How long is too long at the sharp end?

Critical incident staffing:
prevention is better than cure

Background
This paper is about a model for the
scheduling of staff at Critical Incidents.

The scope of this paper is confined to
Critical Incidents. It is not concerned with
the ‘normal’ shift of the emergency service
worker. For example 80% of an ambu-
lance worker’s time is taken with patient
transfer and non-emergency transport.
Less than 20% of their time is taken with
emergency response, and responding to
critical incidents is only a small part of
that time. Fire Department workers are
operational between 2% and 7% of their
available working time, within that, only
part is involved in an actual emergency
response to critical incidents (as opposed
to false alarms). Within the Police
Department 12% to 17% of their time is
used on what may be called emergency
response, and again only a part of that
would involve critical incidents (Tasma-
nian Police & KPMG 1995). This paper is
not concerned with shift times for the
normal day of an emergency service
worker. What this paper does address are
shift times for the abnormal day and the
proposition that the scheduling of emer-
gency service workers for the abnormal
day, needs to be different.

This paper does not include in its scope
the optimal active time for staff and
managers of command and control
centres, but I hope that it will encourage
similar research into that aspect of
emergency/disaster response.

The incidence of distress among emer-
gency service workers, and their subse-
quent burnout represents significant
financial and social costs to the individual
and their organisation.

This distress and the costs are pheno-
mena that have been the subject of
considerable research, but with very few
conclusions or recommendations with
regard to management of the response
aspect of a critical incident, and the
minimisation of exposure of the emer-
gency services worker.

Part of the problem occurs because
each event is unique, and until an incident
has been running for some time, there is
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no opportunity to gather information
about the event, i.e. how long it may last,
and some of the consequences in terms
of deaths, injuries and their severity.

Atitudes of scene managers

These aspects conspire to create a

situation where the first emergency

service workers on-scene will often be
subjects of the following conscious or
unconscious reactions:

* ‘I was here from the beginning and I
am one of the few who really knows
what has been going on from the start,
so I had better stay’

+ ‘It probably won't last much longer so I
might as well see it through’

* ‘There’s no point in handing over to
someone else and putting them through
itas well’

+ ‘This is my chance to put all my training
into practice and make it all worthwhile’

+ ‘Other people will think I've gone soft
if I ask to be relieved’

+ ‘I will think I've gone soft if I ask to be
relieved’

+ ‘This is my chance-in-a-lifetime for
fifteen minutes of fame, and I’ll show
myself and others what I can do’

+ ‘T know what’s going on and what needs
to be done. 'm not sure the relief crew
would know as much, as they weren't
here from the start. No matter how well
I brief them there could be a mistake
and it would be my fault’

+ ‘Its mine and ’'m not about to let go!’

+ ‘It lasted for over 36 hours and I was
there from go-to-whoa. On reflection I
may have done some things differently
if I hadn’t been so tired, but hey I was
there from go-to-whoa’

Traumatic Stress—is prevention
better than cure

‘Many individuals are routinely and
predicably exposed to potentially trauma-
tising events in connection with their
employment. ‘High risk’ groups include
servicemen and members of the emer-
gency services, aid workers and journalists
who cover conflicts and disasters’
(McFarlane 1986).

In the general population the prevalence
of post-traumatic stress disorder (PTSD)
is as low as 1-2% (Helzer, Robins &
McEvoy 1987), but it may be 30% or more
in observers and rescuers after serious
accidents and disasters (Duckworth 1986;
Cobb & Lindemann 1943). The study of
Gulf War body-handlers revealed symp-
toms of post-traumatic stress in 50% of
the sample nine months after the conflict.
Serious psychological distress has also
been reported in second-line support
workers such as administrators, control-
room and reception staff, switchboard
operators, hospital ancillary and volunteer
workers, as well as the families of emer-
gency service personnel (Deahl 1998b).

Legislation and regulations
What specific legislation or regulations
exist with regard to exposure to distress
of emergency service workers?

My searches to date indicate no regula-
tions that have been put into place, with
the specific purpose of reducing or
managing the exposure to distress of
emergency service workers.

The only legislation would appear to
be the general ‘Duty of Care’ legislation
which only becomes relevant after the
case, when ‘blame’ has to be apportioned.

Critical incident
What constitutes a critical incident and
who deems it to be one?

There are many definitions of what is a
critical incident, including one which I
think includes the key aspects of most
definitions:

‘An event which has a stressful

impact sufficient enough to

overwhelm the usually effective
coping skills of either an individual
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or a group’ (Boudraux & Mandry
1995).

Who deems it to be one, and what
are the criteria?
Firstly who deems it to be one?

It is easy to say who it should not be. It
should not be the people at the ‘sharp end’.
By their nature they tend to be unwilling
to call it a ‘critical incident’ with the
inherent implication that they will need
assistance of some sort.

The ‘critical incident’ call has to be made
back at base according to some objective
criteria. If there is doubt, the tag should
be applied and then, if necessary, relaxed
to a lower grade afterwards, rather than
not making the call and then, after seeing
the consequences, saying ‘T wish I had’.

Based on intelligence received by the
communications operator at base, the
shift supervisor should be alerted to the
possibility that there might be a ‘critical
incident.

The shift supervisor then reviews the
incident intelligence with the ‘critical
incident’ criteria and, if appropriate,
activates their organisational protocols
for managing ‘critical incidents’.

What are the criteria?

Multiple deaths, horrifying deaths and
injuries, or when intervention went all
wrong make the call easy at one end of
the spectrum.

A ‘cot death’ would not appear to qualify
for tagging as a ‘critical’ incident until it
was perhaps realised that the incident
responders had young children, one of
their own children had been a victim of
the ‘sudden infant death’ syndrome, or
they were close to the upper threshold of
their incident coping abilities.

But how are we to know about all of the
emotional luggage that each and all of the
responders are carrying with them? (You
can't!)

Most emergency service responses are
not to critical incidents. All incidents
involving sudden death and injury have
the potential to be ‘critical” incidents. All
should be considered to have the poten-
tial and treated as such. Many will be
handled by the responders and filed away
successfully as ‘not a nice one’ but without
disabling the responders.

Early appropriate support will reduce
the incidence of responders ending up as
victims.

Risk

Voluntary and involuntary risk.
When you get out of bed in the morning
you are taking a voluntary risk; the risk
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of falling over your slippers, choking on
your breakfast, crashing your car etc.
There are also involuntary risks that you
are subject to ie. the pollution of the
atmosphere that you breath, the driving
skills of other commuters etc.

We can do things to decrease our
vulnerability by increasing resilience and
decreasing susceptibility.

In driving, we might slow down, improve
our skills, chose routes and times that are
less hazardous etc.

To seek employment as an emergency
service worker displays an implicit
willingness to expose oneself to potentially
distressing situations and the associated
risks to well-being. By accepting emplo-
yment as an emergency service worker
there is a voluntary risk that one takes as
part of accepting the position. The worker
can reduce their vulnerability by increa-
sing resilience and reducing susceptibility.
The devices that may be used include
improving coping skills, reducing expo-
sure to unnecessary risk and recognising
one’s stress threshold.

There is also an expectation/hope
within the emergency service worker that
their employer will implement appro-
priate management strategies to enhance
the resilience of the worker, reduce their
susceptibility, and reduce the overall
vulnerability of the worker to the risks
associated with their work.

Emergency Service Worker
temperament profile
According to a study by Herbison R.J et
al. (1983), featured in a National EMS
Burnout Survey, the personality profile of
EMS responders to the survey resulted in
the identification of a strong tendency
toward dependence and obsessive charac-
teristics as well as the need for structure
and rules among the respondents.

Simply put this appears to indicate that
the temperament of many emergency
service workers tends to have or need:
* high levels of self control of objectivity
+ cautious self critical
+ methodical detail minded

According to Mitchel and Bray (1990)
‘individuals who work in emergency
services are characteristically ‘can-do’,
adventurous persons who in the course
of helping others, seek out and encounter
risks, excitement and challenge. They
seem to like being in control of situations,
harbor exceptionally high performance
expectations of themselves, like to see the
results of their work and have great
professional pride in their duties.
Extreme loyalty and dedication to task
contribute to their high sense of frus-

tration with failure and low tolerance of
shortcomings in others. These tendencies,
coupled with risk-taking, tend to drive
them to perform their duties to point of
exhaustion. Their tendency to jeopardize
their own safety to help others is inten-
sified by their belief in their emotional
and physical indestructibility (Spitzer &
Neely 1992).

Work schedules

Most of the emergency services provide
a twenty four hour a day, seven days a
week service to the community. This
means that most emergency service
workers are part of a shift work roster,
which in itself has a significant impact
on the physical and mental well-being of
the worker. Shiftwork and its impact is
not part of this paper other than to
mention that it is another factor that has
influence on the affected persons and
could well form the subject of further
research in this area.

Indicators and effects of burnout
Increased adrenaline secretion, blood
pressure elevation, gastric disturbance,
sleep disturbance, job dissatisfaction,
injury rate, substance use/abuse, quality
of response diminished, self-harm and
suicide.

Emotional exhaustion, the inability to
take on any more ‘feeling’ without beco-
ming distressed. An event reported in the
media, a television drama, a ‘heart tugging’
advertisement can be sufficient to distress
an emotionally exhausted person.

Depersonalisation, an apparent deta-
ched, uncaring, or negative attitude
towards the public and or co-workers. A
strategy unconsciously adopted, which
aims to protect the worker from ‘feeling’
but which may only delay the onset of
acute distress.

Reduced feelings of personal accom-
plishment, a feeling of lack of worth. They
feel inadequate to the task and the
standards they set themselves and what
they believe are others expectations of
them. Because they are distressed they
cannot cope, and because they cannot
cope they become more distressed.

Selection processes

As a way of reducing the incidence of
critical incident stress it would seem
useful to identify any person with a
predisposition to critical incident stress
and screen them out at the recruitment
selection stage.

However it is worth noting that in
research carried out by Atkins et al in
1983 it was concluded that:

‘Psychological screening may rule out
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certain major psychiatric problems, but
has questionable effectiveness in preven-
ting burnout’

From the work that I have done with
emergency service personnel a tempera-
ment profile for Emergency Service
workers could include something like:

* high self control/objectivity

« average/low self centredness

+ high average gregarious/energetic

* high cautious self critical

+ average/low introspective imaginative
+ average/high power exerting

* high methodical detail minded

This profile could indicate that the
person is temperamentally better suited
to emergency services work than someone
with a different profile. But this profile also
has implications for a higher degree of
susceptibility to critical incident stress
than others.

The dilemma then appears to be, do we
try and recruit people with profiles that
are best suited to the work to be done, or
do we recruit people who are least
susceptible to critical incident stress?
Given the proportion of work that
involves critical incidents it would appear
rational to select the best profile for the
work, but also recognise that the person
could be susceptible to critical incident
stress and manage that appropriately
when incidents arise.

Employee obligations

One of the cardinal rules of emergency
service workers is ‘never put yourself or
others in a situation where the rescuer
has to be rescued’.

This rule applies as much to the mental
welfare of the rescuer as their physical
safety.

If we keep in mind the principle that it
is the strongest person who can admit their
‘weakness’, then each worker needs to:

* know their physical and mental limi-
tations

+ let other people know their limitations

* recognise when they are getting close
to their limits of coping

« let other people know when they are
getting close to their limits of coping

* recognising when they have to call for
help

+ call for help when needed.

A distressed worker is not a fit worker
and is not able to provide the optimum
service to the community. It is an obli-
gation of the worker to do all they can to
maintain all aspects of fitness for their
work.

Employer obligations
A concern expressed by Gerald A Cannon,
a division chief with the San Diego Fire

Department in March 1998:

‘One concern addressed was the high

turnover for paramedic personnel.

This turnover seemed to be linked

to two factors: compensation (pay

and benefits) and burnout caused by

a high volume of high stress calls.

The factor of pay and benefits can

be easily understood; the more you

pay your employees the more costly
your Emergency Medical Services
becomes. However, there are several
personnel management experts who
will be quick to point out that pay
will not in itself be a complete cure
for turnover. Employees will leave for
lack of adequate pay. But they may
not stay, no matter what the pay level
is, if other job factors are perceived
by the employees to be adverse.

A constant high volume of calls

without a break can be such a factor’

In subsequent studies requested by the
San Diego Council the question was posed
(Cannon 1988):

‘Why not rotate paramedic personnel
between high-volume and low-volume
posts?’ It made sense to ‘spread the wealth’,
that is, to spread the number of total
incidents in the system as evenly as
possible among all the paramedics. But
what about seniority? Or bidding for a
steady post? Or even having a steady post
in a desired area? Rotation of personnel
in a large system needs to address these
and several other issues to be fair and
workable and to provide adequate breaks
in the high volume of incidents for
paramedics.

With all that in mind, the design team
settled on a rotating schedule which they
felt addressed clinical-skills enhancement
and employee burnout associated with
high call volume. The system that was
developed they called the ‘Paramedic
Triad System’.

The concept was based around teams
serving in one of three locations for about
one month in turn so that each team took
their turn at ‘quiet’ and ‘high’ volume
locations.

Did it work?

‘Management experts of the ‘80’s (Cannon
1998) are now espousing the principle of
service management. Briefly, that prin-
ciple states that if you don’t serve the
public directly, then your functions
should be involved with providing service
to those who deal with the public. In no
other field does this principle ring truer
than emergency services. Our front line
personnel need to know that management
is there to help them do a better job

through: reasonable salaries, career
stability, promotional opportunities,
comprehensive health care including
employee assistance programs,, critical
incident stress management, and even a
rotation model to relieve burnout from
stress.

Their model remains just that, a model,
not a reality currently in use. Their design
team thought it had merit and that it
addressed the issues in a rational, cost
effective way. They still believe that the
high cost of employee turn over will mean
that this or a similar approach will be tried
and the cost benefit proven.

The military, emergency services, aid
organisations and the media routinely
send their employees into potentially
traumatising situations. All employers
have a statutory ‘duty of care’ to protect
the health of employees and minimise the
impact of occupational health hazards, but
the focus is on the observable (broken
bone versus broken brains).

There is now sufficient evidence to
suggest that psychological debriefing, by
itself, is inadequate—indeed, mandatory
PD (as advocated by many banks and
building societies following robberies)
may itself be harmful. If PD is used at all it
should be one part of an overall strategy to
minimise the long term impact of trauma.
This should include primary preventative
measures, careful recruit selection, rea-
listic training, stress-inoculation and
operational stress packages.

Whatever strategy is adopted in the
workplace, employers must not become
complacent and assume that their work-
force is now immune to PTSD and other
psychiatric disorders because they have
received PD or any other psychological
intervention. Employers should arrange
systematic follow-up of workers exposed
to potentially traumatising events, and
ensure that individuals who develop PTSD
and other psychiatric disorders receive
appropriate treatment and support. PD
alone is an inadequate preventative
occupational health measure. Employers
and occupational health physicians
should become more actively involved in
research to identify interventions that
reduce psychiatric morbidity after
trauma, particularly in occupations that
predicably expose workers to trauma-
tising events (Atkins et al 1983).

In the past, emergency service systems
tended to perpetuate the myth of indi-
vidual indestructibility by not explicitly
acknowledging or responding to the
concept of occupational stress. When first
responders did show evidence of stress
related emotional problems, their
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superiors tended to refer them to outside
agencies for counselling. These referrals
were often perceived as disciplinary action
rather than an effort to help the individual
with work induced concerns (Spitzer &
Neely 1992).

Despite the concerns expressed by
some people about mandatory debriefing
it is my belief that everyone involved in a
critical incident should be included in a
mandatory initial debriefing. This enables
the macho ‘tough guy’, who feels unable
to stick up their hand and say I need help
because of their self-image and the image
they feel they have to project to others, to
get access to the help they might need.
Quite often it is the person who needs the
most help who is least able to ask for it.

Current strategies

The treatment of established PTSD is far
from satisfactory. Psychological and
pharmacological interventions have been
used separately or in combination, but
often give only partial symptom relief
(Deahl 1996a). Lately, efforts have focused
on early intervention to minimise long-
term psychological sequelae, PTSD in
particular. Secondary preventative strate-
gies of this kind, widely employed in
civilian and military practice, include
various forms of brief counselling as well
as more specific interventions such as
psychological debriefing (PD) or ‘critical
incident stress debriefing’ (Mitchel 1983;
Dyregrov 1989).

Designed for groups of emergency
service workers, debriefing is thought to
help victims of psychological trauma
process their experience cognitively and
emotionally. Immediacy is deemed
important because the earlier debriefing
occurs, the less the opportunity for
maldaptive and disruptive cognitive and
behavioural patterns to become estab-
lished (Rachman 1980). Diverse groups,
not only from the voluntary sector —lay
counsellors, psychologists, social workers,
psychiatrists—advocate these techniques
and have sought to establish a role for
themselves following traumatic incidents
(British Psychological Association 1990).

Although intuitively appealing, and a
response to perceived need, these methods
have been extremely difficult to evaluate
(Bisson & Daehl 1994), and it is only lately
that PD has been subject to randomised
controlled clinical trials. Bisson et al,
studied 110 burn victims, the treatment
group being debriefed on average six days
after their injury.

In this study the debriefed group
actually had a worse outcome, although
it was suggested that they had a greater
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pre-incident vulnerability. Although
debriefing was originally designed for
groups of emergency service workers,
there have so far been no randomised
trials of group debriefing.

The incidence of Workers Compen-
sation claims for work related stress and
the need to control costs has spawned a
current strategy whereby most claims are
disputed routinely by the employer and
their insurer and the current view adopted
by some tribunal commissioners is that,
because of a psychological predisposition
by the worker, the claim by the worker is
denied. This psychological predisposition
is why many emergency service workers
choose to do the job that they do and why
they tend to be very good at doing that
job. ie.individuals who work in emergency
services are characteristically ‘can-do’,
adventurous persons who in the course
of helping others, seek out and encounter
risks, excitement and challenge.

They seem to like being in control of
situations, harbor exceptionally high
performance expectations of themselves,
like to see the results of their work and
have great professional pride in their
duties. Extreme loyalty and dedication to
task contribute to their high sense of
frustration with failure and low tolerance
of shortcomings in others. These tenden-
cies, coupled with risk-taking, tend to
drive them to perform their duties to
point of exhaustion. Their tendency to
jeopardize their own safety to help others
is intensified by their belief in their
emotional and physical indestructibility
(Spitzer & Neely 1992).

Prevention
Primary prevention programs are increa-
singly employed to prepare high-risk
occupational groups for trauma. There
are numerous anecdotal reports that
preparation and training for traumatic
events can substantially modify the
emotional impact of subsequent trauma
and may also protect individuals from
long term sequelae (Chemtob et al 1990).
Unfortunately, although prevention, (like
debriefing) is intuitively sensible, pri-
mary preventative techniques have not
been evaluated in randomised controlled
trials. The topic straddles medical and
non-medical disciplines including occu-
pational psychology, risk management,
human resources, occupational medicine
and psychiatry, each with its own tradi-
tion and methodology; thus research in
this area is difficult.

Simple stress-inoculation techniques
such as the exposure of prospective body
handlers to human remains and necropsies

have long been practised within the
military and emergency services. The
factors associated with high levels of
distress in servicemen and emergency
service workers are well known: the
emotional impact of actual trauma can
potentially be reduced by teaching rescue
workers the physiological basis of anxiety,
by anxiety reducing techniques, by
strategies to minimise identification with
victims, as well as by maintaining social
support. Similarly managers can be taught
the protective effects of positive leader-
ship, the maintenance of morale, realistic
training and the use of ritual.

In its broader context primary preven-
tion includes recruit selection and the
exclusion of vulnerable individuals from
high risk occupations (e.g. those with a
history of psychiatric illness or a previous
severe reaction to trauma) as well as
training of high-risk individuals to cope
with anticipated trauma. Training reduces
uncertainty, increases a sense of control
and mastery, and teaches automatic
responses that are not‘eroded’ under stress.
Training may also limit or alter the type of
exposure to potentially traumatising
events, decrease the unexpected, maximise
a sense of hope, and prepare individuals
for the unexpected need to act (Hytten &
Hasle 1989).

Perhaps by boosting self-confidence, the
psychological benefits of training may
even exceed the benefits of any practical
skills acquired. Helplessness is minimised
by an understanding of behaviours that
aid survival. The intensity of exposure and
reality of threat may be modified by the
use of learned adaptive behaviours, e.g.
automatic routines when coming under
fire or handling human remains (Weisah
1989). Training must be as realistic as
possible, and will be least effective when
the trauma is prolonged or uncontrollable.
This indicates a dichotomy, on one hand
there is the proposition that we ‘trauma
proof’ people through controlled exposure
to potentially traumatising realistic
training situations, then on the other hand
we need to minimise exposure to trauma.

It is my belief that we all have a ceiling
or limit to our ability to cope with trauma.
Our life experiences, training, physical
and mental well-being can lower or raise
that ceiling, but as we get older we all get
closer to that ceiling. Events that happened
to us in our twenties we thought had no
effect, but they form part of our emo-
tional luggage and as our life experiences
add more, our strength or resilience
diminishes. I am therefore concerned
that ‘trauma proofing’ may enhance short
term coping capabilities, but reduce long
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term resilience as it adds, artificially, to
an overall life-load of trauma.

Conclusions

How long is too long at the sharp end?

Simply, when the length of exposure has

led to an incidence of critical incident

stress or post traumatic stress disorder.

How long this is for any individual will
vary according to the individual, the events
and their impact. But the incidence, along
with the social and economic cost, are
reasons enough to conclude that current
strategies of critical incident stress
management are not sufficient, and that
more work has to be undertaken to
reduce or prevent critical incident stress.

The foundation of any community
wide initiative lies in legislation. Laws,
regulations, policies are the authority that
provide the incentive and power to act.
Individual organisational initiatives take
a long time to bring about community
wide changes through their establishment
and acceptance as precedence. A consor-
tium of employer and workplace safety
insurer organisations would be an appro-
priate lobby group to encourage the
politicians to pass legislation which would
putinto place regulations and policies that
reduce the incidence and cost of critical
incidents.

The vulnerability of workers would be
reduced by the adoption of strategies to
reduce the susceptibility of workers and
enhance their resilience.

These strategies would include:

* recruiting workers with more suitable
temperament profiles, while recognising
that they might be more susceptible to
critical incident stress

* provision of training for workers about
critical incident stress management and
their obligations

« provision of training for supervisors and
managers about critical incident stress
management and their obligations
As we get to the end of this millennium,

economic rationalism appears to be the
mantra of executive management. Maxi-
mum return to the ‘shareholder’ will not
be achieved if we do not control the costs
of critical incident stress. In controlling
these costs we will also achieve a social
benefit, a ‘win-win’ that will be good for
all concerned.

References
Atkins J.M., Cason D., Ludovic L.S. & Thal
E.R.1983, ‘Criteria for Selecting

Paramedic Trainees’, Emergency Health
Services Review,Vol. 2, No. 1.

Bisson J.I. & Deahl M.P. 1994, ‘Psycho-
logical debriefing and preventing post
traumatic stress’, British Journal of

Psychiatry,Vol. 165, pp. 7, 17-20.

Bisson ].I., Jenkins PL., Alexander J. &
Bannister C. 1997,‘'Randomised controlled
trial of psychological debriefing for
victims of acute burn trauma’, British
Journal of Psychiatry,Vol. 171, pp. 78-81.

Boudraux E. & Mandry C. 1995, ‘Sources
of Stress Among Emergency Medical
Technicians (Partl): What does the
Research Say?’, Prehospital and Disaster
Medicine, Vol. 11, No. 4.

Boudraux E. & Mandry C. 1996, ‘The
Effects of Stressors on Emergency Medi-
cal Techncians (PartII) : A Critical Review
of the Literature, and a Call for Further
Research, Prehospital and Disaster Medi-
cine,Vol. 11, No. 4.

Boudraux E. Mandry C. & Brantley PJ.
1997, ‘Stress, Job Satisfaction, Coping, and
Psychological Distress Among Emergency
Medical Technicians’, Prehospital and
Disaster Medicine, Vol. 12, No. 4.

British Psychological Association 1990,
Psychological Aspects of Disaster, British
Psychological Society, Leicester.

Cannon G.A. 1988, ‘Spreading the
Wealth: a theoretical Rotation to Relieve
Burnout’, JEMS, March 1988, pp. 37-39.

Chemtob C.M., Bauer G.B., Neller G.,
Hamada R., Glisson C. & Stevens V. 1990,
‘Post-traumatic stress disorder among
special forces Vietnam veterans’, Military
Medicine, Vol. 155, pp. 16-20.

Cobb S. & Lindemann E. 1943, ‘Neuro-
psychiatric observations after the Coco-
nut Grove fire’, American Surgery,Vol. 117,
No. 8, pp. 14-24.

Deahl M.P. 1996b, ‘Post traumatic stress
disorder’, Medicine International, Vol. 24,
No. 2, pp. 15-16.

Deahl M. 1998a, ‘Traumatic stress-is
prevention better than cure?” Journal of
the Royal Society of Medicine, Vol. 98,
October, pp. 531-533.

Dyregrov A. 1989, ‘Caring for helpers in
disaster situations: psychological de-
briefing’, Disaster Management, Vol. 2,
pp-25-30.

Duckworth D.H. 1986, ‘Psychological
problems arising from disaster work’,
Stress Medicine, Vol. 2, pp. 315-23.

Helzer J.E., Robins L.N. & McEvoy L.
1987, ‘Post-Traumatic stress disorder in
the general population’, New England
Journal of Medicine, Vol. 317, pp. 1630-4.

Herbison R.J et al 1984, ‘National EMS
Burnout Survey’,JEMS, Jan.1984, pp.48-50.

Hytten K. & Hasle A. 1989, Fire fighters
—a study of stress and coping’, Acta
Psychiatr Scand, Vol. 8 (suppl.) pp. 50-55.

McFarlane AC. 1986, ‘Long term psy-
chiatric morbidity after a natural disaster:
implications for disaster planers and
emergency services’, Medical Journal of

Australia, Vol. 145, pp. 561-3.

Mitchell J.T. 1983, ‘When disaster
strikes...The critical incident stress
debriefing process’. Journal of Emergency
Services,Vol. 8, pp. 36-39.

Mitchell ].T. & Bray G.P. 1990, Emergency
services stress: guidelines for preserving the
health and careers of emergency services
personnel, Prentice-Hall, Englewood Cliffs,
N.J.

Neale A.V. 1991, ‘Work Stress in Emer-
gency Medical Technicians’, Journal of
Occupational Medicine, Vol. 33, No. 9,
pp.991-997.

Palmer R.G. & Spaid W.M. 1996, Autho-
ritarianism, Inner/Other Directedness,
and Sensation Seeking in Firefighter/
Paramedics: Their relationship with
Burnout’, Pre-hospital and Disaster
Medicine, Vol. 11, No. 1, pp. 11-14.

Spitzer W. & Neely K. 1992, ‘Critical
Incident Stress: The Role of Hospital-Based
Social Work in Developing a Statewide
Intervention System for First-Responders
Delivering Emergency Services’, Social
Work in Health Care, Vol. 18, No. 1.

Rachman S. 1980, Emotional processing’.
Behavioural Res. Therapy,Vol. 18, pp. 51-60.

Tasmania Police & KPMG. 1995, Project
Baton: Scoping and Targeting Report,
Hobart, Tasmania.

Vessell R. ‘The Devastating Costs of
Professional Burnout’, Therapeutic Rec-
reation Journal, Third quarter 1980,
pp.11-14.

Weisah L. 1989, A study of behavioural
responses to an industrial disaster’, Acta
Psychiatr Scand, Vol. 80 (suppl.), pp. 13-24.

Acknowledgement

The genesis of this paper was a course conducted in
September 1998, at the State Rail Authority Fire
Training Centre, Redfern by Helen Webb. Helen is a
lecturer for Charles Sturt University in the area of
Pre-hospital Care. The course was for Ambulance
Officers and | was asked to present a session on
emergency management. During discussion with the
students the issue of accumulated critical incident
stress management was raised. | said it was an
area in which | was interested and | would write a
paper about the topic.

Author’s contact details:

Mr John Lunn

Course Co-ordinator

Master of Emergency Management & Bachelor of
Social Science (Emergency Management)

School of Public Health, Charles Sturt University
Panorama Avenue

Bathurst NSW Australia 2795

Phone: 0263384639, Fax: 0263384993
jlunn@csu.edu.au funn@csu.edu.au

'*@ ereed

Australian Journal of Emergency Management



Recommendations

Many conclusions in this paper are
themselves triggers for necessary ini-
tiatives. In the abstract for the paper
concerns were raised about the lack of
critical incident stress management
initiatives during the response aspect of
an event. Recommendations have been
therefore confined to a specific recom-
mendation with regard to the manage-
ment of exposure of the emergency
service worker during the response
aspect of an event.

Critical incident staff scheduling
For an example take an event that has the
first teams on scene at 1200 and finishes
at 0100 the following morning.

The first team on scene is designated the
C team and they will remain ‘up front’ on
scene for the first two hours. This will
enable them to commence activities
including establishing communications
and the flow of intelligence back to the
command and control points. After the
first two hours, progressively, two other
teams will be scheduled through one hour
each at the ‘up front” position through a
one hour ‘stand-by’ position at the scene.
The one hour ‘up front’ will be followed
by a one hour stand down.

The ‘stand-by’ position is in support of
the ‘up front’ position and enables the
stand-by team to learn about what is
going on and what they will have to do
when they take over at the ‘up-front’
position. The ‘stand down’ is close to the
scene, but ideally far enough away for the
team to be able to get some rest and
refreshment and get away from the
sounds and smells of the incident scene.

The schedule would look like Table 1. In
an operation that lasted for 13 hours the
total activities for each team in hours are
as in Table 2.

If an operation were to last longer than
13, but less than 26 hours then the same
teams could be used in the same rotation
until the end of the operation. If it is
expected that the operation will last more
than 24 hours, then a further set of three
teams should be scheduled with team D
on stand-by at 1200, E stand-by at 1300,
and F stand-by at 1400. If it is expected
that the operation were to last longer than

Teams Stand-by time Up-front on scene Stand down

C 1500 1200 1400
A 1300 1400 1500
B 1400 1500 1600
C 1500 1600 1700
A 1600 1700 1800
B 1700 1800 1900
C 1800 1900 2000
A 1900 2000 2100
B 2000 2100 2200
C 2100 2200 2300
A 2200 2300 2400
B 2300 2400 0100

Table 1: team scheduling for a 13 hour incident

48 hours then a further three teams will Exceptions

be scheduled into the operation G, H and
I. For further protracted operations
teams C,A & B ;then D,E & F and so on
will be progressively rescheduled through
the incident following the same sequence
until the operation is completed. In
protracted events teams which have
completed a 25 hour sequence of ‘active
duty’ that is either on ‘stand-by’, ‘up front’
or on ‘stand down’ would have about 48
hours before they were required to be
back on ‘active duty’. One should also
prepare contingency plans and have
reserve team members ‘on call’ should a
team member needed to be replaced for
any reason.

The teams may be made up of as little as
two members or hundreds depending on
the context. The principles remain the
same if we wish the rescuers to operate
at their optimum effectiveness with the
least harm to themselves and those they
are helping.

As with most principles or rules it is the
exception that proves the veracity of the
rule. The same is true of the proposed
principle of critical incident staff
scheduling.

There are events when it would not be
appropriate to replace an emergency
service worker with another. These
events are those where a vital part of the
management of the incident has been the
establishment and maintenance of a
relationship between the emergency
service worker and the person whose
effective recovery is the objective. These
events could include those such as:

+ hostage negotiations,
* long term rescues from extreme
locations and conditions.

In these situations the negotiators/
rescuers must be treated as victims as
well, particularly, but not only, when the
result was not successful.

Teams Stand-by time
C 4 Hours
A 4 Hours
B 4 Hours

Up-front on scene Stand down
5 Hours 4 Hours
4 Hours 4 Hours
4 Hours 4 Hours

Table 2: activities for each team in hours over a 13 hour incident
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