
he Final Report of the Board of Inquiry-
Croatia concluded that illnesses reported

by veterans of Operation “Harmony” “go far
beyond what can be expected to result from
environmental contamination... It is highly

probable that at least some of these symptoms result
from the very high level of chronic stress experienced
during the operation.” Among other things, the Board
found that “CF [Canadian Forces] members are poorly
informed about mental health issues and the link
between physical and mental health.” It therefore rec-
ommended that attitudes and procedures concerning
mental and physical health issues be changed in the CF.2

In a recent letter outlining an “Action Plan” to respond to
the Board’s recommendations, the Chief of the Defence
Staff (CDS) indicated that he was “totally committed to
doing what needs to be done to see that CF members are
provided with the right guidance to conduct operations
and a  standard of care that is comparable to that avail-
able to the majority of Canadians.”3 On the face of it,
the issues relating to stress on operations have been
identified and are in the process of being addressed.

However, there are some problems with the present
approach to addressing the issues raised by the Board
that should be considered before the CF can claim to
have resolved the issues identified by the Board. This
paper discusses some of the problems with the present
approach based on testimony given before the Board and
past experience in dealing with operational stress. It
concludes by making recommendations for designing a
comprehensive and integrated system to reduce the
effects of the stress of operations on military personnel.

In this discussion, no distinction is made between
combat-induced stress and other forms of operational
stress, based on the evidence that stress has an impact
on humans whether caused by exposure to combat or
any other type of stressful operational incident.4

Therefore, the term “operational stress” is used in this
paper to include all types of stress encountered by CF
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personnel while deployed on operations. The focus here
is on stressors encountered as a result of the operation,
but it is recognized that other stressors, such as finan-
cial or family problems, will also contribute to the over-
all stress experienced by the service person.

THE CURRENT SITUATION

anadian veterans of the deployments under investi-
gation by the Board of Inquiry-Croatia  suffer from

certain stress-related illnesses at rates at least three times
higher than those found in the Canadian population.5 The
types of stress-related illness found among veterans of
Operation “Harmony” are comparable to the same types
of illness found in veterans of other overseas deploy-

ments, including the Gulf War, Somalia, Bosnia and
Rwanda.6 Research has shown that the wide ranging and
varied symptoms, sometimes categorized as Medically
Unexplained Physical Symptoms (MUPS),7 reported by
CF veterans of “Harmony” are consistent with those
exhibited by those exposed to operational stress since at
least the First World War.8 In addition, there were reports
of “a lot of mental illness” during Operation “Harmony”9,
and some cases of mental breakdown in-theatre similar to
that observed in previous wars or operations.10 Finally,
veterans of other operations are now reporting delayed
MUPS (i.e., reporting MUPS up to five years or more
after their deployments), comparable to past conflicts.11

Part of the reason for this high incidence of stress-
related illness is that, during the period of time under
investigation by the Board of Inquiry (1993-95), the CF

had regressed to essentially a pre-1918 model of dealing
with operational stress.12 Some limited progress in deal-
ing with these issues has been made since the time under
investigation by the Board, but the current system is
still based on a model of stress as a disease, and it
emphasizes treatment over proven methods of preven-
tion.13 Current practice has been to leave much of the
responsibility for the development and implementation
of policy related to operational stress with the medical
profession. While it has a vital role to play, the main
focus of the medical profession is on treating illness and
disease in individual patients. This focus may have actu-
ally led to an increase in the number of people who are
labelled with stress-related diagnoses, because we know
that relatively healthy people categorized as ‘sick’ may

exhibit symptoms of the diagnosis
whether or not they are ill.14

Another problem with the current
system is that health care practition-
ers have been unable to gain the trust
of the veterans who report symptoms
of stress-related illness. One signifi-
cant concern in this regard is that
many of the health care professionals
employed by the CF have not worked
closely with those who have been
deployed overseas. Evidence has
shown that unless health care practi-
tioners involved in treating veterans
have credibility based on operational
experience, usually in-theatre, veter-
ans are reluctant to see them.15

HISTORICAL CONTEXT

tarting with the First World War,
the treatment of operational stress

in the Canadian military has gone
through three stages in repetitive cycles. The first stage
has been characterized by a lack of any organized sys-
tem to deal with operational stress. This led to large
numbers of stress-related casualties, variously labelled
as hysteria, shell shock, neurosis or lack of moral fibre.
The second stage comprised a variety of unco-ordinated
efforts by various groups, e.g., medical officers, psy-
chologists, psychiatrists and military officers in the
chain of command, to deal with the problem, but pre-
ventable stress casualties were still numerous. The third
stage, when it was achieved, was distinguished by an
integrated and comprehensive system for dealing with
operational stress and a significant reduction in the
number of preventable operational stress casualties. In
the third stage, the development and implementation of
policies was under the direct supervision of military
commanders who received advice from various experts,
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The stress of modern peacekeeping: Canadians injured by a mortar round are prepared for evacua-
tion, Bosnia 1994.
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including operations researchers, behavioural scientists and
various members of the health care community, including
the medical profession.16 Stage three was achieved at the
end of the First and Second World Wars, but after each war
the Canadian military regressed to stage one.

The earliest antecedent to operational stress in the
medical literature can be found  in an article by
Johannes Hofer published in 1678. He described a dis-
ease that afflicted Swiss mercenaries serving in France
who exhibited various symptoms described as: dejec-
tion, continuing melancholy, incessant thinking of
home, disturbed sleep or insomnia, weakness, loss of
appetite, anxiety, cardiac palpitation, stupor and fever.
Unless the soldiers could be returned home they some-
times died or went mad. Hofer’s clear description of
these cases led to the acceptance of ‘nostalgia’ by the
medical profession, based on the most conspicuous
symptom, as a recognizable disease of soldiers serving
far from their homes. By the 19th century many physi-
cians, believing that symptoms of nostalgia were caused
by pathological changes in patients’ internal organs,
noted alterations in the brain and other structures after
death when none actually existed because, for the most
part, they were grappling with problems beyond their
capacity to solve.17 Nevertheless, the diagnosis of ‘nos-
talgia’ was widely accepted until the First World War,
when dramatic changes took place in the diagnosis and
treatment of non-physical battle casualties.

At the beginning of that war, those who could not
cope with the mental strain of combat in the British and
Canadian armies were categorized as suffering from
hysteria, a disease believed to be caused by a lack of
will power, laziness or moral depravity.18 Casualties
were treated as they would have been in a civilian clin-
ical setting. They were evacuated to Britain where,
given ‘rest and sympathy’, some had their symptoms
disappear, but most ended up institutionalized and
became chronic cases.19 These losses took their toll on
both armies but became critical when, after the first bat-
tle of the Somme in July 1916, several thousand soldiers
had to be withdrawn from battle due to nervous disor-
ders: many of these were permanently lost to the mili-
tary. A new treatment regime was quickly instituted that,
by 1918, had evolved to the point where it was very sim-
ilar to the present-day treatment for operational stress
near the front line, emphasizing the principles of imme-
diacy, proximity and expectancy.20

The neglect of many of the lessons of the First World
War after 1918 led to a regression to the first and most
ineffective stage of treating operational stress at the
beginning of the Second World War. For example, in the
US Army’s initial campaigns in North Africa and Sicily,
35 percent of all nonfatal casualties were diagnosed as

‘psychiatric’; however, because most of them were evac-
uated 90 miles or more from the front lines for treatment,
no more than three percent were ever returned to com-
bat.21 Despite the preference of many psychiatrists for
their usual hospital-based treatment methods, the man-
power crisis of the North-West Europe campaign (1944-45),
with combat units suffering an average ratio of 25 percent
of casualties classified ‘neuropsychiatric’, finally forced
the Allied armies to return to the proven forward treat-
ment methods of the First World War.22

The modern Israeli experience mirrors the experi-
ence of the Allies in the Second World War. During the
catastrophic early days of the Yom Kippur War in
October 1973, the Israeli Defence Forces reported that
operational stress (the Israeli’s referred to this as
Combat Stress Reaction (CSR)) casualties comprised
60 percent of total casualties, and treatments involving
evacuation of these casualties to civilian hospitals in the
rear meant that only 16 percent were returned to combat
duty. Once the Israelis implemented the proven First
World War methods of treating casualties, return rates
improved dramatically with 70 percent of soldiers who
received forward treatment returning to combat.23

The current missions of the CF, variously termed
operations other than war, such as peacekeeping or
peacemaking, may actually be more stressful than com-
bat in war. A study by the Walter Reed Army Institute of
Research of a US battalion deployed in the Sinai in 1982
with the Multinational Force and Observers (MFO),
noted that the lack of action and the defensive posture

Autumn 2000  ● Canadian Military Journal 35

Engineers clear a minefield, Croatia 1993.

C
F

 P
h

o
to

 U
n

it
 I

S
C

 9
3

-5
1

0
4

-2
1



of the peacekeeping mission was potentially more
stressful than active operations for elite troops. The
study concluded that the health of the battalion was
worse in theatre than it had been in the US, and that a
number of physical illnesses were probably a result of

psycho-social stress.24 The experience of Canadian
peacekeepers has been consistent with those of the US
MFO battalion. A recent study concluded that those
going on peacekeeping missions needed to be carefully
screened to avoid taking those who could not cope with
the stress of the mission; that maintenance of cohesion
and morale in theatre requires more attention; and that
while improvements have been made to the personnel
support system there is still dissatisfaction among those
surveyed with the support they have received.25

The current method of dealing with operational stress
in the CF appears to be in the second stage as some steps
have been taken to address operational stress issues, but
they lack co-ordination and do not appear to be capable
of dealing with some of the fundamental causes of oper-
ational stress casualties.26 The next section outlines some
steps that could be taken to move to the third stage of
dealing with operational stress in the CF.

A NEW SYSTEM

n both World Wars and in subsequent conflicts, it has
been found that the most effective way to decrease pre-

ventable stress-related casualties was through a compre-
hensive and integrated system designed to reduce the

effects of the inevitable stress of operations on military
personnel. The central principle for success in designing
and running this type of system has always been that mil-
itary commanders must bear the ultimate responsibility
for the system. When they have delegated this responsi-

bility to others, such as those in the health
care professions, the results have
inevitably been unnecessary operational
stress casualties.27

We know that strength of leadership
and unit cohesion are the main factors
that have had a consistent impact on
reducing operational stress casualties.28

These factors are the purview of com-
manders at all levels. Therefore, a new
system for dealing with operational
stress should be regulated by those in the
operational chain of command.

The most comprehensive model for
dealing with operational stress is found
in the CSR doctrine of the Israeli
Defence Forces (IDF). Focussing on
stress prevention by improving leader-
ship practices and strengthening unit
cohesion, this model has proven to be
effective in reducing the effects of
operational stress in the IDF over the
past 20 years. It has many useful attrib-

utes, but would require major modifications to be
acceptable to the CF.29 In fact, extensive research to put
this issue in a Canadian context would be required to
adapt any existing CSR model for use by the CF.

LEADERSHIP

eadership at all levels is the key to reducing the
effects of operational stress. There has been very

little empirical research done in this area in the CF30;
however, the small number of studies that have been
published indicate that there is a “definite association”
between certain stress-related illnesses on deployments
and the confidence that personnel had in unit leaders.31

These results are consistent with the findings of other
studies done on the effects of leadership in reducing
preventable operational stress casualties.32

One of the few empirical studies on the subject of
leadership and operational stress in the CF, in this case
on Operation “Harmony”, revealed that as many as 41 percent
of unit personnel expressed “low confidence” in the
leadership of junior officers and that up to 33.8 percent
of unit personnel expressed “low confidence” in the
leadership of senior officers.33 This indicates that there
are potentially serious shortcomings in leadership in the
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Strathcona Cougar returns to camp after a foray along the line of confrontation between Muslims
and Serbs, Bosnia 1994.
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CF. However, until much more research is done to put
these figures in context, e.g., are these numbers compa-
rable to or better than other military forces or civilian
organizations, they can only serve to alert us to a situa-
tion that requires attention. A recent statement by the
CDS that calls into question “the quality of the leader-
ship” during part of Operation “Harmony” adds extra
urgency to this issue.34

A NAME FOR THE PROBLEM

t is clear that the name given to the problem of oper-
ationally-induced stress will have a significant effect

on the outcomes of any DND program to reduce the
effects of stress on deployments. The Israeli CSR model
is based on the assumption that many mental break-
downs are short-term responses to transient operational
conditions rather than the result of some weakness or
defect on the part of the soldier. Terms such as ‘battle
exhaustion,’ ‘combat fatigue’, and ‘combat reaction’
have been used since the Second World War to avoid the
stigma attached to such terms as ‘war neurosis’, ‘psy-
choneurotic’, etc.35 The current widespread use of the
Post-Traumatic Stress Disorder (PTSD) label to include
many of those who have experienced operational stress
is a regression to inadequate pre-1944 methods, which
contributed to high rates of operational stress casualties,
and of inappropriately labelling stress casualties with
terms usually reserved  for mental illnesses with clearly
defined symptoms, .

It is important that any name chosen for this prob-
lem in the CF avoid labels like PTSD associated with
illness and disease, and instead use terms like ‘opera-
tional stress’ that reflect non-judgmental ways of
describing the problem.

CREATING A NEW SYSTEM

t is encouraging to see that the CF has published an
“Action Plan” to deal with recommendations from the

Board of Inquiry–Croatia; however, in its initial stages
the plan still reflects a piecemeal approach to these
issues. At this point, quality of life issues are foremost
and health care professions appear to have a prominent
role in  initiatives to address the Board’s recommenda-
tions.36 While there is no doubt medical and quality of
life issues are an important part of preventing opera-
tional stress casualties, they are only parts of what
should be an integrated system that is focused on lead-
ership.

The task of designing a new system to deal with
operational stress in the CF requires the expertise of dif-
ferent professions. The lead profession, because it bears
the final responsibility for the system, should be the

profession of arms, i.e., officers in the operational chain
of command. Historical research is required to put the
lessons of the past in a context that can be useful to
those confronting today’s challenges, and to analyze the
strengths and weaknesses of past systems so that we can
build on their strengths and avoid their mistakes.
Behavioural science insights into individual and group
performance, including leadership and cohesion, have
vital contributions to make. Operations researchers are
required to quantify certain aspects of the problem.
Health care professionals bring to the team practical
insights and expertise in the treatment of those who
become ill from stress-related causes. The team should
also have a number of officers with operational experi-
ence and formal education in some of the disciplines
mentioned above to provide opinions based on field
experience blended with academic rigour. Most impor-

tantly, the team leader should represent the operational
chain of command, which is in the end accountable for
the outcomes of the system.

Of course once the system is in place, the key step
in implementing it will be making operational stress
issues an integral part of professional military education
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in the CF. To accomplish this task a comprehensive
leadership education program will need to be designed
based on research relevant to the Canadian situation.37

However, until problems of operational stress are seen
as leadership issues, that must be addressed by military
professionals in a systematic and integrated way, the

historical record suggests that no real progress will be
made in dealing with them.
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