to the trau-
matic stimuli may be extremely high, so that inhibitory 
cortical impulse cannot suppress the activity of amygdala, 
because of the decreased activity in the prefrontal cortex 
and increased activity in the amygdala during the exposure 
to traumatic pictures (30,31). 

The psychophysiological parameters measured in 
PTSD include 1. Resting baseline; 2. Responses to star-
tling sounds – exaggerated startle reflex (Criterion D5, 
DSM-IV); 3. Responses to standardized trauma cues (Cri-
terion B5, DSM-IV); and 4. Responses to idiographic 
trauma cues – script-driven imagery procedure. 

The response to idiographic trauma cues (Criterion 
B5, DSM-IV), which is the most common symptom (32), 
involves increased psychophysiological reactivity to re-
minders of trauma. These responses could be a potential 
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biological marker of PTSD in simulated and dissimulated 
cases. 

Discriminant function analysis distinguishes PTSD 
patients from non-patients with an overall accuracy rang-
ing between 75% and 89% (33). 

In case of so-called “non-responders”, we need more 
sophisticated diagnostic and psychophysiological tech-
niques of measurement. The use of psychophysiological 
measures (e.g., responses to idiographic trauma cues) in-
creases the sensitivity and specificity to 80%-100% (34). 
There are no meta-analyses of psychophysiological meas-
ures. Clinical experience shows that it should be a poten-
tial biological marker because of its high specificity. We 
know that up to 40% of PTSD patients are incorrectly 
classified on the basis of their psychopsyhiological re-
sponses (35); therefore, the recommendation for psycho-
physiology is that it should be an add-on diagnostic proce-
dure. 

A meta-analysis including 58 resting baseline studies, 
25 startle studies, 17 standardized trauma cue studies, and 
22 idiographic trauma cue studies performed in adults with 
and without PTSD undergoing electromyographic (EMG), 
heart rate (HR), skin conductance (SC) and blood pressure 
(BP) measurements showed the following results: a) rest-
ing baseline studies: HR (r=0.18) and SC (r=0.08); b) eye 
blink EMG: (r=0.13), HR (r=0.23), and SC (r=0.21); c) 
standardized trauma cue studies: HR (r=0.27); and d) idio-
graphic trauma cue studies: frontalis EMG activity 
(r=0.21), corrugator EMG activity (r=0.34), HR (r=0.22), 
and SC (r=0.19) (36). 
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The most robust correlates of PTSD are SC habitua-
tion slope, facial EMG during idiographic trauma cues, 
and HR in all study types (36-39). The results support the 
view that PTSD is associated with elevated psychophysi-
ology (persistent hyperarousal, exaggerated responses to 
startling sounds, and elevated responses to external and in-
ternal trauma reminders). However, these findings have 
limited generalization, because the studies were focused 
on male veterans and neglected different PTSD subtypes. 

Recommendations for future studies are to include 
ethnic minority groups, self-reporting, and other psycho-
metric measures, as well as psychophysiological subtypes 
of PTSD (40). 

Most psychophysiological theories of PTSD assume 
that the physiological reactivity in the laboratory recapitu-
lates the physiological reactivity occurring during the 
trauma. Individuals who responded to trauma with numb-
ing, freezing dissociation, and/or physiological hy-
poarousal produce muted or reduced psychophysiological 
responses in laboratory setting (so-called “non-
responders”) (34, 40) Regulation of psychophysiological 
response in PTSD may be more important than the magni-
tude of response. Sympathetic and parasympathetic influ-
ence on HR should be distinguished and requires more 
complex diagnostic procedures (pharmacological blockade 
and/or impedance cardiography) (36). 

Psychophysiological procedures may be used in clini-
cal setting as potential psychophysiological biomarkers of 
ASD and PTSD (simulation and dissimulation of re-
sponses), in the treatment of the patients (numbing, freez-
ing, dissociation and/or physiological hypoarousal) and in 
the evaluation of treatment. 
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Conclusions 

The main aim is to discern between endophenotypic 
and phenotypic diagnosis of PTSD. It is important to use 
the best diagnostic procedures, different assessment meth-
ods and diagnostic criteria in the clinical, forensic, and re-
search activities to obtain the best possible data for thera-
peutic interventions, organization of care systems, and 
epidemiological and other type of research. 

Not recognizing PTSD leads to the prolonged suffer-
ing of the individual, but on the other hand, over-
diagnosing PTSD leads to increased psychiatric disability 
and higher costs for the individual and society alike. 

In our experience, it is necessary to include many dif-
ferent assessment methods, such as psychiatric assessment 
based on diagnostic criteria and clinical evaluations and 
psychological assessment based on psychometric evalua-
tion, because only then may the most objective diagnosis 
be made and appropriate therapy administered. This is es-
pecially important in situations of expert examination for 
forensic or compensation-related purposes. An assessment 
is better if different methods of evaluations are combined 
(85-95%) (2, 41). 
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Alain Beaudoin 
 

Stress Management and Peace Soldiering 

What are the stressors and the potentially traumatising 
events experienced by mission appointees during peace-
keeping missions? In the UN we have the MILOBS (Mili-
tary Observers), CIVPOLs (Civilian Police Officers), and 
civilian mission appointees. Most of them have very little 
time in between missions, because they go from mission to 
mission. What has happened to them before mostly goes 
untreated: seeing attacks, kidnapping, being held as a hos-
tage, sexual assault, disasters, human carnage, observing 
people starve. When I was in Rwanda in 1994, some 
peacekeepers had been witnessing similar atrocities be-
fore. Like in Rwanda, I have seen soldiers completely 
devastated also elsewhere.  

First, peacekeepers have to come to terms with the 
emotional suffering of populations: I remember in East 
Timor in 1999 there was a big massacre; the Indonesians 
inflicted torture on people and burned everything that you 
could see. We had military Australians, many of whom 
were distressed by the ambiguous Rules of Engagement. 
In the Congo the South African troops were distressed be-
cause they were trained to use their rifles, but they weren't 
allowed to use weapons. It happened that soldiers and ci-
vilians were harassed or also taunted (“Try me”). They felt 
helpless because there was nothing they could do, and they 
finally became bitter and frustrated. I also remember the 
following incident: I was driving with a young Australian 
soldier, when a Timorese started spitting at us. When such 
things occur, you feel like punching; however, there is 
nothing you can do. In some of the countries the people 



130 

don’t want you there, they want you out; but you have to 
be there. You think you are welcome, but this is not the 
case. 

Another stressor is the separation from one’s familiar 
and safe environment. Personnel are often not ready for 
places like Iraq, where it is not safe. They certainly have 
something in mind before going, but they weren’t expect-
ing the actual situation. Everyday things, like not having 
the right kind of food, contribute to stress. I, for example, 
am a strict vegetarian. When I was deployed to East 
Timor, the only thing I could eat for a month and a half 
was carrots. The humidity and the heat, particularly when 
you are from a cold country, are stressful too. When you 
wear a helmet and a bullet-proof jacket, it can become un-
bearable; but, again, usually there is nothing you can do. 

Some soldiers are less well-prepared than others. Sol-
diers from some countries don’t speak English or French, 
let alone the language of the country they are deployed to, 
and they are supposed to make that environment safe. I 
remember a Nepalese peacekeeper in Haiti who was 
brought to me by the medical doctor. He had started 
speaking nonsense and we did not know what to do with 
him. He was diagnosed as psychotic by the physician, but 
he wasn’t. He just wanted to get out and was malingering, 
pretending to go berserk. A Thai soldier in East Timor did 
not want to stay any more and pretended to be crazy. Sol-
diers are not tougher than civilians sometimes. They are 
human. Also feelings of guilt and helplessness do take a 
toll on a soldier if he is not prepared to deal with the fact 
that he can’t do much. The lack of outlets adds to the pre-
dicament. Once I was on a mission, where there was no 
electricity in the hospital, and no equipment and therefore 
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nothing I could do. The linguistic and cultural environ-
ment can also become frustrating, when you can’t get your 
point across. In the end you may lose your temper. There 
is also the fact that you cannot predict how people are go-
ing to behave or what is going to happen. In peacekeeping 
missions a soldier cannot anticipate other persons’ reac-
tions. He therefore has to be vigilant.  

If you fail to address the suffering and emotional dis-
tress, you have a hard time. For example, in East Timor 
there was someone who was supposed to be an air-traffic 
controller. I voiced my reservations because he was be-
having strangely, but he was cleared. However, he was 
fully delusional and I finally had to escort him back to his 
country of origin. In the UN the only criterion for going on 
a mission is that you have to be physically fit to work. 
Mentally, however, there are often a lot of problems: Peo-
ple are sometimes addicted to alcohol or are involved in 
substance abuse or substance dependence. It also happens 
that when you get back home, your personality is altered. 
Burnout can happen, and also PTSD. It happened that 
people were diagnosed as depressed, but it was in fact 
PTSD.  

The UN is being criticised for not doing what it should 
be doing. It does have an impact on you during the mis-
sion. If you are told that what you are doing is not worth it 
and that you are not going to change anything, it does have 
an impact on you as an individual and on the institution: 
People in a mission don’t want to stay any longer. Also 
costs are going up. 

Sometimes civilians and soldiers won’t seek help. If 
you can’t take the heat, get out of the kitchen, is an old 
mentality, but still to be observed on missions. But it 
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doesn’t stand to reason. Another obstacle that keeps peo-
ple from seeking help is the fear of losing his/her job. I 
have seen people risking their mental health in order to 
have their contract extended. There is also the fear of be-
ing shamed when sent back home, the humiliation of not 
being able to succeed in the mission are reasons for not 
asking for help. There is also a financial aspect to this: It 
costs money to send a person on a mission. In addition, 
you make a little more money on a mission. You certainly 
want to serve your country, you want to help. But first of 
all, you want to earn more. You want to improve your own 
situation, get hands-on experience. You have mixed feel-
ings: You want to go abroad but at the same time you are 
afraid. I was very happy, when I was deployed to the field 
for the first time, but I didn’t know what to expect. Being 
able to talk about it is very important. Also, by going on a 
mission you might discover unknown aspects of your own 
personality. You might realise, once you are on a mission, 
that you are more sensitive than you thought you were. 
Promiscuity, for example, is something you might dis-
cover during a mission.  

All theses stresses can be observed during peacekeep-
ing missions, and it is important to take them seriously by 
talking about them first. 
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Signe Buck 
 

Mission experiences from several  
international operations 

 

The MEDEVAC history 

MEDEVAC means MEDICAL EVACUATION; the 
term is often also used for AEROMEDICAL EVACUA-
TION.  

The first aeromedical evacuation took place in the 
German-French War (1870-1871): 164 wounded were 
evacuated from Paris with observation balloons.  

First MEDEVAC ops were planned and conducted 
during the Spanish Civil War (1936-1939).  

In WWII Germany evacuated approx. 2,500 soldiers 
with Junkers “Ju 52” fixed wing aircraft. 

MEDEVAC in missions abroad  

The current fixed wing MEDEVAC asset of the Ger-
man Army is an AIRBUS A310 MRT (Multi-Role Trans-
porter) with a maximum patient capacity of 56 plus 6 
ICUs (Intensive Care Units). 

The current fixed wing MEDEVAC asset of the Aus-
trian Army is a C-130 “Herkules” transporter with a 
MEDEVAC shelter and a capacity of max. 9 patients. 
Various configurations are possible (2 ICU’s, 6 regular pa-
tients etc.). 
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MEDEVAC in UN missions 

MEDEVAC is a UN responsibility. The UN cover the 
costs, but the planning and handling are done by the nation 
which needs the MEDEVAC.  

Since the CHAD Mission the UN evacuate only into a 
medically equally sufficient country, which was KAME-
RUN for the CHAD-mission.  

Before that the contingent physician/SMO usually or-
ganized MEDEVAC with civilian assets (e.g. stretcher 
transport in a commercial airliner), by support of other na-
tions, or by means of specialized Flight Ambulances.  

For EUFOR/NATO missions like KFOR, IFOR & 
SFOR, MEDEVAC was a national responsibility. If 
AEROMEDICAL evacuation was necessary, patients were 
evacuated with insurance-covered Air Ambulance. Usu-
ally these Air Ambulances planned and organized the 
whole operation.  

 
MEDEVAC of injured Austrian soldiers 

Case 1: 13jun08 1300 hrs: Report to the Austrian 
Armed Forces Command: An Austrian soldier was injured 
in an accident in ABÉCHÉ  

1512 hrs: The first contact with the contingent physi-
cian brings the assumed diagnosis of a fracture of the 4th 
lumbal vertebra, a fracture of the pelvis. After first aid in 
ABÉCHÉ the patient was transported to the French Field 
Hospital of N’DJAMENA. 

The French Field Hospital (Role 2) confirms a fracture 
of the hipbone, in a first treatment the patient was put in 
an extension bed.  
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Problem: We were not able to have the patient trans-
ported with the extension bed, because at that time neither 
normal airliners nor flight ambulances were adapted for 
extension beds.  

Without the extension bed the patient would suffer 
great pain during the flight, besides that a full recovery 
could not be guaranteed. 

Solution: A week later we were able to repatriate the 
patient in extended position in our C-130 “HERKULES”, 
but without the medical shelter, which was in development 
at that time. We used an extension bed of the Role 2 field 
ambulance of HOERSCHING. 

A permission of the Commander, Joint Forces Com-
mand and the Air Material Staff & Joint Forces Command 
Air Staff was given. 

The patient did not suffer any pain and was very con-
tent with the transportation. The patient is a 1.92 m, slim 
sportsman who did not suffer any residing damage; the hip 
did not need any further surgery. 

 

New developments in  

MEDEVAC STRATEGIC AEROMEDICAL 
EVACUATION (STRATAEROMEDEVAC) 

In MEDEVAC situations an Aeromedical Evacuation 
Control Center (AECC) at the JFC will be activated, to en-
sure the best psychological and physical evacuation possi-
ble for soldiers/civilians to AUT or another country that 
meets medical standards.  
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The AEOO – the Aeromedical Operations Officer co-
ordinates the transportation of patients with the available 
means. 

The Medical Duty Officer for the Joint Forces Com-
mand plans, authorizes and controls the medical processes 
until the patients get proper medical care.  

The Aeromedical Evacuation Coordination Officer 
checks the flight-fitness of the patients for aeromedical 
transportation.  

The duty officer/Joint Forces Operations Center alerts 
the AEOO, Duty MO and AECO.  

In UN missions the SMO (Senior Medical Officer) 
calls for AEROMEDEVAC to be provided by the FMO 
(Force Medical Officer). He then gets a first evacuation 
permission from the AUT NCC (National Contingent 
Commander), the CO (Coordinating Officer) or the AUT 
Sen Representative (NSR) and informs the DO (Duty Of-
ficer) of the Joint Forces Operations Center of the coming 
MEDEVAC situation.  

Possible means of evacuation are: 

STRATAIRMEDEVAC with the C-130 Medical Evacua-
tion Shelter. 

• a civilian flight ambulance 

• a civilian airline  

• another friendly nation (partner nation) 

Possible ways of evacuation: 

• evacuation to an Austrian hospital  
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• evacuation to a safe third country with sufficient 
medical standard 

• temporary care in a hospital of a friendly nation. 

Austria’s first evacuation with the C-130 shelter: 

On 10 Sep 2010, 0730 hrs, the medical DO was alerted 
because 6 soldiers were injured in a traffic accident near 
Zagreb:  

2 were slightly, 4 were severely injured. The inpatient 
admission at the Traumatology Center University Clinic 
Zagreb told the med DO that 2 patients had to be given 
immediate emergency care and surgery.  

The 2 slightly wounded were brought to Graz military 
hospital by HELEVAC on the same day. 

The 4 severely wounded had to stay in Zagreb hospital 
for further treatment.  

1 week later they were brought back to Austria (VIC) 
by C-130 shelter with a medical team of 1 anesthesiolo-
gist, 1 emergency care specialist and 3 highly specialized 
nurses. They received further treatment in 3 different hos-
pitals. From the VIC 2 of them were flown to the Vienna 
General Hospital by HELEVAC, the remaining 2 were 
brought to other hospitals by ambulance.  

The planning and coordination of this MEDEVAC 
took the JFC Medical Division, the JFC Human Factors 
Group, the JFC Air Staff, the Austrian Armed Forces Lo-
gistic Command and the Air Support Command one week 
of intensive planning, combined coordination and work. 
More than 20 staff from these commands were involved. 
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On 17 Sep 2010, 1745 hrs all patients were safely at 
their final medical destinations.  

All activities related to this accident (evacuation, 
treatment of patients and of NOK, etc.) were accompanied 
by the human factor group of the AUT JFC.  

Summary: On Dec 13th, 1300 hrs the JFC of the Aus-
trian Army successfully finished a staff exercise with 3 in-
jured after an alleged mine-accident at KFOR. The plan-
ning included a MEDEVAC with the C-130 shelter and 
secondary medical transportation for all 3 injured. The 
human factor group and the information cell were also in-
volved. The MEDEVAC was conducted with medical per-
sonal of the field ambulance at HOERSCHING.  
The exercise showed that MEDEVAC for our soldiers in 
missions abroad is in professional hands! 
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Alexander Varn 
 

CHARLY – An Interactive Training Platform for Psy-
chosocial Support 

 
Since 2006 there has been a marked and continuous ri-

se in the frequency and intensity of combat-related stres-
sors German soldiers are facing in Afghanistan. The re-
percussions are evident in an increase in the number of 
soldiers requiring treatment for PTSD with a 750% rise 
from 55 soldiers in 2006 to 418 soldiers in 2009 (Figure 
1). As of September 2010, 480 German soldiers have been 
diagnosed with PTSD after a deployment with ISAF. 

 
Figure 1. Increase in the number of soldiers requiring 
treatment for PTSD 

 
 
In light of these facts, effective primary prevention de-

signed to strengthen individual resources for coping with 
stress and its possible negative effects is becoming in-
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creasingly more important. Traditionally, primary preven-
tion in the Bundeswehr has taken the form of psycho-
education in a classroom setting. This form of frontal in-
struction has the disadvantage that participants are not able 
to test their own actions under stress, practice coping stra-
tegies while in stressful situations, or physically experien-
ce stress and stress coping mechanisms. For these reasons, 
the question was posed whether primary prevention could 
become more effective by using an interactive, multi-
medial computer-based training platform which adds this 
missing dimension. 

As a possible answer, CHARLY, an interactive train-
ing platform for psychosocial support and primary preven-
tion of stress-related disorders, was commissioned by the 
Psychological Services of the Bundeswehr and developed 
by ESG GmbH in close cooperation with the German 
Armed Forces. CHARLY is a potential tool for preparing 
soldiers to deal with the extreme stress they will be facing 
during deployment. It is designed to increase the individu-
al soldier’s resources in dealing with stress using a mix of 
methods including group discussion, interactive multi-
medial training, confrontation with deployment specific 
stress scenarios, and bio-feedback. 

 
Initial Development: CHARLY 1 

The development of the CHARLY training platform 
began in 2008 at the Bundeswehr Explosive Ordinance 
Disposal Centre, Stetten as a cooperation between the 
Bundeswehr and ESG GmbH. For this new form of prima-
ry prevention a blended training setting was designed, mi-
xing moderated group discussions with training and using 
interactive, multi-medial training software. With the help 
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of CHARLY, participants are shown the connections bet-
ween traumatic situations and their own stress reactions. 
They learn to recognise the typical symptoms and effects 
of stress and are able to directly practice skills and self-
management methods designed to help cope with high le-
vels of mental stress. The platform is designed to help par-
ticipants understand and accept their own limits and pro-
mote an understanding of these same limits in comrades. 

The participants are guided through the individual 
training modules by a virtual coach who helps to encour-
age active participation from the start. A stress experiment 
allows participants to experience their own involuntary 
stress reactions. Case studies are used to highlight and 
exemplify potential stressors in traumatic situations. A 
multi-medial psycho-education module expands and dee-
pens knowledge of stress and trauma. Further modules 
teach selected methods for coping with stress. These co-
ping strategies are then practiced and tested through 
confrontation with deployment-specific stress scenarios. A 
biofeedback interface enables participants to objectively 
verify the effectiveness of the employed methods.  

In addition to the training of their self-awareness, par-
ticipants are sensitized to recognize stress reactions in 
their comrades. They train their communication skills in 
simulated dialogs to help establish a basis for a system of 
mutual social support. All training activities are evaluated 
using a point system which shows participants’ areas in 
need of improvement and which encourages them to im-
prove. 

After the development of prototypical stress scenarios 
depicting the deployment realities of explosive ordinance 
personnel, 12 soldiers undergoing training at the Explosive 
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Ordinance Disposal Centre participated in the CHARLY 
training program as a first test of its efficacy. The initial 
results of this explorative study, derived from a pre/post 
assessment, were promising: 

The participants accepted the program very well, 
showed strong motivation, and put in a very good effort. 

The training significantly increased the participants’ 
knowledge of stress, stress-related problems, and stress 
management. 

The training significantly changed the participants’ at-
titude towards traumatic stress in a positive way, i.e. ac-
cepting that stress can have negative effects on anyone and 
that it is not a sign of weakness. 

The participants developed a more realistic assessment 
of personal deployment risks. 

All participants successfully used stress coping techni-
ques to reduce their physiological arousal. 

Most of the participants (¾) rated their training suc-
cess as good or very good. 

Almost all of the participants (92%) judged the trai-
ning to be extremely or very helpful, especially in view of 
future deployments. 

In March 2010 the results of the exploratory study 
CHARLY 1 were presented to representatives of the dif-
ferent branches of service at the Ministry of Defence and it 
was decided to task the Medical Fast Response Forces 
Command in Leer with the follow up study CHARLY 2. 
This study was to test if the initial positive results found in 
the exploratory study can be replicated with soldiers from 
another command, with a different military occupational 
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background, and with an alternative set of mission-specific 
stressors.  

 
Implementation of CHARLY 2 

Responsible for the implementation of the study was a 
project team consisting of a representative of the military 
psychology department of the Ministry of Defence, the 
troop psychologist of the Joint Medical Forces Command, 
the troop psychologist of the Medical Fast Response 
Forces Command, and a project officer of the Medical 
Fast Response Forces Command. Content generation and 
technical implementation lay in the responsibility of ESG 
GmbH and Scheimann and Team. 

Development of Target Group Specific Stress Scenar-
ios and Implementation in the Training Platform 

During the month of May, 2010, in a first step, a 
screening in the form of structured interviews was done 
with 17 deployment experienced soldiers of the Medical 
Fast Response Forces Command. This survey was de-
signed to determine the most relevant, potentially trauma-
tic mission-specific scenarios faced by medical personnel 
on deployment. The interviewers asked soldiers to name 
and describe those situations they were most afraid of or 
which they had actually experienced as extremely stressful 
or threatening. Five of the surveyed soldiers were female, 
12 were male. They were between 22 and 45 years of age, 
had between 4 and 14 months of deployment experience 
and were all members of the 19th ISAF Contingent or the 
3rd or 4th Quick Reaction Force ISAF. Their military oc-
cupational specialities were driver, paramedic or medical 
doctor, with a corresponding rank structure covering en-
listed, NCOs and officers. 
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In total, the interviews identified 24 mission-specific 
scenarios deemed by the soldiers to be stressful or poten-
tially traumatic. These scenarios were then coded in ac-
cordance to their frequency, intensity, and specificity and 
analyzed using cluster analysis, in order to find the six 
most relevant scenarios. Using pictures obtained from sol-
diers of the Medical Fast Response Forces Command, 
ESG GmbH translated these six scenarios into short films 
designed to emotionally impact the viewers and be as rea-
listic as possible in their depiction of the individual scena-
rios. Figures 2 to 7 show the six scenarios implemented in-
to the CHARLY training platform as specifically relevant 
stress scenarios for deployed medical personnel. 
Figure 2. Violent Death of a Comrade (by far the most 
relevant scenario) 
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Figure 3. Dead Bodies (a scenario based on experiences as 
part of the emergency relief force after the tsunami catas-
trophe in 2004) 
 

 
 

Figure 4. Responsibility (a scenario which younger 
enlisted soldiers face, who as drivers have responsibility 
for their crew and their vehicle in a combat environment) 
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Figure 5. In Combat (a scenario which all mobile German 
ground forces face in Afghanistan) 

 

 
 

Figure 6. On Patrol (another scenario which all mobile 
German ground forces are faced with in Afghanistan) 
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Figure 7. Mass Casualties (a scenario which is deemed 
unlikely at the moment, but which is feared) 

 

 
 
 

Implementation of the Training and Data Collection 

For the actual training 30 soldiers of the Medical Fast 
Response Forces Command planned for the next ISAF 
mission contingents were selected. The sample consisted 
of 10 female and 20 male soldiers. 13 soldiers were en-
listed and 17 were NCOs. The deployment experience of 
the individual soldiers in the sample ranged from zero to 
seven deployments.  

The training was split into two training sessions with 
15 soldiers participating in each session. The first session 
was held from August 18 to August 20 and was scheduled 
for two complete days with a breakfast workshop on the 
morning of the third day. Table 1 shows the schedule for 
the first training session. 
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Table 1. First Training Session August 18 to August 20, 
2010 

 
Day 1 Day 2 Day 3 

Initial Work-
shop 

 Breakfast 

Moderated 
Training 

Moderated Trai-
ning 

Transference 
Workshop 

Debriefing Debriefing  
Free Practice Free Practice  

 
Feedback from the first group of participants unani-

mously found the two and a half day schedule to be too 
long. It was therefore decided to shorten the second trai-
ning session to one and a half days. This second training 
session was held on August 23 and August 24. Table 2 
shows the schedule for the second training session. 
Table 2. Second Training Session August 23 to August 24, 
2010 

 
Day 1 Day 2 

Initial Workshop Breakfast 
Moderated Training Moderated Training 
Debriefing Debriefing 
Free Practice Transference Workshop 

 
The one and a half day training schedule was found to 

be optimal by the participants as well as by the project 
team.  

Before and after both training sessions, participants 
were asked to fill out a questionnaire designed to assess 
their attitude towards deployment stress, traumatic stress, 
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and post traumatic stress disorder as well as their knowl-
edge on these subjects. Additionally, in the post-
questionnaire they were asked about their experiences 
with the training and if the had any ideas for improvement. 
The ability of the participants to successfully implement 
the instructed stress management techniques as well as 
their motivation was tracked by the program itself, and the 
log files will be used for the evaluation. Figure 8 shows a 
soldier of the Medical Fast Response Forces Command 
training with the CHARLY training platform. 

 
Figure 8. Training with the CHARLY Training Platform 

 

 
 
 

Overview of the Training 

The training begins with an introductory workshop 
which introduces the topic of stress and stress manage-
ment to the participants, gives an overview of the planned 
training, and highlights the training objectives. After this 
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workshop participants begin their first training session 
with the computer based training platform, working 
through the individual training modules. This phase is ac-
companied by a troop psychologist who supports the parti-
cipants and answers any questions they may have. Since 
the training confronts participants with realistic deploy-
ment-specific stress scenarios, this accompaniment is also 
very important because psychological intervention could 
become necessary if the scenarios trigger PTSD symptoms 
in predisposed soldiers. The computer training phases are 
always followed by a debriefing moderated by the troop 
psychologist and held in the form of group discussions de-
signed to allow participants to share their experiences, 
thoughts, and feelings on the training and on the subject in 
general. The debriefings are followed by a free practice 
session in which participants can go back and repeat parts 
of the training they feel they need more practice in. This 
cycle is repeated until all the computer training modules 
have been worked through. The number of modules wor-
ked through in one training session is determined by the 
troop psychologist in charge of the training. After comple-
tion of the training program, a transfer workshop is held in 
which participants reflect on what they have leaned and 
how they can transfer these skills into their personal and 
professional lives. 

 
Overview of the 12 Training Modules 

The CHARLY training platform contains 12 training 
modules with the first six modules designed to sensitize 
the soldier to the topic of stress and stress-related disor-
ders by imparting knowledge of how the stress reaction 
works, which symptoms go along with it and how stress-
related disorders and PTSD develop as a result. The se-
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cond six modules are designed to teach soldiers strategies 
on how to manage and cope with their own stress reactions 
and how to assist their comrades in dealing with the same 
problem. 

Module 1 is a stress experiment designed to sensitize 
participants to the fact that stress reactions are involuntary. 
Participants are asked to visually follow the flight of a but-
terfly and are then startled by an attacking dog. The parti-
cipants’ reactions are measured by a bio-feedback sensor 
which measures their skin conductivity. These results are 
then shown in the form of a bar graph documenting their 
skin conductivity before and after the attack. Figure 9 
shows a bar graph documenting skin conductivity. 

 
Figure 9. Skin Conductivity Bar Graph 

 

 
 
 
Modules 2 to 4 are psycho education and profession-

alization modules which are designed to expand and 
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deepen a soldier’s knowledge on stress and trauma. The 
platform uses multi-medial instruction to illustrate what 
stress and trauma are, what happens with the body, which 
effects prolonged stress can have, and how coping techni-
ques can be utilized to combat these effects. In addition, 
soldiers are informed about group specific deployment 
scenarios and are shown the potential stressors involved 
with them. Figure 10 shows a screen shot of the psycho 
education modules. 

 
Figure 10. Screenshot: Psycho Education Module 

 

 
 
 
Module 5 conveys resilience as a protective mindset. 

Soldiers learn how their mindset can impact their capabili-
ties of dealing with potentially traumatic situations. The 
module is designed to move soldiers towards a more resi-
lient way of thinking e.g. not seeing oneself as a victim, 
solution-oriented approach, trust in one’s own abilities, 
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meaningfulness of ones mission, etc. Figure 11 shows a 
screen shot of the resilience module. 

 
Figure 11. Screenshot: Resilience Module 

 

 
 
 
Module 6 is a self-perception module designed to 

show soldiers the relationship between thoughts and emo-
tions and how they influence each other. The module tea-
ches the technique “thought check”, which the soldiers 
practice in order to become aware of their own thoughts 
and emotions at a given moment in order to consciously 
influence them. Figure 12 shows a screen shot of the self 
perception module. 
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Figure 12. Screenshot: Self Perception Module 

 
Modules 7 – 9 and 11 are stress management modules 

in which the soldiers train three methods for coping with 
stress: “thought stopping”, “my favorite place” (imagery), 
and “quick relaxation” (muscle relaxation). During these 
modules they are placed under stress by playing a stress 
game in which they have to bring a relief convoy to a 
downed vehicle while ensuring the safety of the downed 
vehicle by protecting it with troops at the same time. Once 
the game, which is designed to be unbeatable after the 
fourth level, is finished, the participants are then con-
fronted with a specific deployment stress scenario. After 
this confrontation the participants utilize one of the in-
structed coping techniques to manage their stress levels. 
Their reactions are measured by a bio feedback sensor 
which measures the skin conductivity before the game and 
stress scenario, afterwards, and again after implementation 
of one of the coping techniques. The results are shown in 
the form of a bar graph documenting the skin conductivity 
at the different points of measurement with a successful 
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implementation resulting in a decrease after the last mea-
surement. Figure 13 shows a screen shot of the stress ma-
nagement modules. 
 
Figure 13. Screenshot: Stress Management Module 

 

 
 
 
 
Modules 10 and 12 are social support modules which 

utilize simulated dialogs to teach the participants how to 
verbalize their stress-related thoughts and feelings. They 
also sensitize the soldiers towards recognizing stress reac-
tions in their comrades and show them ways of helping 
these soldiers. Figure 14 shows a screen shot of the social 
support modules. 
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Figure 14. Screenshot: Social Support Module 
 

 
 
 

 
Initial Results and Outlook 

The evaluation of the pre/post survey as well as the 
LOG files is undergoing at the time of this writing and has 
yet to be completed. Nonetheless, initial results give a first 
positive impression: 

Feedback from the participants shows a good accep-
tance of the training tool.  

In particular soldiers with prior deployment experience 
considered the training to be very helpful for soldiers with 
no previous deployment experience. 

The scenarios were deemed very realistic and therefore 
give soldiers a chance to confront themselves with, and re-
flect on, possible stress scenarios prior to deployment. 
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All participants were able to successfully utilize stress-
coping techniques, with the imagery technique “my favori-
te place” finding wide acceptance.  

 
Figure 15 shows first findings of the survey detailing 

the acceptance of the training tool amongst the partici-
pants. 

 
Figure 15. Acceptance of the Training Platform 

 
 
A survey of the soldiers who participated in CHARLY 

2 after their return from deployment is also planned. This 
is to test if the positive effects found after the training are 
stable over time. In addition, we would like to see if the 
soldiers were able to implement what they learned and 
whether they found the training useful for the combat en-
vironment. 

If the final results of the survey are positive and the 
soldiers find the training to be useful during the actual de-
ployment, the continued use of the training platform in the 
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Medical Fast Response Forces Command is likely and an 
implementation of CHARLY in other commands (e.g. 
Military Police, Civil-Military Cooperation Teams – 
CIMIC, etc.) is possible. This would also allow us to inc-
rease our sample and enable us to better evaluate the trai-
ning platform’s efficacy.  
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Peter Hofer 
 

Mission Experiences from Tchad 

„The distinctive feature of military leadership can be 
seen in the fact that it has to work under the exceptional 
burden of a mission – especially in battle. “1 

 
Initial thoughts 

In a mission we always find different perceptions, de-
pending on the echelons. The longer the distance, the big-
ger the gap in perception. Ernst Jünger brought this to the 
point in his book “In Stahlgwittern” by describing his de-
briefing with the division:  

“The general staff officer of the division […] was 
quite indignant and tried to make me responsible for the 
outcome of the operation. While putting his fingers on the 
map and asking me questions like ´Why didn’t you take 
this trench to the right?´ I recognised that the confusion 
which knows no left and right was far beyond his imagina-
tion.”2  

And several decades after Julian Thompson stated it 
likewise by saying  

“It must have been difficult for anyone working off 
small-scale maps to have much of an idea what an infan-
tryman’s war in the Falklands would be like.”3  

                                                 
1 FM „Taktischer Führungsprozess“ (VIENNA 2009) No. 6 (speaker´s 
translation) 
2 Ernst Jünger, In Stahlgewittern (STUTTGART 2008) p. 214 (spea-
ker´s translation) 
3 Julian Thompson, No Picnic (LONDON 2001) Foreword 
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A lot of research and effort has been made in the past 
years in the field of network centric warfare. Some think 
tanks are talking about the necessity of creating a knowl-
edge centric warfare. I am convinced of the predominant 
importance of a Human Centric Warfare as depicted in the 
following quotation:  

“Despite the highly developed technical devices, the 
human being is the decisive factor in combat. The support 
of individual skills with the means of training and educa-
tion as well as the preparation for the challenges on mis-
sion is the key to success.”4 

 
Situational cornerstones 

The situation in Tchad can be described as very com-
plex and difficult to understand for Central European 
thinking. How can a difference be made between all the 
different actors striving for different aims and looking so 
much alike? 

 

 

 

 

 

 

                                                 
4 FM „Das Jägerbataillon“ (VIENNA 2005) No. 48 (speaker´s transla-
tion) 



161 

Figure 1: Several differences 

 

 

The process of situational awareness has to be guided 
by the “Ildefonso principle”. The problems are multilay-
ered and never have only one dimension. Understanding 
these layers and action in the cross section is crucial for 
success. Pretty much as John F. Kennedy once described 
it:  

“There is no single, simple key to this peace, no grand 
or magic formula to be adopted by one or two powers. 
Genuine peace must be the product of many nations, the 
sum of many acts.” 
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Figure 2: The Ildefonso Principle 

 

 

 

Challenges 

“In missions abroad with long absence from home and 
family, challenging duty and, most of all, the potential 
psychological hardships effected by the confrontation with 
war, destruction and affliction, the commander’s obliga-
tion for the care for his soldiers is of uttermost impor-
tance.”5  

The challenges dominating the mission area in Africa 
are: 

• remote and basic conditions 

• environmental challenges (climate, animals,…) 

                                                 
5 FM „Das Jägerbataillon“ (VIENNA 2005) No. 119 (speaker´s trans-
lation) 
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• personal challenge created by the insight that you 
cannot help everybody although you want to 

• an enormous area of operations heavily depending 
on airlift capacity, the quality of service support and 
creating special ways of mission accomplishment 
like the nomadic patrol 

 
Leadership tools 

During my tour I found out that leadership is very 
much like the water purification plant we used in the mis-
sion area. This biological water purification plant needs a 
good balance between two different types of sludge. It is 
the plant master’s responsibility to ensure its proper func-
tioning by making tentative adjustments. Big adjustments 
result in a severe malfunction. Leadership can be com-
pared to the situation in the purification plant. Adjust-
ments are always necessary, but if those adjustments are 
too extreme, it will all end up in a mess.  
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Figure 3: The water purification plant 

 

 

 

 

Modest but constant change is preferable and can best 
be achieved with the following tools: 

• continuous training 

• mutual trust 

• superior equipment 

• esteem 

• psychological care 

• chaplain 

• “steaming kitchens” with homemade specialities 

• joining events 
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• constant improvement of infrastructure 

• regular and up to date information 

• confidence in leadership 

• cultural awareness 

 

The necessity of explaining 

We are fighting a constant war of pictures. Keeping 
the fact in mind that there is only 100% media coverage 
available, either we or our adversary will claim this space. 
The faster you provide accurate information by constantly 
dealing with high level and media visits, the more support 
you will gain from your home country. It is them who pay 
for it! 

 
Conclusions 

The commanding officer is the role model for his sol-
diers. Permanent presence enables him to hear the “little 
things” which are invaluable for the estimation of the sol-
dier’s mood. And every time he has to draw a “blue line” 
on the map, he has to associate this line with the men 
fighting there! 
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Figure 4: Leadership Principles 

 

 

 

Those leadership principles have proven very much 
worth. Command, Control, Correction with Consequence 
and Heart, Brain, Hardness and Humour embedded into 
mutual trust have always been criteria for success in lead-
ership.6 Creating the basis for effective leadership is a 
long process:  

“It is too late to demand forming discipline in times of 
panic but it has to dominate the daily routine. Cleanliness, 
cooperativeness, comradeship, politeness and cheerfulness 
are the foundations for order and discipline.”7 

 

                                                 
6 These principles are called the four K´s – Kommandieren, Kontrol-
lieren, Korrigieren, Konsequenz” and the four “H´s – Herz, Hirn, 
Härte, Humor”. 
7 FM „Das Jägerbataillon“ (VIENNA 2005) No. 112 (speaker´s trans-
lation) 
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Figure 5: Mental basis for military training 

 

 

In the Austrian Armed Forces we introduced the Three 
Block Approach already several years ago. We do firmly 
believe that the three pillars of 

• tradition and experiences, 

• action in multinational dimensions, and 

• cultural awareness  

are the mental basis for military training, because  

“The superior has to care for, and give attention to, 
those infantrymen, who have been newly assigned. Joining 
the battalion and the companies and the integration of the 
infantrymen has to be facilitated already in pre-mission 
training.”8  

                                                 
8 FM „Das Jägerbataillon“ (VIENNA 2005) No. 118 (speaker´s tran-
slation) 
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Doris Lancaster 
 

US Army Community Based Behavioral  
Health Teams 

 

Disclaimer: The opinions and assertions contained 
herein are the private views of the author, and are not to be 
construed as official or as reflecting the views of the US 
Army or the Department of Defense. 

 
Background at Fort Carson 

Fort Carson is located in Colorado Springs at the foot 
of the Rocky Mountains. This is a high altitude training 
facility and Colorado Springs has a long history hosting 
military units. In 1942 the city of Colorado Springs gave 
land to the US government to build Camp Carson, named 
after the wilderness scout, Kit Carson. The 10th Mountain 
Division (ski division), a hospital, and other units were lo-
cated there during WWII. Today, Fort Carson hosts the 
4th Infantry Division. 

Fort Carson is an excellent place to train for the 4th In-
fantry Division. Fort Carson is situated in a large area that 
affords room for infantry training. It is at high attitude, 
1,880m, and in the shadow of the Rockies with our local 
mountain, Pikes Peak at 4,296 m. Fort Carson supports the 
25,000 soldiers and their families with homes, schools, a 
hospital, day care centers, chapels, stores, petrol stations, 
golf course and driving range, four gyms, and two swim-
ming pools. 

Fort Carson is a Force Projection platform with the 
sole a mission of getting soldiers ready to deploy. Ap-
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proximately 25,000 soldiers prepare to deploy from Fort 
Carson. Fort Carson’s soldier population grew at a tre-
mendous rate when the 4th Infantry Division completed 
re-locating to Colorado Springs in 2010. 

 
Emerging Problems 

The 4th Infantry Division had been based at both Ft 
Hood, Texas and at Fort Carson. In 2010 the 4th Infantry 
Division consolidated at Ft Carson increasing the soldier 
population to 25,000, an increase in troop strength of 
100% in five years. This population growth alone has been 
a serious stress on local resources to include the Behav-
ioral Health Department. 

Violent crimes perpetrated by soldiers began to in-
crease with subsequent demands on the Department of 
Behavioral Health. The most shocking statistic occurred 
between the years 2005 and 2008; 13 soldiers at Fort Car-
son were charged with homicide, attempted homicide, or 
accessory to homicide. 

As the violence escalated, the Office of the Army’s 
Surgeon General initiated an Epidemiologic Consultation 
Investigation (EPICON). It was published in July 2009, 
conducted from November 2008 to May 2009 and covered 
the time frame of 2005-2008. It concluded that the inten-
sity of battle, the long-standing stigma against seeking be-
havioral health help, and shortcomings in substance-abuse 
and mental health treatment may have converged with 
“negative outcomes”. 
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Some ideas that came out of the study were: 

• Identify highly combat-exposed soldiers/units prior 
to deployment and provide enhanced reintegration 
support (identify and treat). 

• Ensure commanders comply with regulatory re-
quirements to send soldiers for substance abuse 
treatment and establish a confidential substance 
abuse referral process (identify and treat). 

• Ensure that there is no humiliation or belittling of 
soldiers who seek or receive behavioral health or 
substance abuse assistance (reduce stigma). 

• Each unit should have a uniformed behavioral 
health officer that is a stabilized position 180 days 
pre and post deployment (reduce stigma). 

• Evaluate current anti-stigma programs and im-
prove them (remove stigma). 

• Develop and train non-commissioned officers and 
junior officers to better manage soldiers with be-
havioral health problems (improve leadership). 

• Develop methods and programs to follow soldiers 
at high risk for suicide/violence (improve leader-
ship). 

• Conduct an Army wide-study to assess a possible 
link between deployment, combat intensity and 
aggressive behavior (follow on study). 

• Conduct an Army-wide study to assess the impact 
of changes in waiver policy upon induction into the 
Army (follow on study).  
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One conclusion the EPICON study investigation as-
serted was what we already intuitively knew: The current 
Behavioral Health system at Fort Carson had to make 
some drastic changes. 

The Department of Behavioral health was difficult for 
soldiers to access. The department was understaffed. 

In 2003 the department had four psychiatrists and by 
2006 psychiatry was considered 64% understaffed. In 
2003 there were five psychologists and by 2006 it was un-
derstaffed by 56%. Social work in 2006 was 78% under-
staffed. This shortage caused 50% of the soldiers to be 
sent off-post for behavioral health treatment increasing the 
barrier between command, soldier and behavioral health. 
Other support personnel but clinical and administrative 
were needed such as front desk staffing and nurse case 
managers. Coordination of care of the soldier with re-
sources, command and other medical providers was poor. 
No easy communication with the physicians or with the 
unit commanders existed. All units and medical clinics 
post-wide funneled all soldiers with mental health needs 
into one understaffed behavioral health clinic. The soldier 
got “luck of the draw” in terms of the behavioral health 
provider. The behavioral health provider, overwhelmed 
with 7-14 walk-ins per day were not able or found it diffi-
cult to coordinate care with units but primarily worked as 
stabilizing crisis. There was not a good way to send con-
sultations for medications to a psychiatrist. Care many 
times was disjointed and many providers had a hard time 
following up with cases. 
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Re-Vision 

There began a collaborative effort to formulate solu-
tions with the leadership and staff of the Department of 
Behavioral Health. Extraordinary leadership motivated to 
decrease psychological suffering post-battlefield. The Be-
havioral Health Department had to think outside the box 
as demand for behavioral health was clearly outpacing the 
supply. The idea was to provide mental health care close 
to the active unit along troop lines. Being located physi-
cally close to the units would tap into the power of the 
chain of command to help soldiers both psychiatrically 
and administratively. We would use the knowledge from 
Behavioral Health providers, and add the authority of the 
commander and we would then hopefully see the best 
mental health care for and management of practice for the 
soldier.  

The Behavioral health team and the unit would be able 
to identify trends. This proximity would also make care 
more accessible to soldiers. We needed to reduce stigma 
so that we could get the soldiers to come in and be treated. 

• Proximity to the units allowed the behavioral 
health treatment to be sensitive to the timelines 
of the mission. 

• Post deployment about 1-6 months: Coming 
back to a decreased adrenalin environment with 
new “meaningful” activity.   

• About 6-12 months: Recognizing and perhaps 
starting to work on psychological problems as-
sociated with combat deployments. 
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• About 12-24 months: Thinking about the in-
tense training cycle and future in the Army. 

• While on deployment: Treating and supporting 
soldiers returned from theater. 

The Behavioral Health Teams consisted of one psy-
chologist/social worker per battalion with the goal of 
building trust with the unit, knowing how they function, 
available for consultation with leadership and also treat-
ment, education of the entire unit. Dialogue with Com-
manders and while treating soldiers within the footprint of 
the unit is one of the best ways we have found to over-
come the common negative thoughts about behavioral 
health care. Both the leadership and the soldiers in a bat-
talion have easy access to the assigned behavioral health 
provider who in turn provides direct support to the leader-
ship and soldiers while working closely with the team of 
helpers. 

The teams actively got the providers out with the units 
increasing patient contacts, involved senior leaders in sui-
cide prevention/behavioral health issues, helped leaders 
tighten/include medical provider and chaplains in caring 
for the soldier and reduced medical evacuations from thea-
ter. 

Currently the community-based behavioral health team 
composition ideally is six behavioral health providers (3 
social workers and 3 doctorate-level psychologists), one 
psychiatrist for medication management, one nurse case 
manager –to ensure cases high for violence, suicide, legal 
problems get closely followed and there is coordination of 
care. Also needed on the team are two behavioral health 
technicians to do initial walk-in screening and assist with 
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treatment such as classes and outreach education, two 
medical support assistants-working at the front desk, doing 
basic administrative work and lastly one licensed practical 
nurse to track and trend data. 

The key roles of the behavioral health provider are to 
provide treatment, assessment, recommendations and ad-
ministrative duties for the unit and the soldier. Treatment 
examples are individual, supportive and group modalities. 
Also the behavioral health provider refers soldiers for spe-
cialized treatment such as substance abuse. Behavioral 
health providers also support commanders as we collabo-
rate in looking for trends, and we consult on difficult cases 
in helping the soldier manage to help the soldier manage 
his/her emotions and behavior. The behavioral health pro-
vider completes administrative duties for the soldier and 
the unit such as to ascertain if the soldier is deployable and 
retainable in accordance with Army standards. We assist 
in processing administrative separations (psychiatric prob-
lems according to DSM IV-TR and patterns of miscon-
duct). The behavioral health provider also conducts formal 
legal commander directed evaluations. We also do as-
sessments in response to referrals from physicians and 
other health professionals. Lastly we provide assessments 
for psychological eligibility for special Army training such 
as drill instructor, recruiting, Special Forces, Ranger 
School and Sniper School. Our future goal is to develop a 
structured psychological resiliency program for both the 
leadership and the soldier. 

Uniquely we meet with command weekly. We conduct 
command conference with the leadership and the soldier 
upon discharge from psychiatric hospital. This clears the 
air for what the soldier needs to get better, what the overall 
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goal in treatment, the administrative disposition and the 
prognosis. We no longer meet resistance from command 
in stopping the soldier getting treatment. We have bi-
monthly seminars on behavioral health topics for non-
commissioned officers. Lastly, the psychiatrist and other 
prescribers meet for case consultation. 

Currently Fort Carson has four behavioral health 
teams. One is supporting the rear detachment as the bulk 
of the unit is deployed. A second team is helping their bri-
gade adjust to being back in the US and back to “normal” 
life. A third team is supporting the brigade engaged in in-
tense training with the expectation of deployment. Lastly 
the unit that is next out the door on deployment is being 
followed by the fourth behavioral health team. 

The US Army Public Health Command published a 
provision report covering 5-9 April 2010. They found 
some positive results from having a behavioral health team 
in place with the troops first returned from a deployment. 
Acute psychiatric inpatient admissions were lower. While 
traffic violations did not decrease, there were fewer posi-
tive urinalyses, less spouse abuse, fewer financial prob-
lems, fewer sexually transmitted diseases and fewer sui-
cide attempts and gestures. More soldiers maintained a 
mission ready level. 

The leaders and the soldiers were asked for their opin-
ion on the services provided by the behavioral health 
teams. Overall leaders had a good perception of our be-
havioral health care. They seem to agree we were avail-
able, we were visible in the footprint, easy to get referral 
to, good follow up with the command, behavioral health 
support the mission and we were convenient. The soldiers 
also felt the providers understood their work and home 
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situations. They believed the provider was an expert, ad-
vocated for the soldier and trusted the recommendations of 
the provider. 

There are several lessons learned from putting together 
a behavioral health team. Teams must develop a cohesive 
functioning team. The selection of is staff critical: they 
must know the regulations, Army/infantry lifestyle, under-
stand the military protocol. The leadership must guard 
against staff burnout. Leadership must administratively 
support the behavioral health to allow them to adapt to the 
unit. 

In summary, community–based behavioral health care 
is the most efficient when assimilated with the unit struc-
ture and organized around longitudinal working relation-
ships. Behavioral health providers can care for soldiers 
while simultaneously supporting leaders and enhancing 
the strength of the unit. We continue to get positive feed-
back from leadership that this model works to help them 
take care of soldiers and attain the goals of the mission. 
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Abstract 

Psychiatric consequences of military conflicts and 
their impact on the civilian population are of a great im-
portance for rebuilding of societies, state-building proc-
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esses, post conflict health recovery and health system re-
construction, as well as reconciliation processes among 
nations. The war in Kosovo was severely traumatic and 
expected therefore to significantly increase the rate of psy-
chiatric morbidity. CDC in collaboration with the Univer-
sity of Prishtina, Institute for Mental Health and Recovery 
of Kosova and Doctors of the World, had earlier con-
ducted a mental health survey of the Kosovar Albanian 
population age 15 year and above in August-October 1999 
and a follow-up survey in May 2000. Follow up study 
conducted in October – November 2005 using the same 
methodology has documented the long term impact of war 
related traumatic experiences on the mental health status 
and social functioning of the Kosovar general population 
age 15 and over and on the substantial psychiatric morbid-
ity among civilians in a post-war setting. The results of 
this study indicate that PTSD, depression and emotional 
distress (anxiety) has become chronic in a considerable 
part of the general population. Psychological and psychiat-
ric wounds of war obviously do not resolve spontaneously, 
but may linger for many years having potential for multi-
generational effect. Study confirms the high co-morbidity 
of PTSD and more unspecific depression, observed in sev-
eral earlier studies. As at least in some regions, PTSD and 
depression occur frequently in the same groups, and espe-
cially in regard to severe war exposure or loss of relatives. 
War related psychological factors might rather contribute 
to lower functioning through interaction with the eco-
nomical factors in the present environment. 
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Introduction 

After numerous atrocities in the relationship between 
Serbia and its former Yugoslav neighbors, NATO took 
collective action to stabilize the situation, end the atroci-
ties, and protect the populations that had become the vic-
tims of genocide.  On March 24, 1999, NATO’s bombing 
campaign started, and Kosovar Albanians fled to Mace-
donia because the Serbian military was forcing entry into 
their homes.  About one million people were expelled 
from Kosovo within a few weeks (UNHCR, 2000).  They 
traveled by foot, car, wagon, or any other means that they 
could find during the ethnic cleansing.  Family and com-
munity connections extended throughout the Kosovar 
community, across all the borders to Montenegro, Mace-
donia, Albania, and even the Presheva Valley in southern 
Serbia.  Each of the Albanian communities in these areas 
welcomed the refugees with open hearts, minds, and 
homes, according to the principles of Kosovar reciprocal 
hospitality. The resilience inherent in both national and in-
ternational communities forged solidarity and community 
connectedness.  The Family itself and the Family and 
Community Links served as the foundation for the sur-
vival of the group as a whole. 

A study conducted during the post-war period (Car-
doza et al., 2000) showed that 25% of the total population 
above 15 years of age displayed the signs and symptoms 
of Post Traumatic Stress Disorder (PTSD).  Unsurpris-
ingly, anxiety and depression were also on the rise.  The 
extreme stressors experienced by much of the population 
during the war were magnified by the corollary loss of the 
traditional network of social support.  Long-term impact 
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of the war on mental health of the civilian population was 
expected. 

 
Aim and Objectives 

The aim of the study conducted between October 28 
and November 24, 2005 was to determine the scope, social 
and geographical distribution of mental health and social 
dysfunction problems in Kosova six year after the war. 
The objectives of the study were to: provide an assessment 
of the current prevalence of mental health-war related dis-
orders; assess the health-related level of functioning of the 
population with a special focus on war related sequels; 
identify strongly affected populations who might require 
special attention or support; compare results with the stud-
ies conducted by CDC in 1999 and 2000; and to under-
stand help-seeking and other aspects of health care ser-
vices utilization and satisfaction.  

 
Methodology 

As in earlier CDC studies, in this study was also used 
the random two-stage cluster sampling methodology. In 
order to achieve a 95% confidence interval a total of 30 
clusters with at least 40 adults aged 15 years or older in 
each cluster was required. In total six teams of five inter-
viewers were used to collect the data.  The interviewers 
received a three day intensive training in all aspects of the 
study.  Prior to starting the data collections, test interviews 
were taken under the trainers’ supervision to test screening 
tools, sampling methodology, written consent, and other 
materials used in the study. 
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Four self-reporting questionnaires were used for this 
study to assess the aforementioned aspects of mental 
health, social background, and war related experiences.  
The package included the instruments used in the earlier 
CDC study in their original form: General Health Ques-
tionnaire 28 (GHQ-28), Medical Outcome Study 20 (MSO 
-20); and the Harvard Trauma Questionnaire (HTQ), ex-
cept from Traumatic Event part of the HTQ where has 
been used Bosnia-Herzegovina version with 46 traumatic 
events. In addition, also has been used the Hopkins Symp-
toms Checklist (HSCL-25) to reveal more information on 
depression and emotional distress. A special module was 
added to the general social questionnaire to collect data on 
further war related factors.  

Data processing and analysis was carried put using 
Microsoft Office Excel 2003 and SPSS 12 statistical pack-
age. P values were calculated using ANOVA analysis and 
the P<0.05 was considered statistically significant. For de-
scriptive statistics frequencies were used, when we needed 
to gate the percentage of categories of one variable with 
the other variable crosstabs were used, in case when the 
depended variable was continues and we wanted to check 
the mean and standard deviation Compare means was 
used. For inferential statistics to check the significances (p 
values), and to check the effect of one (independent) vari-
able on other (dependent) variable ANOVA was used, in 
case when we wanted to control effect of some variable 
while checking the significance Multivariate Analysis – 
general linear model was used to control/covariate. 
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Summary of findings and discussion 

The total mean score for the GHQ-28 was 7.9, com-
pared to both CDC studies, this indicates an improvement 
of general mental health [11.9:8.2]*9. According to the es-
tablished cut off scores for the GHQ-28 (Lopes C. B. & al. 
2003) the mean total score of 7.9 was consistent with the 
presence of moderate non-specific psychiatric morbidity 
among the surveyed population (cutoff score 6-11). In ad-
dition, 25.8% of the population has a score of 6-11, repre-
senting the presence of moderate nonspecific psychiatric 
morbidity among them, while 27.7% of the population has 
a score of >12, indicating the presence of substantial psy-
chiatric morbidity. Compared with CDC studies, six and 
seven year ago, the mean score of somatic symptoms (2.6) 
has shown some improvement [2.4:3.9]*; lighter im-
provement (2.8) has been found also related to anxiety and 
insomnia [2.7:4.2]*. Mean scores for social dysfunction 
(1.5) have also shown some improvement [2.1:2.2]* 
whereas the mean score for severe depression remains al-
most the same (1.2) [1.1:0.9]*. 

Categories of the population with higher scores in the 
GHQ-28 include the unemployed, people with previous 
psychiatric illness and those who received professional 
help for their psychological problem related to war, people 
that were raped, people with a family member or friend 
murdered during the conflict, and people who feel hatred, 
have fantasies of revenge and desire to act on these feel-
ing. There is a correlation between a higher score on 

                                                 
9  Numbers in brackets refer to the results of earlier CDC stud-
ies [First figure represents results from 2000 study and second figure 
represents results from 1999 study]. 
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GHQ-28 and the number of trauma events exposed and the 
mean score for Harvard Trauma Questionnaire, i.e. people 
with higher (worse) score on GHQ-28 have been exposed 
to a higher number of traumatic events and have a higher 
HTQ mean score. 

The members of the Serbian ethnic group had the 
highest GHQ-28 mean total score (9.6) although scores for 
PTSD, MOS-20, depression and emotional distress were 
lower than in Albanians. In general mean scores for so-
matic symptoms and for anxiety and insomnia were higher 
(worse) than mean scores for social dysfunction and de-
pression. This might indicate predisposition of population 
to report somatic, anxiety and insomnia complaints than to 
be aware about their depressive status and social dysfunc-
tion. The finding confirms clinical observations of Kos-
ovar psychiatrists and psychologists. The different pattern 
of mental health problems in the Serbian population sam-
ple may be explained by several factors such as lower use 
of public mental health services, migration of those with 
more economic flexibility, or different stress in the eco-
nomic situation. 

Despite the improvement of the mean score for the 
general mental health status, using the cut off score of 52 
(MOS-20, range 1-100) which is established in US popu-
lation based on studies of the relationship between mental 
health and clinical measure of the probability of any psy-
chiatric disorder (Ware JE Jr. & al. 1997), indicates the es-
timated prevalence of psychiatric disorders for Kosovo to 
be 40.8% which represents a substantial improvement 
compared to the CDC study 1999, [83.5%]. Groups with 
the highest prevalence of psychiatric morbidity according 
to this cutoff score are those who experienced rape 
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(87.5%); have received professional help for dealing with 
psychological problems related to war (59.8%); experi-
enced the murder of family members or friends (52.8%); 
with the lowest education levels (52.4%); and people who 
have fantasies “all the time of taking revenge” (54.3%). 
Furthermore, rural participants have a higher prevalence 
than urban, (43.3% vs 38.0%), and also the difference is 
substantial between those who experienced and did not 
experience a combat situation, 45.7% vs 35.2%. The 
prevalence of non specific psychiatric morbidity is in-
creasing linearly with the number of traumatic events ex-
perienced. 

The current estimate for the prevalence of PTSD, 
based on our study is 22.05% [25.0%: 17.1%]*. This rate 
is- unexpectedly - only about 3% lower than the rate in 
2000, but still higher then the first studies prevalence. 
High intensity of poly-traumatic events might have long 
term effect on the mental health status of the population. 
Large number of family members are still missing any in-
formation about their lost family members, there are very 
limited specific trauma related mental health services, job 
and recreation opportunities are extremely narrow, preva-
lence of depression and emotional distress in the general 
population is very high; and there is an increased number 
of forced returnees from western European countries (suf-
fering previously or even at present from PTSD). At the 
same time resilience of families and individuals due to 
rapid cultural changes must be expected to be substantially 
lower.  

The Albanian population reported the highest preva-
lence rate for PTSD (22.6%), associated with a signifi-
cantly higher level of prevalence of depression (43.1%) 
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and emotional distress (43.9%) than the Serbian ethnic 
group PTSD (18.0%), depression (32.5%) and emotional 
distress (39.7%), and other ethnic groups PTSD (17.4%), 
depression (28.3%) and emotional distress (30.4%). Spe-
cific causal factors for the persistence of PTSD and the 
original development may be the cumulative effect of the 
chronic psychosocial stress before the war, significantly 
higher exposure to multiple traumatic events during the 
war, rape experience, refugee and displacement experience 
and forced return of the Albanians. General factors con-
tributing to both high PTSD and high depression and emo-
tional distress scores might be multiple trauma experi-
ences; large parts of the population living in rural areas; 
high rates of feelings and fantasies of revenge; high un-
employment rates; previously diagnosed psychiatric ill-
nesses (especially those who received professional help). 
For the HSCL-25, estimated prevalence for depression and 
emotional distress were 41.8% and 43.1% respectively. 
These very high rates correspond to reports of the clini-
cians of increased numbers of patients with depression and 
generalized anxiety disorders with panic and phobic mani-
festations in the general population and the high scores in 
the GHQ.  

This mental health survey documented long term per-
sistence of substantial psychiatric morbidity among civil-
ians in a post-war situation. This finding is consistent with 
similar studies among Cambodian refugees, Bhutanese 
refugees living in Nepal, and Bosnian refugees living in 
Croatia (Mollica, R.F. 2000). Results show long term per-
sistence of PTSD, depression and emotional distress, 
which is consistent with findings in the literature that 
while a relatively small percentage of survivors of war 
suffers from serious mental illness requiring acute psychi-
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atric care, a much larger proportion of the population ex-
periences low-grade but long-lasting mental health prob-
lems (Bramsen, I. & al. 1999). 

 

Conclusions 

This mental health survey documents the long term 
impact of war related traumatic experiences on the mental 
health status and social functioning of the Kosovar general 
population age 15 and over and in general, substantial 
psychiatric morbidity among civilians in a post-war set-
ting. The results of this study confirms the high co-
morbidity of PTSD, and more unspecific depression, indi-
cating that PTSD, depression and emotional distress (anxi-
ety) has become chronic in a considerable part of the gen-
eral Kosovar population. 

In summary, it can be concluded that war-related psy-
chological trauma as indicated by high rates of a specific 
disorder – PTSD – and probably also by more unspecific 
psychiatric symptoms continues to have an important im-
pact on psychiatric status of the Kosovar population, six 
year after the end of the war. Obviously, psychological 
and psychiatric wounds of war do not resolve spontane-
ously, but may linger for many years indicating possible 
later second generation trauma risk. 
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Jens T. Kowalski 

PAUSE – A Preventive Postdeployment Intervention 
Program for Soldiers Who Have Experienced  

Potentially Traumatising Events 

 
Introduction 

Psychological health and resilience are indispensable 
requirements for military personnel serving in combat 
zones. Beginning in the early nineties, the German 
Bundeswehr took part in international missions such as in 
Somalia, former Yugoslavia, Djibuti or in Afghanistan. 
About 10000 soldiers are deployed every year, being ex-
posed to increasing military, medical, social and psycho-
logical stressors.     

A marked and continuous rise in the frequency and in-
tensity of combat related stressors has generated an in-
creased awareness of the fact that differentiated prevention 
programs are becoming more and more important.  

 

Current status 

Apart from primary prevention, secondary and tertiary 
prevention modules have been developed in addition to 
well established therapeutic approaches. These programs 
are designed to strengthen personal resources such as the 
social network, self healing capabilities and stress man-
agement competence after being exposed to traumatic 
stressors.  

In a cooperative effort of several services of the Ger-
man Armed Forces such as the Psychological Service and 
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the Medical Service and based on a framework called 
“Rahmenkonzept zur Bewältigung psychischer Belastun-
gen von Soldatinnen und Soldaten“ a package of measures 
have been implemented to support reintegration of soldiers 
after redeployment.  The “Rahmenkonzept” defines a mul-
tidimensional approach with the dimensions time and 
depth of psychosocial support.  

Currently all German soldiers are required to partici-
pate in a two day post deployment seminar six weeks after 
mission completion, the so called “Einsatznachberei-
tungsseminar” (ENBS). This seminar is mandatory and ir-
respective of actual exposition to potentially traumatising 
events. Moderated by trained military personnel, these 
seminars offer the opportunity to reflect on experiences of 
the soldiers, discuss deployment related problems and join 
comradeship in a relaxing atmosphere. These seminars are 
meant to finish the time abroad and the deployment men-
tally. Although mental health specialists are available on 
demand, these seminars are explicitly not supposed to un-
cover psychiatric disorders such as PTSD. This is part of 
the postdeployment medical checks, conducted by military 
medical doctors using standardized psychological ques-
tionnaires. Depending on the results of the tests and if 
necessary, further psychiatric and psychological examina-
tion, in inpatient clinic psychotherapy or rehab measures 
are offered.    
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The new approach – PAUSE 

A Preventive postdeployment intervention program for 
soldiers who have experienced potentially traumatising 
events 

PAUSE is an attempt to offer sophisticated prevention 
modules triggered by the actual need instead of the previ-
ous broadband preventive approach described before. Fig-
ure 1 shows the basic differences of the two approaches:  

Figure 1: Basic differences of approaches 

 

 

 

Core of PAUSE is the “Validated Cologne Risk In-
dex”, in german the “Validierter Kölner Risiko Index” (V-
KRI). V-KRI is a validated questionnaire, given as a part 
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of the postdeployment medical examination and designed 
to categorize soldiers in accordance to their specific needs, 
in order to channel them into the appropriate preventive 
modules.  

It is to differentiate between four groups of soldiers 
with different needs for preventive support depending on 
their risk to suffer from long term posttraumatic conse-
quences.  

Figure 2: Decision process with the V-KRI.  

 

 

 

A multi professional team of surgeons, psychologists, 
psychiatrists, social workers, family therapists and sports 
instructors will offer a wide range of different modules.  

Five modules have been defined so far, emphasizing 
on different needs of the soldiers. Within each module a 
choice of activities will be carefully selected to meet the 
needs of the participants. Foci of the modules could be 
e.g.: 
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Module Psychoeducation 

• Sleep 

• Nutritional Counselling 

• Stress 

• PTSD 

 

Module Resource Activation 

• Breathing Relaxation 

• PMR 

• Autogenic Training 

• Imagination 

 

Module Family and Spouse Support 

• Group Counselling 

• Problem Solving 

• Communication 

• Social Skill Training 

 

Module Recreation 

• Guided Tours 

• Dancing 

• Painting & Crafting 
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• Games 

• Wellness 

 

Module Sports 

• Running 

• Soccer 

• Water Sports 

• Bodbuilding 

 

Because of the specialization it will probably be neces-
sary to dislocate the modules. Depending on infrastruc-
tural needs and resources it is planned to implement re-
gional centres all over Germany (Figure 3.)  

Figure 3: Planned implementation 

 

Besides these preventive foci the participants will al-
ways and everywhere be under close medical control, psy-
chological and psychotherapeutic support will be offered 
any time needed. 
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PAUSE is designed to last 2 weeks, the possibility to 
extend up to 3 weeks will be given on demand. Families 
and partners will be invited to participate. Figure 4. shows 
an example of a typical 2-week lasting stay 

Figure 4: Example of a typical 2-week lasting stay 

  

 

Perspective 

With PAUSE the German Armed Forces will be able 
to provide optimal psychosocial services for soldiers in the 
early postdeployment phase.  

PAUSE is supposed to offer soldiers a specific preven-
tive program instead of the usual “one-fits-all”-approach.  
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Although PAUSE is a comprehensive approach it is 
explicitly not intended to replace or substitute necessary 
psychotherapy.  

Based on solid psychological theories and attended 
with a professional psychological instrument (V-KRI), 
PAUSE is designed to meet the need of soldiers, their 
families and partners.  
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Division. He was promoted to the rank of Brigadier in 
1996 and commanded an Armoured Brigade for 2 
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years. In 1999, he was posted as Directing Staff at Na-
tional Defence College. He also commanded an Infan-
try Brigade for 2 years. He was promoted to the rank 
of Major General in 2002, commanded two Infantry 
Divisions and thereafter was posted as Director Gen-
eral (Analysis) in Directorate General Inter Services 
Intelligence. His last assignment was as Commander 
Corps from May 2006 to Nov 2009. 
In December 2009 he took over the command of 
United Nations forces in Liberia. 
The General Officer is a graduate of National Defence 
College and holds Masters Degree in Defence and 
Strategic Studies.  
The General Officer is married with two children, a 
daughter and a son. 
 
 

 
Ferid Agani, PhD, M.D., neuropsy-
chiatrist, 
President of the Party of Justice; 
Former member of the Parliament of 
Kosovo; 
Assistant professor at the Uni-versity 
of Prishtina; 
Adjunct Professor at the University of 
Clemson, SC, USA; 

Ferid Agani is the President of the Albanian Psychiatry 
League, a regional professional association of the psychia-
trists in Kosovo, Albania, and Macedonia (observer status 
at the European Psychiatric Association since 2010). He is 
also the Chairman of the National Mental Health Council 
of Kosovo, the Leader of the mental health reform in Kos-
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ovo and coauthor of the Strategic Plans for Mental Health 
2001-2004 and 2008-2013. 
His main field of activities was the promotion of the men-
tally ill people’s human rights through the establishment 
of community based, family centred mental health services 
in a post-war Kosovo. For achievements in this field he 
was given the Max Hayman Award for 2005 by the 
American Orthopsychiatry Association. 
Dr. Agani is also the founder of the non-governmental 
professional association Institute for Mental Health and 
Recovery of Kosovo. 
 
 

Dr. Alain Beaudoin 
He holds a degree in clinical psy-
chology, received postgraduate 
training in ethno-psychiatry and 
psychotraumatology, and was trained 
at the Critical Incident Stress 
Foundation. He has worked with the 
UN since 1979. 
He currently works with the Critical 
Incident Stress Management Unit of 

the United Nations Department of Safety and Security, 
where he serves as regional counselor for West Africa and 
the Great Lakes. Dr. Beadoir has gained hands-on experi-
ence in a number of mission assignments. He lives in 
Haiti.  
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Signe Theodora BUCK, M.D., LTC 
Born in Vienna in 1964 
Brought up in the Wine Quarter area, 
province of Lower Austria 
One daughter (age: nine) 
Studied medicine at the universities 
of Vienna and Graz, graduated as 
M.D. in Vienna in 1994 

Research assistant at the Wilhelminen Hospital in Vienna, 
Institute for Cancer Research in Vienna 
Guest expert at the Ludwig Boltzmann Institute of the Ha-
nusch Hospital in Vienna 
Internship in the provinces of Styria and Upper Austria 
Ius practicandi since 1999, emergency doctor since 1999 
1999 voluntary national service in the Austrian Armed 
Forces as 5th female physician ever 
National service at the1st Engineer Battalion in 
Wals/Siezenheim, Salzburg Province, promotion to Cap-
tain in April 2000 
April 2000 – March 2005: Deputy Commander of the 
Medical Center Hörsching 
2005 – 2007: Medical Director of the Induction Board in 
Linz, Upper Austria, and Chief Medical Officer for the 
Military Province Command of Upper Austria 
As of 2007: Deputy Joint of Medical of the Joint Forces 
Command, Graz, Styria Province 
International operations: UNFICYP, KFOR, 2000 
International exercises: Poland, 2005 
Evacuation operations: Cairo, 2011 
Papers and publications in the field of cancer research 
from 1994 to 1996 
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At the National Defence Academy: on the necessary coop-
eration of military physicians, military chaplains and mili-
tary psychologists in ensuring the care of Austrian soldiers 
in international operations 
Various publications within the publication series of the 
National Defence Academy 
 

 
Georg Ebner, COL, MSc, 
psychologist, teacher and scientist at 
the National Defence Academy, 
Institute for Human and Social 
Sciences, Division Military 
Psychology & Educational Science in 
Vienna. Research focus: guidance, 
responsibility, contact with 
incriminating situations, intercultural 

competence, stress and stress-management, psychosocial 
care of soldiers in international operations. 

georg.ebner@bmlvs.gv.at 
http://www.bmlv.gv.at/organisation/beitraege/lvak/ind

ex.shtml 
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Dietmar GOLTH, MD, MAS and 

psychotherapist, 2nd Lt ret; 
Member of the Austrian Association 

of Peacekeepers and Military 

Officers; 
Research focus: biopsychosocial 

aspects of stress diseases and stress 

management; Positiv-EMDR 
Email: golthadietmar@on.at 
 
 

LTC (GS) Peter Hofer is an 
infantryman by trade and a 1993 
graduate of Theresan Military 
Academy.  He served in various 
positions in an infantry battalion 
from platoon to command level. 
From 2003 to 2006 he attended the 
Austrian Command an General 
Staff Course and upon ac-

complishment was assigned to the Joint Forces Command. 
Currently he is commanding the Infantry Battalion 18. His 
operational experience comprises several homebound op-
erations as well as operational tours to Kosovo as a com-
pany commander and Tchad as CJ9 in the FHQ and Na-
tional Contingent Commander. 
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Jens T. Kowalski, holds a degree in 
Clinical Psychology (1990. University 
of Kiel) and got his M.D. in 1996 from 
the University of Essen. He is senior 
psychologist of the German Naval 
Medical Institute in Kiel, Germany and 
head of the section of human factors 
and naval psychology. As section head 
he is responsible for the Crisis Inter-

vention Team (KIT) of the German Navy. He is a special-
ized psychotherapist in psychotraumatology and teaches 
medical psychology at the The Institute of Medical Psy-
chology and Medical Sociology, Kiel University.  
He is trained and licensed in EMDR, hypnotherapy and a 
certified instructor of the ICISF (Critical Incident Stress 
Management). With the Institute of Therapy Research 
North (IFT), Kiel, he implemented a curriculum on psy-
chotraumatology for psychotherapists, meeting the re-
quirements for accreditation of the German Society for 
Psychotraumatology (DeGPT). Within this curriculum he 
is accredited supervisor and trainer.  
He is commissioner of the Psychotherapeutenkammer 
Schleswig-Holstein for Psychotherapy and Crisis Interven-
tion and was delegate for the Bundespsychotherapeutenk-
ammer in several national committees dealing with psy-
chotherapy and crisis intervention. 
As an officier of the reserve he served as troup psycholo-
gist in Croatia, Bosnia and Kosovo. Leading the Naval 
Crisis Intervention Team (KIT) he was send to Djibouti, 
Cypress and other naval missions. 
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Professor Dragica Kozaric – 
Kovacic, M.D., Ph.D., is the Head of 
the Department of Psychiatry of the 
Referral Center of the Ministry of 
Health and Social Welfare for 
Stress-related Disorders at the 
“Dubrava” University Hospital. 
She is the Chair of the Croatian 
Association for Integrative 

Psychotherapy; active member of various professional and 
scientific boards. Prof. Kozaric – Kovacic works in psy-
chiatry, forensic psychiatry, psychotherapy, and psy-
chotrauma. She is also the author/coauthor of 45 articles 
indexed in Current Contents (CC), 58 articles indexed in 
other international bibliographic databases, 22 CC ab-
stracts, 7 abstracts in other international bibliographic da-
tabases, 16 textbooks or textbook chapters, 84 chapters in 
books (1 CC book), 33 non-indexed articles, 170 full lec-
tures or abstracts in congress or symposium proceedings; 
author of the books “Alcoholic Perpetrators of Criminal 
Acts Against Life and Body” and "Sociopathologic Char-
acteristics of Drug Addicts and Persons with Personality 
Disorders – Perpetrators of Criminal Acts”, UNICEF, 
2001; editor and coauthor of the book “Radna sposobnost i 
PTSP [Working Capacity and PTSD]”, National Center 
for Psychotrauma, 2001; author of the book “Forenzička 
psihijatrija – drugo prošireno izdanje [Forensic Psychiatry 
– second expanded edition]”, 2005; she wrote a chapter in 
the books “Focus on Posttraumatic Stress Disorder Re-
search”, 2005 and “Novel Approaches to the Diagnosis 
and Treatment of Posttraumatic Stress Disorder”, 2006. 
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Dr. Doris Lancaster, Psy.D. 
received her doctorate at the 
School of Professional 
Psychology (1991), Wright 
State University, Ohio, USA. 
Currently she is a U.S. Army 
civilian assigned to the 2nd 
Brigade, 4th Infantry Division 
(2/4ID), Ft Carson, Colorado. 

The 2/4ID has over 6,000 soldiers. Her role is to ensure 
the psychological needs of these soldiers are appropriately 
addressed. She has overseen the re-deployment of these 
soldiers from Iraq back to the United States in September 
2009. She set up the psychology clinic in August 2009 
preparing for the 2/4ID soldiers’ return and has continued 
to follow the 2/4ID soldiers. Currently the 2/4ID soldiers 
are training preparing to deploy to Afghanistan in summer 
2011. In the first six months the 2/4ID soldiers returned, 
she had over 800 encounter appointments with these sol-
diers, assessing, diagnosing and treating the full range of 
psychiatric problems including depression, anxiety, post-
traumatic stress, family problems, bereavement and sub-
stance abuse. She was recently recognized by Major Gen-
eral Perkins, 4th Infantry Commander, for her dedication 
to the mission. 
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Ruvie Rogel, Ph.D., is the Deputy 
CEO - in charge of business 
development, training and 
international affairs – at the 
Community Stress Prevention Center 
in Kiryat Shmona, Israel. He is also 
Visiting Professor at Wright State 
University, Ohio, USA, School of 
Global Medicine (Public Health).  
His education is mainly from the 

University of Leicester, UK – he holds a Ph.D. in Educa-
tional Management and Leadership. The research theme is 
“A Municipal Education System under Prolonged Uncer-
tainty – A Dialogue between Professionals and Politi-
cians”, 2000-2009. 
He also did his MsC. at the University of Leicester, UK in 
human resources management and training, 1996-1999. 
At Elc”a and Tel Aviv University he was involved in a 
special program for youth institutions management, 1992-
1993. 
Other educational institutions include:  
Jerusalem Hebrew University- School of Education- re-
search assistant, 1990. 
Jerusalem Hebrew University- Communication Institute 
(MA), 1984. 
Tel Aviv University- BA in Psychology, 1980-1983. 
Some important publications are: Lahad, M & Rogel, R 
(2003) The need for ER protocol in the treatment of public 
manifesting ASR symptoms following disaster, CSPC Vol 
5 pp 1-19 and The Australasian Journal of Disaster and 
Trauma Studies ISSN:  1174-4707 Volume : 2004-2. 
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Lahad, M, Shacham Y & Rogel, R (2005) A Working 
Manual for professionals involved in the Disengagement 
process, CSPC. 
 
 

Alexander Douglas Varn, Dipl.-
Psych. received his diploma in 
Psychology from the University of 
Mannheim, Germany in February 
2003. The completion of the di-
ploma in Psychology equates to the 
Bachelor of Science and Master of 
Science degrees in Psychology in 
the U.S.A. Additional subject: 
Forensic document examination. 

Thesis: Approaches to offender profiling with a detailed 
examination of possible statistical approaches. 
Prediploma in Psychology from the University of Mann-
heim, Germany, November, 1997.  
Studies in Business Administration with an Intercultural 
Qualification, University of Mannheim, Germany, 1994 
and 1995. 
His additional qualifications are: Training in forensic 
document examination, Institute for Handwriting Analy-
sis, University of Mannheim, Germany, 1998 and 1999. 
Traumatic Incident Reduction Workshop, San Antonio, 
Texas/USA, 2000. 
Training in hostage negotiation, Justice Department, 
Saxony/Germany, 2004. 
Training in suicide prevention, Justice Department, 
Saxony/Germany, 2007 and 2009. 
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Diving instructor and course director (Moniteur ***), In-
ternational Committee of Marine Conservation, Member 
of CMAS, Germany. 
Some of his work experiences are: Military Psychologist 
with the Joint Medical Forces Command, German Armed 
Forces, Koblenz, Germany, October 2009 – to date. 
Prison Psychologist in the  Justice Department, State 
Prison of  Saxony, Torgau, Germany, September 2003 – 
September 2009. 
EC Resource Teacher at James Martin Middle School, 
Charlotte, NC, February 2003 – July 2003. 
 
 

Professor Dr. Brenda K. 
Wiederhold, Ph.D., MBA, 
BCIA is President of the 
Virtual Reality Medical 
Institute (VRMI), an SME 
incorporated in Brussels, 
Belgium. She is a licensed 
clinical psychologist in the 
USA, Switzerland, and 
Belgium and earned a 

doctorate in Clinical Health Psychology as well as interna-
tional certification in both biofeedback and neurofeed-
back. She works as a Visiting Professor at the Catholic 
University in Milan, Italy and as Executive Vice-President 
of Virtual Reality Medical Center (VRMC) in the USA. 
She is also a Clinical Instructor at the University of Cali-
fornia, San Diego, Department of Psychiatry. 
 
Dr. Wiederhold is recognized as a world leader in the 
treatment of anxiety, panic, phobias, and posttraumatic 
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stress disorder with VR exposure and cognitive-behavioral 
therapy, objectively measuring results with physiological 
monitoring of the heart rate, heart rate variability, skin 
conductance, skin temperature, respiration, and brain ac-
tivity. 
Dr. Wiederhold is the founder of the international Cy-
berTherapy Conference, now in its 15th year, Editor-in-
Chief of the MedLine-indexed CyberPsychology & Be-
havior Journal, and publisher and Editor-in-Chief of the 
Journal of CyberTherapy & Rehabilitation and Cy-
berTherapy & Rehabilitation Magazine. She is Secretary 
General of the International Association of CyberPsychol-
ogy, Training & Rehabilitation (iACToR). 
She has given invited lectures on the topic of advanced 
technologies and healthcare in 24 countries throughout 
Europe and Asia and has published more than 150 articles 
and twelve books on the subject. 
 

 
Peter Zimmermann, M.D. is the 
head of the Forschungs- und 
Behandlungszentrum für 
Psychotraumatologie der 
Bundeswehr [Centre for Research 
and Treatment of Psy-
chotraumatology of the German 
Armed Forces] in Berlin. 
Dr. Zimmermann received his 
education in different organisa-
tions. 

Specialised physician of psychiatry and psychotherapy 
(2002). 
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Degree by correspondence course in Management of 
Health and Social Facilities” (2002), advanced training in 
quality management 2003 – 2005. 
Recognition as group analyst and membership in the 
DAGG (2003). 
Education in trauma therapy and membership in EDMIRA 
(2001). 
Education in Psychodynamic Imaginative Trauma Ther-
apy according to Reddemann (2005). 
Member of the Psychotherapie-Weiterbildungsverbund 
Berlin (Berlin model) as advanced trainer and supervisor. 
Recognition as Balint group trainer (Berlin Medical Coun-
cil, 2003). 
Further training: Ärztliches Qualitätsmanagement [Quality 
Management for Physicians], 2007. 
Recognition as special psychotraumatologist of the Ger-
man Society for Psychotraumatology (2007). 
He has also a lot of experience in international operations: 
Bosnia, Afghanistan and Kosovo. 


