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Four infantry companies were interviewed 1 to 4 days after stressful combat exposure
(i.e., resulting in 20% to 60% KIA) on the Lebanon border. Most combat events were
short, howeve very intense. The interviews, in which all the survivors have participated,
followed SLa Marshall Historical Group Debriefing Technique. Commanders were called
to actively participate in leading the sessions. Self report questionnaires, pertaining to
subjective distress, perceived peer support, appraisal of combat event, and ensuing
psychological rumination of stressful events were administered to all the participants before
and after each debriefing session. The sessions were recorded and transcribed. A second
year of the study is now carried on through a continuation grant of the IDF "Man in
Combat" project.

Preliminary conclusions suggest that a degree of uncertainty, disorganization,
misinterpretation of direct orders, and misreading of events is present in all combat events
regardless to their outcome. Such elements often lead to positive initiatives and remarkable
actions on the part of individuals, and thus should not be construed as being a negative
occurrence or as "noise” which prevents the group from achieving optimal results. Despite
of this ever-present uncertainty, an overall psychological appraisal of orderliness and
purposefulness is maintained by individuals, preventing panic and fear. Further study of
the degree, and the optimal configuration of the "chaotic” element of combat is
recommended.

Data, pertaining to the descriptive element of the study (i.e., grcup narrative of combat
events) has been presented in international forums (enclosed). A basic literature survey,
written in conjunction with this study, forms a book chapter (in print. enclosed). Data from
self report questionnaires will be analyzed on completion of the second year of the study.
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. Objectives of the study

As stated in its original design, the study of Historical Group Debriefing Following
Combat Exposure had three main objectives:

A. To collect a comprehensive narrative of combat-events with all their complexity
through group-reconstruction of the event using a protocol derived from SLA Marshall’s
historical group debriefing technique.

B. To measure the effect of participation in such debriefing sessions on individual
soldiers’ perceptions of the event, perceived social support, perceived self-efficacy in
combat and emotional response to combat.

C. To identify individual traits (such as coping style, denial and social desirability) which
might modulate the psychological effects of combat and of combat-debriefing on soldiers.

Work Accomplished

In order to achieve these objectives the researchers have conducted SL.A-Marshall type
interviews in four infantry companies of the IDF 1-4 days after combat exposure. All
combat events occurred at the Lebanon border and involved small units exposure to ground
combat. All the events were perceived as being highly stressful by the participants and three
of the four involved a substantial number of casualties (from 20 to over 50 percent)
including a number of KIA. In a {ifth event the interviewers were allowed to assist at a
commander debriefing but not to conduct their own session.

The combat event included mainly ambushes. In two cases IDF unit went into the
enemy’s ambush. In another case - an ambush set by a small unit resulted in heavy
casualties for the unit that had set the ambush (5 out of 10 KIA).

The sessions followed SLA Marshall’s protocol - i.e., step-by step group reconstruction
of the event by all the participants, respect for every detail and all points of views,
mobilization of group-processes which support openness and disclosure, abstinence from
teaching lessons, criticizing or otherwise using the material revealed during the session for
other military purposes. Written informed consent was obtained from each of the
participants prior to the session.

The sessions were recorded and the full narrative of the action was transcribed. All the
participants completed a battery of self report questionnaires before anc' aiter the session -
including measures of the stressful impact of the event, situational anviety, self efficacy in
combat, combat exposure scale, perceived peer support and social desirability.

Prior to accessing the units, substantial effort was devoted to contact line officers at the
division and the brigade levels, to present the study to these officers and to obtain their
endorsement for the project. A viable link has been createc, that way, between the line units




and the research group at Hadassah University Hospital in Jerusalem, enabling immediate
warning of the research team at each incident. Lessons learned from that preliminary phase
emphasize the need to contact directly battalion- and brigade-commanders rather than
division commanders and to have an agent, within these units, (e.g., the medical officer)
who takes an active part in the project and whose authority opens doors and hearts.

Preliminary impressions are provided in the form of a paper read at the Royal Army
Medical College in London, Oct, 1991 (enclosed).

Continuation of the study
As suggested in the grant application, a second year of this study is now being
carried out, funded by the Man in Combat project of the Ministry of Defense, Israel. The
goal of the second year is to increase the data set and include a larger variety of military
units and combat events. Data collection, group interviews and contact with commanding
officers is, therefore, still going on as the team at Hadassah University Hospital is on alert
for any significant combat event at the northern front of Israel.
Published work and public presentations.
L. Preliminary work

1. A, Shalev A. Ursano R.J. Group Debriefing Following Exposure to Traumatic
Stress. in Lundeberg JE, Otto U & Rybeck B (editors) Wartime Medical services
FOA , Stockholm, 1990, p. 192-201

2. A Shalev Debriefing Following Exposure to Trauma in RJ Ursano (ed)_"Individual
and Community responses to Trauma and Disaster" Cambridge University Press, in
print

I1. Reports of debriefing sessions:

3. Shalev A. Group Debriefing Following Traumatic Exposure. Royal Army Medical
College - Defence Medical Service Military Psychiatry Conference. London, 14-17 Oct
1991. (Copy provided to Department of Military Psychiatry Walter Reed Army
Institute of Research)

4. Shalev A. Chaotic unfolding of combat events - rare contingency or common
occurrence? Israel Annals of Psychiatry and Related Discipline (submitted)
Final Report
The final scientific report, including analysis self-report questionnaires, narratives of
various combat events, operational conclusions and recommendation for implementation
will be published at completion of the second year of the study, which is carried out this
year.




Historical Group Debriefing Following Combat Exposure

Lecture
to the Royal Army Medical College - Military Psychiatry Seminar

October, 1991
By Arieh Y Shalev, M.D.

Debriefing is a group-oriented intervention in which the major elements of an event are
reviewed by the participants, shortly after its termination. Debriefing has been
recommended by several authors..as stress management technique, suitable for groups
exposed to traumatic events, and has been practiced, as such, by several rescue
organizations.

Although intuitively helpful, the structure of this technique, its goals and its mechanism of
action have not yet been defined. In the following [ shall try to share with you what I have
learned from reviewing several debriefing protocols reported in the literature, and from
conducting debriefing interviews with infantry units in Israel.

Introduction

I'would like to start by presenting a series of trivial statements
A. Disasters, wars and traumatic events regularly result in immediate and long-term
?sychological changes among the individuals affected, ranging from the most pervasive
orms_of post traumatic stress disorder (PTSD) to a variety of positive learning
experiences. The immediate reactions to traumatic stress include all Fossible forms of
human suffering, along with massive attempts to cope with the effects ot the exposure. A
wide variety of symptoms has been documented including paralyzing anxiety, cognitive
disarray, dissociative and conversion reactions, psychological and physiological depletion,
and emotional numbing. These immediate reactions constitute an urgent appeal for
specialized care, indeed, as Baverly Raphael says, for "every comforting human response”
capable of reducing the suffering involved.
Such is the primary goal of all early interventions that follow trauma.
B. Long-term studies populations that had been exposed to stress (e.g., Green, 1987,
Solomon et al.1987; Kulka et al, 1989) show that a substantial number of survivors will
suffer from after effects for prolonged periods. PTSD is the most widely recognized
consequence of trauma but is far from being the only one: a variety of psvchiatric disorders
including depression, dysthymia, phobias, dissociative disorders, alcohof and drug abuse
has been documented, along with profound personality changes, increased physical
morbidity, high rates of mortality and an uncontrolled trend to re-enact the trauma by
repeated self-exposure or victimization of others. )
These long-term effects add another goal to early treatment efforts - namely the prevention
of post traumatic morbidity.
C. Another long-term effect is typical of institidons in which stressful exposure is part of a
;;_rofessional duty (e.g., armies in continuous war, fire fighters, police, rescue teams).
raumatic exposure, in these cases, is often repetitive, resulting tn re-traumatization, over
sensitization fatigue, loss of motivation, problems in impulse control and burn-out.
This adds a third goal to early intervention: the prevention of burn out, of anticipatory
anxiety, and of inagequate reactions to subsequent exposures. )
D. Newly introduced evidence shows that secondary stressors that follow the traumatic
impact and those of the recovery environment might have a profound effect on
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psychological recovery. Green (1987) found a strong correlation between the secondary

stressors that followed the Buffalo Creek dam collapse (e.g., relocation) and the intensity

of stress reactions 14 years after the event. Figley and Leventman (1980) have described

the stressful experience that were generated by the ina;f)propriate "decompression” which

(()]cscurred when Vietnam G.Is were rapidly transported from the battle field to continental
A.

Intervention aimed at reducing such secondary stressors may, therefore, affect the long

term consequences of the exposure.

E. The last point concerns the Fresence of high-risk subjects among affected population. It

is well known that only a small proportion of individuals exposed to traumatic stress will

experience prolonged sequelae and early behavior might predict further difficulties.

This adds another goal to the early intervention: that of identifying symptomatic patients

and providing information about specialized help.

Why indeed early interventions should work at all

Having recommendable goals is not a warranty of effectiveness - and one might ask
whether early interventions are capable of changing the course of early and late
psychological reactions. The literature on this subject 1s extremely rare. In particular no
prospective data is currently available. Retrospective data - such as that on the effects of
early treatment on the development of PTSD in veterans of the Lebanon war seems to
indicate that early treatment - and in particular the implementation of a policy of early return
to duty, reduces the incidence of P’I'é)D one year after the war. In other words those who
return to their units fair better than those who are evacuated to the rear. The main problem
with this kind of data is that it is not very different from data indicating that those who are
sent back to their homes from the ER of a general hospital are less sick than those who are
admitted to the hospital. This "ER dilemma" has not been solved in any study of early
intervention that I know of. From a strictly scientific point of view, theretore, and having
professed the doctrine of early treatment, I must admit that treating psychological
casualties, on the battle field, and expecting it to change the course of their illness is an act
of faith. We practice it because we believe it to be good and effective and because we
cannot see human being suffer without providing some kind of help.

First example - unit that went into an ambush
Betore getting into more theoretical material - I would like to illustrate the entire purpose of
this presentation by a 'clinical’ vignette - knowing that some of you might have
encountered similar events during your service in the Falkland or the Gulf War

Company A. went straight into the enemy’s ambush. Later they would say

that their movements must have been spotted during the previous day, but

when they moved into the enemy’s teritory, at night, they were not

expecting anyone to be around. Particularly not on the steep and rocky hill
which was out of the road and ’of no tactic value .
It all started in one second. Small weapon fire began coming from a very
short range. The commanding officer and the radio operator who was next
10 him were wounded immediately. A second officer must have ran forward
and was killed on the spot.In the dark, however, no one knew what exactly
was going on. Fire seemed to come from all directions. Hand grenades
were thrown by the enemy and the smartest soldiers heard them coming and
warned their buddies. A sergeants took the command. He thought that he
had seen a source of fire and instructed the machine gun operator to climb
on a heavy boulder and fire back. The man was his as soon as he has
reached zgin'ng position. He rolled down, dead, leaving his weapon on the
boulder. Other men started firing back, throw hand grenades. One managed




to operate the radio. Than there was silence again. The enemy seemed to
have vanished.

While the fire wds still going on, the medic ran forward to treat the
wounded. He first found the second oj;ﬁcer, who happened to have been a
school mate, lying on the ground. Still in the darkness, he checked the
body for wounds. His hanivr found a large bleeding hole in the officers’
back and another one in the back %f his neck. The officer was apparently
dead, and the medic, therefore, decided to leave him and treat the
commander, who was agonizing, not far away.

Fire was still going on, forbidding the use of light. The medic put a bandage
over the commander’s open abdominal wound. He kept talking - indeed
whispering - to the commander reassuring him and saying that he’ll be OK.
They must have communicated that way for several minutes - the will never
be able to give a good estimate of the time elapsed. When, at last, he could
use some light and try to insert an IV line it was all too late. He could not
find a vein. The field surgeon, who came running, with the rescue company
tried to operate the wounded commander and find a deeper vein, but he died
under their observing eyes.

The company left the place in no time. According to the military routine
they, than, counted the remaining ammunition and hand grenades, and have
undergone a series of commander debriefing, trying to figure up what had
really happened. The main witnesses were, un onunateg;l either dead or
wounded. making their way to the hospital Many questions have,
consequently remained unanswered. No one knew, exactly how and why
did the second officer reach the point. No one saw him moving ahead. No
one knew how was the fire opened and where, exactly was it coming from.
Valid information was obtained, regarding the commander’s wound: an
autopsy revealed a liver injury which causeag a slow but fatal bleeding. This
information, however, did not reach our medic until quite a time - leaving
him with a piercing sense of guilt.

Another company had searched the battle filed on the next moming. They
found the body of one enemy soldier. Their grasp of the topography of the
hill. however, was very different from that, impressed on the company’s
soldiers, during the night fight. The two versions never matched
completely. Most men were, consequently, left with a sense of uncertainty
about actions and misdeeds, which no one cold neither confirm nor deny.
Visits to families of the killed in action are customary, and most of the
survivors went to see the bereaved parents, where eac’z of them has been
asked repeatedly to describe what had happened. By the third day after the
incident, therefore, many started to have a ‘definite’ version of the event.
While some were still ready to recognize that their version, shaped by telling
the story again and again, was partial others were relieved by a sense of
knowing the truth. The individual versions, however, differed from one
another. One soldier assumed that the two officers had been killed by the
same bullets coming from an 05 machine gun. Others considered this totally
impossible. The medic claimed that the company commander had died
within 20 to 21. The filed surgeon’s count was 45 minutes.

Comparison between versions also became very stressful. Five days after
the incident the first wounded men were released from the hospital and
joined the others. Among them was the soldier who had been walking at the
point with the commander. He seems to have remembered clearly what had
happened He said that they had heard a word being said in a foreign
language, that consequently the commander had shouted "an enemy in front
- open fire” and fired his M-16. This strictly contradicted what everyone




believed to be true until than - namely that the fire was opened be the

enemy. As he was telling this new ‘truth’ one of the survivors left the room,

saying that he can’t hear any more. His own version was already made up

and he found that reshuffling the cards was too upsetting at this point. But

event the wounded soldier, who said that he knew everything, could nor

find any memory explaining the deceased second officer’s presence at the

point. He never saw him. He just could not have been there! It was,

nevertheless ‘there’ that he had been killed.

Interviewed at this point, some soldiers indicated that they were having

nightmares and  suffered increased alarm  reaction. Others were

reconstructing, again and again, their own recollections, trying to make

sense of memory gaps and to reconcile paradoxical irtlformarion
This company’s story illustrates the type of stressful events for which group debriefing is
usually recommended.
------ Table 1 -------
Semi - chaotic unfolding of the event, uncertainty about sequence of events, time
distortion, gaps in information, idiosyncratic reconstruction of meaning, premature closure
and concea%ed distress are, as many military records show, the earmark of stressful
exposure.
Going back to theory let us turn now to the question of what and how how can group
techniques such as debriefing help changing this scenario,
Looking at the literature there are basically two models for early treatment - one is focused
on "sick” individuals and the other on population at risk. While the classical model of
intervention in organized exposure to stress, which has been practiced in most western
armies since World War I (Salmon, 1919) follows the principles of secondary prevention
(i.e.. treatment of identified patients within medical facilities) recent research has shown
that many trauma survivors develop post-traumatic sequelae without having presented
acutely disabling symptoms during the exposure.
Solomon et al. (g1987) found that 16% ofp 386 combat veterans of the 1982 Lebanon War,
who had not sought treatment for psychological effects of the war, suffered from
diagnosable PTSD one year later. Similarly, despite of the low number of identified stress
casualties during the Vietnam War (Bourne, 1969, Ingraham & Manm'ng(, 1986) a
substantial number of veterans developed PTSD in the succeeding years (e.g., Kulka et al.
1989). Data on delayed PTSD among Israeli veterans of the Lebanon War has, similarly,
shown that 909 of ‘these patients have been suffering since the war without seeking
%L)}fcialized help {(Solomon et al. 1989).

Thus. early intervention that focuses on identified patients (that is those whose performance
in combat had already declined) addresses only part of the population at risk.

These findings argue in favor of implementing new modes of intervention, conceived as
primary prevention and addressing all the exposed population. Debriefing is one such
method.

Past and present forms of debriefing . . .
Debriefing protocols differ in their goals, their content, and their techniques. Various goals

have been set by different authors including working-through emotional overload
(Mitchell, 1981,1983), improvement of group cohesion teaching coping skills gBergman &
Queen, 1986), initiation and disengagement from ’disaster role’ (Raphael, 1986) and
detection of symptomatic individuals (Mitchell, 1983). i
Accordingly, various aspects of the exposure have been suggested as focal points for the
sessions. Emong these are the factual reality of the event (Marshall,1944), the emotional
reactions of individuals exposed (e.g, Mitchell,1983), post-event elaboration and
attribution (e.g., Bergman 1986) and residual symptoms (e.g., Mitchell, 1983).

T



Various techniques have been applied includin% cognitive rehearsal (Marshall), ventilation,
support and resource mobilization (Mitchell, 1983), education (Raphael, 1986) and active
counselling and teaching (Wagner 1979).

In spite of these differences all forms of debriefing have a number of elements in common.
Debriefing usually follows a traumatic event immediately after its termination. It is usually
practiced at the site of the action or within the same organizational setting in which the
exposure took place. Debriefing is conducted in groups detined by the fact of exposure to
the trauma. It always involves a degree of cognitive review of the event. It inclu’(cigs verbal
and emotional exchanges between individuals and therefore results in the sharing of
various levels of information and most often in reframing previous views and learning new
information.

A. Task-Oriented Debriefing

This form of debriefing is widely practiced by military commanders - in fact by a host if
institutions - as a tool for gathering information and learning lessons.

Military and non-military institutions, such as the FBI, fire departments. research teams.
and business corporations use a variety of debriefing sessions named ’team meetings’
"problem solving meetings’ etc.. for such goals.

Although designed as purely instrumental, these forms of debriefing might have a
substantial psyc%ological impact on participants

They are Fart of the institution’s culture, acquire a quality of rituals and mobilize a fair
amount of emotion. Moreover, these ’institution-oriented’ sessions fulfill a number of
functions that practitioners of psychological debriefing may want to achieve: they attribute a
formal meaning to the event é)hrough interpretations, comments, citations or rewards) and
integrate it into the general framework of the institution. At the same time these rituals
reaffirm the institution’s role as a source of meaning and a frame of reference for all action.
Fact - finding debriefing, however, are often flawed by focusing on issues that are
psychological?v irrelevant for the individual (e.g., problems with a type of ammunition in
combat), teaching lessons, moralizing and blaming.

Professionals who, following a traumatic event, plan a psychological debriefing in such
institutions (e.g., police, fire departments) should be aware of the existence of such
routines, recognize their practical and symbolic value and, when possible, create a link
between their own interventions and these routines.

C. Psychological Group Debriefing

Psychological group debriefing are those interventions that deliberately try to mobilize
psychological processes that are expected to positively affect the traumatized individual or
the group. Several theories provide a conceptual model for psychological debriefing.

Ventilation and abreaction .
According to the classical psychoanalytic theory ventilation and abreaction are the major
healing processes related to the economy of emotions. Their facilitation during debriefing
may help the individual 'discharge’ his/her overwhelming internal tension and prevent the
development of symptoms.

Group relatg&neg
The role of group processes in affecting the damaged psychic structures is more
complicated: the basic premise is that during group events several intrapsychic processes
and structures are conveyed *o the group. The group, therefore, becomes the source of the
individual’s stable identity and the site of his/her projected invulnerability and magical
protection. When trauma Tesults in a rupture of the individual’s links with the group, it may
cause an intolerable sense of isolation, disarray and helplessness (Dasberg, 1976).
Debriefing may correct these effects by reestablishing the mutual exchange between the
individual and the group.

Verbalization




Derived from the psychoanalytic theory, is Van der Kolk’s observation that traumatic
memories are often stored as images rather then as worcs. According to this author this
".conic” mode of memory-storage precludes further processing and working through - for
which the symbolic function of the language is required. Verbalization of recent traumatic
experience is, accordingly, an important healing principle. A recent study by Pennebaker
and Susman (1988) supports the idea that failure to disclose traumatic” experiences has
deleterious effects on health.
Grief
Horowitz’s (1976) has emphasized the similarities between PTSD and grief. The intrusive
cumponents of normal grief %indqmann, 1944) are, according to Horowitz, aborted and
repeated endlessly in PTSD. Thi- view emphasizes the therapeutic role of facilitating grief
processes during debriefing.
Reappraisal
Lazarus’ model of appraisal, emphasizes the role of cognitive schemata in modulating
stress reactions. Accordingly a group process that leads to higher modes of appraisal may
buffer the effects of stress on the individual.
Memory fixation
Related to the cognitive theory of emotion are E. Lortus (1979) studies of post-event
recuiiections, Her work constitutes an important, and often ignored, contribution to the area
of traumatic stress: In a series of studies of eyewitness’ recollections this author has shown
that memories can be transformed by presenting the subject with new information shortly
after the event. Recollections could be either enhanced or compromised. and new objects
could be introduced to the subjects’ recollections by presenting appropriate information.
Substituting, for example, the word "smash" to "hit" after having presented subjects with a
movie of a car accident.could modify the visual image recalle(fa week later (p.78). Such
modified memories persist for years - constituting the subjects 'real’ memory ot the event.
The relevance of Loftus’ work to the area of trauma is central: it shows a possible
connection between the content of a traumatic recoliection and the events tlat follow the
trauma.
It also supports the role of early intervention such as debriefing in shaping th: way in
which the event will be remembered.
Social support as buffer of stress reactions
Theories of social support provide a straight justification for group debriefing, conceived
as a way of enhancing social interactions.
One group Ehenomena, which often occurs spontaneously, should be considered as a
potential risk: Scapegoating and outward oriented rage are frequently encountered in groups
of victims, where they justify all kinds of retaliatory fantasies or activities, while, at the
same time eternalizing and often glorifying the status of having been a victim. The literature
shows that these negative group experiences were at the origin of atrocities, anti-democratic
and inhuman behavior on the part of previously-victimized groups
Another effect of such merged identity is to prevent individual recovery. The late Hillel
Klein, an Israeli psychoanalyst and Holocaust survivor contrasted collective identities (such
as "holocaust survivors”) with individual identity. Collective identity, which originally
serves as a buffer against stress, might later impair survivors’ ability 10 mourn their own
personal losses and to come to terms with their grief. Debriefers should, therefore, be
aware of the necessity to conduct their intervention so that it opens access to individual
grief - often at the expenses of merging tendencies within the group.
Among the numerous clinicians w%xo ave used post-event debriefing for the purg)oses of
therapy or prevention, the works of B. Raphael (1986) and J. Mitchell (1982,1983) are
most widely cited. . .
Followiné a successful debriefing session of a volunteer rescue team after involved in rail
disaster. B. Raphael (1986) formulated guidelines for debriefing teams of helpers involved
in disaster rescue.




Raphael’s technique, as it transpires from the narrative of a debriefing session is that of a
free discussion: "Sitting around in a group and drinking beer they discussed with the
consultant (and in a half joking fashion) a wide range of topics: the ‘f{rustration of their role
and sense of helplessness; the fear several had about dying themselves in the narrow space;
the terror and revulsion at all these deaths... the post traumatic stress reactions of intrusive
images, nigntmares and fears, the difficulties sharing the experience with their families....
As the evening progressed the consultant helped these workers to accept the naturalness of
their fears and regain their sense of mastery through discussion, release of feelings and
externalization of their experience.” (Raphael 1986, p. 255.)

The goal is primarily preventive: "to help the workers deal with the inevitable stresses so
that problems do not arise subsequently”. The healing theory is straightforward: "The
experience is given a cognitive structure and the emotional release of reviewing it helps the
worker to a sense of achievement and distancing” (p.286). As with other authors, the
follow up data is anecdotal - althouEh positive, and the immediate relief unmeasured.
Similar to B. Raphael’s method, the Critical Incident Stress Debriefing method (CISD),
was developed by J Mitchell §l981, 1982, 1983) and has been applied to several groups of
rescue workers (Melton, 1985; Mitchell, 1986). The CISD’s protocol comprises a series of
formal phases through which various aspects of the traumatic exposure are explored and
worked through by the group.

Ventilation, mobilization of social support as well as education and identification of
svmptomatic individuals are used. The focus is on individuals and their reactions and not
on the group as such. The evidence concerning the outcome of the intervention is
anecdotal, however enthusiastically positive. Follow up data is lacking. However the
explicit structure of Mitchell’s protocol has allowed a number of health professionals (e.g..
Melton. 1985) to conduct similar debriefing sessions.

Other reports of psvchological debriefing generally follow the same lines (Dunning &
Silva, 1980, Wagner 1979, "Bergman & Queen, 1986, Griffin 1987; Jones 1985) -
particularly with their focus on individuals and their needs rather thar on enhancing group
cohesiveness and resilience.

B. Historical Group Debriefing
The method of historical group debriefing was developed, during World War 11, by the the
chief historian for the US army Brigadier General SLA Marshall. The method was app[lli_led
to a large number of combat units during World War 1I, Korea and Vietnam wars. The
principal goal of Marshall’s debriefing was to gather historical facts. Despite of that. the
debriefing sessions had, according to Marshall, a profound psychological impact on the
participants that he liked to call "a spiritual purge” SLA arshall left an extensive
documentation of his debreifing method including books transcripts of lectures and field
notes which I had the chance to study at the US Army Institute of Military History in
Carlisle, PA.
Marshall’s focal interest were the psychological factors which underlay human performance
in combat. He describes the modern battle field as poor in positive information and full of
ambiguous cues: The enemy is rarely to be seen, sources of danger and threat are hidden. A
soldier’s capacity to overcome his tears depends, therefore, on his ability to "feel the
R/;esence ot others” and maintain a sense of belonging to a grou (Marshall, 1947).

arshall was also aware of the individual's inability to 1demi‘f_{ and make sense of the
overall pattern of a combat event in which he participated. His writings contain many
descri{)tlons of commanders and soldiers acting and making decisions on the basis o
gartia information and inaccurate assumptions. Marshall consequently believed that the

istorical truth of combat could only be accessed through reconstruction of groug
narratives. His method of historical group debriefing was designed to restore suc
comprehensive description. ) .
Marshall’s debriefing sessions took place on the bartle field as soon as possible after the
action.




All the survivors of the battle were present - but no others were allowed to assist.

The battle outline and the specific role played by the unit to be debriefed, as well as

technical information (e.g., ground, weatﬂer, manpower, weaFons. food, ammunition,

etc...) are learned in advance. Understanding the factual reality is as sine-qua-non for
analyzing the material discussed by the group during the session.

The sessions opened by informing the grou of the procedure and its goals. The

instructions defined the group’s task as "to describe the combat with all the possible

details". Witness were encouraged to speak and to share their experiences with the whole
group.

For tFk)le duration of the session, military ranks were set aside. Testimonies were, therefore,

weighed according to their g_;ertinence in understanding the course of the operation and not

to tﬁe rank of the witness. "Here you are all equal witness: For the time being we all stand

on the same ground. If you hear any man present, whatever his rank, say something

which you think Is incorrect....it is your duty to stand up and speak your piece”

The reconstruction of the battle followed a "strict chronological path” and uncovered the

events in sequential order. This helped focus the discussion on factual reality rather than

interpretation. The ’factual reality, however, included thoughts, assumptions feelings and
subsequent decisions and actions. All the available information on each stage of the battle
was exhaustively collected from all the witness. "It is often found that the key to all that
occurred may be somifact known to only two or three members of the company which

they themselves considered to be o{‘ minor import”. The "group’s spirit” was also part of

the factual reality. Fatigue, malnutrition and anticipatory intuitions that preceded the

en%agemem were recorded and studied as potential causes of behavior during the action.

Tolerance of contradictory or ambiguous information was the rule. Contradictory

statements lead to encouraging further clarification and looking for more details. Premature

conclusion and closure was systeratically avoided. Additional information was never to be
discredited on the basis of earlier statements: "The record should not be regarded as closed
at any time".

With regard to time - Marshall’s debriefing sessions are the longest described in the
literature. Debriefing sessions were continued until the whole picture was obtained.
Marshail estimated t%at seven hours were needed to debrief one fighting day. Allegedly
some debriefing sessions took three working days. This attitude towards time (i.e., the
unfolding of the process determines its length) is similar to that of traditional

sychodynamic therapy, where the length of the treatment is determined by its course.
! is might have helped to generate a group process characterized by openness and lack
of pressure. . i )

Contrasting sharply with psychological group debriefing, the soldiers’ emotional reactions
are not openly addressed during the sessions. Emotions and affects are enquired about.
accepted with understanding and deference, but not commented upon. In our practice of
Marshall type of debriefing we found that this attitude is perceived, most of the time, as
being respectful for the soldiers’ integrity - while the opposite trend to comment,
encourage and interpret is likely to be perceived as being intrusive and contemptuous.

In a subtle way, once you turn healthy im?ividuals, who had just endured a situation over
which they had little control into active participants, shaping the meaning of their recent
experience, you seem to be doing just enough. Stated in psychological terms I would
submit that soldiers in active combat zone have only a limited capacity to
psychologically regress and accept help from soothing, motherly-protective figures -
which is a good enough reason to avoid putting oneself in such a posture.

The last point concerns the role of natural leaders in debriefing. Companz commanders
were, in fact, often invited to take the lead and conduct the interview. As he said "If he
is fit to lead them in battle, he is fit to lead them in reliving the battle experience.” In
practice we have observed that commanders (that is second lieutenants, and captains) -
what a surprise - are sensitive and open minded human being, who carry an additional
burden of responsibility and often feel isolated and lonely. Once the session is on, and




after a short period of modeling, they might endorse the new ’democratic’ game and
even enjoy it. Indeed.they are eager to ’tap their soldiers’ mind’ and learn about their
feelings and thoughts.

What does one learn from debriefing

Example of the "good” ambush
This example shows that despite of a very good outcome of a short combat action,

Marshall’s debriefing has revealed that information was not correctly perceived by many of
the soldiers, that actions were rather badly coordinated but that, at the same time, this level
of uncertainty finally revealed itself as very productive - as it forced many of the unit
members to take initiative and find solutions to probiems - which finally resulted in swift
and successful action. A point is made that had anything turned wrong in this fight (which
was almost the case) - the same ’successful’ events that could have been used as arguments
to blame commanders and soldiers in a catastrophic result.

Marshall thou%{}t that disorganization of the information was bound to create panic and fear
among troops We found, however that the information is always disorganized, unequally
distributed, and almost never reaches all the addressees. Moreover - once the information
has reached a participants it is likely to be interpreted, compared with one’s own
observation and given a practical meaning (i.e., lead to decision and actions) in a way that
is hardly predictable.

We submit therefore that

1. Disorganization (of the information) is constantly present in infantry groups during
combat.Now is the (disorganized) information a "noise” , an adverse phenomenon that one
must try to reduce as much as possible? Experience shows that lack of information
(uniformity) could be as productive as clear information (uniformity).Moreover -
experience indicates that non-chaotic combats are the exception rather than the rule.

Thus throughout the centuries wars have been won and lost by engaging in activities
which, at their peak, contained a large element of confusion. I. A degree of disorganization
essential for the good functioning of groups in combat.

(anouther possibility is to look at the (%isorganization as a degree of freedom, the statement
than becomes:

A degree of (individual, subgroup) freedom is essential to make (individuals or groups)
function in combat.

I1. An illusion of integrity is equally needed - as to keep subjects motivated and ready to
exercise their (relative) freedom in combat.

Otherwise stated .
Straight comprehension of the degree of randomness (arbitrariness) of a combat-event is
bound to create panic and decrease performance

II. Definite meaning and definite structure are attributed, post factum,

V. Good structure of meaning seems necessary to the resolution of the mental event that
follows the real event.

Otherwise stated

Conclusion regarding the gp?licabilig of debrieﬁng method after combat

Soldiers are eager to talk. In tact they do talk - whether debriefed or not.

Non-critical environment is rarely provided by the military. .

Once given a chance, soldiers readily open-up and share their views and experiences.

A stab%e version of the event is likely to be created within a week or so.

Despite of that *version’ most soldiers still have questions. .

Many of these questions are apparently informative. The information requested and
received, however, projects on deeper emotional layers. .

Debriefing can become a recovery experience - provided that certain rules are observed.

PR




10

The major such rule is to correctly perceive the particular psychological situation of combat
soldiers - and in partigular their being, psychologically, both dependent and
independent individuals.

They are independent by education, cultural norms and free-thinking tradition. Moreover,
in modern armies they are often encouraged to speak out and think.

They are, at the same time, heavily dependent on the group to which they are affiliated, its
norms, its modes of expression, its hierarchy and its internal structure.

Through training and war experiences, each of them had just too much invested in his of
her affiliation for it to be challenged without extremely painful emotions.

Challenging accepted truth or established authority is, therefore, likely to create emotional
and cognitive dissonance to a degree that might become intolerable for the group.

When such dissonance occurs, the group is likely to reject the new input and stick, more
than before, to the old and accepted.

Soldiers, to summarize, can rarely atford to challenge their affiliation.

They therefore won’t let a stranger lead them into a new truth or substitute himself to their
natural commanders.

It is, therefore, in that narrow path, between providing new input and respecting existing
structures (including concrete structures, structures of meaning and emotional
structure) that effective debrieting can take place.

10
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Table 1 "Earmarks” of Traumatic Combat Event

11

Semi-chaotic unfolding

Uncertainty about facts

Time distortion

Gaps in information

Idiosyncratic reconstruction of meaning
Premature closure of narrative
Negative emotions

Concealed distress

11




Table II: Disorganization in Combat - Friend of Enemyv?

A degree of Chaos is always present in combat events.

Randomness and Disorganization are not just "noise.” They are essential for the good
functioning of individuals and groups in combat.

Randomness and disorganization are productive because they leave enough room for
initiative and freedom.

Randomness and disorganization are counter-productive when they no longer provide a
framework for assumptions and actions.

Despite of this semi-chaotic unfolding of combat, soldiers need an illusion of integrity
order to exercise their (relative) freedom and fight.

Straight comprehension of the degree of randomness of combat is bound to create panic.

Only after its termination can a definite-meaning and an organized-structure be attributed to
the event .

Good structure of meaning is necessary for the resolution of the mental event that follows
combat.

12
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“Soldiers are eager to talk,

their memory is good,

they do so better when together,

in groups”

S.L.A. Marshall, Island Victory, 1944
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Outline

Debriefing is a group-oriented intervention in which the major elements of an event are
reviewed by the participants, shortly after its termination. Debriefing has been
recommended by several authors as stress management technique, suitable for groups
exposed to traumatic events, and has been practiced, as such, by several rescue
organizations (Dunning & Silva, 1980; Wagner, 1979; Raphael, 1986: Mitchell, 1981:
Bergman & Queen, 1986; Griffin, 1987; Jones, 1985). Although intuitively helpful, the
structure of this technique, its goals and its mechanism of action have not yet been defined.
A systematic description is needed in order for this technique to become an object of
scientific scrutiny and interest. This chapter reviews several debriefing protocols, outlines
the principal dimensions of this method. and suggests a framework for future research.




Introduction
Disasters, wars and traumatic events regularly result in immediate and long-term
psychological changes among the individuals affected, ranging from the most pervasive
forms of post traumatic stress disorder (PTSD) to a variety of positive learning
experiences.

The immediate reactions to traumatic stress include all possible forms of human suffering,
along with massive attempts to cope with the effects of the exposure. A wide variety of
symptoms has been documented including paralyzing anxiety, cognitive disarray,
dissociative and conversion reactions, psychological and physiological depletion, and
emotional numbing (Bar On et al., 1987; Weissacth, 1989; Krystal, 1978; Green et al.,
1983). These immediate reactions constitute an urgent appeal for specialized care, indeed
for "every comforting human response” (Raphael, 1986, p.247) caruble of reducing the
suffering involved. Such is the primary goal of all early interventions tnat follow trauma.
Typical to this stuge are the mobilization of social resources and the spontaneous rescue
efforts of both professionals and non professionals (Quarantelli, 1986). These efforts draw
into the circle of the wraumatic 2xposure other members of society who may themselves
become victims. Relatives and peers of the victims may become secondary victims and
react to their real and symbolic lcsses in similar ways (Jones, 1985, Ursuno; Wright, this
volume?),

Long-term studies of exposed populations (e.g., Green, 1987, Solomen et al.1987; Kulka
et al, 1989) show that a substantial number of survivors will suffer from after effects for
prolonged periods. PTSD is the most widely recognized consequence of trauma but is far
from being the only one: a variety of psychiatric disorders including depression,
dysthymia, phobias, dissociative disorders, alcohol and drug abuse has been documented,
along with profound personality changes, increased physical morbidity, high rates of
mortality and an uncontrolled trend to re-enact the trauma by repeated self-exposure or
victimization of others. These long-term effects add another goal to early treatment efforts -
namely the prevention of post traumatic morbidity.

Exposure to trauma may occur individually or in randomly asscmbled groups For some
populations (e.g., police, fire departments and armies) such exposure is predictable,
organized, and part of professional duty. Despite of the protective role of preparation and
training (Hytten & Weisaeth, 1989), such ’organized exposure’ produces a substantial
number of disabling psychological sequelae among individuals. A variety of stress
disorders has been described among fire fighters (McFarlane 1988), rescue workers
(Dunning & Silva, 1980; Raphael et al.,, 1983), and combat veterans (Solomon et al,




1987; Helzer, 1987; Kaylor et al., 1987). The traumatic exposure, within the above
mentioned institutions, is often repetitive. The prospect of such re-exposure adds a third
goal 10 early intervention: the prevention of burn out, of anticipatory anxiety, and of
inadequate reactions to subsequent exposures.

As of today, very little is known about the short-term, let alone the long-term effects of
early interventions that follow group-exposure to traumatic stress. Retrospective data, such
as Solomon and Benbernisty’s (1986) survey of combat veterans of the Lebr »n War,
which was conducted one year after the war, suggest that early intervention had, in fact,
been effective in reducing the incidence of PTSD. Prospective studies are obviously
difficult to carry out (e.g., Green, 1986) and are, therefore, unavailable.

Several studies, however, provide a rationale for early intervention and delineate its
optimal timing and its target population. The first line of evidence concerns the pathogenic
effects of the secondary stressors that follow the traumatic impact and those of the
recovery environment (e.g., Lindy & Grace, 1986). Green (1987) found a strong
correlation between the secondary stressors that followed the Buffalo Creek dam collapse
(e.g., relocation) and the intensity of stress reactions 14 years after the event. Similarly,
Baum et al. (1983) consider the ambiguous information which followed the Three Mile
Island nuclear leak as u major stressor. Figley and Leventman (1980) have described the
stressful experience thut were gencrated by the inappropriate "decompression” which
occurred when Vietnam G.Ls were rapidly transported from the battle field to continental
USA. Intervention aimed at reducing such secondary stressors may, therefore, affect the
long term consequences of the exposure.

A second line of evidence concerns the discrepancy between the population at risk for
developing post traumatic morbidity and the scope of the established treatment-strategies.
While the classical model of intervention in organized exposure to stress, which has been
practiced in most western armies since World War I (Salmon, 1919) follows the principles
of secondary prevention (i.e., treatment of identified patients within medical facilities),
recent research has shown that many trauma survivors develop post-traumatic sequels
without having presented acutely disabling symptoms during the exposure. Solomon et al.
(1987) found that 16% of 386 combat veterans of the 1982 Lebanon War, who had not
sought treatment for psychological effects of the war, suffered from diagnosable PTSD one
year later. Similarly, despite of the low number of identified stress casualties during the
Vietnam War (Bourne, 1969, Ingraham & Manning, 1986) a substantial number of
veterans developed PTSD in the succeeding years (e.g.. Kulka et al. 1989). Data on
delayed PTSD among Israeli veterans of the Lebanon War has, similarly, shown thzt 90%
of these patients have been suffering since the war without seeking specialized help




(Solomon et al, 1989). Thus, early intervention that focuses on identified patients
addresses only part of the population at risk.

These tindings argue in favor of implementing new modes of intervention, conceived as
primary prevention and addressing all the exposed population. They also add another goal
1o the early intervention: that of identifying symptomatic patients and providing information
about specialized help.

Group interventions have been practiced by several authors (Griffin, 1987; Raphael,
1986; Birenbaum, Copolon & Scharff, 1976; Cohen, 1976; Cohen & Ahearn, 1980).
Amony those group debriefing was particularly recommended for survivors of organized
exposure (Dunning & Silva; 1980 Jones; 1985 Mitchell; 1981 Griffin, 1987; Bergman &
Queen, 1986; Raphael, 1986). Immediate and long-term beneficial effects of debriefing
have been postulated - but with very little systematic evidence (Bloom 1985). This chapter
presents a description of several debriefing methods followed by a discussion of the
principles of this technique.

Past and present forms of debriefing

A. Task-Oriented Debriefing

Debriefing is practiced by numerous institutions for purposes of gathering information and
learning lessons. The Israel Defense Forces, for example, have been systematic in
debusefing soldiers and commanders after every mission (Gal, 1986), without ever
considering this practice as a psychological intervention. Other military and non-military
institetions, such as the FBI, fire deparuments, research teams, and business corporations
use a variety of debriefing sessions named ’team meetings’ "problem solving meetings’
etc.. for their own goals.

Although apparently of purely instrumental value and not always related to stressful
exposure, such forms of debriefing often become part of the institutional culture, acquire a
quality of rituals and mobilize a fair amount of emotion. Moreover, these ’institution-
oriented’ sessions fulfill a number of functions that practitioners of psychological
debriefing may want to achieve: they atiribute a formal meaning to the event (through
interpretations, comments, citations or rewards) and integrate it into the general framework
of the institution. At the same time these rituals reaffirm the institution’s role as a source of
meaning and a frame of reference for all action.

Professionals who, following a traumatic event, plan a psychological debriefing in such
institutions (e.g., police, fire departments) should be aware of the existence of such
routines, recognize their practical and symbolic value and, when possible, create a link
between their own interventions and these routines.

w




B. Historical Group Debriefing
A method of group debriefing following combat exposure was developed, during World
War II, by the chief historian for the US army, Brigadier General Samuel Lyman Atwood
Marsiall (1900-1977) and was applied to a large number of combat units during that war
and in Korea and Vietnam. Although primarily aimed at gathering historical data,
Marshall’s method has resulted, according to its inventor, in profound psychological
changes among the soldiers debriefed. By virtue of the extensive documentation left by
Marshall it is particularly easy to follow his method, which actually reflects many of the
generic components of the more recent forms of debriefing. The following report on
Marshall’s work is based on the author’s study of his field notes at the US Army Institute
of Military History in Carlisle, PA..

SLA Marshall served as a reporter in the Korean and Vietnam wars and provided
extensive documentation including books, (Marshall, 1953; 1956, & 1962) transcripts of
lectures (Spiller, 1980), field and research notes (Marshall Collection at Carlisle, Marshall
Collection at El Paso). His book, Island Victory (Marshall, 1944) contains an illustrative
account of the development and application of post-combat debriefing and his field notes
include several transcripts of debriefing sessions.

Marshail’s focal point was the study of the performance of small units in ground combat.
He was especially interested in the "human factor’ i.e., those psychological factors that
enable men to act, and for groups to maintain their integrity (Marshall, 1947). The modern
battle field, according to Marshall, presents the soldier with very little positive information
and with many ambiguous cues: infantry soldiers rarely see the enemy, their own buddies
are under cover, and the sources of danger .nd threat (e.g., fire, mines) are hidden. A
soldier’s capacity to overcome bis fears depends, therefore, on his ability to "feel the
presence of others” and maintain a sense of belonging to a group (Marshall, 1947).
Marshall was also aware of the individual’s inability to identify and make sense of the
overall pattern of a combat event in which he participated. His writings (e.g., Marshall,
1953a; 1953b) contain many descriptions of commanders and soldiers acting and making
decisions on the basis of partial information and inaccurate assumptions. Indeed, he
grasped one of the major psychological attributes of traumatic events: their chaotic
unfolding in the eyes of individuals involved. Consequently, Marshall believed that the
historical truth of combat could only be accessed through reconstruction of group
narratives. His method of historical group debriefing was designed to restore such
comprehensive description.
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Marshall’s debriefing sessions took place on the battle field as soon as possible after the
action. All the survivors of the battle were present, with the exception of the medically
evacuated. Prior to the session, Marshall learned about the battle outline and the specific
role played by the unit to be debriefed. Getting acquainted with technical information (e.g.,
ground, weather, manpower, weapons, food, ammunition, etc...) was considered as sine-
qua-non for analyzing the material discussed by the group during the session. The
interviewer had to "study all the available maps” and "learn beforehand the larger
significance of what the company accomplished - more fully than the company itself"
(Marshall 1944, p. 205).

The sessions opened by informing the group of the procedure and its goals. At that point,
superiors were often invited to endorse the sessions in front of the group and give it their
blessing. The instructions defined the group’s task as "describing the combat with all the
possible details" and emphasized the significance, for the Army, of learning from the
group’s experience. Witness were encouraged to speak and to share their experiences with
the whole group.

For the duration of the session, military ranks were set aside. Testimonies were, therefore,
weighed according to their pertinence in understanding the course of the operation and not
to the rank of the witness. "The word of a superior as to what a man (or a group) did
should not be allowed to prevail against the direct testimony of the man himself”
{Marshall, 1944; p. 204).

A moratorium in time was thus created, in which the hierarchical structure was temporarily
suspended: "Here you are all equal witness: For the time being we all stand on the same
ground. If you hear any man present, whatever his rank, say something which you think
1s incorrect....it is your duty to stand up and speak your piece” (Marshall, 1944 p. 206).
Spiller (1988) related this aspect of Marshall’s method as being a "democratic interpretation
of the battle” and "genuinely American” and contrasted it with more traditional ways in
which military institutions make sense of combat-events, where the right to interpret and
convey meaning is reserved for officers and commanders.

After a short period of modeling by the military historian, company ¢ommanders were
often invited to take the lead and conduct the interview: "If he is fit to lead them in battle,
he is fit to lead them in reliving the battle experience.” (1944, p.212). The professional
leader, however, was always there to remind the commander not to use the session for
teaching lessons and to refrain from expressing opinions on a soldier’s conduct during the
fight.

The reconstruction of the battle, Marshall insisted, had to follow a "strict chronological
path” and uncover the events in sequential order. This structure helped to avoid evasions
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and to focus the discussion on factual reality rather than on interpretation. Accordingly, all
the available information on each stage of the battle was exhaustively collected from all the
witness. "No scrap of evidence is too small to disregard at the time of the inquiry. It is
often found that the key to all that occurred may be some fact known to only two or three
members of the company which they themselves considered to be of minor import”
(Marshall, 1944, p. 209).

As a military historian, Marshall was primarily interested in facts rather than opinions. A
closer scrutiny reveals, however, that he had a broad concept of what the "factual reality’
was during combat. It included soldiers’ thoughts, assumptions and feelings at specific
times during the fight and the decisions and actions that followed. It was just as important
"to gather the facts on the moral side of war as on the purely physical side” (Marshall,
1944, p. 210). The "group’s spirit" was also part of the factval reality. Fatigue,
malnutrition and anticipatory intuitions that preceded the engagement were recorded and
studied as potential causes of behavior during the action.

Marshall warns future interviewers against discarding any testimony and confronting any
witness with disbelief or mistrust: "The interviewing officer should never cut any witness
short or disbelieve in any statement” (Marshall, 1944; p. 212). Tolerance of ambiguous
information was, consequently, the rule and premature closure was systematically avoided.
Contradictory statements lead to encouraging further clarification and looking for more
details. Additional information was never discredited on the basis of earlier statements:
"The record should not be regarded as closed at any time" (Marshall, 1944, p. 212).

It transpires, therefore, that maintaining the integrity of the process (i.e., encouraging
openness and communication) was preferable to rectifying misperceptions and achieving a
definite version of the events.

The attitude of the interviewer should be of "warm interest and respectful attention”. The
interviewer “should be ever ready with praise”. "He cannot obtain the interest of the
company and its complete participation unless he conducts himseif as a student rather than
as a teacher”.

The death of comrades in combat was of critical importance: "It will'be found, almost
without exception, that these men (those who had died) played a conspicuous part in the
actions and that the living are especially concerned with being exact in relating what did
happen to those who were killed " (Marshall, 1944, p. 204). The interviewer had to be
particularly sensitive to the way in which the death of comrades affected survivors during
the battle and during its reconstruction. The memory of the dead added a dimension of
seriousness and truthfulness to the process.




Marshall’s debriefing sessions are the longest described in the literature and have not been
replicated by others: Having as a goal the elicitation of highly complex information,
Marshall hoped to avoid any time constraints. Ideally, the sessions should have been
limited only "by the time it takes to achieve the desired result." Debriefing was, therefore,
continued until the whole piciure was obtained. Marshall approximated that seven hours
were necessary to debrief one fighting day. Allegedly some debriefing sessions took three
working days. This attitude towards time (i.e., the unfolding of the process determines its
length) is similar to that of traditional psychodynamic therapy, where the length of the
treatment is determined by its course, and might have helped to generate a group process
characterized by openness and lack of pressure.

Marshall considered the practice of debriefing as fairly simple. He recommended it to
commanders - even without formal training. It is clear, however, that he recognized the
existence of group resistance and had to deal with it. He described, in fact, a group process
which opens with an atmosphere of caution and closure and progresses into openness and
enthusiastic participation. With some companies a congenial atmosphere could be
established "within ten minutes of the start of an interview" while in other cases, the
interviewing officer had to work patiently with the company for a day or longer before the
“dam breaks". Marshall also postulated a relationship between difficulties in debriefing and
the quality of leadership: a company with poor leaders was harder to engage in debriefing.
As a military historian, Marshall’s principal aim was "the dissipation of the fog of combat"
i.e., the oral history of the battle. He describes, however, a psychological impact on the
group which he labelled "spiritual purge", leading to increased self esteem and relief among
soldiers: "For every unit it was a morale-building experience” (Marshall, 1944, p.215),
"Far from objecting to being interviewed about their battle experience, the men usually
relish it. It comes as a relief and as partial recognition to them."(Marshall, 1944 p. 202)

As far as we know, the emotional reactions of the soldiers to combat on the one hand, and
those encountered during the sessions on the other hand were neither elaborated nor
reflected upon. Marshall did inquire, however, about emotions and affects: "We asked
them not only what they did in the fight but what they actually said and how they felt."
Moreover, in a subtle way, he seems to have turned the individuals who had just endured a
situation over which they had little control into participants, active in shaping the meaning
of their recent experience. This process may have had a powerful emotionai effect.
Similarly, some degree of emotional ventilation may have been facilitated by the sessions.
Marshall’s debriefing technique includes several elements that are common to other forms
of debriefing (Table 1). Among these are the timing of the intervention, preparations for the
session, respect for the institutional framework along with temporary suspension of some




of its rules, cognitive recogstruction of the event, tolerance to ambiguous information,
integration of grief reactions, use of non-professional yet natural leaders, handling
resistance to the process and time constraints. Such elements are, explicitly or implicitly,
addressed by all those who apply this technique and affect the course of the intervention
and its outcome. In reviewing the more recent methods of psychological debriefing we
shall refer to four dimensions that may be derived from these element - namely (a) the way
in which the stressor is appraised (b) the goals of the interventions (c) the techniques that
are being used and (c) the underlying healing theories.

Insert table I about here

C. Psychological Group Debriefing

Among the numerous clinicians who have used post-event debriefing for the purposes of
therupy or prevention, the works of B. Raphael (1986) and J. Mitchell (1982,1983) are
most widely cited. The following description of these methods will provide all the
necessary elements for our discussion of the generics of psychological debricfing.

Following a successtul debriefing session of a volunteer rescue team after the Granville
rail disaster (Raphael et al. 1984), B. Raphael (1986) formulated guidelines for debriefing
teams of helpers involved in disaster rescue (p. 282-285) (table 2). In these sessions the
authors explores various aspects of the rescuers’ experience of the event and their
responses to it. The description of the original intervention is compelling: "Sitting around in
a group and drinking beer they discussed with the consultant (and in a half joking fashion)
a wide range of topics: the frustration of :heir role and sense of helplessness; the fear
several had about dying themselves in the narrow space; the terror and revulsion at all these
deaths... the post traumatic stress reactions of intrusive images, nightmares and fears, the
difficulties sharing the experience with their families, and the fact that they could not unload
their feelings because immediately after they have finished their work at the rail disaster
their were called out to several road accidents rescue and were still in an alert, aroused
state. As the evening progressed the consultant helped these workers to accept the
naturalness of their fears and regain their sense of mastery through discussion, release of
feeiings and externalization of their experience.” (Raphael 1986, p. 253.)

Raphael conceives the goal of debriefing as primarily preventive: "to help the workers deal
with the inevitable stresses so that problems do not arise subsequently”. The setting
recommended is that of formal group sessions, and the healing theory is straightforward:
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“The experience is given a cognitive structure and the emotional release of reviewing it
helps the worker to a sense’of achievement and distancing” (p.286). As with other authors,
the follow up data is anecdotal - although positive, and the immediate relief unmeasured.

Similar 10 B. Raphael’s method, the Critical Incident Stress Debriefing method (CISD),
was developed by J Mitchell (1981, 1982, 1983) and has been applied to several groups of
rescue workers (Melton, 1985; Mitchel, 1986). The CISD’s protocol comprises a series of
consecutive phases through which various aspects of the traumatic exposure are explored
and worked through by the group (table 3). Ventilation, mobilization of social support as
well as education and identification of symptomatic individuals are used. The focus is on
individuals and their reactions and not on the group as such. The evidence concerning the
outcome of the intervention is anecdotal, however enthusiastically positive. Follow up data
is lucking. However the explicit structure of Mitchell’s protocol has allowed a number of
health protessionals (e.g., Melton, 1985) to conduct similar debriefing sessions.

Other reports of psychological debriefing generally follow the same lines (Dunning &
Silva, 1980, Wagner 1979, Bergman & Queen, 1986, Gritfin 1987; Jones 1985) -
particularly with their focus on individuals and their needs rather than on enhancing group
cohesiveness and resilience.

Healing Theories Related to Debriefing

Several theories can provide an explunatory model for understanding the etfect of
debriefing. From a psychodynamic point of view, trauma is a breach in the psychic
apparatus’ capacity to process reactive emotions by the available structures (e.g., Benvakar
et al. 1989). Consequently both the emotional overload, and the impaired structures should
be addressed by the therapist. ‘

From this perspective, ventilation and abreaction are the major healing processes related to
the economy of emotions. Their facilitation during debriefing may help the individual
‘discharge’ his/her overwhelming internal tension and prevent the development of
symptoms.

The role of group processes in affecting the damaged psychic structures is more
complicated: the basic premise is that during group events several intrapsychic processes
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and structures are conveyed to the group. The group, therefore, becomes the source of the
individual’s stable id::mit)7 and the site of his/her projected invulnerability and magical
protection. When trauma results in a rupture of the individual’s links with the group, it may
cause an intolerable sense of isolation, disarray and helplessness (Dasberg, 1976).
Debriefing may correct these effects by reestablishing the mutual exchange between the
individual and the group.

Derived from the psychoanalytic theory, is Van der Kolk’s observation that traumatic
memories are stored as iconic recollections rather then as verbal ones (e.g., Greenberg &
van der Kolk, 1987). According to these authors, the persistence of iconic storing
precludes further processing of the traumatic experience, a process for which the symbolic
function of the language is required. Verbalization of recent traumatic experience is,
accordingly, an important healing principle. In a similar vein, a recent study by Pennebaker
and Susman (1988) supports the idea that failure to disclose traumatic experiences has
deleterious effects on health.

Horowitz’s (1976) has emphasized the similarities between PTSD and grief. The intrusive
components of normal grief (Lindemann, 1944) are, according to Horowitz, aborted and
repeated endlessly in PTSD. This view emphasizes the therapeutic role of facilitating grief
processes during debriefing.

Finally H. Krystal’s (1978) concept of the ’freezing of affect’ and passive surrender to
threat should also be remembered - particularly with regard to subjects who, during early
interventions, ure incapable of expressing any emotional reactions and who might require
further help.

Two aspect of Lazarus’ coping theory are pertinent for understanding the effect of
debriefing - that of coping strategies and that of traumatic reappraisal (Lazarus & Folkman,
1934). While the model of appraisal, which emphasizes the role of cognitive schemata in
modulating stress reactions, may easily be linked with the practice of debriefing, that of
coping styles is more problematic and may indeed challenge the appropriateness of this
technique to all subjects involved. According to the first paradigm, a group process that
leads to higher modes of appraisal may buffer the effects of stress on the individual. The
second model, however, should caution the therapists against further traumatizing those
subjects who, by virtue of their coping style are better off when allowed to repress and
forget. Research has shown that denial, repression and avoidance are beneficial for a
number of subjects (e.g., Lazarus, 1982). These coping mechanisms, however, are much
less effective when the subjects are re-exposed - in which case those subjects who seck
information fare better than those who avoid it. The prospect of subsequent re-exposure




should, therefore, be taken in consideration in planning the degree to which the reactions to
a traumatic events is worked through during debriefing.

Related to the cognitive theory of emotion are E. Loftus (1979) studies of post-event
recollections. Her work constitutes an important, and often ignored, contribution 1o the area
of traumatic stress: In a series of studies of eyewitness’ recollections this author has shown
that memories can be transformed by presenting the subject with new information shortly
after the event. Recollections could be either enhanced or compromised, and new objects
could be introduced to the subjects’ recollections by presenting appropriate information.
Substituting, for example, the word "smash” to "hit" after having presented subjects with a
movie of a car accident, could modify the visual image recalled a week later (p.78). Such
modified memories persist for years - constituting the subjects ‘real’” memory of the event.
The relevance of Loftus’ work to the area of trauma is central: it shows a possible
connection between the content of a traumatic recollection and the events that might have
followed the trauma. It also supports the role of early intervention such as debriefing in
shaping the way in which the event will be remembered.

Theories of social support provide a straight justification for group debriefing, conceived
as a way of enhancing social interactions. Two group phenomena, however, should be
considered as a warning against simple assumptions concerning the beneficial nature of
mobilizing group forces following trauma. These are the possible emergence of a negative
group identity and the all too easy merging of individual’s identities with that of the group.

Scapegoating and outward oriented rage are frequently encountered in groups of victims,
where they justify various kinds of retaliatory fantasies or activities, while, at the same time
eternalizing and often glorifying the status of being a victim and leaving the individual with
a regressed status of "member of a victimized group”. Such an impersonal identity may
result in reaffirmation of social bonding to a group that, by virtue of projection and hatred
may act-out against real or imagined 'enemies’ (Lifton, 1973). The history of Nazi anti-
semitism, and in particular the quasi spontaneous emergence of the SA gangs out of
survivors of World War I's trenches (Fest, 1973) is only one example of this kind.

Another effect of such merged identity is to prevent individual recovery, as described in a
series of clinical studies of the late Israeli psychoanalyst Hillel Klein (e.g., Klein & Kogan,
1987). Having survived a concentration camp himself, Klein warns against the pervasive
effect of adopting a collective identity (i.e., "holocaust survivor”) as opposed to regaining
one’s own individual identity. The effacement of personal identities, according to Kiein,
results in the survivors’ inability to mourn their own personal losses and come to terms
with their grief. Individuation and emerging from collective identities are, thus, essential
for recovery. Debriefers should, therefore, be aware of the necessity to conduct their
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intervention so that it opens access to individual grief - often at the expenses of merging
tendencies within the group.

Common elements of debriefing methods
As shown above, debriefing protocols may differ in their goals, their content, and their
techniques. Various goals have been set by different authors including working-through

emotional overload (Mitchell, 1981,1983), improvement of group cohesion (Griffin, 1987),
teaching coping skills (Bergman & Queen, 1986), initiation and disengagement from
*disaster role’ (Raphael, 1986) and detection of symptomatic individuals (Mitchell, 1983).

Accordingly, various aspects of the exposure have been suggested as focal points for the
sessions. Among these are the factual reality of the event (Marshall,1944), the emotional
reactions of iadividuals exposed (e.g., Mitchell,1983), post-event elaboration and
attribution (e.g., Bergman 1986) and residual symptoms (e.g., Mitchell, 1983).

Various techniques have been applied including cognitive rehearsal (Marshall), ventilation,
support and resource mobilization (Mitchell, 1983), education (Raphael, 1986) and active
counselling and teaching (Wagner 1979).

In spite of these differences, many purameters of post-event debriefing overlap in practice.
At a very basic level, all forms of debriefing have a number of elements in common.
Debriefing usually follows a traumatic event shortly after its termination. It is usually
practiced at the site of the action or within the same organizational setting in which the
exposure took place. Debriefing is conducted in groups, with individuals who have been
exposed to trauma. It always involves a degree of cognitive review of the event and has a
factual basis. It includes verbal and emotional exchanges within the group and results in
the sharing of various levels of information and most often in reframing previous views
and learning new information.

These obvious commonalties allow a formulation of a general framework for studying
debriefing based on the following four variables: 1. The nature of the trauma (independent
variable); 2, The goals of the intervention (dependent variables); 3. The techniques used
(intervention variable); and 4. The inferred mechanism of action of the intervention.

1. The nature of the trauma '

Included in this category are those elements that precede the intervention and determine the
conditions under which it takes place. They must be taken into consideration in planning,
designing, and in analyzing the outcome of debriefing. They comprise attributes of the
traumatic event (e.g., duration, type of event etc...); those of the group exposed and

debriefed and of the mode of exposure (e.g., passive victims, helpers, perpetrators etc..).
I1. Goals of the treatment
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These are behaviors, emotions, cognitive attitudes, and group factors that the intervention
intends to change. They can be divided into individual and group effects, and into short-
term and long-term effects. Table 4 suggests the variables that may be affected by
debriefing.

Insert table 4 about here

I11. Techniques used

These variables should clearly reflect the ways in which the intervention is being carried
out, and the technical processes allowed. Their description should capture and define those
elements of the intervention that are expected to affect its outcome.

IV. Mechanisms of action

Whenever possible, practitioners of debriefing should be explicit about the elements of the
trauma that they wish to temper and the corrective aspects of the intervention. Among these
are:

1. Emotional Dyscontrol: Disabling affects such as terror, panic, sadness, guilt, sense of
failed enactment, numbing and freezing of affect.

2. Cognitive dystunctions related to the state of increased arousal (e.g., narrowing of the
cognitive field, inability to concentrate or shift attention etc..).

3. Shattered cognitive schemata of control, security, invulnerability etc..

4. Loss of the capacity to enjoy rewarding interpersonal contacts

S. "Traumatic Membrane” effect: Perceptual and cognitive dissonance resulting from the
subject’s inability 1o disengage from the disaster experience and reestablish a continuity of
meaning and experiencing with ‘normal’ life (Shatan, 1974, Lindy, 1985).

5. Traumatic conditioning effect: Conditioned emotional responses to a variely of cues
which may trigger intense negative experiences. Persistence of iconic memories.

6. Impacted grief: The inability to engage in a reparatory process of mourning.

7. Traumatic group effects such as scapegoating, projection, nihilistic and anti-social
attitudes.

8. Improper information concerning the event, its outcome and the normal reactions to its
occurrence.

Several of these phenomena call for specific interventions, the outcome of which can be
measured by psychometric instruments that are currently available (e.g., rating scales of
anxiety, intrusion and denial, depression, self efficacy perceived social support etc..).
Ideally the goals of debriefing and the techniques that are used should maich the healing
theory and the outcome measures chosen.
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Conclusion .

Despite of a growing number of supporters, of numerous anecdotal reports, and of a
strong theoretical rationale, the practice of debriefing must receive further empirical support
in order 1o be accepted by both professional and decision makers involved in stress
management. This can only be achieved through empirical research that involves the
measure of immediate and long-term effects of this technique. As with other research
efforts in the area of trauma this is far from a simple task. Debriefing is, by definition,
practiced in situations that are hardly appropriate for research purposes, and one should,
therefore, expect numerous difficulties with regard to measuring its effect and using
appropriate control groups. At the current state of knowledge, indeed, naturalistic,
uncontrolled studies, demonstrating an immediate effect on individuals’ symptomatology,
distress and well being, may constitute an considerable step forward. The outline suggested
in this article is an attempt to systematize the study of this technique and suggest a number
of outcome variables that one can use for field studies of debriefing.
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Table 1. :

Technical Principles of SLA Marshall Debriefing Method

Debriefing is carried out on the battle field.
[t should take place immediately after the action.
All the participants take part in the sessions.
All ranks are put aside during the session,
Buckground information should be learned in advance by the
inizrviewers.
Superiors should openly endorse the session in front of the group.
The reconstruction of the event follows a strict chronological order.
All the details of the action should be collected from each participant.
Conflicting informaticn should be tolerated.
Premature closure, early conclusion und teaching lessons must be avoided.
The length of session is limited only by the time needed to obtain the entire narrutive of the
action.
The participants’ emotional reactions & symptoms are not explicitly addressed.
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Table 2:

Areas Explored in Psychological Debriefing of Workers and Helpers Following Disasters

The participants’ initiation to disaster role
Subjects’ own experience of the disaster
Negative aspects and feelings

Positive aspects und feelings

Relationships with other workers and families
Empathy with others

Disengagement from disaster roles
Integration of disaster experience

Adapted from B. Raphuel, 1986
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Table 3 ‘

Phases of the Critical Incident Stress Debriefing (CISD)

Introductory phase
Facts phase
Thought phase
Reaction phuse
Symproms phuse
Teaching phase
Re-entry phase

Adapied from Mitchell, 1983
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Table 4

Debriefing: Goals of the Treatment

For Organizations

Improve communication between group members
Enhance group cohesion

Improve readiness for future exposure
Svmbolize and attribute meaning to the event
For Individuals

Decrease in overwhelming emotions
Decrease in cognitive disarray

Facilitate emotional disclosure

Enhance the sense of self efticacy

Learn coping skills

Initiate grief process

Legitimize feelings and emotions
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Group Debriefing following Exposure to Traumatic Stress
Dr. Arieh Shalev, Israel, and Dr. Robert J Ursano, UsA '

In this paper I would like to present a technique of early intervention in group
exposure to traumatic stress aimed at reducing the immediate and the long-term
consequences of the exposure. The technique presented - namely ‘psychological
aroup debriefing' is being practiced by several institutions at this point, and my
presentation will be focused on discussing its 'raison d'etre’ and outlining its generic
dimensions for further study and research. 3

[ would like to start by a series of trivial statements:

The exposure to traumatic events often results in profound psychological changes ‘

among individuals exposed ranging from the most pervasive forms of post traumatic
stress disorder (PTSD) to a varlety of positive learning experiences.

The immediate reactions to traumatic stress include all pu=-ible forms of human
suffering, along with massive attempts to cope with the effects of the
exposure. A wide variety of symptoms has been documented including
paralyzing anviety, cognitive disarray, dissociative and conversion reactions,
psvchological and physiological de?fetion, and emotional numbing (Bar On et al,,
1987: Weissaeth, 1989; Krystal, 1978; Green et al., 1983). These immediate
reactions constitute an urgent appeal for specialized care, indeed for "every
comforting human response” (Raphael, 1986, p.247) capable of reducing the
suffering involved. Such is the primary goal ofpall early interventions that follow
trauma.

Typical to this stage are the mobilization of social resources and the spontaneous
rescue efforts of both professionals and non professionals (Quarantelli, 1986). These
efforts draw into the circle of the traumatic exposure other members of society who
may themselves become victims. Relatives and peers of the victims may become
secondary victims and react to their real and symbolic losses in similar ways.

Long-term studies of exposed populations (e.g. Green, 1987, Solomon et al.1987;
Kulka et al, 1989) show that a substantial number of survivors will suffer from after
cffects for prolonged periods. PTSD is the most widely recognized
consequence of trauma but is far from being the only one: a variety of psychiatric
disorders including depression, dysthymia, phobias, dissociative disorders, alcohol
and drug abuse has been documented, along with profound personality changes,
increased physical morbidity, high rates of mortality and an uncontrolied trend to
re-enact the trauma by repeatefself-exposurc or victimization of others. These
Jong-term effects add another goal to early treatment efforts - namely the

prevention of post traumatic morbidity.

Exposure to trauma maf' occur individually or in randomly assembled groups. For
some populations (e.g., police, fire departments and armies) such exposure is
predictable, organized, and part of professional duty.
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effects of eariy inteiventions in group exposure to traumatic stress. Retrospective

data, such as Solomon and Benbenisty's (1986) survey of combat veterans of the
Lebanon War, which was conducted one year after the war, suggest that early
intervention had, in fact, been effective in reducing the incidence of PTSD.
Prospective studies are obviously difficult to carry out (e.g., Green, 1986) and are,
therefore, unavailable.

Several studies, however, provide a rationale for early intervention and delineate
its optimal timing and its target population. The first line of evidence concerns the
pathogenic effects of the secondary stressors that follow the traumatic
impact. Green (1987) found a strong correlation between the secondary
stressors that followed the Buffalo Creek dam collapse (e.g., relocation) and the
intensity of stress reactions 14 years after the event. Similarly, Baum et al. (1983)
consider the ambiguous information which followed the Three Mile Island nuclear
leak as a major stressor. Figley and Leventman (1980) have described the stressful
experience that were generated by the inappropriate "decompression” which
occurred when Vietnam G.Ls were rapidly transported from the battle field to
continental USA. Intervention aimed at reducing such secondary stressors may,
therefore, affect the long term consequences of the exposure.

A second line of evidence concerns the discrepancy between the population at
risk for developing post traumatic morbidity and the scope of the established
treatment strategies. While the classical model of intervention in organized
exposure 1o stress, which has been practiced in most western armies since World
War I (Salmon, 1919) follows the principles of secondary prevention (i.e., treatment
of identified patients within medical facilities) recent research has
shown that many trauma survivors develop post-traumatic sequels without having
nresented acutelv disabling syrptoms during the exposure. Solomon et al. (1987)
found that 165 of 386 combat veterans of the 1982 Lebanon War, who had not
<ought treatment for psvchological effects of the war. suffered from diagnosable
PTSD one vear later. Similarly, despite of the Jow number of identified stress
casualties during the Vietnam War (Bourne, 1969, Ingraham & Manning, 1986) a
substantial number of veterans developed PTSD in the succeeding years (e.g.. Kulka
et al. 1989). Thus, early intervention that focuses on identified patients addresses
only part of the population at risk.

Data on delayed PTSD among Israeli veterans of the Lebanon War has, similarly.
shown that 909 of these patients have been suffering since the war without seeking
specialized help (Solomon et al. 1989). This adds another goal to early intervention
that foliow trauma - the identification of individuals who despite of being
symptomatic continues to function and would not seek belp.

These findings argue in favor of implementing new modes of intervention,
conceived as primary prevention and addressing all the exposed population. In this
interventons.

subjects should be addressed regardless to their diagnostic status

The interventions should be carried out in a non-medical environment

The universal nature of the reactions to trauma (e.g., fear, paralysis, helpless.
grief) should be emphasized

Expressions of grief f an anger are emphasized

The houndaries of the institution are, normally preserved

Such interventions have been practiced by several authors (Griffin, 1987,
Raphael, 1986; Birenbaum, Copolon & Scharff, 1976; Cohen, 1976; Cohen &
Ahearn, 1980). Among these interventions, group debriefing was
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particularly recommended for survivors of organized exposure (Dunning & Silva;
1980 Jones; 1985 Mitchell; 1981 Griffin, 1987; Bergman & Queen, 1986; Raphael,
1986). Immediate and long-term beneficial effects of debriefing have been
postulated - but with very little systematic evidence (Bloom 1985).

As with many new methods debriefing protocols differ in their goals, their
content, and their techniques. Various goals have been set by different authors
including workimg-through emotional overload (Mitchell,1981,1983), improvement
of group cohesion (Griffin, 1987), teaching coping skills (Bcrgman & Queen, 1986),
initiation and disengagement from 'disaster role' (Raphael, 1986) and detection of
symptomatic individuals (Mitchell, 1983)

Accordingly, various aspects of the exposure have been suggested as focal points
for the sessions. Among these are the factual reality of the event (Marshall,1944),
the emotional reactions of individuals exposed (e.g., Mitchell, 1983), post-event
elaboration and attribution (e.g., Bergman 1986) and residual symptoms (e.g.,
Mitchell, 1983)

Various techniques have been applied including cognitive rehearsal (Marshall),
ventilation, support and resource mobilization (Mitchell, 1983), education (Raphael,
1986) and active counselling and teaching (Wagner 1979).

Let me now present with some detail few of the ways in which debriefing has
been practiced:

Task-Oriented Debriefing

In its simplest form, debriefing is practiced by numerous institutions for purposes
of gathering information and learning lessons. The Israel Defense Forces, for
example, have been systematic in debriefing soldiers and commanders after every
mission (Gal, 1986), without ever considering this practice as a psychological
intervention. Other military and non-military institutions, research teams, and
business corporations use a variety of debriefing protocols for their own goals.

Although apparently of purely instrumental value and not always related to
stressful exposure, such forms of debriefing often become part of the institutional
culture, acquire a quality of rituals and mobilize a fair amount of emotion.
Moreover, these 'institution-oriented’ sessions attribute a formal meaning to the
event and integrate it into the general framework of the institution. At the same
time these rituals reaffirm the institution’s role as a source of meaning and a frame
of reference for all action. Besides reaffirming the institutional framework such
session may include substantial amount of learning, preparation for future exposure
and verbalization of recollections and affects. The psychological effect of such
sessions are vet to be evaluated. .

Professionals who, following a traumatic event, plan a psychological debriefing in
such institutions (e.g., police. fire departments) should be aware of the existence of
such routines. recognize their practical and symbolic value and, when possible,
create a link between their own interventions and these routines.

B. Historical Group Debriefing
A method of group debriefing following combat exposure was developed, during

World War [I, by the chief historian for the US army, Brigadier General Samuel
Lyman Atwood Marshall and was applied to a large number of combat units during

o
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that war and in Korea and Vietnam. In its essence Marshall's method consists of a
cognitive review of the event, step by step, without any attempt to address address
its psychological impact on individuals

Although primarily aimed at gathering historical data, Marshall's method has
resulted, according to its inventor, in protound psychological changes among the
soldiers debriefed. The following report on Marshall's work is based on the author's
study of his field notes at the US Army Institute of Military History in Carlisle, PA..

Marshall's focal point was the study of the performance of small units in ground
combat. He was especially interested in those psychological factors that enable men
to act, and for groups to maintain their integrity (Marshall, 1947). Marshalt was also
aware of the individual's inability to identify and make sense of the overall pattern
of a combat event in which he participated. Indeed, he grasped one of the major
psychological attributes of traumatic events: their chaotic unfolding in the eyes of
individuals involved. Consequently, Marshall believed that the historical truth of
combat could only be accessed through reconstruction of group narratives. His
method of historical group debriefing was designed to restore such comprehensive
description.

Marshall's debriefing sessions tock place on the battle field as soon as possible
after the action.

All the survivors of the battle were present, with the exception of the medically
evacuated.

Prior to the session, Marshall learned about the battle outline and the specific
role played by the unit to be debriefed. Getting acquainted with technical
information (e.g., ground, weather, manpower, weapons, food, ammunition, etc...)
was considered as sine-qua-non for analyzing the material brought by the group
during the session.

_ The sessions opened by informing the group of the procedure and its goals The
instructions defined the group's task as "describing the combat with all the possible
details" and emphasized the significance, for the Army, of learning from the group’s
experience. Witness were encouraged to speak and to share their experiences with
the whole group.

For the duration of the session, military ranks were set aside. Testimonies were,
therefore, weighed according to their pertinence in understanding the course of the
operation and not to the rank of the witness. "Here you are all equal witness: For t/xg
time being we all stand on the same ground. [f you hear any man present, whatever lis
rank, say something which you think is incorrect.....it is your duty to stand up and speak
your piece” (Marshall, 1944 p. 206).

After a short period of modeling by the military historian, company commanders
were often invited to take the lead and conduct the interview. The professional
leader, however, was always there to remind the commander not to use the session
for teaching lessons and to refrain from expressing opinions on a soldier’s conduct
during the fight.

The reconstruction of the battle, Marshall insisted, had to follow a "strict
chronological path” and uncover the events in sequential order. This structure
helped to avoid evasions and to focus the discussion on factual reality rather than on
interpretation. Accordingly, all the available information on each stage of the battle
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was exhaustively collected from all the witness.

Besides factual reality the reconstruction of the battle history included the
soldiers' thoughts, assumptions and feelings during the fight and the decisions and
actions that followed. The "group’s spirit” was also part of the factual reality.
Fatigue, malnutrition and anticipatory intuitions that preceded the engagement
were recorded and studied as potential causes of behavior during the action.

Tolerance of ambiguous information was the rule and premature closure was
systematically avoided. Contradictory statements lead to encouraging further
clarification and looking for more details.

The attitude of the interviewer should be of "warm interest and respectful
attention”. "He cannot obtain the interest of the company and its complete

panticipation unless he conducts himself as a student rather than as a teacher”

Marshall's debriefing sessions are the longest described in the literature and have

not been replicated by others: Ideally, the sessions should have been limited only "by

the time It takes to achieve the desired result.” Debriefing was, therefore, continued
until the whole picture was obtained. Marshall approximated that seven hours were
necessary to debrief one fighting day. Allegedly some debriefing sessions took three
working days.

Marshall recognized the existence of group resistance and had 1o deal with it. He
described, in fact, a group process which opens with an atmosphere of caution and
closure and progresses into openness and enthusiastic participation. With some
companies a congenial atmosphere could be established "within ten minutes of the
start of an internview” while in other cases, the interviewing officer had to work
patiently with the company for a day or longer before the "dam breaks". Marshall
also postulated a relationship between difficulties in debriefing and the quality of
‘eadership: a company with poor leaders was harder to engage in debriefing.

As far as we know, the emotional reactions of the soldiers to combat on the one
hand, and those encountered during the sessions on the other hand were neither
claborated nor reflected upon. In a subtle way, however, this mode of debriefing
seems to have turned individuals who had just endured a situation over which they
hud little control into participants. active in shaping the meaning of their recent
experience. Similarly, some degree of emotional ventilation may have been
facilitated by the sessions.

Both Marshall's cognitive rehearsal method and the Task-Oriented debriefing'
described earlier are examples of debriefing in which the individual's well being 1s
not the primary goal. It transpires, however, that by the fact of introducing an
institutional ritual or of allowing cognitive rehearsal and sharing by the group, even
such ‘non-psychological’ group sessions may have a profound effect on the
individuals’ appraisal and distress.

The following, more recent methods have been put together be mental health
professionals and are explicitly oriented at providing immediate and long term help.

C. Psychological Group Debriefing
Among the numerous clinicians who have used post-event debriefing for the

purposes of therapy or prevention, the works of Beverly Raphael (1986)-and Jeffry
Mitchell (1982,1983) are most widely cited. The following description of these
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methods will provide all the necessary elements for our discussion of the generics of
~svehological debriefing.

Following a successtul debriefing session of a volunteer rescue team after the
Granville rail disaster (Raphael et al. 1984), B. Raphael (1986)
jormulated guidelines for debriefing teams of helpers involved in disaster rescue.

[[[The description of the original intervention is compelling: "Sitting around in a
sroup and drinking beer they discussed with the consultant (and in a half joking
fashion) a wide range of topics: the frustration of their role and sense of
helplessness; the fear several had about dying themselves in the narrow space; the
rerror and revulsion at all these deaths... the post traumatic stress reactions of
intrusive images, nightmares and fears, the difficulties sharing the experience with
iheir families, and the fact that they could not unload their feelings because
:mmediately after they have finished their work at the rail disaster their were called
out to several road accidents rescue and were still in an alert, aroused state. As the
evening progressed the consultant helped these workers to accept the naturalness of
their fears and regain their sense of mastery through discussion, release of feelings
and externalization of their experience.” (Raphael 1986, p. 255.)]]]

Raphael conceives the goal of debriefing as primarily preventive: "to help the
warkers deal with the inevitable stresses so that problems do not arise
subsequently”. The setting recommended is that of formal group sessions,
and the healing theory is straightforward: "The experience is given a cognitive
sizucture and the emotional release of reviewing it helps the worker to a sense of
actievement and distancing” (p.286). As with other authors, the follow up data is
anecdotal - although positive, and the immediate relief unmeasured.

Similar to B. Raphael's method, the Critical Incident Stress Debriefing method
(CISD)., was developed by J Mitchell (1981, 1982, 1983) and has been applied to
several groups of rescue workers (Melton, 1985; Mitchel, 1986). The CISD’s
protocol comprises a series of consecutive steps through which various aspects of the
traumatic exposure are explored and worked through by the group:

Phuses of the Critical Incident Stress Debriefing (CISD)

Introductory phase
Facts phase
Thought phase
Reaction phase
Symptoms phase
Teaching phase

Re-entry phase

Adapted from Miichell, 1983
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Ventilation, mobilization of social support as well as education and identification
of symptomatic individuals are used. The focus is on individuals and their reactions
and not on the group as such. The evidence concerning the outcome of the
intervention is anecdotal, however enthusiastically positive. Follow up data is
lacking. However the explicit structure of Mitchell's protocol has allowed a number
of health professionals (e.g., Melton, 1985) to conduct similar debriefing sessions.

Other reports of psvchological debriefing generally follow the same lines
(Dunning & Silva, 1980, Wagner 1979, Bergman & Queen, 1986, Griffin 1987;
Jones 1985) - particularly with their focus on individuals and their needs rather than
on enhancing group cohesiveness and resilience.

Generalization and Recommendations

As of today the principle problem with debriefing methods is the absolute lack of
empirical research. The challenge for the future lays therefore in our capacity to
provide convincing evidence concerning the curative and the preventive effects of
this method. Such research is obviously extremely hard to conduct. Let me, as a
preliminary stage towards such study underline what I think may be the generic
aspects of this technique and the variables that one may operationalize and study.

The framework that I weuld like to suggest is based on the the study of the
following four variables: 1. The nature of the trauma (independent
variable); 2. The goals of the intervention (dependent variables); 3. The techniques
used (intervention variable); and 4. The inferred mechanism of action of the
intervention.

1. The nature of the trauma

Included in this category are those elements that precede the intervention and
determine the conditions under which it takes place. They must be taken into
consideration in planning, designing, and in analyzing the outcome of debriefing.
They comprise attributes of the traumatic event (agent variables) of the group
exposed and debriefed (host variables) and of the mode of exposure (interaction
variables).

{ Debriefing: Nature of the Trauma /1)

1. The traumatic event (Agent Variables)

Type: (e.g.. Natural disaster/Man made disaster/Combat/Terror).
Configuration: (e.g., Duration/ Degree of distuption of social
structures/ Unique or repetitive event/ Presence of secondary
stressors/Recovery environment)
2. The group (Host Variables)

Organization and homogeneity (e.g.. Ad hoc group/ Organized group)

e —~v
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Group culture (e.g., Hierarchy/ Rituals/ Style of leadership)

Preparation and training

Expectation of future exposures.

3 rogp-event interaction
Sources of siress: Life threat/ Loss/ Separation/ Dehumanization-
degradation/ Exposure to the grotesque,/ Torture/ Sexual
exploitation etc....
Role of the group: Passive victims/ Active participants / Secondary
victims/ Rescue workers..

Degrees of control over the exposure (e.g..volunteers/ non-

volunteers)

il Goals of the treatment
These are behaviors, emotions, cognitive attitudes, and group factors that the

intervention intends to change. They can be divided into individual and group
effects, and into short-term and long-term effects. ’

| Debricfing: Goals of the Treatment (I1)

.. Group effects: Improved communication/ Enhancement of group cohesion/

Readiness for future exposure/ Symbolization and artribution of meaning/
Grief processes.
2. Individual effects: Decrease in overwhelming emotions/ Reduction of
! symptomatology/ Decrease in cognitive disarray / Enhanc.ed sense of self
efficacy/ Facilitation of emotional disclosure/ Facilitation of help-seeking

t

L behavior/ Initiation of grief process/ Legitimization of feelings and actions.
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HI. Techniques used

These variables should clearly reflect the ways in which the intervention is being
carried out, and the technical processes allowed. Their description should capture
and define those elements of the intervention that are expected to affect its

outcome.

Debriefing: Technical Variables /I1I)

1. Timing: Immediate/ Delayed
2. Setting: Site/ Institutional framework/ Rules that govern participation
(voluntary/mandatory)

. Technigue: Length of time /Style of leadership/ Use of specific techniques

(#3]

I
{Ventilaion, suggestion, education etc..) }
t 4. Content; Review of factual reality/ Exploration of emotions /Elaborations of |
|
|

appraisal and attribution/ Detection of individuals at risk

I'V. Mechanisms of action

Whenever possible, practitioners of debriefing should be explicit about the
elements of the trauma that they wish to temper and the corrective aspects of the
intervention. Among these are:

L. Emotional Dyscontrol: Disabling affects such as terror, panic, sadness, guilt,
semse of fuiled enactment, numbing and freezing of atfect.

_ognitive dysfunctions related to the state of increased arousal (e.g., narrowing

L
of the cognitive field, inability 10 concentrate or shift attention etc..).

-
2

3._Shattered cognitive schemata of control, security, invulnerability ete..

4. Loss of the capacity to_enjov rewarding interpersonal contacts

3. ZTraumatic Membrane” effect: Perceptual and cognitive dissonance resulting
from the subject’s inability to disengage from the disaster experience and reestablish
4 continuity of meaning and experiencing with ‘normal’ life (Shatan, 1974, Lindy,
1985).

3. Traumatic conditioning effect: Conditioned emotional responses to a variety of
cues which mav trigger intense negative experiences. Persistence of iconic
memories. .
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social attitudes.
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' 6. Impacted ¢grief: The inability to engage in a *reparative process of mourning.
§

. f 7. Traumatic group effects such as scapegoating, projection, nihilistic and anti-

: i

Conclusion

Despite of a growing number of supporters, of numerous anecdotal reports, and
of a strong theoretical rationale, the practice of debriefing must receive further
empirical support in order to be accepted by both professional and decision makers
involved in stress management. This can only be achieved through empiricaj
research that involves the measure of immediate and long-term effects of this
technique. As with other research efforts in the area of trauma this is far from a
simple task. Debriefing is, by definition, practiced in situations that are hardly
appropriate for research purposes, and one should, therefore, expect numerous
ditficulties with regard to measuring its effect and using appropriate control groups.
At the current state of knowledge, indeed, naturalistic, uncontroiled studies,
Jemonstrating an immediate effect on individuals' symptomatology, distress and
well being, may constitute an considerable step forward.
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