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sychiatric Lasualiics (com-
bat reaction) werc a signifi-

cant source of personnel.

loss in the Israel Defense

. Force (IDF) in both the 1973 Arab-

Isracli War and the 1982 war in
Lebanon. Intensc and stressful battle
experience decreased combat effec-
tiveness and promoted psychiatric
breakdown. High morale and cffec-

tive group performance déereased |

the risk of psychiatric breakdown
and promoted excellent individual
performance and heroism. In the

1973 Arab-Isracli War, all psychi-"

atric casualties were evacuated
beyond the division to rear areas.

Consequently, none’ of these casu-

alties were returned to combat duty

during the war and many became

chronically disabled. In contras
the 1982 war in L
using the American doctrine of brief
forward treatment, adopted after
1973, returned 60% of psychiatric

‘!ﬂ

" casualties to cffective combat dmy

within 72 hours.' |
i

CASUALTIES

~In the 1973 Arab-Isracli War ’lhe
incidence of psychiatric casualtics
(expressed as the ratio of psychiatric
casualties to woundcd) was an csti-
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non the IDF.

’ . -

| psychiatric breakdown.

| Intense and stressful battle experience
| decreases combat effectiveness and promotes

N
.

mated 30:100." In the 1982 war in
Lebanon the incidence was 23:100.2
For comparisori. the overall ratio of
psychidtric casualties to wounded in
he American army in the European,
editerrancan, and Pacific theaters
of-operation during the four years of
World War I was 36:100, and the
ratio for the American army in Furo-
pean theater of operation in 1944
was 20:100.3 These ratios arc aver-
ages of many units in many battles.
For a given unit in a given battle, the
incidence of psychiatric casualties as
ratio fo wounded ranged from none
to nearly 1:1. This variation was a
function of a variety of factors.

BATTLE INTENSITY AND STRESS

For the 1DF in 1973 and 1982, and
for the American army in World War
Il and the Korcan War, battle inten-

sity “(as mcasurcd by the number of
physical casualtics) was the primary
determinant of the incidence of psy-
chiatric casualtics. In the 1973 war,
IDF psychiatric casualties peaked
carly in reaction to the shock of the
initial Arab assault, and pecaked

" again during the lsraeli counterat-

tack across the Suez Canal in reac-
tion to the intensc indirect fire fraam
the Egyptians. Egyptian and Syrian
psychiatric casualties were initially
low because of the case of their
advance, hut rose when the (DF suc-
cessfully counterattacked. Overall,
60% of Egyptian psychiatric casu-
alties occurred in temporal and phys-
ical proximity to the points of IDF
penctration of the Egyptian linc. In
the 1982 war in l.cbanon, the IDF
made objective measures of battle

continued on page 529



Rare occurrences of neuralentic malignant syndrome
(NMS) have been reporied in palients on neurclephic
therapy The syndrome is characterized by hyperthermia,
muscular rigidity. autonamic instability (labile blood
pressure, tachycardia, diaphoresis), akinesia, and
altered consc O es progressing o stu-
por or coma. Leukocytosis, elevated CPK, liver tunction
abnormalities, and acute renal lailure may also accur
Neurdleptic theragy should be drscmﬁnued immedi-
ately and vigorous symplomatic ireab wened
since the syndrome i3 potentially fatal

Phencthiazine derivalives have been known lo Cause
restiessness, excitément, of Dizarre dreams, reactrva-
tion or aggravation ol psychalic processes may be
encountered I drowsiness of lethargy occurs, the dos-
age may need (o be reduced Dosages. lar in excess of
the recommended amounts. may induce a catalonic-
{ike state

Autonorruc Nervaus System Hyperiension and lluc-
wuations n blood pressure have been reparied Although
hrypotension is rarety a problem, patients with pheochro-
mocytoma, cerebral vascular or renal insufficiency, of a
severe cardiac reserve deficiency such as mitral ingud-
ficiency appear 1o be particutarly prone to this reaction
and should be observed carefully Supporie mea-
sures including mtravenocus vasopressor drugs should
be instituled mmediately should severe hypotension OC-
cur, Levarlerenol Bitartrate Injection 13 the most sun-
able drug. epinephrine should not be used mince
phenothiazine derivalives have been lound 1o reverse
its action Nausea, loss of appetite, salivation. pohyuna,
perspiration, dry mouth, headache, and constipation
may occur Reducing or lempararily disconlinuing the
dasage will usually control these effects Blurred vimon,
glaucoma, bladder paratysis. lecal impaction. parakytic
#eus. tachycardia, or nasal congestion have occurred
in some pafients on phenothiazine dervatives

Metabolic and Endocrine Weigh! change, peripheral
edema, abnormal lactation. gynecomastia, menstryal «-
regularities, lalse resulls on pregnancy 1ests, Mpolency
in men and increased libido in women have occurred in
some patients on phenothiazine therapry

Allergic Reactions Rching, erythema, urticaria, seb-
orenea, photosensitivity, eczema and exioliatve derma-
titis have been reported with ph&nathiazines Thae
passibility of anaphylacioid reactions should be borne
in mind

Hematologic Blood dyscrasias mcluding leukopenia,
agranulocylasis, thraombocylopenic or nonthrombacy-
topenic purpura, eosinophiiia, and pancytopenia have
been observed with phencthiazines il soreness of the
mouth, gums or throat, or any symptoms of upper
respatatory mnleclion occur and confirmatory leukocyte
count ndicates cellular depression, theragy should tre
discontinued and sther apfropriate measures instituled
immediately

Hepatic' Livet damage manifested by cholestatic
jaundice, particularty during the first months of therapy.
may occur, treatment should be discontinued A ceph-
alin flocculation increase, sometimes accompanied bty
alteraions in ather liver lunction tests, has been reported
in patients who have had no clinical evidence of fiver
damage

Others: Sudden deaths have been reported n hosp-
talized palients on phenothiazines Previous brain dam-
age or seizures may be predisposing taclors. High doses
should be avoided in known seizure patients Shorlly
belore death, several patients showed flare-ups of pey-
chofic behavior patterna. Moow'ndinqsluveumﬂv
revealed acute fulminating poey
aspiration of gasiric conlents, or rnmmyooarﬁnl lesions
Although not a general feature oilluphenazine, potenti-
ation ol central nervous system depressants such as
apiates, analgesics, antihistamines, barbiturates and al-
cohal may occur

Systemic lupus erythematosus-like syndrome, hypo- .

tension severe encugh o cause falal cardiac arrest,
allered electrocardiographic and electroencephalo-
graghic tracings, altered cerebrospinal Nuid protens,
cerebral edema, asthma, laryngeal edema, and angic-

phencthiazines.

“with injections of fluphenazine decanoate

HOW SUPPLIED: Tablels—1 mg, 2.5 mg. 5 mg, and 10
mg in bottles of 50, 100 and 500, and in Unimalic" car-
tons of 100. Elixir—in botties of 473 mL (1 pint) and in 60
mi dropper-assembly botlies with calibrated dropper

' Oral Concentrate—in bottles of 120 mL with calibrated
dropper. infection—in multiple-dose vials of 10 mL.
Fuphenazine Decanoate—in 1 mL Unimatic® single dose

consuilt pachage
(J4-120/147/153/150)

@ 1987 E A Squibt & Sons, Inc. Princetan, N.J
I Issued: July 1987

s wresulted in fewer psychiatric casu
jom, In both the Mediterrancan ak

Belenky

High morale and effective group
performance decreases the risk of
psychiatric breakdown.
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stress and correlated these measures with the incidence
of physical and psychiatric casualtics.®? Battalions
ranked as undergoing greater battle stress (on the basis of
preparation, type of battle, tactical and logistic support,
and confidence in higher headquarters) had higher num-
bers of physical and psychiatric casualtics, and higher
ratios of psychiatric to physical casualties. For the bat-
talions studied, the incidence of psychiatric casualtics
varied broadly around the mean of 34:100, ranging from
00:100 10 86:100. The baualion suffering the 86:100
ratio was ambushed at night and subjected to four hours
of withering direct and indirect Syrian armor and anti-
tank firc before it was able to extricate itself #©

FACTORS AFFECTING PERFORMANCE
In addition to battle intensity and battle stress, a vari-
cty of personal and unit factors influcnced whether a
given soldier performed well or became a psychiatric
casualty. In 1973, IDF soldiers from units with good
leadership, good unit cohesion, and who had stable per-
sonal and family lives were less likely torhecome psychi-
atric casualties” and more likely to perform well and to be
decorated for heroism.®? On the Golan Heights in 1973,
IDF tank crews who had trained together were more
combat effective, and, despite equally intensc battle, had
fewer psychiatric casualtics than tank crews who, though
cqually well trained. had not trained together. In 1982,
good personal and unit morale protected IDF soldiers
from psychiatric breakdown.*-3
Similarly, in the American army in W(mrld War I, good
company morale prior to the invasion of Nor Jnemdy
ipg the invas-
the Furopean the-
aters of operation, better training produced greater com-
bat effectiveness and fewer psychiatric casualties.
Studies conducted just before, during. and after the 1982
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israeli Experience

war in Lebanon indicated that per-
sonal and unit morale were corre-
lated with more effective perform-

ance in combat, less liability to -

suppression by enemy fire, and less

likelihood of becoming a psychiatric

casualty.*-3> From these studies, the

elements of personal and unit morale

were

@ Confidence in one’s own skills as a
soldier;

B Belief in the legitimacy of the war;

8 Trust in one’s weapons;

& "Confidence in one’s comrades;

® Trust in one’s commander.

Trust in commander depended upon

‘the soldier’s perception of the com-

mander’s competence, including the -

commander’s overall professional
competence (as indicated by prior
combat experience, good naviga-
tional skills, and thoroughness in
- preparing for deployment), the care
with which the commander tailored
missions to the particular strengths
and weaknesses of his men, and the
personal example of the commander
in combat. In the IDF in both 1973
and 1982 and in the American army
in World War I, elite units (with
their overall higher levels of .intel-
ligence, training, unit stability, lead-
ership and morale) fought well and
had relatively few psychiatric casu-
alties despite heavy fighting and
large numbers of physical casualties.

TREATMENT -

The 1973 Arab-Israeli War and the
1982 war in Lebanon'were the first in
which the IDF sustained large num-
bers of psychiatric casualties. In the

¢ & Arab-lsraeli wars of 1948, 1956, and
1967 psychiatric casualties were an
insignificant proportion of total

casualties, and treatment was there- :

fore informal. These casualties were
.rarely seen by medical personnel,
almost never evacuated through
tedical channels, and no records
were kept. Thus, as of 1973, the IDF
had no formal experience with com-
bat-related psychiatric casualties and
had no doctrine for their identifica-
tion, treatment, or prevention. thn
“in the 1973 war the IDF sustained
psychiatric casualties in large num-
bers it was unprepared. As a result,

all IDF psy«.h|atr1c casualties m[the

o N

* -

" Using forward treatment,
the IDF was successful
in sending 60% of soldiers
back to combat duty within
72 hours.

1973 war were evacuated to the rear,
usually to Israel proper. None were
returned to duty during the war, and
imany became chronically disabled.

Following the 1973 war, the IDF,
sobered by the incidence of psychi-
atri(f casualties, adopted the Amer-
ican doctrine of treatment. This doc-
trine, developed in World'War I, and
applied again successfully in World
War Il, the Korean War, and in Viet-
nam, calls for brief treatment (con-

_ sisting of physical replenishment—

water, food, sleep, and the oppor-
tunity-to recount battle experiences)
near the front with a rapid return to
combat duty. To apply this treat-
ment, the IDF deployed mental
health teams with the medical bat-
talions supporting division-sized
units and operating from 2 to 5 kilo-
meters from the front. Each five-
member team consisted of a psychia-
trist, one or two psychologists, and
two or three social workers. Using
this treatment, the IDF was able to
return 60% of combat reaction cases
to combat duty within 72 hours.!4.5
For soldiers treated furtter to the
rear than the division, the return rate
was 40%. The overall range for the
IDF figures for return to combat duty
is similar to return rates of 40% to

70% for psychiatric casualties in
American forces during the Second
World War. - v

CONCLUSION

Psychiatric casualties were a sig-
nificant source of personnel loss for
the IDF in the 1973 Arab-Israeli War
and the 1982 war in Lebanon. In the
1982 war in Lebanon, as in the 1973
Arab-lIsraeli War, psychiatric casu-
alties emerged within hours of the
beginning of hostilities, and were
most prevalent where the battle was
most intense. In both-wars, the IDF
found that high unit morale corre-
lated with increased combat effec-
tiveness and decreased psychiatric
casualties. The 1973 war was the first
in which the IDE, sustained signifi-
cant numbers of psychiatric casu-
alties. They had no doctrine for treat-
ment. All psychiatric casualties were
evacuated to the rear, only a few
returned to their units during the
war, and many became chronically
disabled. Following the 1973 war,
the IDF adopted the American doc-
trine of forward treatment. Using
forward treatment, the IDF was suc-
cessful in sending 60% of soldiers
back to combat duty within 72
hours.
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