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Summary:

BACKGROUND: Warfare is highly stressful, it is both cognitiyeand psychologically
demanding. Pilots are required to give ever morthe@mselves in the battlefield environment.
Despite advances in technology, the man himselfamesnan essential element in combat.
The main objective of this monograph is to discovew to determine signs of operational
stress during deployment, how to catch the switehdrom positive to negative stress, and
how to improve both early detection and the manageraf such stress.

METHODS. We propose a discussion about the principles oflicoegpsychological
management, based on the current operational experiof the French Air Force, studying in
particular the approach of French military psyaisés. We do not propose to talk about
human factor management.

RESULTS: The first person involved in operational stress agament is the medical officer
who supports the squadron in the combat zone. Befduring and after deployment, an
appropriate crew-member support is necessary. The. vhay rely on his/her extensive
knowledge of operational stressors, missions, angbat personnel. The operational base and
the home base in France remain in continuous cowiéit each other, and the M.O. is able to
benefit from the support of the psychiatrists asgichologists of the Military Aeromedical
Centre in Paris, the SMPCAA.

CONCLUSION: Modern combat is unpredictable; the possibilityaofacute stress disorder
must be considered when the pressures of the emvent are strong. By identifying,
preventing and treating operational stress we cawigle an opportunity not only to improve
flying performance, but also, perhaps, to improNetg mental health.

Key-words: French Air Force, aviators, operational stresar wsychic disorders, stress
management, flight surgeon, military psychiatry.



We have committed our forces in Afghanistan. Thisans that we must have in
operation a well-connected medical system whichbie to treat without delay all physical
injuries, and all psychological conditions. Fremaititary psychiatry has made every effort to
put the combatant in premier place in this car¢éesysbefore, during and after a mission. Full
attention is given to the patient's mental and eomat life, to various factors in his/her
environment, and to his/her personal setting iretiadl of which can bring pressure to bear on

his/her personal equilibrium. We could call thissycho-dynamic perspective [1, 11, 13, 15].

1. Operational stressfactorsin Afghanistan

The feedback from our flying personnel helps uspick out a combination of
operational stress factors (stressors), an awasasfeshich is necessary to understand what
happens during an emergency situation. Combataatsoatinually facing up to questions of
life and death, for themselves or for others, ay tharticipate in operational missions or base

activities. Briefly, three factors can be isolated:

|.1 Pressures of flights and missions

Flights can be from three to eight hours long. Asion could include: waiting time;
in-flight refueling; close air support; a show afrée, with high-speed, low-level fly-past.
During such missions, flying personnel can be stiligan enforced passivity — that is to say,
they can not intervene to help troops on the grotinely can do nothing about the deaths
which are a direct result of their combat activiyying personnel can find the legitimacy of
their actions called into question, and in the masi media they see exhaustive descriptions of

collateral damage.

|.2 Hostile environment

Personnel are aware of threat from the ground e the air during take-off and
landing. There are rocket attacks on their baseyeday. There are the risks of capture and
the difficulty of surviving after being forced tgeet [4].

Plus there is the climate, with its summer temjpees of over 50°C / 120°F.



1.3 Operational availability and cumulative effects

An accumulation of stress effects may arise from tombination of: repeated
missions, theconcerns of family life, the increasing proportiohyoung pilots engaged on

their first combat mission — and add to all thiag hormal everyday worries.

2. Stressand trauma: a dynamic approach

For a better understanding of what is essentiaperational medical-psychological
support, it seems important that we should makdear aistinction between two often-
confused phenomena, namely, stress, and traunierndtional classification often reinforces
the confusion between them, by using a terminolegich is based on stress, that is, “acute
stress” and “post-traumatic stress disorder” [Spropose to re-visit Freud’s 1920 work in

Beyond the Pleasure Principle [6]:
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2.1The psychic appar atus

Freud compares the psychic apparatus to a celinnatiprotective envelope, a kind of

membrane charged with a positive energy and abiegpualse attacks from the outside [6].



2.2 Stress/ combat stress[8]
When there is stress, an exterior stressor - corab@tity, for example - exerts

pressure on this membrane. The “living cell” is tamnwards, but nothing penetrates to its
interior. The positive energy increases. All tihenbatant’s energy is made available in order
that he should be able to remain alert, to evaldateer, to control his/her fear, and to take
the necessary steps to ensure his/her survival.nWhe pressure diminishes, the psychic
apparatus regains its original form and continwes$unction as before, whilst nonetheless
retaining awareness of the event in question.

Where combat stress exceeds the individual’s gliditcope, where the appropriate reactions

to stress are overwhelmed, then acute mental prabéee likely to arise.

23Trauma(7, 11]

In order to understand the effects of trauma wetmegard the nature of the causative,
sudden, unforeseen event: an encounter with thigyrebideath, the possibility of one’s own
death or of those one knows, a horrible way of gyWhen faced with this prospect, the
membrane of the psychic apparatus gives way. Tlhgenthrusts itself through, takes hold,
and disrupts the subject’s mental functions. Tiisision takes the form of an experience of
terror, of a severe mental shock: the peritraumdigsociation is the only symptom

recognized at present as a prediction of futuré-raamatic stress disorder [15].
3. Operational stress. four occasionswhen risk is high

The USAF psychiatrist Jones has proposed four amtasvhen risk is high in an
operational situation, taxing the capacity for bioithvidual and collective reaction (collective

reactions are not dealt with here today) [9, 10] :

3.1 At the start of a mission

Before a mission a wide range of reactions is oladde (excited state / inhibition), in

which the common denominator is a state of anxamigipation.

3.2 Encountering thereality of combat




The “normal combat reaction” corresponds to thenabrstress model (anxiety, and its
classic neuro-physiological and behavioral asseig). On the other hand, flying personnel
may be brutally confronted with the real face odithe accidents, a member of the team killed
right in front of them, an aircraft damaged andirigl out of the skies, crew ejecting, and so
on. Within a few minutes an “acute stress disdrdexy occur, and may last for several days
(but less than a month) with a perseverance oftkeae by day and by night [5]. The mental

and emotional impact of events of this kind carydid assessed in retrospect.

3.3 During a hard mission

Then, it is fatiguavhich appears very quickly during the two or thdags of respite
after the event, which can become total exhaustitre mission continues for any length of
time. In this case functional disorders arisingrfrohronic stress will felt: sleep, cognitive
functions disturbances, loss of weight, addictiehdviors (eg coffee, tobacco), risk-taking,
physical complaints, and so on. Much energy is erdpd when flying, especially at take-off

and landing, and when flying blind.

3.4 Thetimeof return

The fourth occasion suggested by Jones is thdteofie after the event, the time of
return and re-adaptation to “ordinary” life [10].
It is at this time that delayed trauma, PTSD cakemtself felt, which is added a feeling of
shame, of avoidance. However, less than half adng@tl patients (only 38-40%, in fact) ask
for help, because they are worried about beingrstiged, and about the effect this could
have on their career [15].

4. Practical consequences of under going treatment

The “flight surgeon” is the most important personthis operational environment [10,
13]. He or she has to think in terms of individaatl collective safety, and of the maintenance
of operational capability. He or she has the suppor only of the Air Force’s medical and
psychological center, based near Paris, and opslgehiatrist in the military hospital of the
theatre, but also of the health supply chain, tharcof command, sports instructors, and

possibly chaplains.



Here too we could distinguish different criticatcasions, on a case-by-case basis:
before, during and after a mission.

4.1 Beforethe mission: training and continuous medical saection

There are several different elements involved issian preparation, for example:
individual and collective operational training (tedouilding; pre-combat fitness training;
training designed to maximize an individual’s pai&l). There is also the program aimed at
maximizing overall health (medical investigatiors ¢onfirm combat readiness; medical
briefings) and the all-important psycho-social prgpion for flying personnel and their
families (contact with spouses and partners antl shildren; facilities designed to ease the
load of everyday life; provision of details of uske€ontacts).

At this stage we should be on the lookout for argrcurrent event, for any anxiety problems,
whether manifest or latent (and in particular, agns of PTSD relating to a previous
mission), and for any changes to flying personnetemal behavior patterns. Observation is
indicated, to spot any signs of mental or emotidr@albles which could endanger both the
health of the member of flying personnel, and thiety of the mission. Sometimes it may be
necessary to limit temporarily permission to fly @perational fitness until a re-assessment
has been carried out by the medico-psychologiaaie applied to aeronautics (SMPCAA)
[13].

4.2 During the mission

After a serious incident, Salmon’s pijrhes are always relevant [12]: immediacy,

proximity, prudence and simplicity (minimal usepsfychoactive drugs). Informal meetings at
the operational base (with its known weaponry, atenradeship and its familiar living
conditions) are often good for ensuring an effectivansfer”, helping the member of flying
personnel to reassure himself or herself that nadind psychological support is available,
and can be trusted.
The aim of immediate care, that is, within thetfit2 or 24 hours, is to act on stress and
anxiety in all their clinical manifestations: agitan, severe mental shock, neuro-physiological
hyperactivity phenomena. Medical personnel shopgdr@ach those who have the greatest
problems, to cover any immediate psychiatric neadd,so to reduce pressure on the patient
[11].



Combatants need clear and concise information. rTpleysical requirements for proper
nutrition, rest period and living conditions needbie met. They need to be re-assured about
their own safety and security. Medical personndll take sufficient time to consider whether
repatriation is the best option in each case.

Naturally the flight surgeon is able to confer withe team of two psychiatrists and five
clinical psychologists based in the aeromedicateremear Paris able to travel to bases world-
wide [2, 4].

4.3 Managing oper ational stress: continuous preventive measur es

Managing operational stress in a theatre of walies a watching brief by various
parts of the organization: the command structunetact personnel and flight surgeon. Here
we will not go into all of these measures, the psysocio-behavioral help available under
the rubric “human factor”.

A flying officer affected by a potentially traumatsituation should be given all our attention.
Possibly a period of time out, to return to norsiakep patterns, will allow him/her to recover
his/her ability to adapt and to adjust (the memérahhis/her psychic apparatus regains its
proper form). It is important to re-assure the fpito give him/her the time he needs. A short-
term course of medication may be helpful: hydraxgzor other rapid-acting hypnotic drugs
may be considered, subject to a minimum periodxohsurs before flying, and to a previous
suitability trial. An isolated problem with no effieon safety allows him/her to return to
flying, with close support and as part of a welfided project in which the pilot
himself/herself is fully involved. His/her flightehder must also be part of this project,
naturally under conditions of medical confidentiali

An undesirable scenario is one where there is hlgmo which a young and inexperienced
pilot seeks to minimize or to ignore. In this cése or her ability to continue on operational
missions should be seriously questioned.

In this case real team-work is called for, involyithe squadron and its sporting instructors
who are able to help our pilots make a stand apgainsiety phenomena, just like in the

American military’s “buddy care” model.

4.4 Returning from combat




The return to home base is a crucial period. Compéesonnel have been through such
intense experiences that they need to re-conreey, have to re-establish contact with the
routines of their professional life, and of thedilg family life. They need to feel that their
commitment is recognized, and the re-assurance fmoee again being part of their family is
also tremendously important [2, 3, 10, 14].

Flight personnel will benefit from a medical cheakd a listening ear, a few weeks after their
return from a combat mission. Where the situat®omat as it should be, where there are a
number of difficulties in functioning (eg, chronfiatigue) it may be helpful to suggest some
non-flying time, whilst the practitioner works withe pilot, helping to reduce such symptoms

in a climate of mutual confidence [13].

Conclusion

Flight surgeons have several obligations at theesame, and may find themselves
doubting their own ethics: on the one hand, the ica¢dfficer is responsible for his/her
patients’ state of health and for their combat ek, and on the other hand he or she has a
more general responsibility for pilots’ flying coetence, as well as for air safety. Because
the medical officer is familiar with Air Force permel, operations and organization, he/she is
able to balance these conflicting needs. The mkdiftiaer’s ready availability, and the fact
that he/she is continuously engaged in gainingctirdidence of those in his/her charge, are
the keys to successful medical-psychological supipotheatres of war. At any time he/she
can call for help and advice from the psychologsmtvice of the aeromedical center, which
has a psychological watching brief both in Frarmeel via its contacts with operational units.
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