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Abstract 

 

This thesis explores the theme of duality in the role of the Australian Army medic. 

Army medics are responsible for saving lives, and are bound by the ethical codes of 

medical staff. Conversely, as soldiers in the field, they also have a duty to support 

armed combat. This duality appears as an irreconcilable psychological burden on 

individuals, as well as being an important, under-represented, aspect of military 

history. 

 

In order to explore this theme, the thesis offers a comparative study of the stretcher-

bearers of World War I with contemporary medics who have served overseas in the 

Middle East Area of Operations. The analysis relies upon the qualitative research 

method of historiography and is informed by the philosophy of Wilhelm Dilthey. This 

philosophy foregrounds individuals, their self-definition, and their subjective view of 

the world, as essential to an appreciation of history. The voices of soldier medics are 

sought out as authoritative sources to their lived experience of dual roles. 

 

Whilst there has been previous research into the Royal Australian Army Medical Corps, 

there is limited information pertaining specifically to the individual experience of 

medics in the vital role of life-saving first-line care in the battlefield environment. The 

selflessness of the medic in the provision of medical care to military members has 

remained a constant feature throughout history, despite major changes to the arenas 

of warlike conflict. However, their military duties, their willingness to participate in 

winning an armed conflict, and their animosity to their foes, inevitably accompany 

their humanitarian work. 

 

Most of the research presented in this thesis relies upon primary sources. It begins 

with the First World War stretcher-bearers from the Field Ambulance divisions. These 

eager young men were untrained soldiers, who rushed to prove their patriotism by 

fighting in unknown lands. They tell their stories through diaries and letters written 

one hundred years ago. The study then moves forward a century to consider current 

serving army medics, whose stories are portrayed through narratives arising from 

personal interviews. 



xv 

 

The contemporary army medic has dual qualifications. They are trained soldiers and 

they also hold nursing qualifications and are registered with the Australian Health 

Practitioner Regulation Agency as enrolled nurses. They, therefore, have two sets of 

ethical, legal and professional responsibilities and codes of conduct creating dual 

responsibilities that may, at times, create both professional and ethical conflicts. The 

connections and divergences of their roles are explored within this analysis. 

 

This thesis analyses the duality of being both soldier and healer and uncovers how the 

soldiers manage these incongruous roles and responsibilities. The impact on the 

people who tell their stories is explored, both in the immediacy of the events and on 

reflection. How combat deployment affects these soldiers emotionally and 

physiologically is examined, with specific emphasis on its effect on returning home 

post-deployment and return to post-conflict normality. 

 

The historical analysis presented in this thesis, which contextualises the experiences of 

the World War I stretcher-bearer and the contemporary soldier medic, and their 

articulation of their experiences, is an important chapter in the story both of nursing 

and warfare.
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Chapter 1 

Introduction to the Study 

 

We must be aware of our history to better understand not only whence we 
came, but to identify some of the possible paths down which the Australian 
health services in the ADF are likely to proceed. To ignore recent and past 
history is to neglect our traditions and to risk errors based on ignorance of 
mistakes already made and solutions already devised. (Tyquin, 2000, p. 79) 

 

Introduction 

The impulse to treat and remove the wounded from the battlefield to preserve the 

fighting force is as old as war itself. The people who perform this task contribute to the 

winning of war by allowing the wounded to survive another day, as well as 

contributing to victory by maintaining the morale of the healthy who are assured that, 

if they were wounded, another would risk all to save them. Such is the role of the 

stretcher-bearer of World War I (WWI) and the contemporary Australian Army medic 

who are bonded by their common goal of saving the lives of Australian soldiers across 

a century. The medics are integral members of the Royal Australian Army Medical 

Corps (RAAMC), providing life-saving interventions along the battlefield medical care 

continuum from point of injury, stabilisation to evacuation, and yet are under-

represented in research. Even though there have been significant improvements in the 

provision of medical care to the wounded and ill, one fundamental aspect of military 

medicine has remained constant throughout history, namely, the noble work of medics 

who are responsible for the provision of humanitarian care. They have fought, and 

continue to fight, in all Australian military operations beside their comrades, 

witnessing first-hand the terrors of war then caring for the wounded as the battle 

wages on. My thesis investigates this complex role and explores the effect it has on the 

men and women who perform these duties, who tell their stories directly via their 

written and verbal reflections. 

 

This chapter highlights the aims of this research and provides the background to both 

the study and the pivotal individual on whom this thesis is based: the Australian Army 

medic. A review of the literature and gaps identified in the scholarship of this topic are 
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discussed. This chapter also offers an outline of each subsequent chapter within this 

thesis. It sets the scene for the study of the Australian Army medic in warzones and the 

driving force behind this research, contextualising it with what information is currently 

available on the topic, and finishing with an overview of the research presented within 

the document. 

Aims of the Research 

The aim of this project is to research the developing role of the Australian Army medic, 

or medical assistant, tracing the history of this corps over the last century. A medic, 

also known as a medical technician, is a person within the RAAMC with civilian-

recognised qualifications in both enrolled nursing and paramedicine. The role of the 

RAAMC is to “contribute to the Army’s operational capability through the conservation 

of manpower by promoting health and well-being, through the prevention of disease 

and injury, and through the care, treatment and evacuation of sick and wounded” 

(Australian Army, 2019). 

 

The research will utilise previously unpublished letters and diaries from World War 

One stretcher-bearers from Australian Field Ambulance divisions and interviews from 

currently serving medics (or medical assistants) who have been deployed overseas to 

serve in Timor-Leste, Papua New Guinea and the Middle East areas of Iraq and 

Afghanistan. It investigates the origin and development of the medic role, its diversity, 

ethical considerations, and the emotional and psychological impact it has on the 

individual after deployment overseas to warzones. Improved support options and 

future research opportunities aimed at enhancing the psychological and emotional 

assistance for military members are also explored. 

 

This qualitative research project was guided by historical research methodology and 

the philosophical writings of nineteenth-century German historian Wilhelm Dilthey 

(1833–1911). He was best known for the way he distinguished between the natural 

and human sciences to understand the structures of human and historical life. 

“History”, Dilthey believed, “is not something separated from life or remote in time 

from the present for we are surrounded by and guided forth by products of the past” 

(1979, p. 192). The people whose life stories are presented here are impacted by their 
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environment, their beliefs, their training and the adverse and confronting situations in 

which they find themselves. All this becomes part of their history, for, as Dilthey 

asserts, “The germinal cell of the historical world is the experience in which the subject 

discovers himself in a dynamic relationship with his environment” (1979, p. 202). 

Dilthey’s work expanded on the works of philosopher Kant (1724–1804), and guided 

subsequent thinkers such as Husserl (1859–1938) and Heidegger (1889–1976) 

(Makkreel, 2016). 

 

As part of the RAAMC, the medic is closely linked to the historical roles of both nurses 

and doctors within the military environment. The research undertaken provides a close 

analysis of how the duties of the medic, as a member of the military, are influenced by 

their qualifications as an enrolled nurse (EN), and thus a member of the nursing 

profession in Australia. They are therefore bound by both the military and the nursing 

ethos. 

 

The research traces the history and evolution of the medic role within the RAAMC, 

how this role has been adapted to suit the needs of army personnel, and what other 

influences have impacted on these changes. Using primary sources, including diaries 

and oral histories, and secondary sources, the narrative explores the role duality of the 

medic in warzones as an integral part of the fighting forces whilst also being a member 

of the healing profession of nursing. The effect this role dichotomy has on the serving 

military personnel, their physical and mental wellbeing, self-image and family life is 

examined. The research also explores how these medics justify their, at times, 

conflicting ethical choices made within warzones and how these choices may impact 

their transition back to a “peacetime” work environment. 

 

The different requirements and characteristics of the position of medic in Australia and 

overseas are explored and how their training prepares them for this role duality is 

examined. The research focused on specific questions relating to this role dichotomy of 

both soldier and medic, and whether any issues arise from these dual roles whilst on 

overseas deployment. I have gathered information relating to how the duties of the 

medic change, depending on the reasons for their deployment overseas, and what 
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their tour of duty actually entails. This is to gain a greater understanding of the history 

and current duties of these integral members of the RAAMC. 

Current Medic Training and Registration 

The external civilian qualification of EN has been a component of medic training since 

2010. Prior to this, their course was taught at the medic training school by in-house 

army educators. After completion, the medics were returned to their unit for on-the-

job experience and training. They treated only military personnel, and held no civilian 

qualifications (Australian Army, 2019). 

 

With this additional EN training, medics are now enrolled with the Australian Health 

Practitioner Regulation Agency (AHPRA) as ENs. AHPRA is a national body responsible 

for the regulation of health practitioners in the public interest whose scope of work is 

defined by national law. This agency protects the health and safety of the public by 

ensuring only health practitioners who are suitably trained and qualified to practise in 

a competent and ethical manner are registered or enrolled. The role of AHPRA is to 

uphold professional standards and maintain public confidence in registered and 

enrolled healthcare practitioners such as nurses, doctors and other health 

professionals (Australian Nursing and Midwifery Accreditation Council [ANMAC], 

2016). 

 

Prior to this specialised medic training, all soldiers complete an 80-day training course 

for full-time soldiers, or 28 days for part-time soldiers (reservists) at the 1st Recruit 

Training Battalion (1RTB) which is part of the Army Recruit Training Centre. This basic 

training comprises physical fitness, weapons training, navigation, first aid, field craft as 

well as lessons on military customs, values, teamwork and resilience. 1RTB is located at 

Blamey Barracks, Kapooka, near Wagga Wagga, NSW, which was originally built in 

1942 to establish an army engineer training camp. The current permanent camp was 

constructed during 1965 to cater for the re-introduction of National Service and 

Australia’s involvement in the Vietnam War (Australian Army, 2019). 

 

As serving military personnel, medics are part of, and governed by, a distinct and rigid 

structural system, referred to as rank. Military ranks are a system of hierarchical 
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relationships, forming the basis of the Australian Army’s structure, which define a 

soldier’s role, classification and degree of responsibility. Rank is denoted by a specific 

insignia affixed to soldiers’ uniforms (Australian Army, 2019). This hierarchical system 

has significance in this study as it has an impact on multiple factors in a soldier’s career 

and their wellbeing. 

Values and Ethics 

Essential to this research are the values, both civilian and military, that guide the army 

medic and the conflicts that may arise between their innate values, applied ethics and 

active service. Military personnel operate in a hierarchical culture due to the military 

rank structure; civilian-trained medical personnel are more accustomed to a consensus 

approach towards decision-making. As ENs, they must work within a defined scope of 

practice, as defined by AHPRA, and adhere to a civilian code of conduct. As soldiers, 

they owe obedience to military doctrine. Therefore, as medics they are governed by 

both a civilian code of conduct and military rules and hierarchy. These guiding 

principles are juxtaposed as the medics perform their duties on a daily basis, but which 

set of values takes precedence? In the setting of armed conflict with clear rules, ranks 

and orders, what happens when ethical dilemmas and moral issues arise? What life 

experiences result from these hierarchies of ethics and responsibilities? These 

questions have been explored in my research. 

 

Issues arise in military medicine in armed conflict that differ from medical ethics 

outside of the military environment. These pertain to the nurse–patient relationship, 

the triage of the wounded, care of coalition forces and enemy soldiers, and the 

interface between stress-related disorders and the ethical dilemmas these issues may 

present. Caring for and killing people in armed conflict, coupled with the constant 

threat of losing one’s own life, are profound sources of stress in any zone of war. These 

are the realities of a medic’s role. “Stress, dysfunctional responses and ethical conflicts 

and decisions flow into one another” (Schapowal & Baer, 2002, p. 30). These issues 

and how they relate to the army medic, both in the past and in current conflicts, and 

how they are managed and overcome by the individual, are investigated in my 

research. 

 



6 

Military medical ethics should provide guidance “for morally correct decision-making 

in armed conflict” (Schapowal & Baer, 2002, p.26). Triage of the wounded and 

distribution of medical aid to allies, civilians and enemy forces, as well as critical 

incident stress debriefing, are key issues for medical personnel operating in warzones. 

However, it is unclear how, or indeed if, they are acknowledged and addressed. 

International agreements such as the Geneva Conventions 1949 and Hague 

Conventions 1899 and 1907 which are covered in detail in Chapter 4, provide some 

guidance on military medical ethics. However, these conventions may not be adequate 

in current armed conflicts, nor have they been appropriately amended to reflect 

modern warfare. 

 

Military doctrines that address military ethics to some extent may transcend these 

social, cultural and religious differences. The system of triage, or care prioritisation, of 

the wounded in armed conflict provides an insight into military versus medical 

dilemmas. Military medical personnel, such as the army medic, face the dilemma that 

their sympathies and military training might lead them to give priority care to their 

own colleagues whilst, from an ethical and nursing code of conduct perspective, care 

priorities are based on medical aspects alone (Greenwood & Berry, 2005; Schapowal & 

Baer, 2002). Further exploration aims to determine how this role dichotomy and 

possibly conflicting care decisions impact and are managed by medical personnel who 

have both military and civilian medical training. 

 

The information gained during this research contributes to the body of knowledge 

about Australian Army medics, informing understanding of medics’ perspectives and 

possible future training and support needs. Despite the best training, “the daily 

necessities and split second decisions made in the arena of armed conflict place an 

enormous burden on the individual soldier” (Schapowal & Baer, 2002, p. 30). Often, 

the dilemmas and inner conflict remain unspoken and therefore unresolved for a 

lifetime. This research aims to assist in providing a way forward in the future to 

support these army nursing personnel whilst adding to the body of knowledge of both 

nursing and military medicine. Malcolm X (1990) wrote: “If we don’t go into the past 

and find out how we got this way, we will think that we were always this way” (p. 12). 
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This research, tracing the history of the army medic over the past century through 

personal and historical reflections, supports this goal. 

Data Sources 

Letters and diaries from World War One stretcher-bearers, sourced from archives, will 

inform the origin of their role and follow its evolution into the role of the present-day 

medic. This will allow a comparison to be made between the origins of the positions of 

stretcher-bearer and medical orderly in the field hospitals of World War One and the 

duties and education of the highly trained contemporary medic. This study on the 

development of this role was informed both by personal dialogue and literature. 

 

Open-ended questions were utilised in interviews with currently serving army medics. 

This allowed the participants to use self-reflection to examine their responsibilities 

during various war, operational and peacetime experiences and the impact these 

experiences have had on them both in the past and the present, and into their future. 

These questions are attached to the thesis as an Appendix  

 

Within this research, warzone has a specific definition, especially in relation to guiding 

doctrines. A battlefield, or warzone, is defined as: 

 

An environment where direct contact with the enemy takes place such that 
the soldier and the enemy are engaged in firing rounds, rockets and grenades 
at each other, whereas an operational environment equates to being on 
operational tour but not directly on the battlefield. (Office of the High 
Commissioner of Human Rights, 2011, p. 33) 

 

Whilst this research looks specifically at army medics, the information attained has 

wider implications for other military and medical personnel, their families and the 

nursing profession as a whole as it looks at role conflict, both professional and 

personal, and how this is managed by those involved. The themes that are uncovered 

will impact on both military and civilian nurses and their educational requirements into 

the future. If this role dichotomy is found to impact on the personnel involved, then 

future strategies to minimise this impact ought to be considered. Tracing the historic 

evolution of the role of the military medic, the training involved, and how well this 
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training meets the needs of both the medics and their patients, will allow for future 

planning. 

 

There have been no previous studies that relate specifically to this topic, with the army 

medic under-represented in research and therefore a silent member of the RAAMC. 

Still, literary works such as Little by little by Michael Tyquin (2003) give an historical 

perspective of this corps of which medics are a part. The diaries and letters written by 

World War One medics and stretcher-bearers will establish the historical portion of my 

research. These personal accounts will be compared and contrasted with information 

gathered through interviews with currently serving army medics who have fought in 

more recent conflicts and conducted peacekeeping exercises. This gives previously 

undiscovered insight into the role of the army medic, its evolution and the people who 

perform this duty. 

 

Interest in this topic evolved from my work as a nursing contractor with the 

Department of Defence. In this role, I worked alongside medics in a health centre 

environment. During this time, they spoke to me about the incongruity of their roles 

when serving in Australia as opposed to overseas. Further, they highlighted the 

limitations that were placed upon them at times, and the emotional and physical 

stresses they experienced when serving overseas as part of an army medical 

contingent. These intriguing conversations led me to my research topic. 

Research for Sources 

At the commencement of this research process, database searches were conducted 

using EBSCOhost, Wiley, CINAHL, OVID, Primo, Informit, ProQuest, Scopus and Web of 

Science as well as SAGE online and Google Scholar. It soon became apparent that there 

was a paucity of research in this area. 

 

Contact was also made with a Department of Defence librarian and other librarians at 

the Australian War Memorial (AWM), the National Library of Australia (NLA) and the 

National Archives of Australia (NAA) in an attempt to gain access to information 

unavailable elsewhere. More information has been found in private collections of 
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books and letters that are kept in the libraries of both the National Gallery of Australia 

and the AWM. 

 

With such limited literature available, none was initially discarded and it became 

evident that what was available came from a variety of areas, including historical 

military texts and conference transcripts. Much of what was available in articles was 

outside my inclusion criteria for identifying relevant literature and was published in 

peer-reviewed defence journals. This was not ideal but, given no other literature was 

available, and with this review having an historical focus, all available literature sources 

were included in the review. The resultant information specific to army medics had to 

be gleaned from literature focused primarily on military medicine, concentrating 

predominantly on military registered nurses and medical officers, and is thus limited 

and of varied content and context. 

 

Thus, a comprehensive literature review on the history of the evolution of the role of 

the Australian Army medic was completed which formed the background for this 

research. It also guided the writing of an article published in the Journal of Military and 

Veterans’ Health, Volume 22, Number 1, March 2014, pp. 50–54 entitled “The 

evolution and role changes of the Australian military medic: A review of the literature”, 

which was awarded the New Author Prize by the Australasian Military Medicine 

Association, 2014. This article is attached as an Appendix A. 

Historical Background 

In ancient times, armies tried to reduce morbidity and mortality on the battlefield 

through the provision of first aid at the time of injury (Gourley, 2012). This aid was 

designed to prevent further injury and relieve pain until advanced medical help 

arrived, and was provided by first responders such as stretcher-bearers and medics. 

Organised and trained first aid under extreme conditions has its origins in this military 

environment (Gourley, 2012). Reputed to be the most successful, the Romans, under 

Emperor Augustus (63BC – 18AD), developed advanced military medical services to 

support their legions (Wesselingh, 2008). These capsarii, or Roman army field medics, 

who wore the same combat gear as their fellow soldiers, were essentially combat 
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medics and were supported by stretcher-bearers who would transport the wounded to 

field hospitals. 

 

These soldiers, also known as milites medici (Efstathis, 1999), are the forerunners of 

contemporary Australian Army medics. They had additional training in the art of 

medicine and were exempt from other duties, as their priority was the care of the 

wounded and sick, both on the march and in temporary hospitals. Thus, the origin of 

military combat medics has a defined beginning point (Efstathis, 1999). This role 

reflects the current situation in the Australian Army where a medic is a regular soldier 

specially trained in the management of wounds and health care who traditionally goes 

into battle with soldiers of their company (Wesselingh, 2008). Their primary function is 

to stabilise and treat, provide comfort and evacuate wounded comrades (Overton et 

al., 2007). The availability of “persons skilled in the treatment of wounds improves the 

morale of fighting men, giving rise to a more efficient and motivated military corps” 

(Wesselingh, 2008, p. 28); thus the tradition of the army medic continues today. 

Role Development and Dichotomy 

The literature reviewed reveals: 

 

that the development of the role of the army medic has varied greatly with the 
needs of the Defence Force in times of war and peace and the focus of 
government (Hemman et al., 2007). In war, approximately 90% of combat 
deaths occur on the battlefield. (Griffin, 2014, p. 50) 

 

As medics are the medical corps’ first responders, they must be ready to provide 

medical care at a moment’s notice (Hemman et al., 2007). Their “role ... is to maintain 

combat readiness and preserve manpower. ... Health support bolsters morale, helping 

combatants face danger. ... [They have a] strategic role in preventing deaths which 

could undermine popular support for a campaign” (Griffin, 2014, p. 50, citing Neuhaus 

et al., 2001, p. 49). As such, they “assume two sets of responsibilities: one, as a soldier, 

to an organisation designed to produce casualties, the other, as a nurse, to a 

profession focused on prevention and alleviation of suffering” (Griffin, 2014, p. 50, 

citing Neuhaus et al., 2001, p. 49). This reportedly causes conflicting feelings in some 
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regarding their role as a soldier medic and which responsibility, military or medical, is 

paramount (Chapman et al., 2012). 

 

The history of nursing is only beginning to include the roles of men, of informally 

trained staff, and of others who serve in nursing roles without complete institutional 

identification. These roles within the army are recognised as ambiguous and having 

elements of duality and contradiction. Jessica Meyer, a historian who has studied the 

medical corps of the British Army in World War One, states that “the complexities and 

contradictions inherent in the provision of military medical care in the context of total 

war were as significant in shaping the gendered identities of male caregivers as they 

were for female nurses and wounded patients” (2020, p. 161). The research for this 

thesis produced similar findings in the Australian context. 

 

The role of the medic is a unique one for, whilst they are a part of the company with 

whom they enter fields of war, they enter as healthcare providers. As a result, they are 

deemed non-combatants, according to the Geneva Conventions of 1949 which dictate 

aspects of their role such as the carriage of weapons (Griffin, 2014). In this area, the 

conventions mandate that medical personnel protected under these rules must not 

carry weapons except for small arms, such as hand-held pistols, to be used only in self-

defence and direct defence of patients (Welling, 2010). This dichotomy between the 

healer role and the soldier role can create challenges (Chapman et al., 2012; Griffiths & 

Jasper, 2008). This is especially evident in conflicts that have both a peacekeeping and 

humanitarian aid role (Griffin, 2014). 

 

The literature supports the position that the primary role of the military medic is the 

provision of medical support to allied defence force members to preserve the fighting 

force (Paix, 2007). However, the concomitant difficulties of also providing medical care 

to civilian populations in places where civil infrastructure has broken down create 

tension between the primary military mission and medical duty of care, especially 

when subject to resource and capability constraints (von Bertele, 2006). This is 

particularly evident in recent military campaigns such as those in Iraq and Afghanistan 

where support for the local population in various ways is an overarching doctrine of 

military involvement (Paix, 2007). These tensions are mentioned in various sources, 
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but the training or strategies that are used to overcome them are not outlined in the 

literature (Griffin, 2014). There is conflict in the reviewed literature as to how this 

symbiotic role of carer and warrior is managed. One study by Griffiths and Jasper 

(2007) delves into how the challenges of this dual role as a medical professional and a 

member of a military service are handled. 

 

A paper by Kelly (2010) examines the differences between civilian and military nursing 

practice. It explores the duty of care that military nurses have in relation to their 

soldier patients and how this can be, at times, in conflict with military orders and 

discipline. As nurses, they are governed by strict ethical, legal and professional 

responsibilities, but as soldiers, they face discipline and punishment if they do not 

obey orders. If these two guiding principles are in conflict on the battlefield it places 

nurses in an ethical dilemma as to which course of action to take. Laws relating to 

armed combat have not kept pace with current developments in war relating to health 

care, patient rights and battlefield ethics (Gross & Carrick, 2013). A study by Simmons 

and Rycraft (2010) examining dual loyalty and ethical challenges for healthcare 

workers highlights conflict between civilian and military cultures. This dual loyalty and 

its impact on the military medic is explored within this thesis. 

 

According to Butler (1930), sourced from the AWM, military medical services in 

Australia have existed since the arrival of the first colonists in 1788. This was initially 

formed by British troops, evolved during the South African War in 1901 into the 

Australian Army Medical Corps (AAMC), and included recruited combatant regimental 

stretcher-bearers from 1902. These men trained in stretcher drill and first aid and are 

considered to be the origins of the current military medical assistant (Wesselingh, 

2008, as cited in Griffin, 2014). 

 

There have been two major works published that trace the history of the RAAMC: Little 

by little: A centenary history of the Royal Australian Army Medical Corps (Tyquin, 2003) 

and The official history of the Australian Army medical services in the war of 1914–

1918, volumes 1–3 (Butler, 1938). Official war correspondent and historian C. E. W. 

Bean also contributed with his seminal work on the Australian Army in World War One 

entitled Official history of Australia in the war of 1914–1918 (1941), and more 
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specifically, on stretcher-bearers in The stretcher-bearer tradition (Bean, 1947). The 

works of Arthur Butler focus on a chronological history of the fields and endeavours in 

which the corps has served. Whilst they describe in detail events, statistics and 

command, there is limited information pertaining to the army medic, with the medical 

officers and their endeavours being primarily profiled. 

 

Michael Tyquin (2003) states clearly in his book that previous works on the history of 

the RAAMC focused too specifically on the medical officer component of the corps 

when the bulk of the corps consisted of stretcher-bearers, orderlies and medical 

assistants who often provided the only medical support in regimental aid posts (RAPs). 

A RAP was originally situated just behind the front line and was the first stage in the 

evacuation of the war wounded. It later became synonymous with an army medical 

facility, which was often mobile (Tyquin, 2003). Doctors tended to be the most widely 

acknowledged in publications, with Tyquin (2003, p. x) stating that “records of the 

private soldier in the corps after World War One is [sic] harder to find”, as there is a 

paucity of diaries or documentary evidence. Whilst this substantive work provides 

contextual background for my study, it is not specific to the army medic and, as it was 

published in 2003, it does not cover the more recent deployments. This supports the 

need for my research endeavour as I explored a previously under-represented member 

of the corps, the medic, with the inclusion of recent warzones. 

 

A recent work by Alexia Moncrieff, Expertise, authority and control: The Australian 

Army Medical Corps in the First World War (2020), is the first major study of Australian 

military medicine since the above seminal works. It examines the provision of medical 

care to Australian soldiers in Gallipoli and, utilising military documents such as army 

orders and war diaries, how the experiences of World War One radically changed the 

AAMC. A specific focus of this work was the concerns regarding the proximity of 

medical care to the front line prior to these campaigns, leading to an overhaul of the 

casualty care system. These changes are pertinent to this thesis as the role of current 

serving army medics, the focus of the research, as frontline medical care providers is 

linked to the resultant changes to the immediacy of casualty care. 
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Emily Mayhew has published two history books which cover the work of the British 

medical corps in the wars studied in this history thesis, World War One and the War in 

Afghanistan. These are Wounded: From battlefield to Blighty, 1914–1918 (Mayhew, 

2013) and A heavy reckoning: War, medicine and survival in Afghanistan and beyond 

(Mayhew, 2017). Her aim is to give expression to the suffering of the wounded and the 

efforts of medical staff to care for them. Both texts rely solely upon first-person 

primary sources, and Emily Mayhew states that she “uses a continuous narrative to 

interweave the testimonies of injured soldiers and stretcher bearers, doctors and 

surgeons, nurses and chaplains, orderlies and hospital trained staff, and volunteers” 

(2013, p. 2). Although this thesis also relies upon testimonies, the methodological 

approach is entirely different, and contextualisation by use of other sources is essential 

to the framing of the first-person accounts from both conflicts. The methodology of 

this thesis foregrounds the individual as an informant about important historical roles, 

but these individual testimonies cannot be blended, or made into a unified narrative, 

outside of established historical accounts. 

 

My research also uncovered books and magazines which focus on specific Field 

Ambulance medical units during the First World War. Some are original documents, 

published at the time of the conflict, varying in authenticity and difficult to verify as 

sources. These primary sources give a delightful anecdotal view of the men in the Field 

Ambulance units, but they do not provide much in the way of research material (11th 

Field Ambulance, 1919; Austin, 2012; Austin & Austin, 2010; Likeman, 2003; Simmons, 

1919). For example, an article by Pearn and Gardner-Medwin (2003) which profiles a 

famous member of the Australian Army Medical Corps (AAMC), John Kirkpatrick 

“Simpson”, reveals little about his role. Secondary sources such as the books written 

by Ronald Austin (2012), Sue Austin and Ronald Austin (2010) and Robert Likeman 

(2003) give an historical perspective of these Field Ambulance units with reference to 

their history, battlefronts and personnel who fought during this time. These are used 

to add background and perspective to my research. 

 

This thesis is a contribution to the field of historical studies of war and trauma. It is not 

an attempt to provide a chronological account of the Australian Army medic in all their 

manifestations over the course of many wars. The focus is the recognition of the 
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duality in the role of the army medics, and an analysis of the effects of this 

phenomenon on individuals, including both past and present veterans.  The thesis 

therefore takes a comparative approach, and looks at two conflicts distant from each 

other, World War One, and the 21st century War on Terror.  

 

The thesis centres its analysis on the realms of the subjective, and the self-definition of 

experience. Wide points of comparison are very useful for such studies. If the thesis 

had taken just one theatre of military conflict, whatever conclusions were presented 

might seem to relate to that single example. By drawing upon the most diverse forms 

of warfare across time, and by showing the themes and similarities which are 

consistent between them, the analysis offered by the thesis is shown to have a wide 

significance.   

 

In order to explain the value of this method, I note that historical studies of war 

trauma, which is a growing field of contemporary research, often take the comparative 

approach. As Kirsty Muir writes, in her study of the psychological effects of war on 

Australian veterans:  

  

This article compares the postwar lives of a group of Second World War (1939-
45) veterans, who experienced postwar re-adjustment and psychological 
problems, with a group of Indonesian Confrontation (1963-66) veterans who 
also experienced such problems. Using oral history, it demonstrates that the 
effects of postwar re-adjustment and psychological problems on the home, 
working and social lives of veterans may be similar, irrespective of the conflict, 
circumstances of their service or clinical diagnosis. (Muir, 2007, p. 62).  

   

The journal History and Anthropology published a widely cited article, which compared 

the trauma of women victims of rape in war. The article drew upon sources from two 

theatres of war which were decades apart and had no geographic or national forces in 

common. Riki Van Boeschoten conceded that “the Bosnian experience should be set 

apart from what happened some fifty years earlier in Greece.” (Van Boeschoten, p. 46) 

However, the author successfully asserts that “the reactions of rape victims, as far as 

they can be documented, are comparable.” (Van Boeschoten, p. 46).  
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Books which look at experiences of war, such as Living with the aftermath: trauma, 

nostalgia and grief in post-war Australia, by Joy Damousi, and Traumatic Pasts: 

History, Psychiatry, and Trauma in the Modern Age, 1870–1930, edited by Mark S. 

Micale and Paul Lerner, make extensive use of comparisons of experience across time.  

 

A review of Micale and Lerner's book, published in an academic journal, stated that:  

“At first, the topics of the chapters seemed to me strangely diverse and distantly 

connected. But once I finished the book I changed my opinion and appreciated the 

diversity in that it underscored the theme that the editors aim to convey: The ways in 

which trauma and its impact on people was conceptualised is intimately linked to the 

social, financial and cultural issues of the time” (Morgan, 503).  

 

The duality of healer/warrior, in the role of the Army medic, reflects some aspects of 

the gender dichotomy. Gender studies is a prominent academic field, in which 

theorists currently often look at gender fluidity and definitions of the self. Most 

research into gender roles and the military have concentrated on the integration of 

women into combat duties. (Laurence, 2016) There has also been scholarship about 

the gender division reflected in medical and peacekeeping roles, which is closer to this 

thesis topic. (DeGroot, 2001) The gendered experiences reflected in many of the 

primary sources are present in this narrative. However, this thesis does not enter into 

a gender analysis, which might dilute my methodology with too many different 

philosophical approaches.  

 

Likewise, religious studies are not utilised as a means to interpret the source material, 

although religious themes are present, both in the melding of religion and nationalism 

for the World War One generation, and the aspects of life which divided Australians 

from the population of Afghanistan during the War on Terror. Class structure, another 

aspect with significant schools of theory, is not separately analysed. Class, gender, 

ethnicity and religion are intersecting themes, worthy of further work by scholars in 

this field, but are not made the focus of this thesis.     
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The Role 

There are significant gaps in other available literature with minimal reference to 

military medics, other than those described above, until the Second World War  

(Griffin, 2014). There is some mention of stretcher-bearers, responsible for removing 

the wounded from conflict, and medical orderlies, who performed basic nursing tasks. 

Members of the Field Ambulance units performed both these roles. Neither group 

received anything other than rudimentary medical training (Tyquin, 2003, as cited in 

Griffin, 2014). One reference describes the role of these stretcher-bearers in the 

evacuation of Gallipoli and the heroism and endurance required to perform this role to 

save the lives of the Australian Army soldiers fighting there (Tyquin, 1992). 

 

The Second World War saw the implementation of basic training courses for Australian 

hospital orderlies. However the majority of their training was “on the job”, provided by 

registered nurses whom they were assisting (Tyquin, 2003). It was around this time 

that the term “medic” began to be used in the literature. Whilst “the need for pre-

hospital care by trained military personnel was recognised in WWI” (Chapman et al., 

2012, p. 270) and provided by the stretcher-bearers and hospital orderlies of the Field 

Ambulance units, the vital role played by military medics in saving lives did not become 

truly apparent until the Vietnam War (Chapman et al., 2012; Forde & Pashen, 2009). 

 

According to Tyquin (as cited in Griffin, 2014, p. 50), “the most challenging issue in the 

development of the role of the military medic has been the training inconsistencies 

that have failed to prepare them for war-time demands” as well as their primary 

healthcare role. The build-up of forces in Vietnam during the late 1960s required 

considerable medical support (Greenwood & Berry, 2005). However, the training 

format in use that consisted of too much theory and limited opportunity for practical 

application of skills meant that the medics were not meeting the needs of these forces 

(Tyquin, 2003). These deficiencies in the training model resulted in medics “arriving in 

Vietnam having to be ‘trained up’ in emergency and evacuation medicine in the field” 

(Griffin, 2014, p. 50) before they could adequately support their own soldiers (Kreiser, 

2005; Tyquin, 2003). This resulted in a deficit in medical support for fighting troops 

(Gourley, 2012). 
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These recognised weaknesses in the training programs led to an overhaul of the role of 

the military medic and their training emphasis (Griffin, 2014). Combat medics were 

incorporated into fighting units, allowing them to again be the first responders, 

administering immediate medical care in the field whilst under fire (Kreiser, 2005). This 

immediacy of care is vital in the saving of lives in combat (Fletcher, 2007; Sohn et al., 

2007). Literature describes “the emergence of the understanding of the critical link 

between the timing of casualty evacuation and mortality rates” (Gourley, 2012, as 

cited in Griffin, 2014, p.50). The aeromedical evacuation, or medevac, helicopter which 

became symbolic of the Korean and Vietnam conflicts was seen as “arguably the most 

revolutionary development” (Kreiser, 2005, p. 36) of medical evacuation processes. 

Kreiser describes this advancement as “one of the most significant developments in 

20th century military medicine” (as cited in Griffin, 2014, p.50). This development 

resulted in training programs for medical personnel such as medics being modified to 

incorporate this speciality care provision (Fletcher, 2007; Gourley, 2012). 

Role Deficits and Training Evolution 

Thus, the need for “multifaceted training for the role of military medics” (Griffin, 2014, 

p. 50) became apparent. It was realised that this training must prepare medics for 

emergency care but also treatment under hostile fire, and extreme climatic 

environments, coupled with resource limitations and casualty transportation issues 

(Chapman et al., 2012). This led to a re-examination of the training requirements of 

combat medics (McCarthy, 2003; Rosenfeld et al., 2006). A study related to the war in 

Iraq, whilst pertaining to the American military forces, demonstrates a direct link 

between the training level of the first medical responders on the battlefield and the 

survival rates of casualties (Gerhardt et al., 2009). 

 

Reviews of training requirements for the Australian Army medic have resulted, 

according to Suter (2003), in the battlefield medic having more complete training and 

emergency care capability than ever before, culminating in “the best trained Army 

medics the ADF has ever had” (as cited in Gill et al., 2007, p. 66), with training across 

all services designed to meet capability requirements both overseas and in Australia. 

For this capability to occur and be maintained, the ADF implemented dual strategies 

(Griffin, 2014). 
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In 1988, medic training lost civilian accreditation as it was not considered sufficient by 

the Nursing and Midwifery Board of Australia (NMBA) (Tyquin, 2003); hence, medics 

did not hold civilian qualifications. In 2010, training to a level to gain qualifications 

equivalent to that of an enrolled nurse was commenced. To ensure “maintenance of 

competency standards training and accreditation of military medics to the level of an 

EN, as per the ANMAC” (Griffin, 2014, p. 51), the current training package contains a 

combination of in-house courses and programs run by accredited educational 

institutions (Leggat et al., 2009). These modules, delivered by accredited medics, 

comprise components of military medicine such as advanced resuscitation, trauma and 

evacuation that prepare the medic to work in the defence environment. The EN 

component includes theoretical, clinical, pharmacological and communication skills. 

They also receive training to complete a Diploma of Paramedical Science (Amb) to 

support their pre-hospital care skill requirements. This connection between external 

agencies and accreditation bodies ensures skills proficiency is maintained through 

yearly accreditation processes as well as standardisation of training programs (De 

Lorenzo, 2005). “This standardisation and linkage is vital in basic skills development of 

military medics” (Griffin, 2014, p. 51). Nevertheless, “it does not give the medic the 

trauma experience of managing critically injured patients which is required when 

deployed on overseas operations” (Sohn et al., 2007, as cited in Griffin, 2014, p.51). 

 

This emphasis on civil accreditation of the military medic, however, is not considered 

an appropriate solution by all, as some feel that it has taken their training away from 

their vital wartime role in an attempt to adapt their education to meet civilian 

accreditation standards (Kreiser, 2005). This sentiment was expressed by many of the 

medic participants in this thesis. They feel that there is too much emphasis on civilian 

accreditation, when the primary role of the medic of pre-hospital care to assess the 

situation, stabilise and evacuate, has not changed in their role either in Australia or 

overseas (Overton et al., 2007). Whilst the new training standards developed prepare 

them well for the medics’ peacetime role of working in defence hospitals and clinics 

providing health care to defence personnel, it does not prepare them for other facets 

of their complex role (Leggat et al., 2009). They have limited training within their 

course structure on how to take care of critically ill patients, no consistent exposure to 
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multi-trauma situations, and insufficient emphasis placed on pre-hospital care, which 

is a vital component of the combat medic role on deployment (Sohn et al., 2007). 

 

Recent research into the health workforce readiness of the medic discusses flaws in 

their training model, in particular the focus on the nursing and paramedicine 

qualifications that fail to prepare them for their principal role of providing primary 

care. Primary care is care delivered from the first point of engagement with a focus on 

early diagnosis followed by timely and appropriate treatment (Georgiadis, 2018), 

which is especially applicable in warzones. This leads to a requirement for extensive 

pre-deployment training and preparation prior to entering combat zones to ensure the 

medic’s readiness. A recent autobiography written by an army medic, Terry Ledgard 

(2016), describing his role as a medic in Afghanistan, discusses this gap in combat 

readiness. 

The Use of Simulation in Training 

As far back as the 1880s, “the importance of a military component of a medic’s training 

was realised, but relevant medical training up to civilian standards is also vital in their 

training regime to ensure adequate preparation for their complex role” (Griffin, 2014, 

p. 51). To overcome perceived deficits in training and to help bridge the gap between 

the peacetime medic and combat medic roles, medical simulation training has been 

developed (Vassiliadis et al., 2009). This is especially relevant in the current warzones 

where use of weaponry such as high velocity explosives causes far more traumatic 

injuries, with soldiers needing to feel confident that the medic fighting alongside them 

has advanced medical skills and comprehensive preparation (Overton et al., 2007). 

 

Training of military personnel to manage military casualties is complex and difficult, as 

“opportunities for medical teams to obtain realistic trauma experience are limited and 

traditional methods of training lack realism” (Ellis et al., 2002, p. 12). Further, the type 

of ballistic injuries and penetrating trauma injury experienced in operational activity 

differs greatly from that found in emergency departments in Australia (Leggat et al., 

2009; Neuhaus et al., 2001). The literature confirms that this paucity of trauma 

experience for personnel such as medics, whose peacetime role does not include war 

fighting, creates a steep learning curve when these combat medics are expected to be 
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first responders in battlefield situations with responsibility to triage, treat and 

evacuate the wounded (Sohn et al., 2007, p. 25). 

 

To bridge the gap between the peacetime medic and combat medic roles, the use of 

simulation environments is well recognised as enhancing the training opportunities 

(Ellis et al., 2002). These simulations create team-based realistic battlefield scenarios 

which provide specialist health teams with a chance to practise their skills (Vassiliadis 

et al., 2009). These scenarios become a vital part of training to prepare medics to make 

fast, accurate, lifesaving decisions under severe stress and threat of gunfire in hostile 

conditions (Pickard, 2008). Despite this, the ability of army medics to acquire skills and 

maintain expertise is limited by the lack of exposure to trauma outside of the combat 

experience. Subsequently, they perform lifesaving manoeuvres for the first time under 

emergency and hostile conditions on comrades whose lives are at risk. This causes 

great personal stress to the medics involved (Sohn et al., 2007). The stress of making 

these lifesaving decisions and the impact on the mental wellbeing of the medics 

involved were discussed by the participant medics during the interviews. 

 

The literature which has been found and reviewed demonstrates how the role and 

scope of practice of the military medic continue to evolve and change. The medics’ 

scope of practice varies greatly between their roles when in Australia, governed by 

ANMAC regulations, and when on overseas deployment, where they work 

autonomously (Gill et al., 2007). According to Tyquin (2003), this evolution is 

influenced by changes in government focus and policy shifts. As the Australian Defence 

Force’s strategic focus and objectives are redefined and economic pressure is felt, 

units such as the medical corps, 

 

with high cost technology and consumables, have come under budget-driven 
pressure to be cost effective. This becomes almost impossible in an 
environment where competing needs of peacekeeping, humanitarian missions 
and beneficiary care place great demands on the military medical system. 
Training and support need to be provided to ensure the military medic is as 
well trained and experienced as possible. (De Lorenzo, 2005, as cited in Griffin, 
2014, p. 51) 
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Dual Responsibilities 

Army medical personnel have a primary mission to provide medical support to their 

own defence force members. However, a review of the literature that pertains to 

recent conflicts and peacekeeping missions displays how the role of the medic has had 

to adapt when members of the local population present as civilian or military 

casualties. Notwithstanding, tensions develop between the primary mission and 

medical duty of care, especially when resources are stretched (Paix, 2007). Related 

literature also briefly discusses difficulties related to the type of patients, age, health 

and length of care required for the local population compared to the military 

personnel. The medics are often faced with demands to care for patients outside of 

their scope of training. How are these tensions resolved? How are these decisions 

made? What impact do they have on the personnel providing the care and having to 

make decisions in this environment? These questions create a platform for this 

research. 

 

An article by Paix (2007) discusses the personal tensions that arose in the provision of 

care in a field hospital in Iraq in 2005. Designed for short-term care of coalition forces 

prior to evacuation for definitive treatment, a temporary facility was attempting to 

manage chronic critical care patients who were Iraqi citizens. Local facilities were 

under high stress and unable to care for them as civil infrastructure had broken down 

(von Bertele, 2006). These patients occupied beds intended for coalition forces, 

consuming large amounts of human and medical resources; they created extreme 

overcrowding and risked adverse outcomes for all involved. This severe overloading 

resulted in staff shortages, leading to stress and burnout. Whilst it is a legal and moral 

responsibility to care for sick and injured enemy combatants and civilians (Paix, 2007), 

it may be argued that the primary duty of a military medical service in a time of war is 

to preserve the fighting strength of the friendly forces. The legal responsibilities that 

guide the medical personnel are stipulated in the Geneva Conventions, agreed on 12 

August 1949, which are discussed in detail in Chapter 4. These conventions relate to 

amelioration of the condition of the wounded (Geneva Convention 1), the treatment 

of prisoners of war (Geneva Convention 3), and the protection of civilian persons in 

time of war (Geneva Convention 4) (Office of the High Commissioner of Human Rights, 

2015). 
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As army healthcare providers serve dual roles as soldiers and healthcare providers, 

ethical challenges abound when these dual roles come into conflict. In the complex 

battle environment, many challenges result from this dual agency. Dual agency can be 

defined as: “A clinical role conflict between the professional duties to a patient and 

duties to a third party, such as the military” (Gross & Carrick, 2013, p. 64). How are 

these competing ethos and moral and ethical responsibilities reconciled by these army 

medics? Do they receive adequate training? Studies outlined in the literature suggest 

that they do not, nor is there a defined doctrine that gives a definitive direction in the 

complex battle environment (Gross & Carrick, 2013; Paix, 2007; von Bertele, 2006). 

This deficit in protocol and policy supports the need for further investigation, such as 

this research project. 

Societal and Psychological Impact 

An area of the literature that provides some information about the consequences of 

these, at times, conflicting roles of the army medic deals with the development of 

mental health symptoms such as anxiety, depression and post-traumatic stress 

disorder (PTSD). Specific studies relating to the recent conflict and peacekeeping 

arenas of Iraq and Afghanistan, where the medics’ role required them to provide 

frontline medical care during battle as well as to fight alongside other soldiers when 

under attack, highlight the need for training to assist them to cope with the 

consequences of taking action to kill, not just witnessing death (Pitts et al., 2013; 

Robinson et al., 2009). Unfortunately, these studies do not provide a solution for these 

training needs. They do, however, highlight an issue that appears to be relevant for 

medical personnel in many countries. 

 

The personal impact of the ethical challenges and role complexity of the Australian 

Army medic is explored in this thesis. The impact of war and deployments on individual 

soldiers throughout the century is examined through literature and research. Works 

such as The anatomy of courage (Moran, 1945), The cost of war (Garton, 2020), and 

Shattered Anzacs (Larsson, 2009) provide useful background to both the personal 

sacrifice of veterans as well as the cost to society of fighting wars a century apart. 

Combat trauma and its mental effects on the individual are known to be linked to 
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battle exposure (Riviere et al., 2011), causing difficulties on return to normal life 

(Cigrang et al., 2014) and distress from feelings of loss, isolation (Danish & Antonides, 

2013) and inability to reintegrate with families (Hoge, 2010). This, according to the 

literature, is compounded for the medic who encounters the issues of dual roles of 

soldier and healer (Allhoff, 2008), especially if complex ethical decisions are made in 

the stress of battle (Singh, 2003). These issues are further exacerbated by problems 

relating to access to psychological care, such as stigma (Chapman et al., 2014), or 

feelings of personal weakness (Daraganova et al., 2018). These factors will be explored 

fully in the research. 

 

An interesting perspective on the reasons behind the psychological difficulties 

experienced by returning service people across the century is provided by Sebastian 

Junger in Tribe (2016), and supported by a variety of journal articles. These relate to 

the psychological trauma experienced by returned service people caused not by the 

horror of war, but the loss of comradeship, companionship, belonging and sense of 

communal values that provide a sense of safety and identity whilst overseas that is lost 

on return, leaving a sense of isolation. Recently published reports from the 

Departments of Defence and Veterans’ Affairs also aim to further examine the 

psychological effects combat has on ADF personnel (Department of Veterans’ Affairs, 

2019). These reports demonstrate significant gaps in support provided to defence 

personnel and their families. This reinforces the significance of my research, which is 

informed by individual army medics themselves, and the need to develop future 

research and support strategies. 

Research Summary 

In summary, this research will trace the transformation from the World War One 

stretcher-bearer of the 1900s to the highly qualified twenty-first-century military 

medical assistant, or medic. It is supported by literature outlined in this review that 

demonstrates this evolution has occurred to meet the needs of the Australian Defence 

Force (ADF) but has been impacted by policy change and funding constraints. The 

primary focus is on this role as it pertains to the Australian Army, but also includes 

reference to both British and American corps, due to the limited availability of 

information. Much of the literature reviewed is sourced from military journals as these 
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are the only available sources of information other than a limited number of books on 

the selected topic (Griffin, 2014). Whilst these journals are predominantly written by 

members of the ADF – who would be considered subject matter experts and often 

eyewitnesses to many situations contained within – they are not all peer reviewed 

and, as such, may be more likely to express individual views rather than scholarly 

analysis. Their inclusion is important as they are the predominant source of 

information in this field of research. They are analysed according to the methodology 

of the thesis and presented as part of the field of interpretation of experience. 

 

This research explores the effects of war on soldiers returning home from warzones or 

overseas deployment, including both those who served in World War One and the 

current serving medics who were interviewed. Recent literature provides a background 

to the influence of war and returned service people on Australian culture – from World 

War One to modern deployments – and the repercussions for the individuals who 

fought. 

 

A major difficulty during this literature review was sourcing information relating to 

Australian Army medics, not just army medics per se. Whilst there was limited 

information about this role in general, much of what was available pertained to the 

USA and the UK. Whilst these articles and books may be useful in the extraction of 

some themes relating to role duality and effects of combat on personnel involved, due 

to the cultural and role differences between these and the Australian medic, the 

information was not specific to my research topic and therefore of limited value. This 

reinforced my belief that my research project delivers previously undiscovered 

information in an under-researched and neglected topic. Therefore this research aims 

to contribute both a targeted understanding of the Australian military past and 

suggested opportunities for future improvements. 

 

The demonstration in the literature of role adaptation and development of the military 

medic “assists in an understanding of the history of health services in the ADF and the 

future path of this Australia-wide health service” (Griffin, 2014, p. 51). Whilst history is 

often considered merely a narrative of past events, the purpose of the study of history 

is to explain the reasons for and links between events, not only to record their 
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sequence (Williams, 2012). This in-depth analysis is done to learn lessons and provide 

insight into current circumstances in an attempt to provide future direction to support 

the physical and mental health of the personnel involved (Tyquin, 2000). Although this 

review has a specific military focus, all health professionals confront daily social, 

biological and ethical issues that are complex and an understanding of historical 

problems and solutions will lead to better judgement and practice (Gillespie, 2008). 

 

This literature review, whilst less than comprehensive due to factors relating to 

information scarcity and integrity factors as previously discussed, provides a basis for 

further exploration into my thesis topic: Healer or Warrior: An Historical Account of 

the Role Duality of the Australian Army Medic in Warzones. Gaps in the history, 

education processes, training needs, economic and government pressures, role 

conflicts, duality of position between domestic and overseas functions, and influence 

of non-military accreditation bodies on the satisfaction of military needs will be further 

researched. These themes will be further examined to gain a more comprehensive 

understanding of this unique military medical role that is the subject of this 

historiography-based research undertaking. How these issues affect not only the 

organisation, but also the individual, is the emphasis of this thesis. As people make 

history, military health professionals can gain an edge by being familiar with solutions 

found in the past (Tyquin, 2000). This is important for those individuals who practise 

health care, as they are often confronted by daily social and psychological issues that 

are complex and have a long history. Better understanding of those historical 

dilemmas, as well as the solutions found, will lead to better judgement and practice 

(Tyquin, 2000). Human studies such as historiography rest on the relationship between 

“experience, expression and understanding” (Dilthey, 1979, p. 177). Understanding 

depends on the depth of experience, but also on the relationship and context between 

individuals in relation to both experience and history (Dilthey, 1979). This thesis aims 

to build on expressions of the experiences of the individuals portrayed here, within the 

contextualised framework of historical research. 

Overview of the Thesis 

Chapter 2 explains the research methodology of historiography utilised in this thesis 

and the justification for choosing it. It also sets out the research questions and 
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methods as well as my ethics journey. These are framed within the philosophical 

theories of German historian Wilhelm Dilthey, whose writings guide this analysis. 

 

Chapter 3 traces the history of the Australian Army medic from their forebears in 

World War One, the stretcher-bearers and orderlies of the Field Ambulance divisions, 

to the modern day army medic. It explores the development of their role within the 

AAMC over the last century and how it has evolved over many fields of war, 

peacekeeping and humanitarian activities to continue to provide frontline care to 

Australian troops, wherever they deploy. 

 

Chapter 4 explores the ethical considerations that underpin the role of the Australian 

Army medic who has a duty of care and ethical, legal and professional responsibilities 

and codes of conduct as both a soldier and a part of a military organisation, and as an 

EN. It discusses how the dual responsibilities of their role can be in direct conflict with 

each other and how this duality can cause personal and professional dilemmas when 

performing their duties in fields of war. It discusses nursing and military ethics and 

overarching laws such as the Geneva and Hague conventions that impact the provision 

of medical care and regulate the treatment of medical personnel and casualties in 

warzones. 

 

Chapter 5 presents life narratives of Australian Army stretcher-bearers and orderlies 

during World War One. Their voices are heard through their unpublished letters and 

diaries sourced from the AWM and NLA and books that portray their personal 

experiences. These primary sources are supported by political and social commentary 

of the time to gain an understanding of the societal impact on these individuals who 

fought and died in World War One. 

 

Chapter 6 relates the experiences of current serving Australian Army medics, as told 

through their interviews. It focuses on their recollections of their military and medical 

training, their reasons for becoming a medic, their overseas deployments, and how 

these have impacted both their own lives and that of their families. Public and political 

perceptions of Australian troop involvement in current or recent conflicts in the 

Middle East, Iraq and Afghanistan are explored to give an historical and societal 
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perspective. Public support, or lack of it, for Australian involvement in these conflicts is 

a pivotal factor in the return of these Australian soldiers and their ability to reintegrate 

post-deployment. 

 

Chapter 7 continues the stories of the Australian Army medics and their overseas 

deployments. The impact of the humanitarian laws of the Geneva Conventions and 

how symbols such as the Red Cross impact on the medical care they provide are 

discussed, exploring their ethical impact on the people who serve. This chapter also 

examines how the medics’ experiences impact their return home and reintegration 

back into the civilian role and family life. It analyses their homecoming with reference 

to their own personal journeys and the influence that family and military support had 

on them psychologically. 

 

Chapter 8 analyses the themes that emerged from the letters, diaries and interviews 

from World War One to the modern day. These major themes are compared and 

contrasted to reflect what is similar about the experiences and recollections of the 

World War One stretcher-bearer and the contemporary army medic, and what is vastly 

different. 

 

Chapter 9 examines the main focus of the thesis: the role duality of healer and warrior 

for army medics, and how it has affected people who have performed these roles 

within the Australian Army, both in World War One and during the current conflicts in 

the Middle East. It focuses on the impact of war on the individuals on their return 

home, the role of military culture and comradery on their reintegration home, and 

psychological issues experienced by the veterans. Current research into the support of 

this unique group is evaluated and future recommendations for improvement are 

explored. 

 

Chapter 10 summarises the research and the impact of role duality on the Australian 

Army medic. It also analyses the major issues this role has on the individuals who 

serve, and recommends possible solutions. 
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Chapter Summary 

This chapter detailed the aims of the research reported in this thesis and provided a 

framework for an exploration of the role of the army medic and insight into how this 

historical investigation was conducted. It outlined the literature search conducted and 

reviewed the literature found pertaining to the topic. The reasons for conducting this 

research were explained, gaps in the literature identified and the positive outcomes 

that will be achieved, both in adding to the body of historical literature as well as in 

proposing ways to support military medical personnel, were discussed. 
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Chapter 2 

Methodological Approach 

 

No occupation can be understood or intelligently followed if it is not, to some 
extent, illuminated by the light of history. (Stewart & Austin, 1962, p. 3) 

 

Introduction 

This chapter provides a detailed account of the considerations underpinning the 

research methodology of this thesis. The research questions, methodology, 

philosophical framework, research methods, data collection and ethics journey are 

each reviewed. The people who tell their stories through this thesis are also 

introduced. 

Research Questions 

In qualitative research the question usually begins with “what” or “how”. The purpose 

of qualitative research is to describe, explore and explain the phenomena being 

studied. It focuses on the participants’ views of the world (Moorley & Cathala, 2019). 

 

The research in my thesis will be guided by the following research question: 

 

How did the role of the Australian Army medic evolve over the course 

of the twentieth century? 

 

This research question will be supported by the following sub-questions: 

 

• A serving army medic is part of a military organisation. They are, therefore, 

holders of rank with a duty as fighting personnel who carry weapons if 

needed. How does this intersect with expectations held towards members of 

the nursing profession who have a separate hierarchy, code of conduct, 

ethical and professional responsibilities and notion of duty and care? How do 

these impact the individual performing this specialised role? 

• Is the role of medic different from that of other serving soldiers and, if so, 

how? 
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• How have military medics reflected on their experiences, and how have the 

patterns of these reflections changed over time? 

 

This research began as a paper that formed a component of my Master of Nursing 

degree completed at CSU in 2013. My assessment task was the basis of an article in the 

Journal of Military and Veterans’ Health, “The evolution and role changes of the 

Australian military medic: A review of the literature”, published in February 2014. It 

also formed the basis for a conference paper presented at the Australian Historical 

Association Annual Conference in July 2014 entitled: “Healer or warrior: The role 

conflict of the Australian military medic in warzones”. 

 

These research papers were favourably received by the scholarly community, and I was 

encouraged by my Master’s supervisor, given the level of interest, to consider 

undertaking a full-length, documented study on this topic. This research is intended to 

be an original contribution to both studies of the Australian military and to the history 

and social values of nursing. 

Methodology 

Methodology is the “systematic study of the principles guiding an investigation and the 

ways in which theory finds its application” (Beekhuyzen et al., 2010, p. 1). A research 

methodology should be consciously and consistently used to frame a research project. 

A qualitative research methodology was used to investigate the stated research 

question. In qualitative research, methodologies are sets of theoretical assumptions 

that underpin the choice of data collection, analysis and interpretation in the research 

process (Taylor & Francis, 2013). The tradition of using qualitative methodologies was 

established in the social sciences, because some aspects of human values, cultures and 

relationships could not be researched appropriately using quantitative research 

methods (Streubert & Carpenter, 2011, p. 3). 

 

Qualitative research “invites enquiry about the human condition, exploring the 

meaning of experiences; creating the possibility of change through awareness and 

purposeful action” (Taylor & Francis, 2013, p.24). This fits well as a methodology for 

the research in question as it aims to describe the development of the medic role, 
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what has caused these role developments, and why and how these changes have 

affected both the personnel themselves and those for whom they care. 

 

Krasner (2000, as cited in Streubert & Carpenter, 2011, p. 3) states that, as “human 

phenomena could not be reduced to mathematical formulae”, empirical research 

processes are of limited value in answering complex research questions that focus on 

the lives of people (Thorne 1997, as cited in Streubert & Carpenter, 2011, p. 3). Thus, 

the appeal of qualitative research is that it can be used to interpret research 

phenomena that do not fit the guidelines of quantitative research (Krasner 2000, as 

cited in Streubert & Carpenter, 2011). This offers an opportunity to find answers to 

questions centred on social experience and human experiences (Denzin & Lincoln, 

1994, as cited in Streubert & Carpenter, 2011). 

 

Qualitative research follows the naturalistic/interpretive paradigm, which explores the 

concept that multiple realities exist, constructed by the research participants, where 

the research aims to explore events with a focus on the individuals who experience 

them (Ryan et al., 2007). It is designed to explore the human components of a subject 

where the researcher aspires to capture individuals’ thoughts, feelings and 

understanding of a theme or circumstance (Given, 2008). Thus it “is well suited for the 

how, what and why questions about human behaviour, motives, views” and changes 

(Neergaard et al., 2009, p. 2). This fits well with my research that explored the personal 

perspective of the Australian Army medic and how, or indeed if, their role, varied 

training and ethical perspectives affected their decision-making and ongoing life 

perspectives. 

 

Qualitative research is not designed to seek an ultimate truth, but rather multiple 

perspectives held by different individuals (Leedy & Ormrod, 2005). The aim is not to 

generalise the information collected, but rather to explore individuals’ experiences 

(Ryan et al., 2007). The researcher focuses on learning the meaning that is important 

to the participant, not that which is brought to the research by the literature or the 

researcher (Polgar & Thomas, 2008). 
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In qualitative research, participants are purposefully selected for the research rather 

than the random sampling methods often used in quantitative research (Creswell, 

2014). This aligns well with the chosen research as the participants were specifically 

selected with reference to their role within the Australian Army and their experiences 

within this role.  

 

An important aspect of the analysis process is researcher bias. The researcher needs to 

be aware of their own bias towards the topic being studied as this self-awareness 

promotes finding of the truth and decreases the impact of their bias, if present, on 

data interpretation (Streubert & Carpenter, 2011). It may be helpful to support the 

validation of the research by indicating any connections between the researcher, the 

topic and the participants. This self-reflection creates an open and honest narrative, as 

good qualitative research contains researcher comments about how their findings are 

shaped by their own background (Creswell, 2014). In this thesis, I engage in self-

reflection by discussing both my impetus for examining the chosen topic and my ethics 

journey. 

 

A specific form of qualitative interpretive methodology will be used for this research in 

the form of historical research. Historical research can be defined simply as the study 

of the past (Taylor & Francis, 2013), an integrated account of relationships between 

persons, events, times and places (Burns, 2000). Whilst these definitions appear 

simplistic, they accommodate the breadth of philosophical traditions and capture the 

key intent of this type of research: investigations that are contextualised as occurring 

in the past. They encompass the variety of historical research approaches that are used 

to seek a view of what has occurred in times gone by (Taylor & Francis, 2013). 

 

An historical research investigation is more than a simple search for facts about an 

event or time, but rather includes interpretation of the meaning of events which are 

analysed based on available data (Given, 2008) to give meaning to the event (Leedy & 

Ormrod, 2005). The terms historical research and historiography are used 

interchangeably in nursing research (Roberts & Taylor, 2002). Historiography can be 

seen as “a process of reconstruction: of putting together events of the past from a 
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vantage point of the present [where] the events are not the only focus of enquiry but 

more the changing interpretations of those events” (Miller-Rosser et al., 2009, p. 476). 

 

Historical research is past-orientated research that aims to give meaning to events 

(Burns, 2000). Interpretation of data collected from historical research is central to the 

process, for the task of the historical researcher is not merely to describe what 

happened, but rather to present a factually supported rationale for how and why it 

happened (Leedy & Ormrod, 2005; Streubert & Carpenter, 2011). It therefore relies 

upon the systematic collection, critical evaluation and interpretation of historical 

evidence to answer questions about causes, effects or trends to assist in 

understanding present behaviours or practices (Polit & Beck, 2012). To achieve this, 

the historical data collected must be compared and contrasted with the social, political 

and economic factors of the time as a backdrop to ensure that the conclusions drawn 

are valid and genuine (Streubert & Carpenter, 2011). Contextualising the research 

being undertaken within the socio-political determinants of the time supports the 

coherency, authenticity and validity of the interpretations that arise from the process 

(Holscher, 2014). 

 

All historical research has common features which arise from an intent to make sense 

of the past. This understanding can contribute to illuminating the future, using the past 

to inform the present, which is common in qualitative research (Taylor & Francis, 2013, 

p. 56). This synthesis of the past and present through useful insights contributes to the 

understanding of a profession, such as the medic, so that those making decisions 

regarding future directions can be well informed of the profession’s genesis and 

evolution (Munhall, 2012). It provides a lens through which the past can be viewed to 

increase understanding of current and future trends (Schneider et al., 2010). The 

process begins with the researcher posing a question that is historically contextualised, 

or has a need for historical investigation, and then data is gathered to provide insight 

into this period of time or research focus (Polit & Beck, 2012). In historical enquiry, the 

question informs the exploration of existing literature, which then guides the data 

collection process (De Chesnay, 2014). Once a research phenomenon has been chosen, 

research questions are created, data is sourced, categorised and analysed, and 

conclusions are drawn (Taylor & Francis, 2013). 
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Barzun and Graff state “that the purpose of historical research is not to predict, but to 

understand the past, to derive insight from lived experiences that can be adapted to 

generate new ideas” (1985, as cited in Streubert & Carpenter, 2011, p. 228). History 

enables us to understand the past, and the present in light of the past; it is an act of 

reconstructive critical enquiry that may help explore present, or anticipate future, 

events (Burns, 2000). Historical research design differs from other methodologies in 

that it both looks for interactions amongst variables or events, and how these affect 

change, whilst also considering contextual specificity by placing an event within a 

specific time frame and examining the time both preceding and following the event 

(Jones, 2013). To do this accurately, the researcher must become familiar with the 

period in which the event took place to derive meaning relevant to that time, rather 

than attempt to analyse events from a “later, contemporary distance” (Streubert & 

Carpenter, 2011, p. 231). 

 

Sweeney (2005, as cited in Taylor & Francis, 2013) cautions that historical data is 

subject to a level of interpretation as the researcher is removed in time and place from 

the event and is therefore influenced by contemporary preconceptions that impact 

their view of the history they are recreating. Whilst these writings provide a sense of 

what it was like to be a part of the historic event captured, they are an informed 

hypothesis only. To ensure the histories documented are as reliable an interpretation 

of past events as possible, data generation and analysis processes must be subject to 

rigorous interrogation and guided by the underpinning philosophical assumptions 

(Taylor & Francis, 2013). History as a disciplined enquiry must look widely at the 

memories collected to make the recall as accurate and relevant as possible (Tosh, 

2013). 

 

This interpretation of the information collected is central in ensuring that this thesis is 

historical research and not merely narrative. Primary sources give authentic accounts 

of a person’s experiences, or events, and possibly the author’s own interpretation of 

what has occurred, but may lack critical analysis (Streubert & Carpenter, 2011). History 

seeks to understand and interpret past events by interpreting their meaning, with the 

historian creating and constructing an argument based on evidence in an objective 
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manner (Williams, 2012). This historical research into the chosen topic traces the 

history of the military medic to explain the development of this role. This will provide 

insight into current circumstances and future possibilities. 

Philosophical Framework 

The historiographical methodology of this thesis was guided by the work of German 

philosopher Wilhelm Dilthey (1833–1911), who was born in Biebrich am Rhein. He is 

held in high esteem and is counted as one of the most influential of the German 

philosophers of the early twentieth century. 

 

Wilhelm Dilthey’s importance in the history of the problem of understanding, 
which it would be difficult to overestimate, is a direct consequence of the 
association which he established between the Kantian critique of reason and 
the Historical School of the nineteenth century. (Schnadelbach, 1984, p. 122) 

 

His guiding principles of historical enquiry are still very much in use in contemporary 

research endeavours. An example is Amy Bubbico’s thesis on spiritual care by nurse 

practitioners. She explains that this methodology is suitable for such studies as it 

“focuses on developing a descriptive insight into lived experiences while also 

recognising a diversity of perspectives” (Bubbico, 2019, p. 20). 

 

Dilthey’s methodology preceded the turn towards semiotics and post-structuralist 

formulations in cultural studies. He influenced later theorists such as Theodor Adorno 

(1903–1969), although Adorno moved into a different field as a neo-Marxist theorist of 

society. Dilthey’s work continues to be influential and of great value, as more recent 

formations of cultural studies, such as “the sign”, and entirely interpretive schemas of 

understanding as ideology, are often more suited to literature than history (Makkreel, 

2016). Dilthey also had a profound influence on other well-known philosophers, such 

as Martin Heidegger (1889–1976), who is most readily associated with 

phenomenology, especially in the realm of the role of interpretation and history in the 

study of human activity (Makkreel, 2016). Heidegger revised the phenomenological 

approach to data analysis of reduction where the researcher returns to the original 

source of people’s experiences (Heinonen, 2015). My research utilised this method of 

original sources in both the analysis of original letters and diaries of World War One 

stretcher-bearers and interviews with currently serving army medics. 
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Dilthey’s 1910 work The formation of the historical world in the human sciences, where 

“he applies the same kind of structural analysis that he developed for lived experience 

to the understanding of history, gives form to the historical world in terms of the 

human beings that participate in history” (Makkreel, 2016). He aimed to place the 

subject at the centre of enquiry, with the lived experience of the person being seen as 

vital in understanding history (Tucker, 2013). He focused on what people thought as 

well as their actions, demonstrating that ideas and ideologies were causes of events in 

the past (Williams, 2012). This consciousness then extends to our very understanding 

of the past, so that history is partly created out of the subjective and shared life world 

of its participants and those who study them. Dilthey’s formulation of historical studies 

as a means of reflection of the social world framed my research. 

 

The ideas of Dilthey were applicable to this study because he posited that studies of 

the human world are distinct from the physical sciences, and rely upon reflection, 

understanding and creation of a complete historical context. Dilthey stated: “The inner 

experience through which I obtain reflexive awareness of my own condition can never 

by itself bring me to a consciousness of my own individuality. I experience the latter 

only through a comparison of myself with others” (1996, p. 236). Carefully reviewing 

the primary source material, including written or oral testimony by army medics, 

allowed me to gain an understanding of their experiences. When looking at a wide 

variety of primary sources that testified to the experiences of the medics, I created a 

theoretical framework that permitted an organised analysis, but did not impose my 

own values upon the voices of others.  

 

Dilthey’s writings are characterised by an emphasis on the reality of lived experience 

and on the knowledge of human life that supports this. It was his belief that thoughts 

are based on experience and derive their meaning in relation to these experiences (as 

cited in Hodges, 2010). As this research looked at a variety of primary sources that 

testified to different aspects of the experiences of the army medic, a theoretical 

framework that permitted organised analysis without imposing ideological values on 

the voices of others was vital. Dilthey’s historicism allows this. 
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Feelings are related to the way people see the world. Reality, and the way it is 

expressed, is not based on lived experience alone, but rather, a “constant interchange 

with the lived experience and understanding of others” (Dilthey, 2002, p. 141). 

Therefore, Dilthey believed a historian must “understand the whole life of an 

individual as it manifests itself at a specific time and place” (2002, p. 157). For this 

research study of the army medic the social, economic and political happenings that 

related to the time the medics’ stories occurred must be investigated and related, to 

ensure that the research is contextual. 

 

When delving into the personal accounts of army medics, from primary sources and 

oral history that span a century, historical context becomes of significant importance. 

An example of this is the emotions of these people that are revealed within their 

stories. Time and situation influence simple emotions that we take for granted and 

assume as universal, but the understanding of these emotions vary with time and 

place, shaped by the time and culture that surround the person (N. J. Wilson, 2014). If 

this historical perspective is not taken into account when analysing these personal 

histories then incorrect conclusions may be drawn as to their meaning and the 

conclusions drawn may be challenged. The aim of Dilthey’s historiographic teaching is 

to centre knowledge and interpretation on the self-reflective subject who is the centre 

of a meaningful historical nexus. Subjectivity is shaped by an historical view (Tucker, 

2013). Natural emotions may be socially and historically constructed, thus must be 

considered within the context of the time in which they were lived and felt (N. J. 

Wilson, 2014). 

 

The way we express ourselves, whether in communication or action, is vital when 

defining ourselves. “Understanding can only be reliable if it proceeds through the 

interpretation of human objectifications. We therefore understand ourselves not 

through introspection but through history” (Dilthey, 1996, p. 230). Dilthey believed 

that history differs from science as scientists make an event clear to an outside 

observer, whereas historians attempt to understand events from the perspective or 

understanding of the person involved in the event (N. J. Wilson, 2014). Dilthey wrote: 

“In this life-course, each particular lived experience is related to a whole. This life-
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nexus is not the sum or totality of successive movements but a unity constituted by 

relations that link all its parts” (2002, p. 162). 

 

In this study of medics in the Australian Army, the methodology recommended by 

Dilthey offered an opportunity to consider the consciousness of individuals, along with 

their group identity and institutional affiliation. The multiplicity of experiences and 

shifting perspectives were acknowledged, and indeed were vital, to the in-depth 

historical analysis method. Dilthey wrote: “It is the task of historical analysis to find in 

the concrete purposes, values and ways of thinking of an epoch, a concordance about 

something common that governs it” (2002, p. 177). He postulated that we create our 

own future, but this creation is influenced by how we understand our past and the 

relationship between past, present and future (Tucker, 2013). 

 

The human person is, Dilthey believed, “the smallest structural unit, the ‘Urzelle,’ of 

history” (as cited in Bulhof, 1976, p. 23). As such Dilthey pointed out that each 

individual is part of larger structures (Zusammenhange) which he called “structural 

systems”. Examples of such structural systems were scientific, economic and religious 

organisations as well as nations and periods. Dilthey defined them as “social entities in 

which goal, function, and structure are united to form a whole” (as cited in Bulhof, 

1976, p. 23). This was an important component in this study, for the Australian Army 

medic, as a part of the military, and also the EN, as part of the medical profession, 

have a presence in history. These roles change over time, and can be observed as 

functioning differently in different historical eras. Redefinition through historical 

change of these cultural structures can be found in the diaries, letters and interviews 

used in this thesis to give voice to the roles and persons portrayed. 

 

The interrelationship between individuals and social structures was particularly 

pertinent for my research topic on the role duality of the army medic and supports my 

use of historical research, as guided by Dilthey. Throughout this research, I utilised 

primary documents and interviews gathered over the last century to gain an 

understanding of both the historical evolution of their role as well as to inform 

understanding of this duality from the medic’s perspective. As the information gleaned 
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may be used to influence future training requirements and support needs, this 

relationship between past and present becomes paramount in my research. 

 

Dilthey’s Analytical Paradigm 

 

This thesis is part of a contemporary field of work applying Dilthey’s methodology in 

scholarship of nursing and trauma.  

 

Of particular note is a recent publication by James Dara and Pauline Komnenich, in the 

journal, Nursing Philosophy. Dara and Komnenich have suggested that the study of 

empathy and understanding of another's subjective viewpoint is so important to 

nursing, that William Dilthey's philosophy should be included in teaching clinical 

nursing, as well as recording history and creating narratives. “The complex yet 

invaluable philosophy and methodology of Wilhelm Dilthey's hermeneutics is notably 

relevant and applicable to nursing science as we strive to care for, treat, and heal 

patients as whole beings.” (Dara, 2021, 2)  

 

This article explains that: “According to Dilthey, the methodology of hermeneutics is a 

reflective and iterative venture, one that seeks truth of that which is ultimately 

unknown … From a humanities perspective, and with the employment of proper 

hermeneutical methodology, one can study another's expression of (previous) 

experience and in a sense relive that experience; a process which supports the 

procurement of greater knowledge ...” (Dara, 2021, 4)  

 

Another example is the work by Robert Stolorow, who has published the influential 

study: Trauma and Human Existence: Autobiographical, Psychoanalytic, and 

Philosophical Reflections (Routledge, 2007). In a later article, in the journal 

Psychoanalysis: Self & Context, Stolorow noted that when he commenced his work he 

studied the continental philosophers:  

 

“… especially, Wilhelm Dilthey ... Most important in the current context is 
Dilthey’s historical reconstruction of the development of metaphysics, ... 
Metaphysical illusion, according to Dilthey, transforms historically contingent 
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nexuses of intelligibility—worldviews, as he eventually calls them—into 
timeless forms of reality. ... Unlike Dilthey, who largely reserved the 
metaphysical impulse to abstract philosophical systems, I am extending it to 
everyday life as well (Stolorow, 2020; Stolorow & Atwood, 2017). I am claiming 
that the dismantling of metaphysical illusion is central in the phenomenology of 
emotional trauma.” (Stolorow, 2021, p. 289) 

 

My research has themes in common with that of Robert Stolorow, especially as post- 

traumatic stress disorder is present in many of the testimonies of soldier-medics, and 

presents particular issues in creating understanding and historical narrative from these 

sources. Like Stolorow, I have found the insights of William Dilthey invaluable.  

 

The intelligibility of experience has been a central issue both in philosophy and social 

history. In this thesis, first-person spoken accounts were taken as the primary sources, 

and I gave their content precedence in establishing a relationship between the 

individuals and the documented contemporary history of their military service. “Life 

consists of interactions between people”, according to Dilthey, and the understanding 

of life events exists as parts in relation to a whole, and the relived experiences exist in 

relation to others, linked in time (1992, p. 240). 

 

Wilhelm Dilthey began his philosophical work by examining the different forms of 

knowledge found in the humanities and the natural sciences. He suggested that 

historians need an “understanding-explanation, designed to account for the very 

different kind of intelligibility operative in the human and the natural sciences” 

(Dilthey, as cited in Macann, 1993, p. 86). His theories posit that in the humanities a 

degree of understanding is achieved through our shifting perceptions, and our 

identification of others with ourselves. Therefore, humanities studies are always 

developing, reforming and re-negotiating the limits of explanation. However, for this 

very reason, they offer a depth of understanding exceeding the surface facts of 

scientific observation. 

 

Dilthey put the human mind and human experience at the centre of his work and, as a 

result, his methodologies – which stress reflexive understanding, the power of context 

and the subjectivity of knowledge – can be relied upon in works of social history, such 

as this thesis. That approach is particularly important in a study such as this, where 
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unspoken feelings and unacknowledged psychological states accompany the routinised 

identities of military life. Objectivity and causality were not sought out, in this thesis, 

as the hermeneutics of understanding urged a descriptive and empathetic 

representation of the experiences of the army medics. 

 

This approach is broadly within the traditions of phenomenology. The underlying 

question for the phenomenologist is not “why”, but “what” and “how” and by 

“whom”. The search is for understanding for its own sake. What is experience? How 

does it present itself? As Husserl states:  

 

Back to the things themselves. This is a discovery oriented approach, a method 
without preconceptions about where the research itself may lead. Experience 
is not an object to be controlled or predicted but a living, fluid, phenomenon 
that one can only describe from within its lived sense. This method does not 
seek to impose structure on experience but to observe and describe it as it is. 
(as cited in Thayer-Bacon, 2003, p. 86) 

 

Phenomenology, as a broad school of philosophical understanding, gave rise to 

hermeneutics. Dilthey is often termed a phenomenologist, but it is in hermeneutics, 

the theorisation of communication and the text, where he made his greatest advances. 

From the time of Husserl’s first writings “phenomenology was clearly seen as a 

development of the Kantian inquiry into the fundamental a priori structures of 

experience” (Matthews, 2014, p. 25). 

 

The philosopher Maurice Merleau-Ponty (1908–1961), in his magisterial work 

Phenomenology of perception, stated that: “Thought is the life of human relationship 

as it understands and interprets itself” (2002, p. 200). He advised historians that: “An 

existential theory of history is ambiguous, but this ambiguity cannot be made a matter 

of reproach” (Merleau-Ponty, 2002, p. 199). This has relevance in the recollections of 

the people featured in this thesis.  

Research Methods 

Research methods are the ways in which data is yielded (Beekhuyzen et al., 2010), 

guided by the chosen research methodology. They are what you do to collect and 

analyse data (Taylor & Francis, 2013). In historical research, once a research question 
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or topic has been identified, the next step is to locate and retrieve data (Leedy & 

Ormrod, 2005). The data collected for this thesis came from both primary and 

secondary sources and the compilation of valid history relies on the legitimacy of its 

sources (Richardson-Tench et al., 2011). Primary sources refer to first-person accounts 

of events in original documents, letters, artwork, literature, journals and photographs 

(Given, 2008; Richardson-Tench et al., 2011), appearing soon after the events being 

studied occurred and written by people who experienced or witnessed the event 

(Leedy & Ormrod, 2005). Whilst these sources are considered to be closer to the 

reality or truth and are critical in historical research (Leedy & Ormrod, 2005), they 

must still be critiqued for validity and authenticity (Given, 2008). This is done by a 

thorough examination of the sources as to their type, purpose, context, veracity and 

usefulness to the research question (Taylor & Francis, 2013). Ethical implications of 

these primary sources must also be considered, especially if the participants are still 

living; thus it is vital for the researcher to be familiar with ethical guidelines for human 

research (Streubert & Carpenter, 2011). A range of these sources such as letters and 

diaries, as well as transcribed interviews, from medics throughout the last century, 

were included in this research study as primary sources. 

 

Secondary sources of data are accounts of historical events provided by others who 

have used sources, possibly primary, to construct an account relative to the 

researcher’s field of study (Streubert & Carpenter, 2011). They are published works or 

works found in archival collections that add to the researcher’s knowledge or provide 

information that adds to the social, political or economic history of the period, and are 

valuable in providing insight as well as clues to possible data sources that have not 

been considered (Creswell, 2014). 

 

Narrative research, or oral history, in the form of interviews was also utilised in this 

study as primary data. Oral history should be supported by secondary sources and 

archival documents to gain a thorough collection of evidence about a particular event. 

The interviews then provide a unique source of evidence offering insight and 

interpretation of these past events as related by the interviewees (De Chesnay, 2014, 

p. 86; Richardson-Tench et al., 2011). This allows for examination of the way people 

have experienced past events and how they remember them, requiring these 



44 

interviews to be carefully interpreted and reflected upon. As Dilthey stated: “As history 

is memory and as the category of meaning belongs to memory, this is the category 

which pertains most intimately to historical thinking” (1979, p. 216). 

 

This approach foregrounds experience and consciousness. As described by Ilse Bulhof, 

“Dilthey had come to see history as a system of interlocking cultural structures instead 

of a succession of events.” (Bulhof, 1976, p 24) In this thesis I relied on direct 

quotations from the individuals portrayed in the diaries, letters and interviews to tell 

the story, as it was “the ordinary of everyday life that is as important as the 

extraordinary” (Hodges, 2010, p. 174). History lays all emphasis on the individual, the 

unique person, as Dilthey stated: “we do obtain real knowledge of the self from inner 

experience” (1992, pp. 241–242). Thus, the themes portrayed were viewed through 

the individual’s own voice to deepen the experience and enhance the historical 

perspective. The perspective of each person, in its self-reflection, is a valid primary 

source. As Dilthey wrote: “In all this we are seeking for human beings … it is impossible 

to sever these relations between the individual and history” (2002, p. 278). He also 

pondered: “How can we approximate objective cognition in this broadened domain 

where the subjects of judgement are no longer individual persons?” (Dilthey, 2002, p. 

306). His methodology recommends that studies of social structure must accompany 

the representations of all our separate selves. 

 

Dilthey’s recommendation that all thought structures arise out of experience and 

derive their meaning in relation to the experience (as cited in Hodges, 2010) was a 

guiding principle in regard to the analysis of the interviews. When working with oral 

primary sources, I noted not only what was said in the interview, but also how, when 

and in what context it was said, to guide the interpretation (De Chesnay, 2014). There 

is a relationship between expressions and what is expressed, and the “what” is 

revealed in the inner content that is the correlation between the two (Dilthey, 1979). 

These expressions add to the depth of knowledge gained from an individual when 

utilising face-to-face interviews, such as in this thesis. 

 

Questions are often raised as to the authenticity of oral history, and the conclusions 

drawn, due to its subjective nature and the fact that the recollections are not always 
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accurate (Leedy & Ormrod, 2005). According to Dilthey, this subjectivity is a vital 

component of human history as the historical social world of humans is understood in 

terms of subjective elements – purposes, ideas and values – and is thus not objective. 

A person’s existence is determined by “his place in time, his place in space, his role in 

communities” (Dilthey, 2002, p. 157). This is especially pertinent to this study that 

spans history, but also involves individuals who are significantly affected by the 

defence community, which is a powerful influence on their lives. Dilthey reflected, 

“We understand individuals by virtue of their kinship, by the features they have in 

common” (1979, p. 225). 

 

In Dilthey’s view, historians must find meaning in history through the subjective lived 

experiences of individuals (Tucker, 2013). The researcher and the interviewee 

reconstruct historical events during the interview process, but these may be influenced 

by the current environment in which the story is told, or the power dynamics or 

relationship between the two (De Chesnay, 2014). It is thus important to create an 

appropriate atmosphere and venue for the interviews to ensure the information 

gained is as authentic as possible (Tucker, 2013). Charlton et al. (2006, as cited in De 

Chesnay, 2014) and Radstone and Schwartz (2010, as cited in De Chesnay, 2014) argue 

that oral and written sources are equally credible, but different in nature. This is an 

important consideration in my research. My work as a nursing contractor in the 

defence environment gave me a unique insight into the medics’ role in the army. 

However, as a contracted registered nurse I did not have any prior professional 

relationship with the interviewees, thus reducing any possible research bias. 

 

A range of secondary sources composed by other historians who have interpreted and 

written about primary sources (Leedy & Ormrod, 2005) was also utilised to 

contextualise and support the primary data collected. They provided a conceptual base 

related to the social and political climate of the time in which the primary data was 

collected, adding richness to the research and supporting Dilthey’s (2002) theories on 

the importance of understanding experiences as they pertain to the individual and 

how and when they lived. This background is especially significant to this thesis as 

social and political views about the conflicts in which the medics fought had a direct 

relationship to their ability to positively reintegrate home after deployment. 
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Consequently, if “thought draws its meaning from its relation to experience, 

experience is the foundation of the whole edifice of knowledge” (Hodges, 2010, p. xix). 

Data Collection 

When interpreting qualitative findings the researcher must plan how the data will be 

collected then carefully analyse transcripts and other sources (Streubert & Carpenter, 

2011). Data collected for this research included information retrieved from primary 

sources such as diaries, letters and journals sourced from archives located at the 

AWM, NLA, NAA, State Library of NSW and online, utilising Trove at the NLA. 

 

Currently serving army medics who served overseas were recruited to fulfil the roles of 

research participants. Subsequently, they were interviewed using a series of open-

ended questions about issues and experiences that related to their experiences as 

medics. Interviews in a qualitative study are usually less structured and more flexible 

than in other research methods in order to yield rich and often unexpected personal 

recollections about past events, behaviours and perspectives (Leedy & Ormrod, 2005). 

The use of open-ended questions and discussion-like interviews assisted in overcoming 

the issue of the information becoming clouded by the researcher’s personal views and 

enriched the data (Streubert & Carpenter, 2011). These interviews were taped for later 

transcription. 

 

Oral and written testimony in the form of interviews and personal diaries widened the 

overall impact of the research, rather than relying on secondary sources alone (Miller-

Rosser et al., 2009). The interview questions focused on the medics’ multi-faceted 

training, the role they performed whilst overseas in warzones, how it differed from 

their non-combatant role outside of these warzones, and how they managed and 

prioritised their role duality of soldier and medical personnel. As these soldiers were 

purposefully recruited because of their experience, anonymity and confidentiality was 

difficult but it was important to protect their identity if they chose not to have their 

names revealed (De Chesnay, 2014). Therefore, in this research study, the participants 

could choose to remain anonymous for all or part of the information they revealed 

during interview. All but one interviewee, for reasons unspecified, chose to use their 

own names. 
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The interviews were digitally recorded and were one to two hours in length, with 

prompting occurring in a conversational style to guide the interview and clarify 

responses. Interviews were then transcribed verbatim. These transcriptions were 

returned to participants for review of authenticity and content approval. Returning 

transcriptions to participants to validate the authenticity of the content and 

interpretation of the interviews to verify no serious omissions or misinterpretations 

had occurred, assisted with validation of the data collected (Streubert & Carpenter, 

2011). 

 

Whilst this transcription process was done with the assistance of voice-activated 

software, it was undertaken solely by the researcher. This was a time-consuming 

process, but there were justifiable reasons for this choice as opposed to outsourcing 

this process. One reason was that the record was kept confidential and interviewees 

were given the opportunity to eliminate any part of the text before it was seen by 

anyone outside the interview process. Accuracy was also an issue. To avoid some of 

the common transcription errors such as inaccurate punctuation or mistyped words 

that could change the whole meaning of the sentence, ideally, the researcher should 

be both the interviewer and the transcriber. This is even more important in my 

research as the language and acronyms specific to the military, could be 

misunderstood or taken out of context by another unfamiliar with these specifics. 

 

 Being “invested in the project and committed to accuracy was necessary for 

establishing dependability and confirmability” and I was best suited to ensure this 

(Easton et al., 2000, p. 707). As Oliver et al. (2005) assert, transcription is a vital 

process in qualitative research and, when done by the researcher, allows for full and 

faithful transcriptions that are more than just words; they are conversations. These 

conversations include feelings and contexts and, as such, must be transcribed 

accurately. This transcription process also allowed me to develop an initial 

understanding of the data by being immersed in its content (Ormsby et al., 2016). 
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Data Analysis 

Once data is collected it must be analysed to add meaning by the discovery of 

pervasive ideas and general concepts. Data analysis in qualitative research usually 

takes the form of clustering of ideas, or themes, which create meaningful units that 

emerge from the data (Streubert & Carpenter, 2011). DeSantis and Ugarriza (2000) 

assert that “themes emerge from the data; they are not superimposed on them” (p. 

363), further stating that “a theme is an abstract entity that brings meaning identity to 

a recurrent experience and its variant manifestations. As such, a theme captures and 

unifies the nature or basis of the experience into a meaningful whole” (p. 362, as cited 

in Streubert & Carpenter, 2011, p. 46). The findings and themes were framed by the 

research questions that guided the thesis (Streubert & Carpenter, 2011). 

 

Thematic analysis is a method for the identification and analysis of themes within data. 

It organises the data collected whilst assisting with interpretation of aspects of the 

research topic (Braun & Clarke, 2006). A theme “captures something of importance, 

and repetition, within the data in relation to the overall research question” (Braun & 

Clarke, 2006, p. 82). Thematic analysis was therefore used to guide the analysis of the 

data collected for this research. 

 

As the sole researcher, I studied the materials such as interview transcripts, diaries and 

letters to develop concepts, themes and ideas into major categories, often attaching a 

label and/or number to each category. A theme is “a grouping of ideas which emerge 

consistently in the text” (Polgar & Thomas, 2008, p. 248). The themes that emerged 

illuminated the informants’ experiences and enabled me to understand their points of 

view. This was an interactive and dynamic process in which I retraced steps and 

recordings as required, attempting to interpret the meanings of the codes in the 

context in which they appeared (Polgar & Thomas, 2008). Themes emerged from the 

data, and, in my research, I needed to examine not only what themes arose, but also 

how they were patterned (Polit & Beck, 2012). 

 

Thematic analysis depends on rich first-person accounts, taken from written narratives 

such as the diaries and letters and the interview transcriptions (Morrow et al., 2015). 

Analysis took the form of searching the dialogue for essential meanings and thoughts 
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related to the questions, as interpreted by the researcher, extracting statements to 

develop themes and coding these statements as themes within the dialogue. The 

themes were then clustered, developing dense statements that captured the essence 

of the phenomenon described backed by the words of the participants themselves 

(Morrow et al., 2015). 

 

The analysis of qualitative material typically begins with a search for broad categories 

or themes, looking for both similarity and contrast in them (Polit & Beck, 2012). This 

analysis involved discovering themes that were important, building a hierarchy of 

themes and then linking them to the collected data (Ryan & Bernard, 2003). To do this, 

codes were assigned to data that was connected by a specific concept to assist in data 

organisation (DeCuir-Gunby et al., 2011). 

 

During this research project, the coding process was assisted by the utilisation of the 

computer coding program NVivo. This is a qualitative data analysis computer software 

package designed for qualitative researchers where a deep level of data analysis is 

required to help organise and analyse non-numerical data. It worked well in this 

research, which analysed an extremely large amount of transcriptions, to assist to 

develop links within letters, diaries and interviews to both compare and contrast the 

themes identified. 

Ethics Journey 

When considering ethics approval for this research it became apparent that I would be 

required to apply to two separate committees for approval: the CSU Human Research 

Ethics Committee (HREC) and the Australian Defence Human Research Ethics 

Committee (ADHREC). The rationale was that, as a component of my research, I 

planned to conduct interviews with currently serving Australian Army medics who had 

served overseas as they had the potential to provide rich primary data, especially 

relating to the most recent armed conflicts. These military members were considered 

by the military to be on duty, even while being interviewed for a research project 

outside their work environment. Therefore, the research activity had to be approved 

by ADHREC. 
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Even though gaining research approval from CSU was, whilst extensive, a relatively 

simple process, obtaining approval from ADHREC was not. The ADHREC submission 

was initially rejected. I was also informed that, prior to resubmission, there was a 

requirement to gain approval from the Directorate of Army Health for permission to 

access army medics for interviews, even before the research project had been 

approved. It was stated this approval must be included in my submission as well as a 

statement about how the Geneva Conventions impacted the work of the medics who 

would participate in my interviews. Numerous parts of the Geneva Conventions, which 

will be addressed in Chapter 7 of the thesis, have significant relevance to the conduct 

of medical personnel in war. However, I was surprised to learn that I needed to include 

this relationship in my ADHREC proposal. 

 

Once approval was granted from the Directorate of Army Health with Geneva 

Convention inclusions, I sought clarification on the submission process and 

requirements directly from an ADHREC committee member. I also gained insight into 

the restrictions that were placed on any publications arising from this ethics 

application, including my doctoral thesis. I was informed all publications related to this 

research study must be submitted to the Director General Army Health Services prior 

to publication, to ensure accuracy of information and exclusion of sensitive military 

information from the general public. These aspects are particular to the field of 

scholarly studies of the contemporary history of the military, and are thus significant to 

the shaping of this thesis.  

 

The work required to gain ethics approval deepened my commitment to this thesis and 

emphasised its unique importance. This process also allowed me an experience of the 

regulation and authority structures which determine military culture, which are 

important to the life experience of army medics. Whilst this ethics approval journey 

was long and complex, it was worthwhile for the rich and, at times, disturbingly 

honest, reflections of the interviewees as they recounted to me memories and 

emotions never before revealed. “The use of oral history is a person-centred research 

approach that requires the development of mutual respect and trust between narrator 

and interviewee to maximise the depth and richness of their revelations” (Baylor 
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University, 2016). It has been a rare privilege to be allowed to recount the life stories 

of these servicemen and women. 

 

To summarise, research is an attempt to increase knowledge and gain an 

understanding of phenomena and experiences (Polit & Beck, 2006). It is about 

examining the relationship between facts and belief (Burns & Grove, 2003). 

Throughout the thesis, I have utilised the qualitative research methodology of 

historical research in order to explore the relationships between events and ideas, 

people and organisations. These relationships were interpreted within the historical 

context and the context of new viewpoints about what was historically significant 

(Polit & Beck, 2012). This methodology was framed by the work of Wilhelm Dilthey 

which will centre this knowledge and interpretation on the self-reflective subject, the 

army medic. These army personnel were at the centre of this historical study, aligning 

with Dilthey’s understanding of the individual “as interpreter and creator of history” 

(Tucker, 2013, p. 215). Dilthey also asserted that “a single person in his seemingly self-

reliant existence is already a historical being. He is determined by his position in the 

time line, his place in space, his role in the cooperation of cultural systems and 

communities” (2002, p. 157). 

The People Who Tell Their Stories 

Below are tables introducing the men and women whose diaries, letters and dialogue 

through interviews tell their stories. Their narratives will be discussed in greater depth 

in Chapters 5 through 7. 

World War I Stretcher-Bearers and Medical Assistants 

Table 2.1 provides demographic information about the enlistment and deployment of 

the subjects who were World War One stretcher-bearers and medical assistants, 

sourced from their diaries and letters home. A brief overview is documented following 

Table 2.1 to provide some context for each of these participants. 

Table 2.1: World War I stretcher-bearers – letters and diaries  

World War One stretcher-bearers Enlistment date and date of return or when killed 
in action 
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Maurice Cann Evans Served 23 September 1914 – 31 October 1918, 1st 
Light Horse Field Ambulance 

Dene Barrett Fry Served 14 May 1915. Killed in action 9 April 1917 

Langford Colley-Priest Served 19 May 1915 – 11 June 1919, 8th Australian 
Field Ambulance 

William Henry Thornhill Burrell Served 5 August 1915 – 11 May 1919 Stretcher-
bearer 17th Battalion, 5th Infantry Brigade 

Wilfred Joseph “Allan” Allsop Served 23 July 1915 – 19 April 1919, 8th Australian 
Field Ambulance 

 

The stories of the stretcher-bearers and medical assistants, the forebears of the 

currently serving army medical assistant, or medic, were sourced from letters and 

diaries found in archives and were supported by published books and reference 

material relating to field ambulance divisions. The letters and diaries focused on the 

individual experiences of these men and the stories they told of their life-changing 

experiences. The people who tell their stories are now introduced. 

 

Maurice Cann Evans enlisted as a private in July 1914, from his home in Kyogle, NSW, 

with limited understanding of how the possibilities of a war between Austria and 

Serbia would impact his life, including his separation from his family for four years 

(State Library NSW, n.d.). On 23 September 1914, he embarked from Sydney, NSW, on 

the HMAT A27 Southern, and thereafter served with the 1st Light Horse Field 

Ambulance in Egypt and Palestine until 31 October 1918. He returned to Australia on 

the SS Darwin on 24 December 1918. 

 

Dene Barrett Fry from Lindfield, NSW enlisted on 14 May 1915, initially in the infantry 

but he soon transferred to the AMC. After receiving training at the Field Hospital in 

Liverpool NSW, he was still at Port Melbourne in July 1915, worried that the war might 

be over before he had a chance, like his brother and cousins, to fight. This was not the 

case, however, for he died in France in 1917 (State Library NSW, n.d.). 

 

Langford Colley-Priest was a stretcher-bearer with the 8th Field Ambulance, enlisting 

on 19 May 1915 and embarking on HMAS Ascanius on 9 November 1915, bound for 

Egypt and the Western Front. He returned on 11 June 1919. Born in Glebe, NSW in 
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1890, he was awarded the Military Medal for conspicuous bravery on the Western 

Front in 1917. He survived the war, but disappeared after going swimming off Balmoral 

Beach in 1928; he was believed to have drowned (State Library NSW, n.d.). 

 

William Henry Thornbill Burrell enlisted on 5 August 1915 at Camperdown, NSW at the 

age of 22 years and served in France and Belgium. He served initially as a stretcher-

bearer in the 17th Battalion, 5th Infantry Brigade until he was wounded on 17 

September 1917, and was awarded the Military Medal for bravery in the field. After 

recovering from wounds sustained, he returned and served until the end of the war, 

returning to Australia on 11 May 1919 (State Library NSW, n.d.). 

 

Wilfred Joseph “Allan” Allsop enlisted in Mosman, NSW, aged 22 years, on 23 July 

1915, joining the 8th Australian Field Ambulance as a stretcher-bearer and dispatch 

rider, serving in Egypt and France. His diaries captured his patriotic and enthusiastic 

departure from Melbourne pier on 10 November 1915, aboard the SS Ascanius to the 

tune of “Advance Australia Fair”. He returned to Australia on the Sardinia, on 19 April 

1919 (State Library NSW, n.d.). 

Currently Serving Army Medical Assistants (Medics) 

Table 2.2 provides the enlistment and deployment history of the currently serving 

army medical assistant (medic) participants who consented to be interviewed for my 

research study. This information was gathered from my notes made during the 

interviews and was included as part of the data-gathering process. 

 

Table 2.2: Currently serving army medical assistants (medics) – interviews 

Participants interviewed  Enlistment and deployment history 

Jayden Pyper Enlisted 2003. Deployed to Papua New Guinea and 
Afghanistan 

Adam Nothdurft Enlisted 2004. Deployed to Malaysia, East Timor and 
Afghanistan 

Glen Matthews Enlisted as a reservist 1991. Deployed to East Timor and 
Afghanistan 

David Payne Enlisted 1976. Now a reservist. Deployed to Malaysia and 
Iraq 
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Karinna Sanders Enlisted 1994. Deployed to East Timor and Afghanistan 

Mitchell Chat Enlisted 1997 initially as a Cavalryman, transferring to the 
medical corps in 2003. Deployed to East Timor, Iraq and 
Afghanistan 

Shannon Killman Enlisted 2002. Deployed to Afghanistan  

Christopher Bone Enlisted 2000. Deployed to Banda Aceh, Indonesia and 
Afghanistan 

Andrew Westlake Enlisted 1997 as an Operator Supply, transferring to 
medical corps in 2005. Deployed to East Timor and 
Afghanistan 

Trevor (pseudonym) Enlisted 2008. Deployed to Papua New Guinea, Iraq and 
Afghanistan 

Simon Dunn Enlisted in artillery corps in 2002, transferred to medical 
corps in 2004. Deployed to East Timor, Iraq and 
Afghanistan 

Jesse Kuskopf Enlisted in infantry corps in 2007, transferred to medical 
corps in 2008. Deployed to Papua New Guinea and 
Afghanistan 

 

A component of my research was interviewing twelve currently serving Australian 

Army medics, using open-ended questions relating to their role both in Australia and 

during overseas service. The interviewees chose to use their real names in the telling 

of their stories, with the exception of one who chose to be known by the pseudonym 

Trevor. The reason behind this participant’s reluctance to attribute his own name to 

his words was not disclosed. 

 

With such a specialised, targeted group, that is, currently serving army medics, I 

became aware that the recruitment of interviewees could be complicated. The process 

of completing twelve interviews took me one year and all but one was completed face-

to-face, in four states of Australia. To source my participants, I gained permission from 

army health centres to display an information sheet requesting participants, as well as 

a short article in the magazine Army (Army News, 2016). As a result of some of this 

initial work, I was offered the opportunity to give a brief outline of my research to the 

army medics who were posted as trainers at the Army School of Health, in Bandiana, 

Victoria, where medics were trained. This opportunity enabled me to recruit my first 

two participants, and so my interviews began. 
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Of the twelve medics interviewed, only two were women. Whilst it was difficult to gain 

accurate statistics on the percentage of Australian Army medics that were women in 

2016, this number was statistically representative of the total number of women in the 

military and indeed the Australian Army. According to the Women in the ADF report 

2016–17 (Australian Defence Force, 2018), 16.5% of the total serving ADF population 

in 2016–17 were women, with their numbers in the army a little lower, at 13.2%. It 

could, therefore, be considered that the interview group that included two women 

was representative of the overall Australian military population. 

 

My first two participants were Jayden Pyper and Adam Nothdurft. Jayden Pyper had 

joined the full-time army directly out of high school, commencing his army training in 

2003, and, up to the time of interview, had been a medic for 14 years. Adam Nothdurft 

joined the army in 2004, directly as a medic, a role he had undertaken for over 12 

years at the time of interview. My article in the magazine Army created some interest 

and I was contacted by Glen Matthews who had served solely as a reservist medic for 

25 years since joining the army in 1991. He continues to serve in the same role today. 

Then David Payne, my oldest participant, who trained as a medic in 1976, straight from 

school, emailed me about his interest in participating. After serving as a medic, he 

qualified as a registered nurse and served in this role in the reserve forces. 

 

My initial contact with army health centres caused me to travel to Brisbane to meet 

Karinna Sanders, one of the two female medics interviewed, who joined the army as a 

medic in 1994 and who had been in this role for 23 years. I then met Mitchell Chat, 

who commenced his army life in 1997 at the age of 17 years. Initially training as a 

Cavalryman, Mitchell transferred to the medical corps, undertaking his medic training 

in 2003. Contacts then flowed from these initial encounters; in this way I met my next 

group of participants. 

 

My next interview was with Shannon Killman, my second female participant, who 

joined the full-time army in 2002, going directly into the medical corps as a 17 year old. 

My research was now gaining momentum with interest from serving medics, including 

Christopher Bone who joined the reserve forces initially, at the age of 21 years, in 
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2000. He had been in the full-time army for 13 years, training as a medic in 2007. 

Andrew Westlake’s career in the army began in 1997 as an Operator Supply in the 

Reserve Forces, before he transferred to the full-time army in 2001, commencing his 

medic training in 2005. Trevor, my only anonymous participant, went straight into the 

medical corps in the role of medic in 2008, when he enlisted at the age of 26 years. 

 

The final participants whom I interviewed 12 months after my initial group were Simon 

Dunn and Jesse Kuskopf. Simon joined the army in 2002 after initially studying 

accounting, commencing in artillery and transferring to the medical corps as a medic in 

2004. Jesse, my only telephone interview, joined the reserves as an infantry soldier in 

2007, commencing his full-time army career in 2008 and transferring to the role of 

medic at the same time. He was the most junior and inexperienced member of the 

group I interviewed. This interview was conducted by telephone due to his location in 

remote Western Australia, the distance making a face-to-face interview impossible. 

The interview by telephone was not ideal, reinforcing my decision to conduct other 

interviews in person despite the data collection time being lengthened and increasing 

the difficulty in organising the interviews. I believe the telephone interview lacked 

some of the richness that comes with the ability to see the interviewee’s facial 

expressions and body language and being able to take cues from these. Expressions 

are a vital part of interview authenticity for at times “facial expressions, gestures and 

words contradict the mental content … we must consider other expressions or go back 

to the whole context of life in order to still our doubts” (Dilthey, 1979, p. 223). 

Chapter Summary 

This chapter introduced the purpose of this research thesis and the guiding research 

question. It examined the reasons behind the choice of the research methodology of 

qualitative research, specifically historiography, and introduced the philosophical 

framework of Dilthey. It continued on to discuss the method of data collection and 

analysis and the complex ethics journey required to commence this research, due to 

the nature of its participants. This chapter introduced the pivotal players who told 

their stories: the stretcher-bearers and medics of the Australian Army. 
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The following chapter, entitled “The evolution of the Australian Army medic”, 

explores the historical path of stretcher-bearers from World War One to the modern 

day medic. It pursues the evolution across the century and delves deeper into what the 

role entails, both in Australia and on overseas deployments. It discusses how the 

evolution of the role is linked to a myriad of changes in the ways in which Australian 

Army troops conduct war and peacekeeping missions and the theatres in which these 

conflicts are fought. It examines the redevelopment of training programs and how 

these have adapted in response to requirements to provide health care to military 

members, both at home and on deployment. 
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Chapter 3 

The Evolution of the Australian Army Medic 

 

The fate of the wounded man lies in the hands of the man who first attends 
him. (Johan Ritter von Nussbaum, 1829–1890, Munich surgeon) 

 

Introduction 

This chapter traces the history of the development of the specific role of Australian 

Army medic from their forebears in World War One, the stretcher-bearers and 

orderlies of the Field Ambulance Divisions, to the modern medical assistant, or medic. 

It explores in detail the development of the role over the last century and how this role 

within the AAMC has evolved over many fields of war, peacekeeping and humanitarian 

activities, although it continue to involve providing frontline care to Australian troops 

wherever they deploy. This was done utilising literature specific to the Australian 

military from a variety of sources. The historical evolution of the Australian Army 

forces across this time span is provided as a backdrop when discussing the evolution of 

the medics’ role across time. 

 

Military history is not written just to prepare armies for the next battle, or next war; 

military history is as important in the wider community as general history. Military 

history is one of the great intellectual disciplines, producing many classic works of 

literature, recalling tragedies and triumphs of the human spirit. They not only describe 

what happened, but also bring alive the human drama within (Horner, 2001). Such is 

the history of the Australian Army medic. 

Stretcher-Bearers 

Australian Army stretcher-bearers made thousands of “carries” over the two world 

wars. Whenever the cry “stretcher-bearer” was heard, Australian bearers responded 

(Johnston, 2015a), thus making them the first to attend all Australian battlefield 

wounded. The bearer companies and Field Ambulance divisions were important units, 

providing initial first aid and transportation away from the fighting for wounded 

soldiers (Tyquin, 2000). These stretcher-bearers and medical orderlies were the 
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forebears of the modern army medic, who continues the tradition of the first 

responder. This quotation sums up the medic role:  

 

[As they] ... run into the middle of a fire fight to help someone else – that is 
never easy or natural. It takes a conscious decision. It is a personal battle every 
time. But the plain fact is someone is hurt and may be dying and you have the 
skills to help them. Are you going to go to him or not? (Nichol & Rennell, 2009, 
p. xxiv). 

 

The development of the structure of the AAMC was based on the British system and 

dated back to the arrival of the first colonists in 1788, with a small permanent force 

supplemented by volunteers (Tyquin, 2000). Until 1870, this was made up almost 

entirely of British troops who arrived on convict or emigrant ships, but at this time 

British troops were withdrawn and initially no provision was made for a full-time 

medical service. This changed in 1891 when a medical staff corps was formed in NSW. 

During the peace of the early 1900s, the medical corps was not popular, so recruiting 

regimental stretcher-bearers, who were also considered combatants, was difficult. This 

resulted in all bandsmen being trained in first aid and stretcher drill for allocation to 

companies in times of war (Butler, 1938). 

 

Stretcher-bearers fell into two organisational categories: the regimental stretcher-

bearers (RSB) and the ambulance bearers. The RSBs differed from the ambulance 

bearers in their combatant status as they were part of the fighting units that selected 

and organised them, wearing brassards with the letters “SB” on their left arm 

(Johnston, 2015b). When action commenced they would deposit their arms, go to the 

wounded on the field, render first aid then carry the wounded men who could not 

walk to the regimental aid post (RAP). There triage, rest and sustenance were provided 

and those with minor wounds would return to the lines (Butler, 1938). Those requiring 

further treatment would be taken to larger and better equipped medical stations by 

ambulance bearers (Johnston, 2015a). 

 

The story of how RSBs were chosen for this dangerous role has many versions. An 

AAMC Regimental Medical Officer (RMO), Peter Braithwaite, noted in a 1943 article 

that they were recruited in three ways: “the undesirables and rejects, those with first 

aid training and the bandsmen” (p. 139). This criticism had some truth, as RSBs of 
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infantry units were often initially drawn from the unit band and trained as bearers, as 

their musical abilities became superfluous once fighting began. The use of bandsmen 

was discontinued as World War One progressed, partly as it took them away from their 

morale boosting activities and partly because it became apparent that selection on 

physical and mental attributes was vital (Johnston, 2015b). Physical strain was inherent 

in stretcher-bearing with heavy patients, long carries and difficult terrain (Johnston, 

2015a). 

 

The wounded men were then cleared from the RAP by ambulance bearers, who were 

part of the AAMC, to the dressing station (Butler, 1938). Ambulance bearers were 

members of Field Ambulance units and distinguishable by the Red Cross they wore on 

their left arm (Johnston, 2015b). They, unlike the RSBs, were protected by the 1906 

Geneva Convention and chose to be bearers or orderlies. There are stories surrounding 

this choice, one being that they were conscientious objectors made to carry casualties 

rather than fight, but this seems unlikely as all Australian soldiers in World War One 

were volunteers. There was no legal compulsion for conscientious objectors to join the 

army (Johnston, 2015a). However, official historian Charles Bean (1947) felt that there 

was some truth behind this myth, with bearers often being men who were less willing 

than others to kill, but wanted to do their patriotic duty. 

 

This unfounded prejudice caused bearers to be considered “cold-footers”, men 

unwilling to face the heat of battle with thoughts that working as a bearer was risk 

free. This was proven false as the reputation of bearers rose during and after Gallipoli 

(Johnston, 2015a). Bearers suffered heavy losses, carrying men great distances, 

rendering first aid with limited cover under sniper fire. Coupled with this physical 

strain was the mental anguish of coping with the pitiful cries of the wounded that they, 

at times, could not help. This dedication to duty and selflessness did not reflect the 

supposedly archetypal bearer: that of a man who would save lives but, due to 

conscience, would not take them (Johnston, 2015b). One such bearer who has become 

synonymous with this reputation is John Simpson Kirkpatrick. The legend of Simpson 

and his donkey in World War One has become the epitome of the ANZAC spirit (Pearn 

& Gardner-Medwin, 2003). His tale has become folklore despite the fact that he never 

actually carried wounded at the front line; a romantic figure whose stories are lacking 
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in historical accuracy. His apparent selfless heroism has seen him adopted as part of 

the mythology of Gallipoli, despite limited evidence of his actual contribution to the 

saving of lives in his limited twenty-four days carrying the wounded, prior to his death 

(Meacham, 2015). His efforts became legendary, even more so after his death, as he 

represented the quintessential qualities so valued: “he was courageous, dependable 

and willing to make the ultimate sacrifice for his comrades” (Austin & Austin, 2010, p. 

45). Historian Peter Cochrane (2014) links this timeless homage to a character seen as 

a selfless hero to his personification as an everyday hero that people could identify 

with, as well as the Christian symbolism of the donkey with echoes of another biblical 

martyr. 

 

Bearers earned their reputation for courage and self-sacrifice, with Bean declaring 

their work “more deadly than that of the riflemen” (1941, p. 555), with their work 

preventing them from taking cover when others could (Johnston, 2015a). This related 

to all bearer types as they appeared in full view of enemy rifles and at risk of being 

struck by shells (Johnston, 2015a). As well as carrying casualties, the bearers treated 

them. It was their job to stop haemorrhage and apply tourniquets and splints, often 

with no prior medical experience. They learnt on the battlefield, with their first 

exposure to a casualty often being one they themselves had to treat (Johnston, 

2015b). They had to deal with the sights, sounds and smells of battle, never before 

encountered, with no experience or training. One bearer spoke of “heart-breaking 

cases that try the nerve of the strongest” (Johnston, 2015b, p. 12). These men saw the 

horrors of war up close, dealing directly with pain and death, with the care they 

provided often the difference between life and death. This brought with it the 

agonising responsibility of choosing which of the wounded to treat (Johnston, 2015a). 

These experiences and choices were difficult for many, forming character and guiding 

future decisions. That this was an opportunity for self-growth and personal realisation 

was supported by Dilthey when he reflected that “object and cause, substance and 

reality are but ideas grounded in experience, with the personal result being if the soul 

seems to succeed in beholding the subject of the natural process itself, stripped of its 

veil, it finds in this its own self” (as cited in Stein, 1924, p. 341). 
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In 1906, after experiences in the South African War of 1899–1902, to facilitate better 

organisation of field casualty retrieval, the Field Ambulance divisions were created to 

combine field hospital and bearer divisions (Butler, 1938). This was adopted by the 

Australian Army from the British model (Austin, 2012). Australia had adopted the field 

ambulance as a unit from the British model to correct an organisational issue that 

arose in the Boer War where stretcher-bearers and dressing stations operated 

independently. To ensure appropriate casualty evacuation it was noted that these 

components must be part of the same unit and under medical command. From this, 

the Field Ambulance was created, responsible for casualty collection from forward 

positions in the front line, stabilisation on the field, then evacuation to the rear 

(Likeman, 2003). 

 

Each Field Ambulance division was divided into a stretcher division and tent division, 

which was staffed by nursing orderlies or medical assistants, known more familiarly as 

just “medics”, orderlies and drivers (Likeman, 2003). Then, as now, the medic role was 

to assist the medical officers with resuscitation and stabilisation prior to further 

evacuation. The current army medic described in this thesis is a combination of this 

medical assistant role, providing medical care within a field hospital environment, and 

the stretcher-bearer who rendered first aid and provided evacuation to definitive care 

in the field. 

 

It was the integration of evacuation and treatment at all levels that gave the Field 

Ambulance unit its unique capability (Likeman, 2003). These divisions could be 

deployed in smaller sections, giving greater flexibility in deploying medical care in the 

field (Tyquin, 2003). This reorganisation became a vital link in the evacuation of the 

sick and wounded (Butler, 1938). The only potential weakness was that, as field 

ambulances could operate directly behind the RAP, they could be overwhelmed by 

casualties and lose their mobility (Tyquin, 2003). The role of the field ambulance was 

described as “the collection, professional care and treatment of the sick and wounded 

and for their evacuation” (Austin, 2012, p. 10). 
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Role Development 

Prior to World War One in the period from 1902 to 1906 a number of important 

recommendations were put in place in the Royal Army Medical Corps (RAMC) in Great 

Britain that had ramifications for the corps in Australia. Military and political 

developments such as the large casualty estimates arising from the Russo-Japanese 

War and the 1906 Geneva Convention spurred key developments relating to training 

and organisation (Tyquin, 2003). 

 

During the Great War the treatment of casualties comprised a staged process. The 

Regimental Medical Officer (RMO) was the first link in the evacuation chain, provided 

with two orderlies and sixteen regimental stretcher-bearers. These combatant bearers 

would discard their weapons when action started and would assume the Red Cross 

brassard as described by the Geneva Convention and carry the wounded to the RAP 

(Butler, 1938). In order for medical treatment to commence as soon as possible, an 

RAP was set up a few metres behind the front line with a medical officer, medical 

orderlies and stretcher-bearers where wounded were treated and returned to battle 

or evacuated to the advanced dressing station (Verco et al., 2014). The RAP may have 

been in a dugout, a ruined house or deep shell hole, sufficient only to carry out first 

aid, with no capacity to hold the wounded who made their own way there or were 

brought in by members of their unit or stretcher-bearers (Royal Army Medical Corps, 

2007). During this war medics were required for the first time to rush forward with the 

troops, stopping the bleeding and bringing the wounded back to the RAP (Royal 

Australian Army Medical Corps, n.d.). 

 

The Field Ambulance controlled the forward section of the evacuation chain consisting 

of advanced dressing stations (ADS) set up behind the RAP, collecting posts (CP), relay 

posts (RP) and main dressing station (MDS) with teams of stretcher-bearers (Verco et 

al., 2014). The wounded made their way to the ADS and MDS in hand carriages, 

wheeled stretchers or with the aid of stretcher-bearers. CP and RP were utilised to 

avoid congestion of wounded, with teams of stretcher-bearers carrying them for up to 

four miles over muddy and shell-ridden ground, inaccessible by motor or horse 

transport (Royal Army Medical Corps, 2007). The creation of these Field Ambulance 

units was designed to ensure the most efficient collection, treatment and evacuation 



64 

of the wounded from the battlelines, with the bearers, their transport and the dressing 

stations being all part of the same unit. This resulted in a unit that could collect, treat 

and feed its patients and move itself in close contact with the units it was tasked to 

support. This an improvement from the British model from which it was adapted 

(Austin, 2012).  

A Dangerous Role 

The collection of wounded from the battlefield was dangerous work for the unarmed 

bearers for, whilst the enemy might not deliberately fire on the Red Cross, shell fire 

does not discriminate. Many perished with their patients on the trek to the dressing 

stations (Austin, 2012). They undertook this perilous task with a sense of duty to their 

mates and their team members, the intense preoccupation with their task minimising 

their sense of danger (Johnston, 2015b). Whilst it is against the dictate of the Geneva 

Convention to fire on any soldier wearing the internationally recognised symbol of the 

Red Cross, many did not adhere to these rules and medics were often targeted whilst 

carrying wounded men, anecdotally stating they removed the cross at night to avoid 

being targeted (Nichol & Rennell, 2009). It appeared some Australian bearers took 

pride in appearing nonchalant under fire with an apparent “complete indifference to 

shell fire” (Johnston, 2015a, p. 49). This danger was emphasised in an article in the 

Australian Nurses Journal of 1918 which spoke of the loss of bearers in large numbers: 

“A shell landed amongst a party of 23 of our stretcher-bearers. Five were killed, 15 

wounded. There are only 30 of the original Field Ambulance with us now” (Australian 

Nurses Journal, 1918, p. 12) 

 

World War One bearers reported of being continually sniped at whilst carrying 

wounded along the beach at Gallipoli to the longboats for evacuation (Johnston, 

2015b). Many teams utilised a white flag on a stick to indicate they were carrying 

wounded and, whilst this was not officially sanctioned, it appeared to provide some 

protection as it was recognised and utilised by both Australian and German bearers 

(Gooding, 2013). Many bearers, however, continued on unprotected and appearing 

unstoppable, with one squad carrying a casualty under heavy fire and remarking at the 

suggestion of lowering the stretcher and waiting till shelling ceased that “if we’re going 

to be hit, we shall be whether walking or crouching” (Johnston, 2015a, p. 49). Dilthey 
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explains this apparent disregard for one’s own safety in the face of grave danger. He 

suggests that in extreme circumstances “particular states of life emerge: differentiated 

states of self, feelings of the diminution or intensification of one’s existence, desire for 

an object, fear, or hope” (2002, p. 134). The existential situation moves the individual 

to act beyond their normal capacity, and with a different level of emotion and 

reasoning. 

 

Whilst stretcher-bearers won many awards for bravery, the issue of awarding the 

Victoria Cross (VC) to bearers in World War One was controversial, not least because 

the most well-known stretcher-bearer of World War One, Private Jack Simpson 

(Kirkpatrick) of the 3rd Field Ambulance, did not receive one (Austin & Austin, 2010). 

This resulted in directions from British High Command in August 1916 relating to the 

future awarding of VC to acts “only of conspicuous gallantry which are materially 

conductive to the gaining of a victory … gallantry in life saving will not be considered 

for the award of the VC”. Further clarification followed in September of the same year 

that the award was not to be given for “the rescue of wounded excepting for those 

whose duty it is to care for such cases” (Johnston, 2015b, p. 16). 

 

As British stretcher-bearers continued to be awarded the VC, there appeared to be a 

misinterpretation of the role of the stretcher-bearer in the care of the wounded by the 

Australian command (Johnston, 2015b). Charles Bean concluded in 1947 that, although 

the failure to award the VC to Australian stretcher-bearers was based on a 

misunderstanding, they did however win “the award they would most have coveted – 

the highest place in the estimate of all their comrades” (Bean, 1947, p. 117). This 

omission of recognised military awards later became controversial, especially as many 

soldiers, uncountable in number, became temporary bearers when ordered to do so or 

helped in an emergency due to fatigue or shortages of bearers (Johnston, 2015b). 

Casualty Care 

The perceived protection of the white flag, whilst possibly useful against sniper attack, 

was however minimal. Often the trenches were so full of dead and wounded that the 

bearers had to climb out of the protection of the trenches and carry in the open, with 

continual shell fire, to get a wounded soldier to a dressing station (Gooding, 2013). 
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During World War One this “carry” was done utilising wooden hand-held stretchers 

consisting of tanned canvas stretched across two poles kept rigid by hinged bars that 

could be folded when the stretcher closed. Two men could lift one, but if they were to 

be carried any distance four bearers were required. If conditions allowed, various 

animal-drawn stretchers were utilised to transport wounded, such as paired chairs 

known as “cacolets” slung across mules or camels (Johnston, 2015b). Great effort was 

required to carry the wounded. Military historian John Kirkup has written that all sides 

of the conflict in World War One “selected strong fit men for this gruelling and 

responsible work. Frequently there was a woeful lack of bearers because of losses in 

enemy fire” (2003, p. 455). It was also dangerous work. In one action in the Somme, 

“the whole of the regimental stretcher bearers of one battalion, 32 in number, became 

casualties in one morning” (Kirkup, 2003, p. 455). 

 

The casualty clearing station (CCS) was designed to facilitate movement of casualties 

from battlefield to the hospitals and as such was located about midway from front line 

to base area. They were very large units with a minimum of 50 beds and 150 stretchers 

in order to treat 200 sick and injured at any time (Verco et al., 2014). The CCS carried 

its own tents and huts to create medical and surgical units as well as kitchens, 

operating theatres, ablution blocks and accommodation for staff. This was the first line 

of surgery and the furthest forward that nursing staff were located, but treatment was 

still limited (Royal Army Medical Corps, 2007). The next stage was a stationary 

hospital, which in itself is a misnomer for, whilst some were located in hotels or 

abandoned hospitals, many were huts constructed on the ground and as mobile as the 

CCS. They provided more definitive treatment, and were designed for a patient to 

remain until fit to return to their unit or for onward movement via hospital ships for 

specialist work or repatriation to Australia (Verco et al., 2014). 

 

Significant resources were allocated to the medical services. A diagram of an Australian 

casualty clearing station in France in July 1918 is offered by historian John Kirkup 

(2003), who comments that it was exceptionally well-organised as bearers could cross 

26 miles and bring the wounded to medical help within four hours. This was faster 

than most other casualty evacuations on the Western Front. 
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The structure of the Field Ambulance division consisted of a headquarters, transport 

and three sections, A, B and C. Each section was divided into two subdivisions: a tent 

subdivision, of doctors and nursing orderlies, and a bearer subdivision of doctors and 

stretcher-bearers. When selecting men for these Field Ambulance divisions, which 

were considered specialist units, previous experience was an important factor, with 

preference given to men with a St John certificate or previously hospital experience 

such as medical students, orderlies or ambulance drivers (Austin, 2012). 

The Medic Role  

World War One saw the commencement of some training for medics. They were no 

longer considered expendable, but a vital component of casualty care (Royal Australian 

Army Medical Corps, n.d.). Medics and bearers performed their hazardous and tiring 

duties spurred on by cries of “have you forgotten me, Cobbers”, and “water” from 

their fellow soldiers, determined to save as many as possible (Austin, 2012, p. 37). 

Transport used to evacuate the wounded varied depending on the terrain, from the 

traditional stretcher used in the trenches to mounted brigade ambulances, the camel-

borne cacolet, to light wide-wheeled carts and eventually the motorised ambulance 

(Tyquin, 2003). At times the shortage of stretchers, rough terrain or heavy fire led 

bearers to carry men on their backs (Johnston, 2015b). The tradition of caring for all 

wounded was cemented in this environment, but was not always appreciated, with a 

bearer from the 9th Australian Field Ambulance, Paul Druitt, recounting in 1916 that 

whilst carrying a wounded German prisoner in Belgium through snow he “took off his 

overcoat to place over him; he was badly wounded, and as I drew my coat up towards 

his chin, he bit me!” (Likeman, 2003, p. 22). 

 

The army medic also had a role to keep troops fit to fight, conducting a daily sick 

parade and dealing with minor issues, determining if a man was fit for duty and 

dispensing medications (Tyquin, 2003). Disease prevention and hygiene and the 

limitation of preventable diseases was vital in maintaining a fighting force. This 

component of the medic role is even more important today. Unfortunately, the extent 

of sickness was not a consideration of the war offensive, causing the casualty clearing 

stations and field ambulances to be swamped with casualties. Many wounded men 

died in overcrowded facilities. This overwhelmed the canvas wards and put 
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considerable pressure on the medical staff, at the height of one major offensive 

causing “the conditions under which we had to work resulting in all our officers going 

away ill” (Tyquin, 2003, p. 151). 

 

This inability to care appropriately would also have caused considerable mental strain 

on the medical staff as they attempted to care for the overwhelming numbers of 

wounded and ill men. This mental anguish would become the substance of nightmares 

and never forgotten (Garton, 2020). It would also assist in creating the war experiences 

and stories that were retold by these people in the future as they shared a common 

bond of experience. As Dilthey stated: “The individual slant which colours the personal 

knowledge of life is corrected and enlarged by the common experience” (1979, p. 179). 

Thus the beliefs and recollections of an individual are supported and enhanced by a 

coherent circle of people with common experiences such as war, enhanced by a bond 

such as that of military service. 

Aftermath of World War I 

The motto of the AAMC, “Paulatim – little by little”, was bestowed by Surgeon General 

Colonel W. D. C. Williams, in which he alluded to the slow growth of the corps. In an 

address to the United Services Institute in 1893 he commented on what he believed 

was the “slow growth of the medical services, not only in the colonies but all over the 

world, springing from seeds on none too favourable ground, badly cared for in their 

early growth, occasionally pruned to such an extent so as to cut them down 

altogether” (Royal Australian Army Medical Corps n.d.). 

 

The time between the First and Second World Wars was a difficult period for the 

Australian Army as many Australians felt that the economic burden of World War One 

achieved little and there was a call for disarmament (Terrett & Taubert, 2015). 

However, after the war military medicine advanced, and training became a priority 

both in fighting and medical care, with medics learning field craft for the protection of 

their patients (RAAMC, nd). World War One responsibilities created a steep learning 

curve for the AAMC, especially in battles such as Gallipoli, where huge casualties were 

sustained, causing the medical evacuation system to struggle to cope and at times 

break down. Factors contributing to the breakdown of the medical system included 



69 

poor organisation and communication, lack of space in the RAPs and equipment such 

as stretchers, lack of hospital ships which caused difficulties with evacuation of 

wounded and insufficient medical staff to support such a force (Tyquin, 2003). 

World War Two 

In World War Two, Australian casualties had the benefit of major advances in medicine 

including blood transfusions and sulphur-based drugs to treat wounds (Johnston, 

2015b). Soldiers now had an 85% survival rate if treated by a medic in the first hour. 

This was three times greater that in World War One (RAAMC, n.d.). However, 

stretcher-bearers were as necessary as ever, with their role being similar to that of the 

Great War, but with greater assistance from motorised vehicles when terrain was 

suitable (Walker, 1962). 

Korean War 

On 25 June 1950, the Korean People’s Army (of North Korea) invaded the Republic of 

Korea (South Korea), which was regarded as a challenge to the Western democracies. 

As a result the United Nations Security Council invited the UN membership to send 

forces to repel the North Korean Army. Australia joined this offensive in September 

1950 (Terrett & Taubert, 2015). The Korean War saw the advent of the helicopter to 

bring soldiers to the Mobile Army Surgical Hospital (MASH) unit, considered from a 

medical standpoint as an outstanding success (Swinney, 2015). This caused a need for 

upskilling for the medic as it allowed surgical skills to be transported close to the front 

line and rapid aeromedical evacuation to hospital facilities in hours rather than days as 

in World War One (Winter, 2011). 

1951–1962 

Between the years of 1951 and 1962 the military focus was on a more comprehensive 

system of regional security. In the Pacific area this was supported by the Australia, 

New Zealand and United States Security Treaty 1951, and the South-East Asia 

Collective Defence Treaty, which included United States (US), Australia, New Zealand, 

France, Britain, Pakistan, Thailand and the Philippines in 1954, that was designed to 

protect members from a communist attack (Terrett & Taubert, 2015). Australian 

troops were involved in the Malayan Emergency 1955 and the Indonesian 
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Confrontation 1964, and National Service as reintroduced in 1963 to deal with 

perceived security concerns in the region. The National Service Scheme, which 

involved two years of full-time duty if selected by ballot, was to overcome government 

misgivings regarding the army’s ability to deal with possible multiple deployments in 

Vietnam, Malaysia and Papua New Guinea (Terrett & Taubert, 2015). 

Vietnam War 

In 1962, following negotiations with the US and at the request of the non-communist 

Republic of Vietnam, Australian Army training advisors went to South Vietnam to assist 

with local forces training. In late 1964 the US proposed the introduction of a ground 

force in response to the deteriorating military situation in South Vietnam which led to 

Australian Army troops arriving in 1965. From 1968 public opinion in Australia became 

anti-war and the final Australian troops were withdrawn in 1972 by Prime Minister 

Gough Whitlam. More than 50,000 military personnel served there over the preceding 

ten years, many of whom were National Servicemen (Terrett & Taubert, 2015). This 

withdrawal ended 33 years of continual service for the Australian Army, which 

commenced with World War One continuing through the occupation of Japan, the 

Korean War, the Malayan Emergency, the Indonesian Confrontation and finally the 

Vietnam War (Australian Army, 2019). 

 

In Vietnam the medic’s job was to treat and evacuate. Medics utilised medevac 

helicopters to evacuate wounded soldiers. This evacuation, nicknamed “dustoff”, 

allowed treatment of the wounded whilst transporting them back to field hospitals, 

increasing the survival rate to 95% if treated within the first hour (Swinney, 2015). 

During Vietnam medics were armed for the first time, often dispensing with the Red 

Cross to avoid becoming a sniper target (Royal Australian Army Medical Corps, n.d.). 

Little by little (Tyquin, 2003, p. 499) quotes a poem written by L. Orrel (1992, p. 275) of 

9 RAR who served in Vietnam, which graphically portrays the medics’ role in Vietnam. 

It reflects their lack of fear for their own lives and care only for the patient, continuing 

the selfless tradition of the World War One stretcher-bearer: 

 

The Medic’s shirt was baked with sweat, his throat and mouth were dry, 
For he was caught in cross fire and must surely die, 
“Dustoff! Dustoff!” The Medic screamed, not one of fear or dread, 



71 

With desperation in his voice, he knew, the Sergeant would soon be dead. 
(Orrel, 1992, p. 275) 

 

From War to Peacekeeping Missions 

Australian Army commitments to international peacekeeping operations began in 1947 

and continue to the present day, contributing forces to Africa, the Middle East, Asia, 

Rhodesia, Sanai, Bougainville, Cambodia, Timor, Papua New Guinea, Somalia and 

Rwanda, with provision of protection to both humanitarian aid and medical units 

(Terrett & Taubert, 2015). 

 

In 1990 Iraq invaded Kuwait, initiating the First Gulf War. This initiated the United 

Nations (UN) sanctioned operation to liberate Kuwait, which was supported primarily 

by a Royal Australia Navy task group and Australian surgical teams (Terrett & Taubert, 

2015). Following a resumption of hostilities in Iraq in 2003, the Australian government 

made a more substantial commitment when a US-led coalition force invaded Iraq to 

defeat Saddam Hussein, President of Iraq, and support the establishment of a 

democratic state in Iraq (Terrett & Taubert, 2015). This was also part of the “War on 

Terror” launched as a result of the September 11 terrorist attack on the US in 2001 

(Terrett & Taubert, 2015, p. 49). Australia staged a three-phase deployment: 1) 

Operation BASTILLE: the build-up phase; 2) Operation FALCONER: the period of 

conflict; and 3) Operation CATALYST: the stabilisation and rebuilding phase, with a 

commitment of 1,450 Australian service personnel in Iraq at the height of this 

operation (Terrett & Taubert, 2015). 

 

After the terrorist attack in 2001 the Australian government invoked the mutual 

defence clause of the Australia, New Zealand and United States Security Treaty 

(ANZUS) to commit Australian combat forces to the International Coalition Against 

Terrorism, which was designated Operation SLIPPER. This operation was designed to 

quell the perpetrators of the terrorist arracks, al-Qaeda. Al-Qaeda were operating from 

the Taliban-governed country of Afghanistan. After a year of intense operations the 

force was decreased to a small number of personnel. In 2005 following an upsurge in 

Taliban activity the Australian government recommitted ground forces to support a 

reconstruction task in 2006. In 2013 the Australian government announced the 
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withdrawal of all combat troops from Afghanistan (Australian Army, 2019). Despite this 

withdrawal in 2014, Australian troops continue to be deployed in small numbers in the 

Middle East. 

 

From a medical perspective in Iraq and Afghanistan, due to increased safety and 

security issues from indirect weapons and probing attacks, surgical facilities needed to 

be placed further away from the battlespace. This increased the reliance on stabilising 

the patient early at the battle scene and an established evacuation system requiring 

highly trained initial responders and specialised evacuation medical crews (Swinney, 

2015). For this to occur, specialised training was required for medics as the army’s first 

responders. 

 

This conflict, described in an Australian Army documentary as “The Longest War” 

(Australian Army, 2019), had varying intensity of military support, classed as 

reconstruction, and mentoring and reconstruction. These were discussed by the 

interviewed medics. These unique phases of deployment held differing levels of danger 

to Australian troops, and thus differing roles for the army medics (Bowen, 2010). 

Afghanistan saw the first Australian military death since the Vietnam War. The 

immediacy and intimacy of this death, and others to follow, exposed openly to the 

Australian public due to live television coverage and social media, had an impact on 

the medics caring for these service people. This explicit media coverage exposed 

soldiers to scrutiny never before experienced, which has a direct impact on their 

mental health and reintegration home after their deployment as their actions are 

challenged and their responsibilities questioned. It has also become a platform for 

legal enquiries that challenge the integrity of a number of Australian soldiers. These 

issues are explored in Chapter 9. 

A Need for Change 

Army medics are considered the frontline medical defence during wartime. Their self-

sacrifice and dedication to caring for wounded soldiers, often under fire, make them 

unique. To carry out this role they must develop personal and professional resilience 

to manage combat stressors and traumatic events that are encountered in this 

specialised and varied role (Abraham et al., 2018). 
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For the medical corps the last two decades of the twentieth century saw extreme 

change as economic pressure resulted in a need for more effective use of resources 

and amalgamation of some medical services of the army, navy and air force to improve 

care provision. Post-Vietnam the delivery of medic training was inconsistent across the 

services and became a controversial issue (Tyquin, 2000). Concerns regarding training 

standards for army medics were highlighted initially through the response of various 

ambulance services to medics applying for jobs, indicating that their training level was 

very low. After 1988 until 2010, army medic training did not automatically lead to the 

civilian qualification of EN as “their training was deemed no longer sufficient for 

immediate accreditation by the various nursing boards of Australia” (Tyquin, 2003, p. 

548). In 1994, Lieutenant-Colonel A. Summers raised concerns about medic training in 

an edition of the corps magazine, Paulatim:  

 

I suspect that the medical assistant of yesterday deployed in a wartime 
situation got on by good luck, quick on-the-job training and an attitude that 
anything is better than nothing, so short cuts and practices unacceptable today 
were excused by the urgency of the situation. (1994, p. 31) 

 

Defence reviews at the time suggested the formation of a joint, tri-service health 

school for medic training after review of the medic role revealed many similarities. This 

process commenced with the announcement in 1997 of the move of the Health 

Services Wing from Portsea to Bonegilla in northern Victoria (Tyquin, 2003). In the 

Defence White Paper in 1987, two issues were identified: “the type of medical support 

required by the field army cannot be found in the civilian infrastructure” and “in 

peacetime a field medical service depends for its preparedness  … the opportunity to 

develop clinical skills in service hospitals” (Department of Defence, n.d). The current 

medic training program was designed with these requirements in mind. 

Current Training 

The current Australian Army medics are highly trained healthcare providers who work 

in a multidisciplinary team to support and maintain the health and wellbeing of 

personnel in both operational and non-operational environments. After initial army 

basic training their specialised training consists of an 18-month course which includes 

a Diploma in Nursing (EN), and a Diploma of Paramedical Science (Department of 
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Defence, 2019). They are therefore soldiers first and medics second. This role 

dichotomy is further discussed in Chapter 4 on role conflict and ethical considerations, 

and within my interviews. Medics therefore attain civilian national registration as ENs 

with the Nursing and Midwifery Board of Australia, allowing them to practice outside 

of defence. This comprehensive training is designed to prepare the medic for both 

peacetime medical care and support of deployed troops overseas as part of a fighting 

battalion. The training modules encompass defence health, a Diploma of Nursing and 

military medicine and include clinical placements in both nursing and paramedic 

environments. It also encompasses military history, the Geneva Conventions, 

humanitarian law and many other fundamental aspects of the role of the medic 

(Australian Army Medical Corps, 2010). 

 

The EN scope of practice will vary according to context and education, but they 

primarily work with a registered nurse (RN) as part of a healthcare team to deliver 

patient-centred care in accordance with the EN standards for practice. This supervision 

may be direct or indirect, but this support and guidance is critical to patient safety as 

the RN has higher qualifications and is responsible for autonomous practice (Australian 

Nursing and Midwifery Accreditation Council, 2016). ENs constitute one-fifth of the 

total nursing workforce and are considered “subordinate” nurses who, despite an 

increasing scope of practice in recent times, still legally require this supervision 

(Schwartz, 2019, p. 9). Australian medics now comply with these standards whilst in 

Australia. However, due to the variety and location of their treatment environments 

they are able to undertake routine and emergency management independently in the 

absence of a nurse or doctor under defence emergency conditions and individual 

practice guidelines when on overseas deployment (Department of Defence, 2019). 

 

This requirement for solo and therefore unsupervised practice, which is outside the 

scope of an EN, leads many in the defence force to question the suitability of the EN 

course as a major component of the current medic training course. Some, including 

many of the medics interviewed, believe that paramedic qualifications would be a 

better option. Whilst the current medic course does include a Diploma of Paramedical 

Science, this is not a complete qualification and does not allow the medic to gain 

external recognition as a paramedic. To gain accreditation as a paramedic through the 
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AHPRA, an individual requires a Bachelor of Paramedic Science, a three-year degree 

through an Australian university (AHPRA, 2019). Paramedics are considered first 

responders, arriving at an emergency scene and assessing, treating and stabilising the 

patient before transfer to more definitive care. They provide rapid response and care 

in the out-of-hospital environment without direct supervision (Paramedics Australia, 

2012). 

 

As ADF medics are also responsible for initial primary health care as solo practitioners 

in times of conflict or disaster or in peacetime operations, many believe this 

qualification is more suited to the medic role. This is especially so now, as national 

registration of paramedics in 2018 caused their pre-hospital care training to adhere to 

a cohesive set of standards. This training focuses on rapid transport, early intervention 

and prevention of secondary injury, but it has also seen an increase in training in 

medication administration, complex medical procedures and differential diagnosis. 

Whilst paramedics continue to work predominantly on the scene of an accident or 

disaster, their training in advanced interventions and increased focus in their scope of 

practice on non-clinical skills such as triage and leadership creates greater 

opportunities to adapt to varied clinical and hospital settings (D’Arcy, 2018). 

 

As a result of this broader national scope of practice, integration of the paramedicine 

degree in some format as an external qualification is considered by many to be a 

better fit for a medic’s training, with inspiration drawn from other military 

organisations. The Physician’s Assistants in the United States military, who provide 

primary health care under the authority of a physician, but without direct supervision, 

and the Extended Care practitioners in the United Kingdom, who perform assessment, 

management and referrals in a clinical setting, are good role models (Westphalen, 

2019). Indeed in Australia paramedics in rural and remote areas integrate well into 

primary health care with an extended scope of practice including skills such as wound 

care, phlebotomy, vascular access and resuscitation, all of which are part of the 

current medic training course (D’Arcy, 2018). 

 

Added to this is the importance of keeping the medic clinically current to provide the 

best possible emergency trauma care on deployment in hostile environments. This is 
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difficult when many do not work in clinical environments providing care on a daily 

basis, causing a decline in their clinical skills (Georgiadis, 2018). This may require 

development of ongoing training packages or more clinical practice in the civilian 

environment. Appropriate pre-deployment training is also a vital component of 

medic’s preparation to ensure they are competent to provide the required care under 

combat conditions. This issue of medic training is subject to ongoing debate. 

 

The history of this specialised group is important to our understanding of the 

individuals whose stories are told, through their own writings and utterances, in the 

following chapters. According to Dilthey, to understand a person and their experiences 

we must understand what has been going on in their mind. We build a picture of their 

thoughts by analogy with the thoughts of others, and our own (Hodges, 2010). As 

Dilthey stated: 

 

The experiences of other individuals are intelligible to me because they are the 
realisation of possibilities present also in me; transpersonal systems can be 
understood because they proceed from the same human nature which I 
observe in myself and in others. (1992, p. 278) 

 

Chapter Summary 

This chapter focused on the development of the medic role from the World War One  

stretcher-bearer to the modern day highly trained healthcare professional who is 

responsible for care of soldiers both in Australia and overseas. This evolution was 

mapped to Australia’s involvement in wars, peacekeeping missions and humanitarian 

aid to demonstrate how this vocation has adapted as army requirements, battle 

strategies and casualty care have evolved. Whilst the role now has greater depth and 

training compared to World War One, the same focus on saving the lives of their team 

remains paramount in the mind of the medic. 

 

The following chapter, entitled “Role Conflict and Ethical Challenges”, examines the 

role duality and ethical and legal considerations of the Australian Army medic as both a 

soldier and a nurse. It discusses the professional obligations and dual responsibilities 

that occur in zones of war. Personal and professional dilemmas are investigated with 

reference to the literature, providing a background for the interviewee responses. It 
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also examines the part the Geneva Conventions play in the legal responsibilities of 

medical personnel when performing their duties in the arena of armed conflict. 
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Chapter 4 

Role Conflict and Ethical Challenges 

 

[O]n the battlefield, military healthcare is an adjunct of war, it does not speak 
to saving the lives of soldiers as an end in itself, but of salvaging their lives so 

they can fight. (Gross, 2008, p. 5) 

 

Introduction 

This chapter explores the ethical considerations that underpin the role of the 

Australian Army medic. They are both a soldier, part of a military organisation, as well 

as an enrolled nurse with a corresponding duty of care. Both roles have ethical, legal 

and professional responsibilities and codes of conduct. This chapter discusses how 

components of these roles can, at times, be in direct conflict with each other and how 

these dual responsibilities can cause personal and professional dilemmas that must be 

faced by the individual in order to perform their duties both in Australia and in foreign 

conflicts. War has been described by Griffiths and Jasper as the “antithesis of health on 

all levels; spiritual, physical, psychological and economical” (2008, p. 92). This poses 

unique challenges to nurses working in military organisations on overseas deployment 

where there is a need to operate as both a nurse and a soldier, described in some 

literature as the “warrior nurse” (Griffiths & Jasper, 2008, p. 96). It has even been 

suggested that military medical personnel, due to this role duality and constant 

exposure to death and severe or life-threatening injury, are at a higher risk of 

psychological injury than non-medical deployed servicemen and women (Gibbons et 

al., 2011). 

Nursing Ethics 

All healthcare professionals, military or civilian, owe their patients a duty of care 

regardless of the location or the circumstances in which they give this care. Nurses 

have ethical, professional and legal accountability. Therefore for the army medic, who 

is also recognised as a civilian nurse, their duties of care are guided, and legally 

governed, by the NMBA codes of ethics (NMBA, 2018a) and professional conduct 

(NMBA, 2018b). These legal principles protect patients as the concept of duty of care, 

which is legally binding, provides a framework for care in situations where 
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accountability arises. Healthcare ethics are a set of principles which set boundaries and 

provide a framework for professional decision-making (Nathanson, 2013). 

 

The Code of Professional Conduct for Nurses in Australia sets minimum standards, 

providing a framework for legally and professionally accountable nursing practice 

(NMBA, 2018b). Professional conduct refers to the manner in which a person behaves 

whilst acting in a professional capacity. For nurses this relates to providing clinical care 

in a safe, competent and ethical way; adhering to laws and healthcare standards; 

whilst caring for people in a confidential and respectful manner (NMBA, 2018b). This is 

achieved by mandated conduct statements that, if breached by a nurse, could be 

determined as professional misconduct that may result in loss of registration and 

possible criminal conviction. These statements relate to respect for the dignity, 

culture, ethnicity and beliefs of patients and colleagues, provision of confidential and 

impartial care, promotion of trust between themselves, patients and the community, 

and always practising professionally and ethically. 

 

This code of conduct is supported by the Code of Ethics for Nurses in Australia, which 

outlines the nursing profession’s commitment to respect, protect and uphold the 

rights of people who are both recipients and providers of nursing and health care 

(NMBA, 2018a). The purpose of this code is to identify ethical standards and values to 

which the nursing profession is committed, providing a reference point from which to 

reflect on their own and others’ conduct and guiding ethical decision-making and 

practice that upholds human rights (NMBA, 2018a). A code of ethics helps a person 

decide what to do in complex or difficult situations. Nursing ethics has been described 

as “an analytical activity where concepts, beliefs, attitudes, reasons and arguments 

underlying medico-moral decisions are examined critically” (Berglund, 2012, p. 88). 

This decision-making is guided by value statements that recognise the critical 

relationship between health and human rights and the moral responsibility to 

safeguard the inherent dignity and equal worth of everyone (United Nations, 1978). 

 

When considering these codes and their implications for health care provided by the 

military medic, both in Australia and overseas, consideration should also be given to 

the Standards for Practice: Enrolled Nurses, as the medic is qualified as an enrolled 
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nurse (EN) and thus governed by these standards (Nursing and Midwifery Board of 

Australia, 2019). These core practice standards provide the framework for assessing EN 

practice. They reflect the role of the EN within the health environment and provide a 

framework to assess competence to practice in a variety of settings. Being clinically 

focused, they reflect the EN’s capability to provide direct and indirect care, engage in 

reflective and analytical practice and demonstrate professional and collaborative 

behaviour (NMBA, 2019).  

Duty of Care 

All Australian nurses, irrespective of whether they are military or civilian, owe their 

patients a duty of care regardless of the location or situation in which they give this 

care (NMBA, 2018b). The nursing codes are clear and comprehensive, setting clinical 

boundaries for all nurses and ensuring they are liable for the consequences of careless 

clinical practice and behaviour. However, the difficulty with legal and professional 

nursing accountability standards that are comprehensive and wide ranging is, in the 

case of the army medic, that they may conflict with military orders and discipline. 

Some of these standards appear to be an almost physical impediment for a nurse 

providing care in a battlefield environment (Kelly, 2010). Military nurses’ duty of care 

on the battlefield may be constrained by military orders, and may breach their NMBA 

code of ethics by not making the patient their first concern (Kelly, 2010). A strong 

knowledge and understanding of healthcare-specific ethical codes and principles can 

help those under pressure maintain clarity and vision, assisting in ethical decision-

making (Nathanson, 2013). 

Military Ethics 

As a result of these definitive codes, it is clear that, if military healthcare professionals 

(MHCP) who are deployed on the battlefield to provide medical support for soldiers 

find a soldier requiring treatment, they have a legal, ethical and moral responsibility to 

that patient (Tschudin & Schmitz, 2003) and are duty bound to assist casualties (Kelly, 

2010). However, if this professional and legal accountability conflicts with military 

orders in the battlefield, the MHCP is faced with an ethical dilemma as to what course 

of action to take (Kelly, 2010). They may also be liable for military discipline and 

punishment if they fail to obey a direct order (Defence Force Discipline Act 1982 (Cth)), 
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causing greater conflict and confusion about which decision to make under what are 

already stressful circumstances. This emphasises a clear difference between a civilian 

emergency situation where a nurse’s priority is care of people, and the military nurse 

on the battlefield where they are part of an organisation involved in fighting. Whilst 

nurses in the military environment adhere to the nursing standards of practice and 

codes of conduct, they are also subject to military training and discipline and the 

expectations of their fighting peers. This can cause challenges in the delivery of care 

(Ormsby et al., 2016). 

 

The military medic is thus bound by two sets of doctrine within their dual roles of 

soldier and nurse. This requires them to have an explicit knowledge and understanding 

of these roles to enable them to function within the boundaries of both so as to 

reconcile ethical dilemmas that may occur if they are in conflict with each other. 

 

As Dilthey states: 

 

Every organized unit in a state acquires a knowledge of itself, of the rules on 
which its existence is founded and its place in the whole. It enjoys what has 
become valuable within it and realizes the intrinsic purposes which maintain 
and further its existence. (1979, p. 181)  

 

This profound statement is true both of the role of the soldier, and of the nurse. The 

soldier medic then is bound by their self-knowledge of their, at times conflicting, 

governing roles. 

 

Soldier medics, as part of military health care, are also governed by an enforced 

command structure that directs that they care for their patients not as individuals but 

as part of the fighting force (Gross, 2008). Gross (2008) highlights the different ethical 

and moral concepts that military nurses have compared to civilian nurses, with civilian 

nurses treating patients according to injury severity, not based on their requirement to 

fight a battle. Thus military orders and discipline can become an impediment for 

military nurses making decisions related to patient care. According to Tripodi (2006) 

these dilemmas are overcome by a soldier’s basic training, which teaches them to act 

without thinking of the moral or legal responsibilities of their actions, but this may be 
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morally repugnant to nurses and may breach their nursing principles and legal 

responsibilities. This would also challenge their ethical convictions, possibly arousing 

moral emotions such as guilt or shame (Frame, 2015). 

 

Whilst civilian nurses must follow civilian medical orders, a civilian order is more 

patient focused than a military one, and can be challenged. This is a major point of 

difference between military and civilian medical services. For civilian nurses patient 

healthcare needs are paramount, but for military medics operational effectiveness 

takes precedence as they are soldiers first. Thus determining which duty comes first is 

paramount (Harper, 2006). The issue of how the army medic sees themselves, as 

primarily a soldier or a medic, was explored by the medics interviewed in this research. 

This “duty first” issue raises the question of the legal and ethical conflict faced by 

military medics, especially in warzones. They can be acting legally and ethically 

according to one set of guiding principles, but only by compromising legality and 

ethical principles in their competing role (Toner, 2006). Nursing duties may come into 

conflict with non-nursing duties of a soldier that manifest in times of war, creating a 

dual-loyalties conflict (Allhoff, 2008). 

 

On the battlefield, military orders can at times interfere with the nurse–patient 

relationship. Military medics may be caught in the middle of mismatched military 

objectives and medical requirements, as they embody two professions with potentially 

divergent responsibilities (Enemark, 2008). They also encounter circumstances where 

they face a dual-loyalties conundrum in instances such as triage and medical 

neutrality, especially when compounded with resource constraints (Tripodi, 2006). 

Dual Loyalties 

Dual loyalty can be understood as the existence of simultaneous obligations that might 

come into conflict with each other (Allhoff, 2008). What happens when the need for 

medical attention exceeds supply and a decision must be made about how resources, 

both human and material, should be allocated and when the wounded are both from 

allied and enemy forces? Conflict arises as to who should be treated first, those with 

the most need or those on “our side”, with medical neutrality in conflict with battle 

strategies (Allhoff, 2008). 
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Military medical personnel in war or peacekeeping operations have simultaneous 

obligations, whether express or implied, to a patient and to a third party, in this case 

the Australian Defence Force, and this challenges these health professionals (Allhoff, 

2008). The commitment to render care to wounded persons may clash with their 

obligations to the chain of command and to obey orders. When these responsibilities 

come into conflict, which has more weight or exerts more pressure? Some direction is 

given to physicians by the World Medical Association, which states that medical ethics 

in times of war are identical to those in times of peace; thus if physicians have 

conflicting loyalties in performing their professional duty, their primary obligation is to 

their patients (World Medical Association, 2006). The Geneva Conventions, which will 

be discussed in greater detail later in this chapter, also give guidance to all health 

professionals in times of war (Tripodi, 2006). These “overarching broad codes which 

cover work done by healthcare workers in a variety of circumstances do not isolate 

times of war or work in warfare as” having differing ethical principles (Nathanson, 

2013, p. 193). 

 

Another area where the dual-loyalties conundrum may arise for nurses is in patient 

advocacy. This encapsulates the moral obligation to protect patients from harm, which 

is an essential component of a nurse’s professional role (NMBA, 2018b). However, for 

a military nurse bureaucratic advocacy where the nurse owes allegiance primarily to 

the institution, in this case the military, may cause the needs of the patient to become 

a secondary consideration (Foley et al., 2000). At times nursing in the military requires 

prioritising the mission of the Department of Defence, within a strict hierarchy, over 

specific patient responsibilities (Baumann, 2007). This is also true in the case of patient 

confidentiality which is governed by legal requirements. However, in the case of armed 

conflict other factors may come into consideration when patient information is 

demanded by the military to assist in overall provision of safety and security 

(Nathanson, 2013).  

Role Duality 

These dual-loyalty obligations and conflicts are not easily overcome in situations where 

human rights may be at risk. In warzones army medics are often faced with 
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irreconcilable goals such as on one hand preserving life and reducing suffering (their 

obligation as a health professional) and on the other supporting killing and inflicting 

harm on the enemy (their obligation as a soldier) (Allhoff, 2008). Whilst army medics 

are enrolled as civilian nurses and thus their first and overruling priority should be that 

of a health professional, their initial training as a soldier, prior to specialising as a 

medic, may not allow them to separate their role from that of the military generally. As 

they may see themselves as soldier first and nurse second, this has the potential to 

complicate their ethical decision-making process. 

 

This role duality is not new or restricted to the modern army medic but was also a 

dilemma faced by their forebears, the World War One stretcher-bearers. The role of 

the stretcher-bearer was twofold: contributing to the winning of the war by enabling 

the wounded to live and thus continue to fight; as well as maintaining the morale of 

the troops through reassurance that if wounded another would risk all to save them 

(Johnston, 2015b). Graham Butler stated that the RAAMC won praise for devotion in 

two distinct spheres: “Its duty in the service of humanity, and its duty in the service of 

war”, and he described stretcher-bearers as “servants at once of humanity and of 

hatred, of the Geneva Convention and of the Military Command” (Butler, 1938, p. 

156). This duality was personified by Herbert Grattan in his work Grieve not for the 

Anzacs as he described stretcher-bearers as “The bravest men God ever made when 

filled with fighting lust; yet tender as a woman when the wounded needed aid” 

(Cochrane, 2014, p. 110). They could have been like two bearers pulling in opposite 

directions, but their ability to overcome their role duality is evident in the number of 

lives they saved (Johnston, 2015a). 

 

Stretcher-bearers were there to win wars, but their identity involved “this duality of 

the practical and the philanthropic, of calculation and compassion” (Johnston, 2015b, 

p. 15). On the face of it bearers appeared to cope well with the horrors they faced, 

dealing with the butchery of war that they witnessed firsthand with apparent 

nonchalance. Whilst history speaks of the calm these bearers exhibited in the face of 

fire, often exhibiting a sense of humour in horrific conditions, dealing with the horrors 

of war took its toll, with many suffering the mental fatigue of shell shock, now known 

as PTSD (Johnston, 2015b). 
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Ethical Challenges 

Whilst healthcare workers face ethical dilemmas in every clinical intervention they 

make, in times of armed conflict these decisions may be different and ethical tensions 

may arise. During normal practice clinicians may have time to think about decisions 

regarding patient care prioritisation, but in conflict situations where the environment 

is unstable, and possibly threatening, opportunities for reflection are limited. Many are 

faced with these dilemmas for the first time and wonder how medical ethics can be 

applied outside of the clinical environment (Nathanson, 2013). As these military health 

professionals, such as army medics, embody the ethics of both army and nursing, 

tensions may occur between the two in many situations leaving the medic in a 

dilemma as to which takes precedence (Pearn & Ramsay, 2000). 

 

A study by Simmons and Rycraft (2010) which examines the ethical challenges and dual 

loyalty conflict of military social workers in the armed forces of the United States 

highlights conflict between civilian and military cultures and decision-making. Pearce 

and Saul (2008) state that role complexity resulting in conflict within a role can create 

inner personal conflict, such as with the soldier medic. Exploration of potential ethical 

issues that takes into account the changing nature of ADF operations over the past 

twenty years, which are now primarily peacekeeping and humanitarian aid, is required 

to further examine these issues from a military medical clinician perspective.  

 

Development of an ethical decision-making framework that takes into account role 

duality in these environments would assist in overcoming situations of inner and 

professional conflict (Pearce & Saul, 2008). It would assist healthcare workers to feel 

supported in their role and provide both guidance and protection when decisions that 

breach general ethical principles have to be made to protect lives (Nathanson, 2013). 

This framework should provide guidance relating to issues such as triage of wounded 

and priorities of care (Schapowal & Baer, 2002). This is particularly pertinent when 

looking at the range of health professionals who are utilised in these operations, and 

their varied backgrounds and training. Clinical personnel, such as doctors and 

registered nurses who join as qualified practitioners, are well versed in their 

professional codes of conduct and are thus physicians and nurses first and soldiers 
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second. They may encounter completely different ethical dilemmas to medics who 

train to be soldiers first. Whilst health ethics are a component of their military training, 

they have limited exposure to or understanding of their civilian ethical responsibilities, 

codes of conduct or civilian roles. 

 

An examination of the literature on military health ethics highlights three fundamental 

systems with associated principles and values: 

 

• the individual’s ethics and values that they bring to the ADF 

• the professional ethics and values endorsed by the professional body to which 

the individual belongs and supported by the education and training of the 

individual to become a member of that body and 

• the ADF system with its own principles and values (Frisina, 2008). 

 

Ethical dilemmas primarily arise from a clash of principles and values between two of 

the three systems above. It is hypothesised that current ethical issues and conflicts for 

ADF medical personnel, such as medics in warzones, arise from the fundamental flaw 

that the principles and values of the military and of health professionals have 

developed separately (Frisina, 2008). Whilst the ethical standards of nurses are 

directed toward saving lives, military ethics offer a legitimising framework for taking it 

(Enemark, 2008). As a result they do not combine to create a set of shared values 

which would create firm guidance across the organisation in times of ethical and moral 

conflict, causing disturbed personal values for those involved (Pearce & Saul, 2008). 

Geneva Conventions 

The dilemmas pertaining to medical care, medical personnel and the maintenance of 

human rights and dignity in times of war have resulted in international agreements 

being developed under the guidelines of international humanitarian law. The purpose 

of international humanitarian law is to “regulate warfare in order to attenuate 

hardship, with the branch of that law concerned with victims of war, military prisoners 

and those not taking part in the hostilities referred to as the Law of Geneva” (Vollmar, 

2003, p. 750). The documents that define the laws of armed conflict are the Geneva 

Conventions and additional protocols (Gulam, 2005). 
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The singular term Geneva Convention usually denotes the agreements of 1949, 

negotiated after the Second World War, which updated the first three treaties (1864, 

1906 and 1929) and added a fourth. It defines the basic rights of wartime prisoners, 

and establishes protections for the wounded, sick and civilians (International 

Committee of the Red Cross, 2012). Whilst the Geneva Conventions are about war, the 

use of weapons in war is the subject of the Hague Conventions (first 1899, second 

1907). These dictate that medical personnel are entitled to carry arms to defend 

themselves and those in their protection (Gulam, 2005). These conventions grant 

extensive protection to the sick and wounded and mandate their care by medical 

personnel, and also grant extensive protections to these same personnel (Vollmar, 

2003). 

 

The conventions were again revised in 1977 with two additional protocols. Each 

revision is designed to align them with:  

 

modern technologies, customs and methods of warfare such as the use of 
mobile medical units and modern medical transport such as airplane and 
helicopter. The increasing involvement of civilians as victims of war has also led 
to an entire convention dealing with their care and protection. (Vollmar, 2003, 
p. 273)  

 

The four conventions enumerate the duties and rights of medical personnel and the 

protection of medical units and transports. They deal specifically with the wounded 

and sick on land (Geneva I), the wounded, sick and shipwrecked at sea (Geneva II), 

prisoners of war (Geneva III) and civilian populations (Geneva IV) (International 

Committee of the Red Cross, 2012). Protocols I and II, additional to the original Geneva 

Conventions, deal with international and non-international armed conflict and 

specifically address issues relating to protection of the civilian population and non-

military medical personnel (International Committee of the Red Cross, 2012). Australia 

has accepted the full scope of obligations under the Geneva Conventions of 1949 and 

the 1977 additional protocols (Gulam, 2005).  

 

Medical personnel are defined in Protocol I as:  
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those persons assigned, by a party to the conflict, exclusively to the medical 
purposes enumerated, [with enumerated including] the search for, collection, 
transportation, diagnosis or treatment – including first aid treatment – of the 
wounded, sick or shipwrecked, or the prevention of disease. (Vollmar, 2003, p. 
744) 

 

Thus medical personnel should not be interpreted narrowly as it encompasses all who 

ensure treatment of the wounded or sick (Vollmar, 2003), including but not exclusive 

to the nurses, medics, orderlies and stretcher-bearers of this research project. 

 

Fundamental to the Geneva and Hague Conventions, which afford non-combatant 

status to military medical personnel, is that such “personnel engage only in humane 

activities, and do so for all engaged in war activity, military or civilian, friendly or foe” 

(Frisina, 2008, p. 49). This means military medical persons are under an obligation to 

treat civilians and soldiers on both sides of a battle (International Committee of the 

Red Cross, 2012). Under this protective status they are not to use a personal weapon 

except in self-defence or defence of wounded patients and must not participate in 

direct combat operations as part of a fighting force, but instead provide medical 

services as part of combat support. If they participate in fighting beyond these 

boundaries they lose their non-combatant protective status (Frisina, 2008). These 

documents are fundamental to the role of the military medic in warzones and thus are 

of significant relevance to this research. The blurring of these medical and military 

principles was discussed by the interviewees, as described in Chapter 7. 

The Red Cross 

When fulfilling their medically related duties, health professionals should be identified 

by internationally recognised symbols such as the Red Cross or Red Crescent (World 

Medical Association, 2012). This symbol is also to be shown on medical facilities, 

transport, stores and equipment to serve as a protective sign that they must not be 

attacked under any circumstances (Gulam, 2005). The internationally recognised 

symbol of the Red Cross was adopted at the first Geneva Convention in 1864, with the 

Red Crescent adopted as an alternative symbol in the second revision in 1929 (Vollmar, 

2003). The Red Cross, however, remains the most internationally adopted symbol to 

depict medical service and thus provides medical personnel with protection under the 

Geneva Conventions (Vollmar, 2003). Unfortunately, these codes are not enforceable 
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under domestic legal systems and thus are open to interpretation and not respected 

by all nations (Gulam, 2005). This is a theme that was discussed by the medics 

portrayed here in both World War One and current conflicts. 

 

Under the 1978 Red Cross Fundamental Rules of International Humanitarian Law 

Applicable in Armed Conflicts, persons considered to be hors de combat must be 

protected and treated humanely whether they are friendly or enemy forces and 

treated on medical needs and priority alone (Roberts & Guelff, 1989b). Hors de combat 

literally means “outside the fight”; it is a French term that refers to people who are 

incapable of performing their role to wage war including the sick and wounded 

members of fighting forces (International Committee of the Red Cross, 2012). Medical 

personnel who fall into enemy hands should also, according to the Geneva 

Conventions of 1864 and 1906, be treated differently from other military personnel 

and should not be kept as prisoners of war but returned to their own side. This 

principle was not applied in World War One as they were generally retained to care for 

prisoners of war (Vollmar, 2003). This caused an amendment to the 1949 convention 

in that they may be retained and awarded special privileges to care for prisoners of 

war if there are significant numbers requiring this care (Roberts & Guelff, 1989a).  

Care Delivery 

Ethical issues are more likely to arise where immediate health care is being delivered, 

according to Sidel and Levy (2003), who discuss ethical dilemmas that subordinate the 

best interests of the military patient. These are stated as overriding the patient’s 

wishes, failure to provide care, blurring of combatant and non-combatant roles, and 

preventing physicians and nurses from acting as moral agents in the military. Another 

particular issue in the battlefield environment is the issue of appropriate triage. Triage 

(in the medical context) is defined as “the assignment of degrees of urgency to wounds 

or illnesses to decide the order of treatment of a large number of patients or 

casualties” (Ellis et al., 2002, p. 15). It is the process of sorting patients into a priority 

order for treatment, especially when a service is overwhelmed with casualties, to 

ensure medical need is addressed efficiently (Nathanson, 2013, p. 199). 
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Kelly (2010), however, stated that, whilst civilian and military nurses and medics have 

the same duty of care and ethical obligations, the battlefield environment, where the 

medic may be alone and isolated, detached from traditional support mechanisms and 

possibly under hostile fire, challenges the validity of duty of care obligations. When 

resources are limited, such as a large influx of patients, civilian nurses must prioritise 

patient care utilising a triage system. In an environment where medical supplies are 

limited, and replenishment uncertain, such as on the battlefield, the rules of traditional 

triage and care may be unrealistic. This is also complicated by the pressure medical 

personnel may face to give priority to one group over another, ally versus enemy, 

which may counteract civilian medical triage guidelines (Nathanson, 2013). 

 

Army medics also face unique difficulties when triage practices conflict with military 

objectives, forcing them to choose between their conflicting loyalties of chain of 

command and ethical and professional responsibilities. In extreme battle conditions, 

military protocols may dictate reverse triage; that is the treatment of the least injured 

so they can return to battle, thus maintaining the strength of the fighting force and 

fulfilling their military obligations (Adams, 2008). Modern military forces may deny this 

is true, but in practice military medical personnel will recognise that this return to 

battle may be vital to assist in overall preservation of life (Nathanson, 2013). However, 

nursing codes and ethics are opposed to any system of triage prioritisation other than 

on medical need. This is supported by the Geneva Conventions, which explicitly state 

that “only urgent medical reasons will authorise priority in the order of treatment to 

be administered” (International Committee of the Red Cross, 2012).  

 

Nursing codes of conduct have clear guidance on prioritising care based on the degree 

of injury classification; however patient care policy may be compromised by military 

command directives or scarcity of medical resources (Pearce & Saul, 2008). In Iraq 

military medical services struggled to provide adequate treatment to wounded 

coalition forces as well as wounded and sick Iraqi soldiers and civilians (Enemark, 

2008). This resulted in overcrowding and overload of medical facilities and competition 

for scarce resources that were needed for preservation of friendly forces (Paix, 2007). 

This caused issues to arise in relation to medical care prioritisation, as competition for 

resources risks adverse outcomes for all (Enemark, 2008).  
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A resource developed by the Australian military, Tactical combat casualty care, 

provides guidelines for pre-hospital care whilst under hostile fire. These guidelines 

were developed in the mid-1990s to improve the survivability of combat trauma 

injuries on the battlefield and reduce preventable combat death whilst allowing an 

army unit to complete its mission. The first phase, care under fire, is care provided to a 

casualty whilst still under fire, and the first action by all team members is to return fire 

whilst stopping only to treat life-threatening haemorrhage (Australian Tactical Medical 

Association, n.d). Whilst this provides clear guidance on casualty care and thus 

supports the battlefield medic and overcomes dilemmas created by complex decision-

making, it may be considered by some to be in conflict with the Geneva Conventions. 

Peacekeeping Operations 

A further complication is that laws relating to armed conflict have not kept pace with 

current developments in war where insurgents fight without uniform and conflicts 

beyond an organised battlefield include torture, targeted killings and suicide bombing. 

Such circumstances may require a re-evaluation of the laws of war that govern 

provision of health care, patient rights, battlefield ethics, and the legal and moral 

dictums of medical neutrality that mandate medical personnel ignore patient 

nationality and treat all according to medical need (Gross & Carrick, 2013). 

 

Peacekeeping operations, where the role of the military is to maintain peace, require 

soldiers to combine warfighting training with humanitarian principles, meaning those 

involved have a different mental perspective than the mindset that is applicable in 

combat situations (Tripodi, 2006). The words peacekeeping operation imply that these 

missions are not as dangerous as battlefield situations, but this has turned out not to 

be true, with humanitarian missions simulating combat conditions for those providing 

care to the wounded (Foley et al., 2000). Again, the ambiguities of this contemporary 

form of military activity create situations unknown to those who formulated the ethics 

conventions. 

 

Long-term patient outcomes must be taken into account where limitation of medical 

resources requires a choice to be made regarding who is to be treated, as access to 
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ongoing and chronic care for local populations is limited in many countries where the 

Australian military is currently deployed (Paix, 2007). With finite medical resources and 

the need for medical units to remain mission capable and ready to care for allied 

wounded, it is not always possible to care for all in the long lines of sick and wounded 

civilians, some of whom have chronic medical illness and poor prognoses (Lounsbury, 

2004). As a result priorities of care must be determined and these may differ from 

traditional care concepts for, in a warzone, decisions must be made between care for 

all, or care for some (Nathanson, 2013). 

 

Whilst this type of care based on nationality alone is in direct contradiction to the 

Geneva Convention relating to the treatment of the wounded, Paix (2007) insists that 

the realities of current military medicine have moved ahead of these guidelines. 

However, this becomes an ethical and moral dilemma for the nurses involved (Fry et 

al., 2002) as health professionals’ codes of ethics dictate they may not refuse 

treatment to anyone and must always strive to save life and alleviate suffering 

(Enemark, 2008). These dilemmas are compounded when the enemy forces are 

difficult to identify and so care must be taken to protect the health professionals 

(Frisina, 2008). These issues require future missions to rethink medical requirements 

to ensure treatment is available for all. This will overcome ethical concerns faced by 

medical professionals when tensions arise between providing humanitarian assistance 

and prioritising care for allied forces (Enemark, 2008). 

Care Prioritisation and Medical Neutrality 

The Geneva Conventions require medical care to be provided according to usual 

medical practice for persons outside of combat, whether civilians or enemy soldiers. 

Therefore, triage of the wounded should be follow the usual rules of patient care as 

supported by international human rights principles, humanitarian law and professional 

codes of conduct, whereby medical need is the only criteria for treatment 

(International Committee of the Red Cross, 2012). However, the military goal to return 

the maximum number of soldiers to battle as quickly as possible may result in differing 

triage rules being applied than those utilised in civilian life, creating both ethical and 

human rights conflicts for care providers (Allhoff, 2008). 
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Military commanders are entrusted to win wars and thus must make decisions based 

on principles of military need and available resources (Adams, 2008). This may 

interfere with principles of medical neutrality in times of war, which refers both to 

impartiality in the provision of medical care as well as to the protected status awarded 

to healthcare professionals. Medical neutrality as a professional obligation requires 

health professionals to treat all wounded, friend or foe, on the basis of medical needs 

and urgency, which are impartial criteria and not related to the military affiliations of 

the patient (List, 2008). Medical neutrality as a protective measure requires that 

warring parties do not harm medical professionals, or interfere with their healthcare 

work (Allhoff, 2008). The Geneva Conventions serve as a benchmark for both forms of 

medical neutrality, with their overall purpose to protect victims of war, especially the 

sick and wounded (Vollmar, 2003). Unfortunately, not all countries are signatories to 

these conventions and therefore some do not respect these protective rules when 

dealing with wounded or medical personnel in fields of conflict. 

 

These conventions initially distinguished between combatant and non-combatant 

persons receiving care and protection and the care they were entitled to in conflict 

situations (List, 2008). Additional Protocols I and II, included in 1977, expanded the 

original definitions of wounded and sick to include both civilian and military 

combatants to ensure that in  

 

all circumstances [the wounded, sick and shipwrecked, to whichever party they 
belong] shall be treated humanely and shall receive, to the fullest extent 
practicable and with the least possible delay, the medical attention required by 
their condition. There shall be no distinction among them founded on any 
other grounds other than medical ones. (International Committee of the Red 
Cross, 2012)  

 

The application of the conventions, however, can become an issue for the army medics 

within this thesis. Under the conventions they are deemed as non-combatants if they 

adhere to protocols relating to the carrying of weapons, but fighting alongside their 

fellow soldiers often requires them to return fire. This adds to the personal ethical 

dilemma faced by nurses. 
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Other international standards such as the Declaration of Tokyo and the World Medical 

Association Regulations in Times of Armed Conflict and other Situations of Violence, 

adopted by the Australian Medical Association in 2013, also give guidance to health 

professionals providing medical treatment to fulfil their ethical duties to provide care 

to anyone in need (List, 2008). The World Medical Association (WMA) states that 

“under all circumstances, every person must receive promptly the care he needs 

without consideration of sex, race, nationality, religion, political affiliation or any other 

similar criterion” (WMA, 2012, p. 2). The Geneva Convention Protocol I states that 

medical care must be give without adverse distinction and adds colour, language, 

social origin, wealth and status to the above list (Vollmar, 2003). Thus, moral duty 

dictates that patient care should be based on medical need and urgency and therefore 

binds nurses to the rules of triage, but this may cause an intuitive disconnect when 

choosing to treat an enemy combatant requiring urgent attention over a member of 

their own forces requiring less care (List, 2008). So, whilst these ethical principles 

provide a framework for decision-making, these decisions are never as simple as stated 

in clinical circumstances affected by armed conflict (Nathanson, 2013). 

 

Military healthcare providers may experience pressure to prioritise care based on non-

health-related criteria such as whether the injured is from allied or enemy forces. 

Nevertheless, these people are duty and professionally bound to act with impartiality 

in the provision of medical care (List, 2008). Challenges to this impartiality are 

inevitable when faced with care of both their own troops and that of the enemy. It is 

difficult not to be “swayed by a loyalty to the persons they serve alongside” 

(Nathanson, 2013, p. 196). Sidel and Levy (2003) suggest that as long as these care 

providers are part of the military they will be susceptible to dividing people into “us” 

and “them” rather than into categories based on medical need, thus making it difficult 

to live up to the expectations of the Geneva Conventions. It is understandable that a 

person’s emotion and sympathy will give priority to their own comrades; however, this 

is not ethical from a medical perspective (Schapowal & Baer, 2002). 

 

These issues highlight the discord between allegiances on the battlefield and moral 

reasoning, and the tensions between varying commitments and obligations (List, 

2008). This means that military medics may find it difficult to live up to the moral 
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obligations and ethical and professional standards set by their professional registration 

body such as AHPRA, whilst maintaining their obligations and allegiance as a serving 

soldier. This can lead to moral injury in the individual (Frame, 2015). Army nurses 

working in the Middle East Area of Operations (MEAO) treating a variety of patients, 

civilian and military, confronted ethical dilemmas related to bias against provision of 

care to local patients. To overcome this, and prevent moral injury, pre-deployment 

education relating to issues that may confront them and awareness of ethical 

guidelines and applicable laws and regulations would assist in guiding their decision-

making and actions (Goodman et al., 2013). These guidelines should allow them to 

follow their conscience, guided by their professional code of ethics, therefore making 

decision-making simple and removing the ethical dilemma created by dual loyalties 

(Annas & Crosby, 2019). 

 

Medics specifically may benefit from training on the psychological impact of taking 

action to kill in combat, which may prepare them for the realistic consequences of 

having to do so whilst a healthcare provider providing frontline care (Pitts et al., 2013). 

Pitts et al. (2013) discuss the potential psychological impact of combat on medics. They 

must engage in physical combat and this, coupled with other stressors, such as being 

unable to assist the wounded due to enemy fire, their conflicting role as a warrior and 

a healer, as well as being bound by two sets of obligations, can have a detrimental 

psychological effect. These areas were discussed in the interviews with participant 

medics. 

The Impact of Moral Conflict on the Soldier Medic 

There is nothing new in the claim that human beings are affected by armed conflict, as 

either combatants or civilians. Killing people and the possibility of losing one’s own life 

are profound causes of stress. Healthcare workers are personally conflicted due to 

loyalty to a cause, a group or an ideology when needs dictate they perform tasks that 

impinge on these loyalties or beliefs (Nathanson, 2013). This is specifically applicable 

to the dual loyalties encountered by the soldier medic as both a healer and a warrior. 

Moral distress is experienced when a person experiences difficulty in carrying out their 

moral responsibilities, causing feelings of anger, frustration and guilt. These feelings 

can manifest as anger, depression, nightmares and feelings of worthlessness, which 
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may remain long after the incident (Fry et al., 2002). Moral injury is a term used to 

describe this affect. Initially considered a subset of PTSD, it now relates principally to a 

disordered personal values system where sufferers struggle to discern right and wrong 

in their own personal morality. This can occur after being somewhere where the norms 

of civilised society have collapsed, or after engaging with people displaying no regard 

for human rights (Frame, 2015). This is extremely applicable to army medics serving in 

the current conflicts in the MEAO. 

 

There is a consensus that individuals are affected morally by their experiences 

especially when social, religious or ethical convictions or beliefs are challenged. This is 

especially applicable in the current “hybrid” wars where soldiers are conducting 

peacekeeping activities and humanitarian aid consecutively in a combat environment; 

and where the enemy wears no uniform and are neither civilians nor soldiers but are 

unequivocally hostile (Frame, 2015). This dilemma of daily ethical decisions creates 

psychological stressors for the soldier medic (Schapowal & Baer, 2002). Moral distress 

begins when a conflict of values occurs between nursing ethics and military demands, 

concerning a patient’s welfare, which creates barriers to medics’ ability to carry out 

their role (Fry et al., 2002). Participating in or failing to prevent acts that transgress 

moral beliefs, even as professionals trained to kill as a component of their training, 

may lead to moral injury (Litz et al., 2009). 

 

Coupled with these issues is the added burden of, despite their non-combatant status, 

having to kill in self-defence. Under the rules of the Geneva Conventions, medics are 

not to participate in offensive military action, as discussed previously. However, as 

they frequently serve in combat zones they may not be responsible for preserving life 

alone, but may also be required to take the life of an enemy as part of defensive action 

(Pitts et al., 2013). Taking the life of another can adversely affect a person’s mental 

health even if it is to save their own life, or that of their patients, and they are trained 

to do so (Litz et al., 2009). The psychological impact on medics of battle operations 

that confront their moral and professional beliefs can be compounded when faced 

with both taking of and saving lives when in arenas of combat where they are an 

integral part of the army, providing frontline trauma care (Pitts et al., 2013). These 

issues amplify the moral and ethical challenges faced by these soldier medics who are 
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ethically and legally obligated to care for all, creating morally injurious events (Litz et 

al., 2009). 

 

These issues are in stark contrast to the medics of World War One. These men knew 

whom the enemy was, knew whom they were fighting and where their loyalties lay, as 

they were fighting and caring for men in foreign lands to keep peace in their homeland 

(Moran, 1945). These stretcher-bearers, who acted as the medical first responders on 

the battlefield as they went to “carry” to care, were a major component of the 

healthcare provision in World War One. The history and evolution of this role was 

discussed in the preceding chapter. 

 

The impact of combat stress and the long-term consequences of trauma exposure on 

overseas deployment, such as PTSD, is an issue of worldwide concern. There is 

evidence emerging that: 

 

a variety of factors impact the likelihood that PTSD will develop. Of individual 
vulnerabilities, and other contributory risk factors for PTSD, Brewin et al. 
(2000) found that trauma severity, social support and additional life stress had 
a stronger predictive potential than pretrauma or “static factors” such as age 
at trauma, gender or race. (Gibbons et al., 2011, p. 4) 

 

These factors were explored during the interviews with participant medics, as well as 

possible opportunities to minimise the development of traumatic stress related to 

deployment. 

Chapter Summary 

This chapter examined the ethical considerations related to the role duality of the 

Australian Army medic in warzones as being both a soldier and a nurse. It explored 

how these professional obligations and codes of conduct can be in direct conflict with 

each other. These codes and ethics were discussed with a focus on the individual 

assuming this complex role. It also outlined the part that international humanitarian 

law such as the Geneva and Hague conventions influence the soldier medic in 

performing their role. The personal and professional dilemmas created by these dual 

responsibilities and the psychological impact this has on the person was investigated. 
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The following chapter, “The Stretcher-Bearers Tell Their Tales”, introduces the World 

War One stretcher-bearers whose stories are told in this thesis. Their life narratives are 

recounted using unpublished letters and diaries sent home to their loved ones. These 

are supported by books written about these men and embedded with commentary on 

the social and political climate of the time to give insight into their lives when going to 

war and on their return home. 
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Chapter 5 

The Stretcher-Bearers Tell Their Tales 

 

The bearers were wonderful on the Peninsula and set a standard that has never 
been departed from. (Capt. H. P. V. Conrick, as cited in Austin & Austin, 2010, p. 

49) 

 

Introduction 

This chapter presents life narratives of Australian Army stretcher-bearers and orderlies 

during World War One. They were the forebears of today’s army medics, or medical 

assistants, who are featured in Chapters 6 and 7. Their voices are heard through letters 

and diaries sourced from the AWM and NLA and books written about these men that 

detail their stories. The chapter is prefaced by information relating to the political and 

social landscape of the “Great War” (1914–1918) to give a background to the lives of 

these men, to provide insight and to better understand their thoughts and feelings as 

portrayed in the writings. 

The History behind the War 

The origins of the war that erupted in Europe on 4 August 1914 were numerous and 

complex. The broader political and international issues for Australia were perhaps less 

important than the fact that the British Empire was at war (Australian Army History 

Unit, 2017). On 28 June 1914 in Sarajevo, Bosnia, the heir to the Hapsburg throne of 

the Austrian Hungarian Kingdom Archduke Franz Ferdinand and Archduchess Sophie 

were assassinated by a Serbian with political motives, sparking a chain of events that 

led to a war of unheard of proportions. It would be referred to as the “Great War” 

(MacDougall, 1994). Shermer (1975) wrote “how the war broke out is a subject of 

endless discussions and limitless conclusions” (p. 27). Turnbull (1965, p. 123, as cited in 

Shermer, 1975) reflects that in 1914 wars still held “romantic” connotations for many 

people and as a consequence the outbreak of war was greeted by cheering in every 

capital. 

 

Britain threw itself into the European war and there was no doubt Australia would 

follow. Australia’s official war historian, C. E. W. Bean (1934), argued that “ties of 
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democratic tradition, of comradeship and of affection bound them fast to the Mother 

Country” (p. 13). In the days preceding the Australian declaration of war the leader of 

the Labor Party, in parliamentary opposition at the time, Andrew Fisher, pledged 

Australia would help Britain, stating: “Australians will stand behind the Mother 

Country to help and defend her to our last man and our last shilling” (Bean, 1941, p. 

16). Joseph Cook, Prime Minister of Australia, on the same night affirmed Australia’s 

commitment, saying: “If there is a war, you and I will be in it. We must be in it. If the 

old country is at war, so are we” (Bean, 1941, p. 17). 

 

The decision to go to war, for Australians, was based on emotional ties and a self-

definition. Regardless of the real causes of the war, this bound individuals to an 

attitude and an effort which had, for them, profound ethical significance. Australians 

were fighting a war for themselves and the “Home Country” (Fischer, 1995, p. 467). 

The Australian soldiers, or diggers, were grafted into the “masculinist foundation of 

Australian nationhood”, creating a cultural identity that assisted the government to 

“sell” the war to the public, concealing social contradictions and conflicts created by 

involvement in this long-running war (Fischer, 1995, p. 469) 

Australia’s Role in World War One  

The Defence Act 1914 restricted the Australian Army to service within Australia for 

home defence purposes only. So to allow Australian participation in a European land 

war, volunteers would need to be recruited specifically for overseas service (Australian 

Army History Unit, 2017). When the call came to supply the manpower needs of the 

British, volunteers were required urgently and Australia responded, echoing the 

zealous sentiments of their political leaders. “So keen was the desire to volunteer, 

when enlistment began in August, that applicants jostled each other in queues that 

stretched before the recruiting tables and strong men choked back their 

disappointment when rejected as unfit for service” (Macintyre, 1986, p. 143). 

Recruiting commenced on 10 August 1914 and by November 1914 almost 20,000 

members of an Infantry Division and a Light Horse Brigade were on their way to Egypt 

(Australian Army History Unit, 2017). 

 



101 

The quotation from Macintyre underlines “the positive perceptions of war, with the 

Great War providing opportunities for adventurous young men to leave their mundane 

lives and seek adventure in exotic destinations” (as cited in McLeod, 2005, p. 95). 

Hutchison supports this, believing “Young men enlist out of a sense of adventure, like 

many Australians in the First World War, and to see the world” (2007, p. 46). The 

reasons for these men wanting to go to war in 1914 were soundly based on their 

environment and life experience, including their love of country, mateship, the effects 

of the drought on their ability to earn a living and the good pay (Beaumont, 1995). 

These men wanted to fight and left home with hearts full of joy, rather than fear. 

Unfortunately, as Macintyre (1986) explains, this patriotism was misguided as their 

training was a makeshift affair and did not prepare them for the rigours awaiting them. 

This for most would be the first experience of a foreign land and there would be much 

to marvel at and experience. Many considered this departure an opportunity to escape 

their dreary lives in Australia; thus the sense of adventure amongst these men was 

high (Likeman, 2003). It was in this climate of patriotism, adventure and unequivocal 

public support that the stretcher-bearers embarked. 

 

The theme of adventure comes to light in the diaries and reflections of the life 

adventures of these men. German philosopher Wilhelm Dilthey tried to understand 

the interconnectedness among events in the course of the life of an individual person. 

Human life, he felt, is lived consciously. Past and future are related in a series of events 

that is transformed by consciousness into a totality (Bulhof, 1976, p. 21): “The course 

of life consists of parts, of experiences which have an inner relationship to each other” 

(Dilthey, 1992, p. 200). Dilthey asserted that the unified life of a person such as the 

army medic, as the smallest structural unit of history, and communities have a life 

history. Historiography offers a means of reflection on their course of life (Bulhof, 

1976). Having identified “history with life, life with consciousness, and consciousness 

with the experience of structures, Dilthey has come to see history as a system of 

interlocking cultural structures instead of a succession of events” (Bulhof, 1976, p. 24). 

Thus, the lives of the World War One medic and the current army medic, who are the 

focus of my research, are intertwined by this unfolding, hidden consciousness which 

illuminates the outward events of their combined and individual lives.  
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The Stretcher-Bearers Speak  

Sir W. R. Birdwood, who commanded the Australian corps during World War One, 

commented in his introduction in The Anzac book that he believed that a soldier’s time 

with the Australian and New Zealand Army Corps (ANZAC): 

 

made a better man of every one of us for we have all had to look death in the 
face so often, that the greater realities of life must have been impressed on all 
of us in a way which has never before been possible. (Men of Anzac, 1916, p. x)  

 

He went on to say that that “bitter as has been my experience at losing many a good 

friend”, he believed it to be a “time never to be forgotten” where each friendship 

forged is “all the more valuable because it has been acquired in circumstances of stress 

and often danger, when a man’s real self is shown” (Men of Anzac, 1916, p. ix). 

 

The Anzac book, written in 1916 and edited by military historian C. E. W. Bean, is a 

series of carefully selected authentic stories written by the men of ANZAC. These 

stories were selected to portray only the heroic, phlegmatic side of the Australian 

soldier with mocking humour indicating the perseverance and fighting spirit of the 

men who are seen to epitomise the “Aussie” essence (Garton, 2020). The feelings of 

patriotism and comradery were mirrored by many an ANZAC, and it is the men that 

belonged to Field Ambulances during World War One who now tell their story. These 

men are the forebears of the current Australian Army medic whose stories are 

recounted in Chapters 6 and 7 of this thesis. 

 

The letters and diaries that tell the soldiers’ personal stories are extremely frank and 

detailed, telling of their own personal hell in places such as Gallipoli, France and Egypt. 

The letters, of course, arrived weeks and months after the events and passed through 

a censor. However, as these diaries and letters demonstrate, a lot of detail was let 

through or contained in diaries that the men themselves carried and brought home 

with them. The men wrote of their feelings as they went into battle, and how it felt to 

wound, be wounded or to suffer the death of a mate. A censor of the time, Colonel 

Percival Fenwick, said that his aim of censorship was not to preserve military secrets, 

but to protect the feelings of the people back home: 
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Some of the letters I censor describe the shelling and miseries, and I get the 
men to cut this out as it only adds needlessly to the anxieties and worries of 
their folk at home and is beastly selfish. They have enough to bear without 
reading horrors. (as cited in Hastings, 2003) 

 

These men who served as stretcher-bearers and medics within the Australian Field 

Ambulance units were, according to Major General J. H. Pearn AM, “men dedicated to 

that most humane service of all, the care of their fellows injured in combat and the 

support of their comrades stricken with sickness on operation” (as cited in Likeman, 

2003, p. 7). Captain McWhae, when discussing the 3rd Field Ambulance and the work 

of the stretcher-bearers at Anzac Cove, described their dual role of treating as well as 

carrying casualties: “They [the bearers] had iodine capsules and field dressings. All 

splints improvised by rifles and bushes … they could only do the most hurried first aid 

… it was done under direct fire most of the time” (as cited in Austin & Austin, 2010, p. 

29). 

 

Colonel A. H. Marks, who commanded the 2nd Field Ambulance, commented in an 

interview that after landing at Anzac Cove on 25 April 1915 he found: 

 

a corporal from one of the Ambulances with some 20 or 30 wounded men 
whom he was attending to and dressing as though he had been used to doing 
it all his life. I should say he was about 20 years old and he was my first 
experience of the Australian Army Medical Corps (AAMC) under battle 
conditions, an experience that has been upheld ever since. (Marks, 1915) 

 

This caring role continues today. 

 

The men portrayed here in their first-hand recollections in their letters and diaries 

home were primarily members of Field Ambulance units. These primary sources reflect 

individual views, but also the social context of nationalist ideals and military values. 

This context was created during the years of World War One, and is visible in the shifts 

and renegotiations of the ideals expressed in the letters and diaries of these stretcher-

bearers. Historians acknowledge that: “In young nations such as the US and Australia 

that lack strong ethnic and historical traditions, specific wars are often cited as rites of 

passage during which a national consciousness develops” (Hutchinson, 2007, p. 46). 
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This national consciousness, as found in these primary sources, is vital to the “life 

world” of the stretcher-bearers and medics. 

 

The Field Ambulance units were adopted from a British model where bearer 

companies and casualty dressing stations were combined to create a unit that could 

collect, treat and feed its patients and remain close to the army they were tasked to 

support (Austin, 2012). Stretcher-bearers were given many an unusual nickname such 

as “the body snatchers”, an Australian colloquialism that recognises the heroism and 

self-sacrificing work the bearers did in bringing the wounded to safety whilst under fire 

(Austin & Austin, 2010). Whilst medical units in the twenty-first century continue to 

evolve to accommodate advances in medical care and modern warfare, basic principles 

of casualty care, assessment and classification are the legacy of the Field Ambulance 

and are replicated by the modern army medic (Austin & Austin, 2010). These 

endeavours are highlighted here in the recollections of the men who served within 

them. 

 

After leaving his home in Kyogle, NSW, it took Maurice Cann (M. C.) Evans two days to 

travel to Sydney. During this time, many things occurred with Russia, Germany, France 

and Great Britain going to war and his “desire to see new things” sealed his 

embarkation with the first contingent (Evans, 1918). He wanted to avoid enlistment in 

the infantry at all costs due to previous experiences at officer training corps at school 

in England where he was born, so he joined the 1st Light Horse Field Ambulance on 22 

August 1914 (Evans, 1918). 

 

Maurice’s diaries are extensive documents with prolific prose and quotations from 

poetry, journaling not only his activities but his perceptions and emotions throughout 

his four and a half years spent in active service during World War One. His first diary, 

August 1914 to March 1915, was composed from memory “for amusement”, according 

to Evans. He commented that it is a record of “an average individual … written in 

whatever mood I happen to have been”. He reflected that everything was written for 

his own information and memories and “thus I have not attempted to gloss over that 

which is unprintable, but only have omitted descriptions which offend my own 
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aesthetic senses and those incidents the memory of which were better forgotten by 

me” (Evans, 1918). 

 

Dene Barrett Fry enlisted in 1915, following his brother Alan to war. After receiving 

training at the Field Hospital in Liverpool, NSW, he remained at Port Melbourne. In July 

1915, worried that the war may be over before he had a chance like his brother and 

cousins to fight, he lamented in his letters home:  

 

I would like to think I was taking the same risks as my brother & cousins, it 
must be admitted I am not and I freely admit it. There seems a chance of our 
being back here in about 6 months’ time, but, if I can judge by my inclinations 
at this present moment, I will try and dodge this. (Fry, 1917) 

 

This was not the case for he died in France in 2017, killed in action at Hermies on 9 

April 1917 (State Library New South Wales, n.d.). 

 

Dene’s reflections were less extensive as they came from letters home, not diaries, 

making commentary at times sporadic. In a letter home he commented that he wanted 

his letters home to be “a kind of record of the doings of our unit. Most of the chaps 

keep a diary, but I think an account written in letter style would be better”. He went on 

to explain “as it [the letter] is to be a kind of record for myself afterwards I intend to 

stick to strictly to dates, so you will have to forgive some of these precise details” (Fry, 

1917). His recounts are also less extensive as he was only overseas for two years prior 

to his death. 

 

Langford Colley-Priest wrote personal diaries from his embarkation to Egypt in 1915 

until his return home on 11 June 1919. He was awarded the Military Medal for 

conspicuous bravery on the Western Front in 1917 for “conspicuous gallantry and 

devotion to duty whilst continuously carrying wounded from that post to Bellewaarde 

Ridge [Belgium, during the Battle of Ypres] under very heavy shell fire of all kinds, 

[explosives], shrapnel and gas shells” (Australian War Memorial, 2021). He survived 

the war, writing an official diary of his unit, the 8th Australian Field Ambulance, and 

describing field medical care from 1915–1919. He opened these recollections with:  
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I am merely attempting to set on record the work of the unit in the hope that 
such a record may serve to recall to members of this Field Ambulance the 
pleasant recollections and memories, which necessarily support a spirit of 
bonne camaraderie. (Colley-Priest, 1919a) 

 

It appears not all his recollections and memories were pleasant as he later disappeared 

after going swimming off Balmoral beach in 1928, believed to have drowned, leaving a 

note stating “Colley-Priest gone mad”. This note suggests he chose to take his own life, 

possibly as a result of psychological scars from his work during World War One 

(Australian War Memorial, 2021). 

 

William Henry Thornhill Burrell was awarded the Military Medal for bravery in the field 

in 1917 for continually carrying wounded from the front line through intense shell fire:  

 

During the attack on 20th September 1917 near WESTHOEK (Belgium) this 
stretcher bearer continually carried back from the front line wounded men 
through intense shell fire, showing absolute disregard for danger. Later when 
badly wounded he refused to allow himself to be carried and made his own 
way to the rear. (UNSW Australia, n.d.)  

 

After recovering from his wounds he returned with a railway unit and served until the 

end of the war, returning to Australia on 11 May 1919 (State Library NSW, n.d.). His 

initial impressions as he sailed away on 20 December 1915 on TSS Aeneas were “the 

strange feeling as the boat drew away from our friends on shore, it seemed as though 

we were cut right off from the land we love so much the millions of flying fish we 

passed” as well as “the rotten tea, coffee, bread & meat we got on board” (Burrell, 

1919). 

 

Wilfred Joseph Allan Allsop, known to the family as Allan, originally enlisted in the 

infantry corps, then transferred to the medical corps shortly after taking up his 

position and prior to leaving Australia as he felt not “suited” to infantry (Allsop, 1917). 

He died in November 1956. His diaries are not a complete account of his wartime 

service but the five diaries that are available span 23 July 1915 to 31 December 1917. 

They are a complete account of his time as a stretcher-bearer, as he became a 

dispatch rider in May 1917. 
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Off to War 

The 1st Australian Field Ambulance consisted solely of men from New South Wales and 

Maurice arrived in Cairo with the contingent in December 1914. He commented in his 

diary that “the Nile gave one a most perfect view of the Pyramids & palms silhouetted 

against some of the most gorgeous sunsets” before shifting camp to Heliopolis for 

three months of training. He lamented that “the beginning of April all the infantry 

marched away for the Dardanelles & we – poor fools-started to eat our hearts out 

because we had not gone with them”. He finally embarked a month later, but was 

again disappointed at not following the infantry into battle, commenting: 

 

we steamed up to Anzac & waited – apparently aimless again. Here we were 
doomed to disappointment for instead of landing, for which at that time our 
young, eager and unsophisticated souls yearned – all dismounted personnel got 
orders to embark on board the S. S. Galeka for transporting wounded. (Evans, 
1918) 

 

These reflections demonstrate the lack of understanding of the terrible hardships that 

these soldiers were soon to face. 

 

This eagerness for battle demonstrates a significant difference between the stretcher-

bearers of World War One whose stories are depicted in these writings and the medics 

of current conflicts in Iraq and Afghanistan. The men of World War One had no 

perceptions of war, and indeed no concepts of the countries they were to visit, the 

horrors they would see and the effects that four years of continual armed service 

would have on them and the cost, and legacy, their sacrifice would leave behind. They 

were innocent and naïve of all matters of war, as were the people of Australia who 

knew nothing of armed conflict fought thousands of miles away in a foreign country, 

and who remained ignorant in many cases (Beaumont, 1995). This is in contrast to the 

current serving medics who, despite feeling at times unprepared for what they were to 

encounter, we will discover had extensive knowledge and preparation prior to 

deployment. 

 

Dene worked as an orderly in the field hospital in Liverpool in May 1915, lamenting: 

“there are many hours with nothing to do but yarn and play cards. But taking 
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temperatures, pulses and watching the charts is great”. He finally left for overseas 

active service in July 1915 on SS Orsova. His first inkling of the events to come was 

whilst departing Melbourne as they passed an Australian Hospital Ship (AHS), Kyarra, 

“with her wounded hanging on every available spot … some supported on one or each 

arm, while others were on stretchers”. He continued to work whilst at sea in the 

isolation ward travelling through the Suez Canal, taking on 200 wounded English at 

Port Said. He reflected: “some have gammy legs, several have eyes shot out and ears 

off … another poor devil was shot through the neck. He is deaf on one side & dumb for 

life”. He then spent time in England, “seeing the sights”. This was a very different 

commencement of wartime service from other stories relayed by the World War One 

diaries and letters portrayed in this research (Fry, 1917). 

 

Dene continued aboard AHS Karoola, travelling to Alexandria, Egypt, to collect English 

and Australian wounded to take home, expecting to arrive in Australia in November 

2015. One of his letters home commenced “kill the fatted calf”, with obvious 

expectations of leave to see his loved ones. His stories of war are initially anecdotal as 

he continued on the AHS. He commented on the death of an uncle on the battlefield: 

 

it’s dreadful, but if you were over here and saw & heard of the suffering and 
the dreadful deaths, some are dying weeks after being wounded, you would no 
doubt join with me in rejoicing that he died a sudden death. 

 

His descriptions of the wounded became firsthand as he continued on the AHS where 

he was working with the pathologist, stating, “I’m glad I am not amongst the suffering 

in the ward. The wounded chaps are in various stages of getting worse and better” 

(Fry, 1917). 

 

After embarking from Sydney aboard Beltana Langford recounted “a glorious site at 

the wharf, the different coloured ribbons looked very pretty”, portraying the great 

sense of excitement and adventure felt by those who went to war, and the support of 

these men by the Australian public. Langford worked as a hospital orderly during his 

31-day journey from Sydney to Suez Harbour in Egypt, which he described as hot and 

monotonous, but with glorious sunsets: “never in my life seen such glorious sunsets, 

words cannot describe the grandeur of the scene”. His descriptions of the local 
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population or “natives” are less flattering: “they seem to be filthy race very few of them 

have been known to touch water, the smell of them is enough to knock one over”. His 

description of the behaviour of some Australian troops who “ran amok”, smashing 

windows, furniture and stealing goods with the English and Indian troops, and his 

lament that the “Australian soldiers are excellent fighters, but no discipline” are also 

less than complimentary (Colley-Priest, 1919b). 

 

Langford continued to describe the scenery as “all one can see for miles & miles is 

sand” and lamented the monotony of camp life in the desert: “They are singing out in 

Sydney for men & still more men, & here we are wasting our time & still likely to, for a 

long time to come”. March 1916 saw the arrival of 71 horses and 8 ambulance wagons, 

leading Langford to comment: “we certainly look like an ambulance corps now, & 

about time”, and then exclaim: 

 

The first day of a great experience for the 8th F.A. … our ambulance looked 
well-formed up on the road with the stretcher bearers leading, then the tent 
division men (who look after the sick) in the rear of the Red Cross wagons. 

 

Langford had previously commented, when acting as a ward orderly aboard ship, that 

he was grateful not to be in the tent or nursing division, as he would “lose my patience 

with the men” whom he felt were not sick but rather “shirking” work (Colley-Priest, 

1919b). This is an interesting comment that demonstrates the role duality in these 

medic forebears, and a possible clash of values between the military and medical 

perspective. A medical view tends to accept illness as probable and categorises the sick 

as patients automatically. However, in the military view any deviation from a soldier’s 

role is considered shirking or, as the military call it, malingering. Military malingering is 

considered a fraudulent presentation of illness or injury to avoid work or military 

duties and can be prosecuted under military law (Lande & Williams, 2013). Here 

Langford demonstrated his military, rather than medical, ethos. 

 

William embarked for war on 20 December 1915 aboard TSS Aeneas, arriving in Suez, 

Egypt on 17 January 1916. He related his first impression upon landing: 
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The natives were very funny with their yabbering & seemed very dirty & ill 
clothed. The children were there in the hundreds & all they seemed to do was 
beg … the town seemed to be built before the Ark & never finished.  

 

His naivety at what war was like and desire to go to battle is reflected in comments 

similar to others whose stories are portrayed here: “we are all happy with the 

expectation of having a scrap” and “we were very disappointed at not having a scrap. It 

is funny feeling no sign of fear: just a desire to be in & doing something” and “the boys 

were all wishing for the fritzes to charge but they did not come”. His justification of war 

was also naive and demonstrated the patriotism of these World War One soldiers. He 

commented that he “heard about a girl who three German officers disgraced … gratify 

their lusts on her … what more do we want to justify us coming to war? Picture our own 

sisters in the same position” (Burrell, 1919). 

 

He described the Nile River, the mosques, the pyramids and the sights of Cairo with 

awe as if he was there on holiday rather than to fight a war: “the view was splendid. 

Pyramids in the distance, Cairo on the right & the Dead city on the left”. He lamented 

only that “the rations were on the starvation side of things” and “the latrines here 

disgusted me”. He left Cairo and travelled to France in March 1916 without seeing any 

fighting. In April he was billeted in a barn with a view of the battlegrounds of 

Armentieres in France and Ypres in Belgium when he was informed by his major that 

“we would be going to the trenches in a week or so & they were a bit damp … he also 

told us there would be plenty of hard yacca but that we could get a bath & clean 

clothes now & again” (Burrell, 1919). This information belies the horror of war that 

soon confronted him. 

 

Allan initially enlisted in Sydney but travelled to Melbourne with the 8th Field 

Ambulance after his transfer. He departed on SS Ascanius on 10 October 1915 to 

patriotic cheers and began his diaries with descriptions of the African coast, the 

Arabian coast and the Red Sea, arriving in Suez Harbour on 6 December 1915. He 

initially encamped at Heliopolis where over 100,000 Australians were located before 

moving to Serapeum on the Suez Canal, where he commented: “as far as the eye can 

see there is nothing but sand … we pitched camp and lived on dry bread, cheese & 

water for 2 days” before completing a dug out and trench to be used as a dressing 
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station. He spoke disparagingly of training comprising of first aid work and stretcher 

drill, commenting: “At 7pm we had to go out in the dark and practice at carrying and 

finding wounded. Rather a stupid adventure” (Allsop, 1917).  

 

Allan spoke of a lecture on the Geneva Convention: 

 

The Convention, which originated in 1864 and amended in 1906 was signed 
first by Great Britain in each case. It was explained that us the Field Ambulance 
are the most important units in warfare. The Germans, beyond doubt, do not 
recognise the Red Cross, but the Turks were given the highest praise by all. 
(Allsop, 1917) 

 

This was an interesting reflection from a soldier in World War One that, in the 

following chapters, will be mirrored in comments made by modern army medics in 

relation to the enemy ignoring the protection of the Red Cross. These comments were 

also supported by Austin and Austin, who wrote about the 3rd Australian Field 

Ambulance. Captain A. G. Butler, a Regimental Medical Officer (RMO), when asked to 

go ashore at Gallipoli during the landing in 1915 unarmed, despite being able to carry a 

side arm under the Geneva Convention, said: 

 

that is not a fair thing to send us absolutely unarmed against a fanatical enemy 
who we are told will not observe the Geneva Constitution at all. No doubt we 
ought to set a good example, but clause 8 gives us a right to bear arms for self-
protection and our General has no right to deprive us of them. (as cited in 
Austin & Austin, 2010, p. 21) 

 

These quotations display the emotion that surrounded the issue of the Geneva 

Conventions with respect to the Red Cross, the carrying of arms and their significance 

in the field of war, themes that will continue in the reflections of the current medics. 

 

Allan’s musings continued into March 1916 with continued training, piquet, cricket 

matches, inoculations for typhoid fever and visits to towns such as Cairo and Ismailia 

with descriptions of pyramids. On 25 March he was attached with the Field Ambulance 

to the 5th Australian Division and travelled from Tel-el-Kebir to Ismailia, a distance of 

44 miles, by foot. His comment on this was: “it will certainly be an ordeal because such 

a march has only been undertaken once before in history and then only with the loss of 

400 who died on the way”. He went on to describe the march and his work as a 
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“medic” treating those suffering as the temperatures increased and they entered soft 

sand that slipped from under those marching, making “the whole journey nothing but 

torture … the infantry dropped like flies – then the order was given to us to spread out 

and render assistance where possible”. He continued with a description of the painful 

scene, his first real work of the war:  

 

What water the men had was soon finished so there they were – begging most 
painfully for just a mouthful. Our ambulance was running here & there all over 
the field but we only had our little drop of water. This however went to only the 
very serious cases but I’m sorry to say they were often too serious. Men were 
groaning in agony … others were almost lifeless on the sand foaming at the 
mouth. (Allsop, 1917) 

 

One can only imagine the horror this scene evoked and the mental anguish it caused 

those witnessing the event, with minimal training and no prior experience of the 

tragedy of war.  

The Conscription Debate 

Dene commented on the inability of the Australian Army to continue the losses 

suffered in France, “with hospitals full, and a casualty list of 25,000”, but despite this 

he spoke negatively regarding the issue of conscription, which was being voted on in 

Australia at the time. Conscription, or compulsory military service, was a heavily 

debated topic in Australia during World War One. Dene recounted: 

 

you will be surprised that most of the boys voted NO to the conscription 
question … as they leave brothers behind to support their families they don’t 
feel inclined to have them sent over. Others say they will not fight beside 
conscripts … some say they don’t see why others should have to go through the 
hell they have gone through in France. (Fry, 1917) 

 

Conscription was passed by law in 1911, but despite two attempts by the then Prime 

Minister Billy Hughes to introduce the process it was lost to the “No vote” in two 

referenda in 1916 and 1917 (Australian War Memorial, 2019). Dene’s opinion on this 

changed though after some time at “the front”. In January 1917 he said:  

 

They [soldiers] are disappointed at the referendum too, altho’ at the time, they 
almost to a man voted no! in the trenches. But, we all realise now, that we 
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must finish this dreadful business, and those extra men were necessary. (Fry, 
1917) 

 

Interestingly Langford had a similar opinion: “I was inclining toward voting no, but just 

before Polling Day, I was convinced that I was wrong & voted in the affirmative”, but 

he did not give reason for this change of opinion (Colley-Priest, 1919b). William also 

voted no with this reasoning: “I voted No which is the popular vote among us in the 

ranks for many reasons: why should we bring men to a life such as this when they don’t 

know how to feed & treat us who have come voluntarily?” (Burrell, 1919) These 

feelings were a stark contrast to their initial patriotism on enlistment and a common 

thread when expressing their thoughts on how World War One was organised and 

fought. Allan voiced a similar view: “Mine was No Conscription without hesitation”, but 

he gave no reason for this choice (Allsop, 1917). 

Their First Battles Begin 

August 1915 was Maurice’s first encounter with heavy fire. After being issued two 

white brassards with the letters SB (stretcher-bearer) indicating his role, he recalled: 

 

we sat there shivering in the cold dawn pretending we liked it. I know it was 
like a monstrous nightmare to me, but at the same time I would not have 
missed the experience for the world, even at the time.  

 

Soon after dawn they received orders as stretcher-bearers to clear all the wounded 

from Chailak Dere (Gallipoli Peninsula, Turkey). They went boldly at first, but after 

being hit by snipers kept to a sunken creek bed to get some cover and began what 

Maurice described as “the hardest work that I ever did in all my life, and also the most 

dangerous … for nearly a week we staggered carrying men & sniped bullets literally 

lobbying all around from snipers and strays”. His stories of these days continued with 

harrowing accounts of severe losses and inability to move or bury the dead due to 

enemy fire, leaving men unburied for five or six days in severe heat: “after that time 

the only way one could lift them is on a blanket otherwise they will fall to pieces”. He 

reflected:  

 

we had too much to do with the living to attend to the dead. For two days no 
boats arrived to take off the wounded off the beach so we were short of 
stretchers too and as it was useless returning [to the battlefield] without an 
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empty stretcher, we had to look around for a dead man and take him off his 
stretcher … in some cases one had to wait until one died! 

 

Maurice went on to say: “the sights & sounds of that place were pitiful … it was a sight 

that can never be forgotten” (Evans, 1918). He concluded his account of these 

atrocities in Turkey, musing: “at times I was so weary that I did not care if I was shot, 

and I was convinced I would be sooner or later”. He remained in Turkey until he 

succumbed to illness with dysentery (infectious diarrhoea) and was taken to hospital in 

Heliopolis (Egypt) (Evans, 1918). 

 

Maurice continued his stories in Egypt, punctuated by extreme thirst and lack of water, 

terrible food, intense heat, sandstorms, camels, lice, fleas and sand flies with periods 

of monotony and tasks such as watering and exercising the horses. He had been issued 

“a chestnut with a hard mouth” that he “kept and rode for nearly three years and he 

never failed me once”. He spoke of tasks such as guarding the water supply against 

theft, and his first encounter with a camel. In June 1916 he travelled to Bir el Bayud 

(Turkey) where he “heard three bullets whistle over, the first I have heard since ANZAC 

… I was forgetting there was a war on”. He went on to say: “the gentle reader has 

(probably) no idea how unpleasant it is to go riding on & on over endless sand using all 

one’s muscular energy in a futile attempt to keep one’s eyes open”. These accounts are 

in stark contrast to his previous descriptions and demonstrate the extreme contrasts 

of war (Evans, 1918). 

 

Maurice’s tales of Egypt progressed, with him musing: 

 

I am beginning to think I must belong to that insufferable order of fools, 
namely those who refuse to recognise their foolishness. It would certainly be 
difficult to show anyone a less profitable way than in which I have spent two 
years … although picking up a useful faculty for living, sleeping & eating 
anyhow & anywhere. True I have knocked a great amount of laughter and 
amusement out of those years and I have been through experiences both tragic 
& farcical which will afford me a fund of reminiscences when in the sere & 
yellow leaf if I ever reach that somewhat questionably pleasant state. (Evans, 
1918) 

 

Dene’s first encounter with field action was in December 1916 when he joined the 3rd 

battalion. After his brother, Alan, whom he described as “not only my brother but my 
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very best friend”, died in Posieres, France in 1916 he wrote home: “The question of 

whether I shall go to the front now that Alan has gone must only be solved one way 

Mother dear. I will go. Don’t worry over it you know I was born lucky.” He was in France 

“not far from the spot where old Alan met his death” and in close proximity to the 5th 

Field Ambulance where the ambulances came all day with the wounded. He described 

these men as “bundles of living mud”. One such man sank to his knees and proceeded 

to crawl when a bearer saw him and carried him in, diagnosing “trench feet all right … 

the frost bitten feet known here as trench feet is a nightmare of indescribable agony”. 

He continued his letter to his mother when he was “called back, ready to ‘go in’ on the 

20th. That means Christmas day in the front line.” He described his thoughts about this: 

 

I don’t feel queer or anything like that about the line, but you needn’t expect 
any V.C.’s [Victoria Cross] … I am going to be careful … standing in the mud 
under fire will be an ordeal we will all suffer from, & will call on all our strength 
& will. But Australians have been doing it up till now, & we are going to do it 
too. (Fry, 1917)  

 

After repetitive comments describing his time in the desert as “very monotonous”, 

Langford had to wait until June 1916 to leave the land of “sand and sore eyes” and 

travel to France before he encountered his first taste of combat. France was a steep 

contrast to the desert of Egypt with “mud and slush everywhere”. He described the 

setting for this event as an advanced dressing station established about two miles from 

the trenches where the wounded were carried from the front by stretcher-bearers to 

be examined by doctors, then carried again further back to a building set up as a 

dressing station by motor ambulance. Langford volunteered to proceed to the 

advanced dressing station then he was ordered to move to the trenches. Looking back 

on that time, he expressed his naivety about the war in his writings: “all very anxious 

to be in the ‘Straffe’ [sic], (if we only knew)”. The definition of strafe is to attack 

repeatedly with bombs or machine guns. He described this first encounter: “I was 

working all day, 36 hours altogether. The sight at the dressing station was terrible, 

hundreds of wounded men were lying about, some of them not recognisable, they were 

so shattered & covered in blood.” He then entered the trenches, a series of tunnels: 

 

We had to crouch down and run like blazes, the bullets from machine guns 
were whistling over our heads … the sight I looked upon here I shall never 
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forget. Good God it was terrible. Dead Australians lying about, had to pick our 
way over them, to reach our wounded men who signalled to us. In some places 
the dead were piled up four & five deep. (Colley-Priest, 1919b)  

 

The reality of the situation hit home as he carried his first casualty back to the dressing 

station through the narrow, uneven trenches under fire:  

 

It took us fully two hours to carry the poor chap to the aid post. It was a terrible 
experience … I was very nervous I should hurt the poor fellow … my whole body 
was trembling, was forced to sit down & rest for 15 minutes. I could not 
possibly go on. I must have kept about 20 stretcher cases waiting, but they all 
knew what was wrong. (Colley-Priest, 1919b) 

 

His commentary on this battle continued: “The casualties were terrible, you cannot 

imagine and I dare not mention the total. All those men lost in one night … It is too 

terrible to write about, this was, is not human, & is a disgrace to Christianity” (Colley-

Priest, 1919b). These reflections depict his own personal anguish and agony as he 

experienced war firsthand. 

 

The battle described by Langford occurred on 19 July 1916, the Battle of Fromelles, a 

bloody initiation for Australian soldiers on the Western Front. It was anecdotally 

captioned the Charge of the Australians, who were ordered to attack strongly fortified 

German frontline positions in French Flanders. Over 5,500 Australians became 

casualties; about 2,000 men were killed in action or died from wounds sustained. 

Some consider Fromelles the most tragic event in Australia’s war history (Butler, 1930). 

Two years after the battle on the day of Armistice, 11 November 1918, Australian war 

correspondent Charles Bean walked these battlefields and observed them to be 

“simply full of our dead, the skulls and bones and torn uniforms were lying about 

everywhere” (Bean, 1934, p.25). 

 

By May 1916, William had still had not seen active fighting, leading him to comment:  

 

war seemed the farthest thing from our minds: the lovely green grass behind 
the trench spotted with myriads of dandelions, daisies & buttercups … & only 
the bang of a shell to waken us into the reality that we are at war. 
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His description of what the German troops thought of Australians was interesting. 

They sent over a bomb with the fuse extracted with a note: “we sons of kultur do not 

mind fighting white men or even black men but we do object to fighting thieves, 

cutthroats, convicts sons & fatherless children”. William’s reflection is testimony to his 

patriotism, for he wrote: “if the Kangaroos ever get to close quarters the fritz’s will 

know it” (Burrell, 1919). 

 

Further, he spoke of shell fire across the trenches and provided numerous 

commentaries on food, then philosophically described the destruction of their billet (a 

place where soldiers are lodged): “came one right through the roof … a matter of 30 

seconds sooner or later & our platoon would have been skittled”. He then reflected 

“this war racket is funny, blown out of house & home & an hour later things are as if 

nothing had ever happened”. His descriptions focused less on the horrors of warfare 

than some of the other diarists and are more matter of fact and less emotive. He 

commented on a serious fight: “How anyone escapes at all beats me …This is not war: 

men are not made to face these big shells” (Burrell, 1919). 

 

Allan described how casualties were to be evacuated in the deserts of Egypt during his 

training as a bearer in May 1916. He noted that they would be carried from the sand 

hill positions on stretchers then on camels to the advanced dressing station, then on to 

the road by sand carts and once on the road ambulance wagons would be waiting. This 

plan was made to overcome the extreme conditions of the sand hills and to speed up 

evacuation of the wounded who would die in the 130 degree F (54 degree C) 

temperatures. He also commented that due to the extreme heat they did not wear 

tunics, the outer woollen jacket, so “brassards” (Red Cross badges) were “attached to 

our shirt sleeves”. This is the first account of the Red Cross being worn in all the 

commentaries (Allsop, 1917). 

 

Allan left Alexandria for France on 18 June 1916. He described Marseilles and the 

Rhone Valley with “picturesque white stone bridges … such a pleasant first impression 

… only to see country even more beautiful if such were possible”, these images 

contrasting starkly with the endless sand of Egypt. The 8th Field Ambulance moved 

toward Armentieres where on 20 July in Fromelles “at 1 am every stretcher bearer was 
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ordered to dress and fall in prepared for the trenches to assist in clearing the wounded 

away”. Here he finally got his first taste of the horror of war. He reflected: 

 

Surely the world has never before known such a terrible night as that which 
confronted us … the order given was “two men to a stretcher and get across 
this piece of land”… bullets were flying past in hundreds. My word they had me 
bewildered … I saw the frightful result of war. Here the wounded were lying in 
dozens and dozens were arriving from the stretchers in the front … we picked 
up our patient from amongst these mangled human beings … but this time took 
no notice of bullets or snipers. (Allsop, 1917) 

 

Allan reported that “prior to coming into action we have been ordered to leave our Red 

Cross Brassards off because they present a target” and “over 300 casualties in the 

stretcher-bearers. Fritz has been deliberately shooting them”. This theme of stretcher-

bearers and medics being seen as targets is predominant in the World War One 

accounts and will be echoed in the stories from the current army medics in Chapter 7. 

He continued his recount of this horrific night as he was sent closer to the front line to 

the regimental aid post:  

 

On arriving at the firing line grim sights confronted us. Dead & wounded lay in 
heaps behind the parapet and worn-out Australians crouched close under cover 
… By the time we had completed 2 trips (six miles), we were weak and 
completely exhausted. Stretcher-bearing is no light work. 

 

He commented that this account of his first engagement was rewritten months 

afterwards: “Therefore I am able to give it more fully than was possible at the time” 

(Allsop, 1917). 

 

These comments reminds us that retrospective reflections impose differing meanings 

on the past. The past is negotiated, from a present standpoint, determined by 

experience (Dilthey, 1979). The narrative provided by primary sources, in this chapter, 

is one of individuals observing the world in circumstances of great stress. This created 

a need for intelligibility and moral values, which were so evident at the time of 

enlisting for World War One, but so clouded in the circumstances of the long conflict in 

Europe and the Middle East. In order to interpret our sources, we consider them 

authoritative of their author’s viewpoint, and also as indicating the outline of the 

shifting circumstances which transformed their lives in almost unbearable situations. 
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Both the letters and diaries are close to the points in time which they describe, but are 

nevertheless retrospective. In these documents, the stretcher-bearers are defining 

their experience for their own benefit. Both the need for meaning, and the raw 

materials of experience, can be discerned here. This reading of dual significance in 

primary sources about warfare has often been taken up by historians, for example, in 

studies of war and the national state in Germany: “Following Wilhelm Dilthey, Lorenz 

took the position that historical evidence was the basis of a rational ‘construction’ of a 

narrative that made the past comprehensible from the perspective of present needs 

and anxieties” (Cramer, 2010, p. 130). This is evident in the reflective nature of the 

stories expressed. 

Their Individual War 

Continuing his lamentations of boredom, Maurice wrote: 

 

the golden tread of humour which runs through the fabric of life here has been 
increasingly difficult to follow. Just picture it – a camp in the middle of the 
desert under an almost vertical sun, with no recreations beyond eating & 
sleeping. (Evans, 1918) 

 

This may indicate a mechanism for coping with the issues that surrounded him. 

Descriptions such as “snuff out” when describing the imminent death of a fellow 

soldier, and “scrap” and “got cut up a bit” for fighting, are possibly an attempt to 

escape the reality of the horror of his encounters with a distancing, almost cavalier 

attitude. Dene also used colloquial terms such as “in” to describe being at the front 

line and “this dreadful business” when describing the war in general (Fry, 1917). 

William also used the word “scrap” to describe fighting and “skittled” for death 

(Burrell, 1919). Allan also utilised colloquial language such as “hoped the bags” and 

“pushed back” as descriptors to depict fighting, possibly to detach himself from the 

terror (Allsop, 1917). The use of this “front-line lingo” could be seen as an effort to 

speak about what was happening, and yet deflect the horrors of war (Garton, 2020, p. 

222). 

 

This detachment may be a mechanism for developing resilience, defined in military 

terms as “a soldier who seemingly manages to endure the stressors and traumatic 

events of war remarkably well with no apparent disruption in their ability to function” 
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(Abraham et al., 2018, p. 365). The ability to distract oneself from negative feelings and 

emotions is hypothesised as a protective mechanism when facing overwhelming or 

horrific situations, although this avoidance or numbing of feelings could also be a 

negative form of coping that could lead to emotional distress at a later time (Abraham 

et al., 2018). The avoidance of emotional issues that affect a person’s psychological 

wellbeing until a later date, such as the return home from deployment, is a strong 

theme that that is discussed by the medics in Chapter 7. 

 

Maurice continued his story with a short description of six days’ leave he spent in Port 

Said (Egypt), the first leave he had had in two years. This length of fighting without rest 

or return home, we will learn, is in stark contrast to current serving Australian military 

personnel who deploy for six to nine months at a time, with a period of leave to see 

family often taken within this period. Maurice continued with descriptions of the 

ripening of dates “passing through three distinct colour at first green, then pale pink 

deepening into raspberry red which in turn darkens to the finished article purplish 

black”. This was in stark contrast to:  

 

sand, sand, sand. Everlasting shifting sand that that gets in your bed o’nights 
[sic] & your food by day; that gives off a dazzling glare from the blazing sun 
that makes one pucker up one’s face and shield the eyes with the hand – I am 
so deadly sick of it. (Evans, 1918)  

 

These contrasting, extremely descriptive musings possibly demonstrate a lability of 

emotions, or an attempt at self-distraction. 

 

Dene described his first experience of the front line in January 1917: “it was not all 

beer and skittles. However, we are out now and beyond a few things like chill blanes 

[sic] I’m OK”. He continued his stories from the trenches: 

 

I’d like to be able to tell you where we are, and describe some of the things 
around us. We are not far from a place called [apparently censored] … all water 
is frozen as is the ground & the dreadful mud … our feet very painful. To me this 
kind of thing is quite new … my second time “in” still leaves me sound on my 
feet. (Fry, 1917) 

 



121 

Langford continued his commentary on the aftermath of the battle of Fromelles with a 

description of shell shock: 

 

I think one of the most sad sights are the poor chaps whose nerves are 
shattered. Their whole body is shaking & at every sound go a gun they nearly 
jump out of the stretchers. The whole affair is cruel, an experience that will 
never be forgotten. 

 

His own feelings of his previous ardent desire to join the fighting were now expressed 

somewhat differently: “I have been most anxious to be in action for the last six months 

but never again … a beautiful day it is cruel to think that men are trying to kill each 

other amongst all natures’ beauty”. Despite this he continued his work as a stretcher-

bearer in “mud over to our knees in places … I will keep on stretcher bearing till I drop 

with Exhaustion, our comrades lives must be saved, many a man would die if it were 

not for us”. This work at times was too much for the battalions of bearers alone to 

manage in these horrendous conditions: “A great number of men die from exposure, 

the stretcher bearers cannot get to them”. Infantry soldiers were often required to 

lend a hand as at times it took six men to carry a stretcher. Langford described the task 

as “almost past human endurance, & I am surprised at myself sticking it out” (Colley-

Priest, 1919b). 

 

He also lamented on the behaviour of the German troops who contravened the laws of 

armed conflict, and the rules established by the first Geneva Convention, by bombing 

the hospital. These laws were established to protect wounded and sick troops on the 

battlefield and were examined in detail in Chapter 4 (International Committee of the 

Red Cross, 2012). He reflected that when on ward duty shells landed nearby: 

 

a dirty trick shelling a hospital … Fritz is too fond of shelling the Red Cross, but 
the day will come & the Huns will get their deserts. What Military achievement 
is gained by these dastardly actions, it is cold blooded murder. 

 

Despite this he treated wounded German soldiers, commenting: “Although they are 

our enemies they are simply human beings like ourselves, & we must pity them, on 

seeing their suffering” (Colley-Priest, 1919b). Allan had similar recollections, 

commenting on “the disgraceful treatment of prisoners” (Allsop, 1917). It will be 
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revealed that this thought was also reflected in the conversations with current serving 

army medics who treat the local populations in conflicts despite difficulties 

determining who is enemy and who is friend. This demonstrates the role dichotomy of 

warrior and healer, soldier and nurse that has continued across a century. 

 

William was finally faced with the war he had for so long been eager to be involved in 

on 26 July 1916 in France in the Battle of the Somme, but it was very different from his 

imagining, and his memories can only be interpreted through the prism of his own 

emotional struggles. This is an overriding aspect of World War One veterans 

memories, and has never been fully incorporated into the later nationalistic legends. 

As Alistair Thomson has written about the veterans: “their testimony records a war 

experience that was much more complex and multifaceted than the homogeneous 

identity of the legend …” (Thomson, 2013, p 32) 

 

William described being: “In Hell & had no chance of writing up so will put down from 

memory : which is very vivid”. He continued with descriptions of the trenches: “The 

wounded & dead are still lying about while a few of our poor boys are in ‘no mans’ land 

… Ern and I started stretcher bearing & had plenty of work & some awful cases”. He 

went on to recount:  

 

it was Hell carrying wounded over the open through barrage of shell gas & 
shrapnel: we had to carry through the open as the saps [tunnels] were blown to 
pieces … we picked up one of our wounded & run him down & then started 
carrying from the front line: it was hellish carry. (Burrell, 1919)  

 

After this he commented that all the stretcher-bearers were addressed by General 

Birdwood, Commander of 1 ANZAC Corps, who congratulated them all on their great 

work, saying “he would like to give every stretcher bearer who carried through that hell 

a VC [Victoria Cross] as everyone had earned one” (Burrell, 1919). This is an interesting 

comment. As previously discussed in Chapter 3, the awarding of the Victoria Cross, the 

highest honour to be awarded in the Australian Army, to stretcher-bearers in World 

War One was controversial due to a misinterpretation of directions from British High 

Command that deemed them ineligible (Austin & Austin, 2010). The ability to 

overcome fear to do a job under such extreme and terrifying circumstances can be 



123 

explained by the role army training plays in preparing soldiers for war: “The main 

reason for military discipline is to train soldiers to such an extent that their sense of 

military duty overrides their natural fear” (Austin & Austin, 2010, p. 41). 

 

Allan continued his recount of the battles in France. In July 1916 his battalion was 

issued a final message from the Colonel: 

 

Best of good luck! 
What you are asked to do, do quickly and quietly. 
Keep Cool!  
Conserve your water supply.  
Trust in God and do your duty, and all must be well 

 

The battle waged was fierce and Allan recounted: “it was impossible to get the 

wounded out … we were handicapped by having to fight in a system of trenches and 

ways which we had not time to thoroughly understand”. He described the deceit of the 

German soldiers: “Meanwhile our men suffered. Germans dressed in Australian 

uniforms came out of the dug outs and turned machine guns on the backs of our 

advancing men”. He went on to say: “the number of stretcher bearers was 

inadequate”, but despite this they “put up a record by clearing 3,075 wounded 

between 2 am & 6 pm” (Allsop, 1917). 

 

This testifies to the very different war that these stretcher-bearers were involved in 

compared to the current medics. In World War One the number of Australian 

casualties, and indeed deaths, was unimaginable with over 60,000 deaths and 156,000 

wounded, gassed or taken prisoner and as a result of such large numbers casualties 

became faceless. This is in stark contrast to deaths and injuries in Iraq and Afghanistan 

with 41 deaths and 261 injured, making each death personal, and highly public, for 

those involved (Australian War Memorial, 2019). Does this intimate connection have 

an impact on the personal wellbeing of the medic and their ability to overcome 

emotional issues on their return home? This will be explored further in Chapter 7. 

Emotional Struggles 

Maurice’s diaries are full of descriptive passages intermingled with his feelings of 

sadness, and at times desperation. He described in his diary of 1916 that he had “met 
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a lot of fellows who have returned from Australia after a trip there, and they say in 

Australia no one now has any time for the returned soldier”. He lamented: “well, well 

the gilt is off the ginger bread by now I suppose … or will be by the time I get back (if 

ever I am beginning to doubt it)”. He continued: 

 

But now I fail to see any glory or romance in active war, it is to my mind too 
sordid, man is brought too close to his animal state. He lives like an animal & 
dies like any animal you may go out and shoot in the afternoon. What glory or 
romance is there when, while going about your lawful occasion there comes a 
sudden vicious hiss followed by a snick like a door hasp shooting home and the 
man next to you drops sprawling & kicking, gasping, foaming at the lips … of 
course I am not going to bring that there may be Glory etc there but my trouble 
is I can’t see it. (Evans, 1918)  

 

His melancholy dialogue concluded with a quotation from a Roman poet, Horace: “I 

think a man has to be worked up to a high pitch of emotional stress before he honestly 

agrees that Dulce et Decorum est pro patria mori” (translated from the Roman lyrical 

poet Horace’s Odes, lll.2.13, “it is sweet and proper to die for one’s country”). This 

gives an interesting insight into both the man portrayed in his own writings, who 

quotes Roman poetry and takes overseas with him to fight in a war books such as 

Tennyson’s work and Antony and Cleopatra, and his current mental state as he wrote 

his diary two years into a war. These musings differ so drastically from the 

enthusiastic, probably naïve youth who embarked from Australia two years prior who 

flippantly commented he went to war to “see new things”, who now mused “one has 

to live absolutely for the moment here or else one would die of melancholia” (Evans, 

1918). His reflections are autobiographical, reflections told by himself about himself 

and, as Dilthey states, “Autobiography is merely the literary expression of a man’s 

reflections on his life” (1979, p. 215). 

 

Maurice’s mental anguish and apathy at this point in time is evident in his comments: 

“In fact I have descended to a mental and physical apathy from which I have only 

strength to rail feebly at fate”.  He continued: 

 

Tonight I have got nerves badly as it is a brilliant moonlight night, the moon is 
practically overhead … so I am constantly imaging I can hear a plane. I long for 
the time when I shall be no longer always subconsciously on the alert for 
unaccustomed sounds.  
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He also commented: “There is no doubt that my nerves are not all that they should be” 

(Evans, 1918). These reflections demonstrate the toll that this lengthy war had on the 

men who had chosen to fight in unknown lands with minimal preparation or training. 

This lack of prior knowledge and training is a point of contrast with the current well 

briefed and trained medic, discussed in Chapter 6. 

 

Dene became emotional on discovery of the grave of his brother Alan in a village 

cemetery in France:  

 

The whole thing is simplicity itself, and it is hard to realise that the little tin 
label is all that marks that narrow little ground plot so dear to us all. I felt as if I 
would give my own life just to reach down and give him a handshake, and it 
was quite dark before I could drag myself away. I feel as if I have achieved 
something in finding the old chap, he’s been lonely indeed until now … But I 
must stop, I only upset myself this way. (Fry, 1917) 

 

After two years as a stretcher-bearer and medical orderly, Langford appeared at times 

immune to the horrors of war: “six stretcher cases were lying in the hard sand, some 

were horrible sights, but of course I am used to seeing such sights now, it does not 

affect me but very little”. However, other comments contradict this hardening of the 

senses: “I must state again, that the terrible sights I have seen lately are getting on my 

nerves”. He became philosophical when writing home: 

 

We have had many ups & downs, dark days and stirring days. But the long cold 
cheerless winter has passed & beautiful spring is upon us … it fills us with hope 
& confidence for the future. It reminds us of our dear sunny land, & awakens 
fresh thoughts within us of those whom we love … God grant that all that all 
obstacles & barriers which separate us from home will be swept away 
completely, that justice will have crushed once & for all the Demon wrecker of 
humanity, already the cause of terrible misery, bloodshed, & unhappiness 
throughout the world. (Colley-Priest, 1919b) 

 

Allan spoke of some of the horrors of war with apparent disregard at times, declaring 

in an un-emotive fashion: “two [men] were shot through the head but they died shortly 

afterwards. We never carry the dead unless they have passed away while in our hands” 

and “my clothes were splashed with blood”. At other times he revealed the emotional 



126 

turmoil he faced: “We passed a night of anxious terror, sitting huddled in the small 

dugout”. He also referred to a colleague who “got shell shock in the trenches” and 

“numbers of men cracking up under the strain”. His last few days as a stretcher-bearer 

in May 1917 were spent carrying across the Hindenburg Line on the Western Front 

where he said: “The chaos on the battlefield was perfect Hell” (Allsop, 1917).  

Wartime Adventures Continue 

Despite feelings of melancholy Maurice continued to write descriptively, and at times 

enthusiastically, about his adventures, describing missing the attack on Gaza in March 

1917: “Though I should probably be very scared, I am sorry to miss seeing it for it seems 

to be the biggest thing that has yet happened out here & the tanks would be worth 

seeing”. He described his work with the 1st Light Horse Field Ambulance in the Sinai 

Peninsula and the lack of resources to cope with so many wounded: 

 

It was now nearly dark & still a lot of wounded to get in, we got them 
altogether & then followed a weary wait for sand carts: [a two wheel transport 
vehicle designed to carry two or three stretchers in sand and pulled by horses] 
there not being nearly sufficient transport. Added to which 2000 Turks were 
coming … it is very unpleasant when you can do nothing but wait while any 
minute some Turks may turn up. We finally cleared up … we then found about 
300 wounded lying in our tents – for our hospital staff was acting as a clearing 
station. They had not expected anything like so many casualties & thus had run 
out of stores and food & bandages. (Evans, 1918) 

 

Maurice described this battle of Rafa, fought in January 1917 and the third and final 

battle to recapture the Sinai Peninsula by allied forces during the Sinai and Palestine 

campaign of World War One (Department of Veterans’ Affairs, n.d.), as “a great 

success as a whole though we paid a large price. I believe our casualties for the whole 

of our force are about 600” (Evans, 1918). 

 

Maurice’s diaries continue after these battle descriptions with comments such as 

“Absolutely nothing has happened lately, one would think that being at war there 

would be always something happening which would be noteworthy but it is not so”. His 

musings reflected his changing emotions, ranging from “tonight … in fact every night is 

wonderful” with descriptions of the colours of sunsets and “What more could a man 

want on active service, almost in the face of the enemy” when he spoke of his routine 
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of caring for the horses and cooking meals. This is in contrast to rhetoric that indicated 

self-deprecation and melancholy: “I have just caught a flea which has mercifully 

stopped me wasting valuable paper on subjects which a common trooper is not 

supposed to realise, much less appreciate. His place is with the fleas in the dust” 

(Evans, 1918). 

 

Dene’s war continued in France in March 1917, as he wrote home: “it is now a long 

time since I’ve written, for we have been very busy, and in the line several times in 

quick succession”. Continuing his story, he lamented on the “mollycoddling” of civilian 

life leading to less than robust individuals: 

 

here we have been wet for weeks, slept, or rather dozed on the floor of a 
muddy trench … dug in the snow & sleet, not washed for weeks, eaten bread & 
jam, bully beef and stew and after all, shells included, came out fairly right. 

 

He does, however, justify this with: “There is no doubt tho’ that the Army tot of rum is 

the saving of most. It has carried me out more than once” (Fry, 1917). 

 

August 1917 saw Langford spend two weeks on leave in England before returning to 

fight in Belgium where he described 25 September 1917 as  

 

one of the worst days that our bearers had ever experienced. The shelling of 
our lines was hellish, never will I forget it. Really I do not know how to write 
about an account of today’s doings, it is too awful to think about. (Colley-
Priest, 1919b) 

 

He is most likely describing the battle of Polygon Wood, near Ypres in Belgium, where 

more than 950 Australian soldiers lost their lives over the two-day battle (Bean, 

1934). He was awarded the military medal in 1917, with the citation reading: 

 

conspicuous gallantry and devotion to duty whilst continuously carrying 
wounded from that post to Bellawaarde Ridge under very heavy shell fire of all 
kinds, H.E. [heavy explosive], shrapnel and gas shells. On several occasions 
these men volunteered to carry urgent cases during a very intense period of 
the barrage. Throughout the action they showed great courage and devotion 
to duty, working continuously, and were responsible for saving many lives. 
(Australian War Memorial, 2021)  

 

https://en.wikipedia.org/wiki/Second_Battle_of_Ypres#Battle_of_Bellewaarde_(24%E2%80%9325_May)
https://en.wikipedia.org/wiki/Explosive_material
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His reaction to this award is reflected in his comment in his diary: “Too much fuss was 

made over the event, you can just put it down to good luck” (Colley-Priest, 1919b). 

 

Langford continued with the 8th Field Ambulance as a stretcher-bearer after the 

Battle of Amiens, 8 to 12 August 1915. This was part of the Hundred Days Offensive 

on the Western Front which ended the First World War (Bean, 1947). He commented 

that the advance was proceeding so rapidly that it was difficult to keep up with the 

troops, and they faced smoke and continual shell fire making carrying long and 

arduous as the ambulance wagons could not be used: “a great congestion of stretcher 

cases was the result … the carry was a long one, about two miles … a most delightful 

one – into trenches & over barbed wire, & very often mud up to the knees”. 

 

He described the end of hostilities: 

 

On Monday morning the 11th November the Armistice terms were accepted by 
Germany & at 11 am hostilities ceased for the first time in four years on the 
Western Front … The end to this awful slaughter & bloodshed is at hand, it 
seems too good to be true … The above dates the 3rd anniversary of our 
departure from Australia, anxious then were our hearts, as to what the 
outcome of it all would be, though little did we think the War was going to last 
so long, or that we were going to have the experiences we have had. (Colley-
Priest, 1919b) 

 

These retrospective thoughts underline the initial naivety of these soldiers as they 

went to war. Their lives were transformed by unbearable circumstances that altered 

their initial viewpoint. This exasperation of such a long war with unimaginable loss of 

life is summed up well by Major Butler, 9th Battalion Regimental Medical Officer 

(RMO), when reflecting on the ANZAC invasion at Gallipoli: “Hundreds of dead, dying 

and wounded – for what? May it soon be over” (Austin & Austin, 2010, p. 25). Ashley 

Ekins (2019, p. 19) comments that on that day in November 1918, now celebrated as 

Armistice Day, soldiers were too drained to celebrate, displaying only slight or 

unenthusiastic reactions. Wild celebrations occurred in major cities of the allied 

nations, but soldiers were too numbed to celebrate. Charles Bean (1934) commented 

that the change was too deep for outward rejoicing and that life continued as normal, 

just without the fighting. 
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William continued his stories of fighting and carrying in the trenches in various 

locations in France throughout August to November 1916, with emotionless but 

descriptive comments regarding the horrors he faced: “there are a good few dead 

about & they do stink: the bones sticking out from the parapets do not make a nice 

sight” and “the trenches are awful & up to our knees in mud … we have to carry across 

the open here with a white flag & Fritz does the same” (Burrell, 1919). These entries 

are intermingled with commentary on life at war, filled with descriptions of towns and 

sightseeing, churches and food. This is the end of his first diary. The next one 

commenced on 1 May 1917, when he was in France and his tales of stretcher-bearing 

continued in Amiens, Bapaume and Arques. 

 

Allan continued his recount in October 1916 near Montauban, France, which he called 

Green dump, part of the Battle of the Somme, where they: 

 

sat huddled up or stood for 6 hours in wet boots & clay covered sand bags 
bound round our legs, these also soaking wet … stretcher and bearers fell time 
after time but still we had to plod on. It’s the heaviest and most exhausting 
duty … 5 infantry attached to us as stretcher bearers were killed. (Allsop, 1917)  

 

He reflected that these conditions resulted in “only 44 from close on 300 of our unit 

could be mustered for stretcher bearing today. Wounded are coming in a continuous 

stream … some dying on the way.” The horror continued: “carrying at night is 

something we dread” and 

 

trench feet coming in large numbers. Over 400 today … our unit is busy carrying 
these men on their backs … and no wonder when men are standing in water up 
to their knees for three or four days, especially when the water is frozen day 
and night.  

 

He related this to his recount of his time in Egypt: “The bearers were completely 

knocked up, staggering along with stretcher after stretcher. Never have I seen men 

more exhausted, since the memorable march in Egypt, as I did last night”. He hinted 

at his mental fatigue: “The exhaustion last night temporarily upset me but I am now 

alright” (Allsop, 1917). 
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Longing for Home 

After two years at war Maurice commented: “I am beginning to long for home & a 

quiet life”. He went on to pen a description of another soldier: “Today one of our 

chaps has gone mad & no one knows whether it is real & whether he is working his 

ticket” (Evans, 1918). He was remarking on what was called “shell shock”, now PTSD, 

for which a soldier would be sent home as he was considered wounded and unable to 

fight (Horner, 2001). Shell shock is a condition in which the link between an 

individual’s memory and identity is disordered. Images and experiences arising from 

combat disturb the person’s life story, undermining the point of reference from 

where an individual’s sense of self unfolds (Winter, 2011). This disturbance manifests 

itself in both physical and psychological forms with reoccurring sights, sounds and 

images; thus a soldiers is deemed unsuitable to fight. Suicide is seen by some as the 

“ultimate escape from these horrors” (Winter, 2011, p. 33). 

 

Shell shock was considered by some to be a form of malingering, and others 

considered those suffering to be mentally weak, and so it was seen as a poor 

reflection on the individual on return home (Garton, 2020). Maurice went on to 

describe an incident where a sergeant “shot himself last night with a revolver, for 

what cause no one knows some say a combination of too much desert and drink” 

(Evans, 1918). Allan commented on a patient who “had shot himself in the foot” 

(Allsop, 1917), both possible evidence of the same issue that has affected fighting 

men, or those who see trauma, throughout the centuries. Langford also described a 

man who after exposure to shell fire “has just been brought in is sitting by my side, 

poor devil, his whole body is shaking, one would think he was shivering with cold. His 

nerves must be shattered”. Continuing this theme of emotional turmoil suffered by 

men about to go into battle in the trenches, he related: “we were informed that a 

great number went mad before the first charge” (Colley-Priest, 1919b). PTSD is a 

timeless phenomenon, even identified in writings from ancient Greece, that has both 

physical and psychological manifestations, described in World War One as “war 

neuroses” linked to “gradual psychic exhaustion from continued fear” (Jones, 2005, p. 

19). We will see that PTSD is a strong link between soldiers of war across the century 

that is portrayed in this research. 
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After three years of fighting Maurice declared: “I am getting too old for war”. He was 

moved to Beersheba, Egypt, where he described carrying wounded and being 

targeted for doing so: “The Turks were deliberately sniping at us all day”. He went on 

to describe how his hands become “very septic”, saying “I am a pitifully sordid object 

now … bandages are very scarce so we have to keep ours ad infinitum … am a 

repulsive mass of frayed & filthy bandages”, but he recovered from this. He 

concluded: “1917 has not been such a bad year … Let us pray that 1918 will see the 

conclusion of this nomadic & uncomfortable life” (Evans, 1918). The year of 1918 

brought with it a change to the Field Ambulance structure, with many medics being 

“dismounted” and Maurice lost his horse Bernard, leading him to acknowledge that 

“he has his faults but they are far outweighed by his virtues. He has carried me 

without a complaint … and I had grown absurdly fond of him”. He commenced work 

as a stationary medical orderly, taking sick parade where “the sick & ailing usually 

keep us working in the morning”. His stories at this time recalled periods of boredom 

in the Jordon Valley: “Of very boredom I am sitting down to write having absolutely 

nothing else to do”. His melancholy musings of time lost continued as letters from 

home reminded him of his lost youth: 

 

I got three letters last night. I was pleased to get them, but nowadays they 
always depress me because they recall times which are past & which can never 
come again. What an unrelenting spectre Time is! How inexorable! The passing 
of time is the greatest tragedy in a man’s life. And what a tragedy is this! Six 
tenths of the populations of the world wasting four, five precious years in war! 
What senseless profligacy we have here! They are lost never to be recalled. 
(Evans, 1918) 

 

In February 1917 Dene reflected: 

 

The winter is severe on us, and we do not live in houses. Why, I’ve forgotten 
what civilisation is … We have learnt of two new foes over here, and they are as 
bad as or worse than the hun [Germans] – cold and mud. But I am always 
turning my thoughts back to happy times … absence makes the heart grow 
fonder.  

 

He continued his stories home with a letter to his father, dated 1 April 1917, when he 

was again at the front line, commenting he wished he could tell his father what he had 

been doing but it was “strictly forbidden” (censorship). Still he wrote he had been 
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“right in the thick of it & have been helping to dig & hold our new front line”. He 

resumed with tales of cold so bad “I could hardly feel any part of me” and of “being in 

the middle of quite a number of Fitz’s heaviest barrages”. He lamented lost mail and 

missing family but always with optimism and comfort for his family: “you bet I’ll be 

alright & look after myself … I have been among the lucky, so I suppose I’ll do it again” 

(Fry, 1917). Lamentably this was Dene’s last letter home as he was killed on Easter 

Monday 9 April 1917. 

 

Langford remembered 9 November 1917 as the second anniversary of leaving 

Australia, and he reminisced: 

 

That eventful morning when we embarked upon the “Beltana” & sailed through 
Sydney Heads is ever fresh in my memory. When I see the “old” Port Jackson 
again I will not be responsible for my actions, I can assure you. 

 

He continued these thoughts on Christmas Day 1917: “I could not help noticing the 

slight depression of all, the fact is only too true-everyone is sick and tired of the war & 

we have been altogether too, long away from our homes”. In June 1918 he reflected on 

the two years since landing in France: “Quite a number of the old members have 

returned to Australia. Lucky beggars. Alas! A few have made the supreme sacrifice and 

a fair number have been wounded” (Colley-Priest, 1919b). 

 

Allan’s diaries do not so much reflect a longing for home, but rather his final diary 

entries written before his role of stretcher-bearer ended and his time as a dispatch 

rider began give insight into the mental and physical fatigue he was experiencing. In 

May 1917 he described carrying soldiers from the Hindenburg Line on the Western 

Front as “This has been the worst day of my life”. This was followed by his reflection, 

almost a self-justification, of his role change: 

 

All stretcher bearers left for the line this morning. Every available was sent, but 
I have been left behind as a dispatch rider on the Douglas Bike. Up to present I 
have not missed one carry in the line & have been out every time. Having done 
as much as anyone in the unit and considering that very few of the of the 
original 8th are here now I think it’s my turn for a sweet job. (Allsop, 1917) 
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The Effects of War 

Maurice continued on to Bethlehem where he wrote: “I alternate between 

comfortable satisfaction of myself, my job & everything else, & deep dissatisfaction at 

everything”. He assisted with sick parade for 

 

500+ souls … my treatment is largely one of faith. I say I know exactly what 
they are suffering from give them Quin Hyd Z [? quinine] & aspirin & tell them 
to go to bed … never shall it be said I sent them empty away. 

 

This indicates his limited medical knowledge which is in stark contrast to the highly 

trained medic of today who has both civilian and military medical qualifications, as 

outlined in Chapter 3. He related a story of passing two graves, one of which stated 

“Killed by Aircraft” and, despite seeing many graves during his time at war, this one 

affected him. He commented again on his own mental state and those around him: 

 

I asked myself whether I should have believed just six years ago one who told 
me that a few years hence I should be standing at the roadside by Jericho by 
the lonely grave of one who was “Killed by Aircraft”! The World is so mad & the 
pace so fast nowadays that when one pauses in the hectic advance & thinks of 
all the unbelievable & indelible events that have taken place in so short time 
one is assailed by a feeling of unreality. And when all is over & one has time & 
leisure to plan & look about one, the events of the years of war will assume the 
blurred proportions of a feverish dream … Which explains to a certain extent 
why the only possible mode of life is to live for the moment. He who attempted 
to get a reasonable perspective of the whole thing & took this existence 
seriously, not as an uncomfortable & puzzling, but fortunately transient, phase 
would have gone home to Australia as a mental case some time ago. (Evans, 
1918)  

 

Here Maurice again demonstrated his dissociation from reality as a coping 

mechanism. 

 

In his final months of World War One from September to December 1918 Maurice 

was in the Palestine area. He was in Jerusalem when peace was declared. He 

continued to use colloquial language when describing the fighting, this time as “The 

Big Stunt”. In September 1918 he said: “we [allied forces] have captured some 1000 

prisoners, 125 guns, Haifa and Nazareth & we have blown up a bridge near the Sea of 

Galilee. We have captured the Turkish G.H.Q. … and I believe things sound very good”. 

However, the horrors of war returned as he recounted: 
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from time to time we would come on a terrible stink & find that the whole of 
the road for a hundred yards or so was a veritable shambles of dead Turks … 
each telling so plainly its own little tale of pitiful tragedy … he [a soldier] had 
died in frightful agony as witness the furrows he had ploughed in the dust with 
his writhing’s. For the first time in the war the scene sickened me, it was too 
much like butchery, they had not got a chance. (Evans, 1918) 

 

In this melancholy mention of the dead Turkish troops, Maurice showed his 

repugnance for the violence of warfare, which “sickened” him, as he compared it with 

“butchery” (Evans, 1918). He reflected that he felt this emotion for the first time, and 

seems almost surprised that the scene affected him in such a way. This abhorrence 

may have been felt by many soldiers during times of war, but is not often expressed 

so directly. 

 

He spoke of transporting five hundred wounded and sick prisoners to Ammon in 

October 1918: “I was sorry for the poor devils, some were in a frightful state”, 

indicating a healer’s compassion in his soldier’s role. He went on to muse on the 

possibility of going home and his mixed emotions: 

 

Personally were it not for considering what disappointment it would cause at 
home I should be inclined to stay and see the war out. I don’t think it can be 
much longer now. Still I suppose a man had best “get in while the goings 
good”. 

 

Rumours that “Hostilities have ceased” caused further lamenting: “If this is true, now 

comes the really irksome part of waiting until we can get home” (Evans, 1918). 

 

Dene spoke less extensively of the horrors of war, but after his brother’s death in 

France he commented in a letter home to his mother: 

 

the people in Australia are sadly ignorant of things. But it is best so. The 
privations of Egypt even, which are sneered at if a man has not been to the 
front, and which Alan had so much of. We have 1000 wounded men here from 
the Posieres action and all agree that Gallipoli was a mere picnic. France is a 
battle of mammoth engines and until the people realise we must have men, it 
will go on. (Fry, 1917) 
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Langford expressed in his diary that the fighting in Belgium had a profound effect on 

him, leading him to reflect: “some of the incidents that occurred fairly shook us up, 

fancy calling this a civilised world & this ghastly business going on”. So great was the 

impact that it began to affect his ability to perform his duties. In a state of self-

awareness Langford lamented: 

 

I should have been giving them a hand, but I felt queer at the time, one can 
have too much at this game. I am not the only one up to the mark, all the other 
bearers are beginning to break up. I sincerely hope this will be our last time in, 
the strain on the nerves is too severe. 

 

He went on to comment later in his diary: “after three years on Active Service, I have 

come to the conclusion that there is no Glory in War” (Colley-Priest, 1919b). 

 

William’s diary had an entry in the margin in September 1917 “awarded M.M 

[Military Medal] for bravery in the field 20/9/17”. He commenced his story by 

recalling that initially there were no casualties despite heavy shelling, then: 

 

Struck it rough after that: shell blew my squad up … told that S.M. Watson and 
Alf were out in front wounded so went out & brought them in … took Watson 
down & returned for Alf but a shell had again got him and took both legs off: 
put tourniquet on & was bringing a stretcher when a shell got me & blew me 
down: bit through thigh and back … lost a lot of blood but managed to hobble 
out. (Burrell, 1919) 

 

William’s concern at this stage was not for himself but for his brother in arms, Alf: 

“poor old Alf! Sorry I could not get him out and trust someone volunteers to do so; 

‘boys’ in front line having a bad time plenty of dead and wounded there & no bearers 

to get them out”. He continued his recount with “I am very sick and weak from loss of 

blood. I think myself lucky to be hit and away from that Hell” (Burrell, 1919). 

 

This horrific story, told with minimal emotion, must have remained with William for 

life. As a result of his injuries he was sent to England to convalesce, but was left a 

legacy of this day of “hell” with the doctor saying “he would leave the two pieces of 

shell in so long they didn’t interfere with my movements” (Burrell, 1919). He returned 

to the war in France in February 1918; however due to his injuries he was no longer a 

stretcher-bearer, but worked as a signaller. 
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Allan lamented on the awarding of military honours: 

 

Much dissention exists in the unit rendering the decorations useless. I now 
repeat my previous impressions with regard to awards viz. that 8 out of every 
ten are useless. They certainly are not looked upon as honours. Far from it. The 
best men get nothing at all. (Allsop, 1917)  

 

This an interesting viewpoint which is reflected in some other writings: “War legends 

usually are based on actual events, the facts of which are greatly embellished by the 

imagination of the person involved, or the latter’s contemporaries, or of latter 

generations” (Tappan, 2018, p. 38). This is supported by Spijkerman who reflected 

that decorations were designed to “inspire, motivate and reward desirable conduct”, 

awarded after specific deeds to commemorate the individual, but also to motivate 

troops to continue fighting especially when months of war caused a decrease in 

morale (2019, p. 358) 

Homeward Bound 

In Jerusalem on 31 October 1918 Maurice heard the news that “the war with Turkey 

expired at 12 noon today … our little show is over … So that’s that”. This is an 

interesting and un-emotive way of describing the end of World War One, which 

should have been a cause for celebration. Armistice Day for many was an anti-climax, 

as men were too physically and mentally exhausted to celebrate, and the major 

emotion was thankfulness rather than celebration, with thoughts of when they could 

begin their journey home (Ekins, 2019). Maurice described the end as his “Nunc 

Dimittis” (Latin for now you may dismiss), but whilst preparing to board his ship 

home, SS Port Darwin, at Suez December 1918, he described himself as “an 

extraordinarily unlucky individual … this is where my bad luck becomes prominent”. 

This is an intriguing reflection when considering he had come through four and a half 

years of war predominantly unscathed. He continued to describe being admitted to 

hospital on board ship with pleurisy: 

 

by this time I am a perfect skeleton. They reckon we will hit Melbourne on the 
19th December. But I may be dead from starvation before then … We have 
already had two deaths on board. Everyone is Malaria-ridden, the most 
unhealthy looking crowd that I have ever met. (Evans, 1918) 
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His diaries conclude on 24 December 1918 on arrival in Port Melbourne. He closes his 

memorable musings with: 

 

And so with grateful relief I will close this noble Odyssey. And though I have 
many pleasant memories of my wanderings I hope I may never wander again 
under the aegis of the Army. Inshallah! El Hamid Lillah! Khalass [God willing, 
praise to God, done]. (Evans, 1918) 

 

Dene did not return home. He was killed in battle April 1917. An extract from a letter 

from L/Corp Cleve Edmunds, a friend, described his death: “He was shot through the 

head on Easter Monday Morning … probably caught by a machine gun as he was 

advancing over open country chasing the enemy” (AWM, n.d.). 

 

Langford described the end of the hostilities and planning for home:  

 

Many great changes have indeed taken place, since the 11th November 1915, & 
varied indeed have been our adventures. We have lost a lot when we come to 
consider our pals who have fallen, although on the other hand we have gained 
considerably, when we realise that they have not fallen in vain, since what they 
gave up their lives for is WON. (Colley-Priest, 1919b)  

 

He commenced his travel to England (on route to Australia) on 6 March 1919, some 

four months since the official end of hostilities. He reflected:  

 

It is hard to realise that after an absence of 3 ½ years from Australia, that at 
last a start is to be made for Home. With a feeling of joy intermingled with a 
feeling of regret, I am leaving the Unit tomorrow, as it has been my home for 
so long, and I have made numerous friends, or should I say close “Pals” … & 
perhaps I will never see them again. (Colley-Priest, 1919b) 

 

This indicated a longing for the friendships made and concern about the prospect of 

returning home. As we will discover in Chapter 7, these conflicting emotions are 

echoed in the stories of the current serving army medics returning from their 

deployments who long to be home, but miss aspects of deployment when they 

return. Langford arrived home to Australia on 1 June 1919 and reflected: “The above 

date will be an ever memorable one to me, the day I arrived at Australian shores”. On 

11 June 1919 he arrived in Sydney: “The day that I have longed for – , my arrival in 
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Sydney arrived at last. The cherished hope, so often conjured up in my mind, at last 

reveals itself in glorious reality” (Colley-Priest, 1919b). 

 

William continued his dairies for the remainder of his wartime as a signaller with 

descriptions of France in a new diary that commenced in June 1918. These 

reminiscences are very different from the “hell” he described as a stretcher-bearer; 

although he spoke often of air raids, his entries are brief and sporadic. An entry on 11 

January 1919 has him lamenting “am 26 years old today (11th) so am getting an old 

rooster now”. He continued on to describe that his injuries caused him to go before 

the medical board, with the verdict being: “As I wouldn’t go to hospital, have to return 

to my unit and be demobilized” (a process of being stood down from combat-ready 

status). As a result May 1919 saw him travelling home to Australia, arriving in July 

1919. He completed his diary with the reflection: “now I am content to stay in ‘God’s 

own Country’ and let wars alone in future”. This was very different from the view of 

the eager young man with a desire for war in his earlier writings (Burrell, 1919). 

 

Allan’s diaries analysed within this research do not cover his return home but records 

show he returned to Australia on the Sardinia on 19 April 1919. A portion of a poem, 

“When It’s All Over”, quoted in The Anzac book reflects the thoughts many of these 

men had on their return home. It was written by Harry McCann, a soldier in the 4th 

Light Horse Regiment (Men of Anzac, 1916, p. 151): 

 

Yes, we dream of home and Mother, and of Dad and Sister May, 
And the girls who used to know us, waitin’ half a world away; 
And we’re wantin’ just to find them just the same and nothin’ more – 
Just the same old dear old home-folks that we knew before the war. 
And I’m hoping they’ll be looking for the boy that used to be,  
Not a hero with a halo for the crowd to come and see. 

Harry McCann 
4th A. L. H. (Australian Light Horse) 

 

The narratives provided by these primary sources tell of individuals describing their 

experiences during times of great personal strain. Their utterings give evidence of their 

moral values and beliefs on enlistment that become clouded by the horrors faced in 

World War One. They are, however, influenced by the conventions and censorship that 

occurred in World War One, limiting their ability to inform the reader of many negative 
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aspects of their army service. However, some conclusions can be drawn. Their 

reflections are consistently nationalistic, and their views of the enemy consistent with 

the official propaganda of World War One. Their duties put them under considerable 

mental and physical strain, but they tended to concentrate their descriptions on the 

harsh environments as their greatest obstacle. Direct personal complaints are rare; 

however the fatigue and disillusionment were clearly taking their toll by 1918, as 

portrayed in their writings. 

 

The stories are delivered from the writer’s viewpoint, but they are nevertheless 

considered authoritative as they experienced the happenings first hand. They describe 

events retrospectively, often writing to provide perspective for their own benefit to 

attempt to make sense of the atrocities they experienced. All the events portrayed 

have significance for the writer. Historian Eduard Meyer believed a significant event is 

one that has wide influence for the future; however Dilthey extended this belief that it 

must also have significance in the present (Hodges, 2010). For the stretcher-bearers 

who have told their stories in letters and diaries, their tales are significant to 

themselves. They also prove to be significant for many others who read them, for the 

object of historical study is people: Dilthey reflects: “The experiences of other 

individuals are intelligible to me because they are the realisation of possibilities which 

are present also in me … Hence I can understand the past, because it still lives in me” 

(1992, p. 278). 

Chapter Summary 

This chapter has related the stories of the World War One stretcher-bearers, the 

forebears of the current Australian Army medic. These life narratives of individuals are 

portrayed from their own writings in letters home and diaries written during their time 

at war. These personal musings are supported by books written about the Field 

Ambulance divisions and embedded in reflections relating to the social and political 

climate of the time. They detail both what the writers did and how they felt in a war 

that took them away from their families to strange countries for many years without 

return, and how their patriotic enthusiasm was gradually diminished by the horrors of 

war that engulfed them. 
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The following chapter, “The Medics Speak”, is the first of two chapters that tell the 

stories of the current serving Australian Army medics interviewed for my research. It 

reflects on their reasons for becoming a medic, their training, deployment preparation, 

their overseas deployments, and the best and the worse moments of their experiences 

working in warzones as a medic. The political and social climate of the time provides 

an important backdrop to these reflections, as how their involvement in the MEAO is 

viewed by the community impacts both their psychological wellbeing and their ability 

to reintegrate on return home.
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Chapter 6 
The Medics Speak 

 

One’s own epoch is experienced as a situation in which the present itself 
stands, and this is not merely in the sense of standing over against the past but 

rather simultaneously in the sense of a situation in which the future will be 
decided or has been decided. Thus the awakening and vigilance of historical 

consciousness is not something self-evident or pre-given in life. It is much more 
a task to be developed. (Heidegger, 1925) 

 

Introduction 

This chapter examines the role of the current Australian Army medic both in Australia 

and during overseas service. This is done with a focus on the interviews conducted 

with current serving medics. The stories in this chapter focus on areas such as military 

and medical training, their reasons for becoming a medic, their overseas deployment 

activities, and how these deployments have impacted both their professional and 

personal lives. Unlike the letters and diaries from World War One, which were written 

at the time or close to the actual events described, the interviews were conducted well 

after and thus have allowed the participants time for reflection on their actions. The 

World War One diaries also finish at, or before, the time of return home. This differs 

from the interviewees who discussed not only what happened on deployment but also 

on return home and well beyond.  

 

The reflectiveness of the interviews may distinguish the two sources of historical 

information, as the latter were conducted with the comfort of time, distance and 

perspective (Garton, 2020, p. 203). According to Dilthey (1979), humans are unique in 

their tendency to reflect and comment on their actions. They also convey meaning by 

gestures or expressions which add clarity to the spoken word and demonstrate 

emotions felt at the time. I have integrated non-verbal expressions and gestures in the 

reflections of the medics to add meaning and depth to their reflections. 

 

The interview questions were designed to assist in exploring my overarching research 

question: 
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How did the role of the Australian Army medic evolve over the course 

of the twentieth century? 

 

I transcribed the interviews myself. I took this approach to embed the research 

content and to take note of any non-verbal expressions to add depth to the stories 

told. Transcription is a pivotal aspect of qualitative enquiry and if done by the 

researcher it ensures accuracy (Easton et al., 2000) and allows for inclusion of feelings 

and non-verbal cues in the conversations (Oliver et al., 2005). Themes were identified 

utilising thematic analysis and supported by quotations to narrate the personal 

biographies of the current army medics portrayed. 

 

This chapter is prefaced with the political and social background of the times 

surrounding the conflicts in which the medics deployed to give context to their voices 

and to better understand the personal dilemmas they faced. The philosopher guiding 

this research, Wilhelm Dilthey, stated: 

 

Wars are a chief component of all history. The theory of war depends primarily 
on knowledge of the physical conditions which provide the basis and means for 
a conflict of wills, for the purpose of war is to impose our will on the enemy by 
means of physical force. (1991, p. 70) 

 

These physical conditions, and the conflict of wills, were present in different forms in 

all of the varied primary sources analysed in this thesis.  

The Societal and Political Climate  

When reflecting on and discussing the stories of the interviewees it is important to do 

so in conjunction with a discussion of the societal and political climate of the time 

these stories took place, to gain a better understanding and appreciation of the 

personal stories told. The fact that history derives a special intimacy through our 

capacity for autobiography does not mean that we should be content to understand 

history through individuals alone. This becomes evident in relation to Dilthey’s own 

work as a biographer of the theologian Schleiermacher (1768–1834). It became clear 

to Dilthey that his biography could not solve its task of understanding the life of 

Schleiermacher without comprehending the history of the period in which he so 
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actively participated (Bulhof, 1976). Biography can satisfy the scientific aim of the 

historian to be objective because an: 

 

individual does not face a limitless play of forces in the historical world: he 
dwells in the sphere of the state, religion, or science – in brief, in a distinctive 
life-system or in a constellation of them. The inner structure of such a 
constellation draws the individual into it, shapes him, and determines the 
direction of his productivity. (Dilthey, 2002, pp. 266–267) 

 

Yet the individual can in turn exert an influence on his or her historical surroundings. 

This is reflected in the stories of the medics interviewed and the role history plays in 

their personal recollections. 

 

The nature of modern warfare is such that the characteristics of medical emergencies 

are increasing in complexity and variance. The contemporary ability to immediately 

create medical clearing stations puts hospital services in proximity to front lines. But it 

also creates obligations which stretch military health capability between its primary 

objective of providing health services to its own and coalition forces, and its 

responsibility under the Geneva Conventions of 1949 to provide care to civilian 

populations and, at times, opposing forces (D’Arcy, 2018). This can make Australia’s 

commitment to overseas war or peacekeeping activities, and the regime of care 

delivered, controversial. That will impact on the soldiers deploying overseas and is in 

direct contrast to the overwhelming support given to their World War One 

predecessors as discussed in Chapter 5. 

 

The Iraq War was a protracted armed conflict that began in 2003 with the invasion of 

Iraq by a USA-led coalition force to overthrow the government of Saddam Hussein, 

President of Iraq. This war continued for the next decade. The lead-up to the war in 

Iraq after the 11 September 2001 atrocities was an exercise in social and political 

judgement in relation to the precise reasons behind going to war, and the course of 

action or inaction to follow as a result. These atrocities occurred when terrorists linked 

to the Islamic group al-Qaeda hijacked four planes and carried out suicide attacks 

against the USA, flying the planes into the World Trade Center in New York and the 

Pentagon. Almost 3,000 people were killed during these attacks, triggering initiatives 

to combat terrorism by the then President, George W. Bush (History, 2010). This 
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justification for war was further complicated in the wake of the apparent fact that 

Saddam Hussein did not possess the weapons of mass destruction that were cited as 

another reason for entering this conflict (Frost, 2006). 

 

There were many political and humanitarian arguments used as justifications of this 

invasion, especially in the absence of these weapons, but the divergence of opinion 

was pronounced in both the media and in political circles, relating to the need for 

moral judgement in the realm of world affairs and the destruction of terrorism 

(Cushman, 2005). Extreme opposites of opinion ranged from the need to enter this 

conflict for strategic and humanitarian reasons, with leaders making these hopefully 

prudent assessments based on present capabilities and future goals, to feelings that 

the invasion was rushed and lacked justification and was politically and financially 

motivated. Many expressed the belief that war brings only misery and destruction, 

feeling Australia should not become involved with the perceived unilateral, imperialist 

“hyper power” USA (Frost, 2006, p. 96). 

 

Australia was the third member of the coalition to enter the Iraq conflict in 2003. This 

involvement was conducted with little enthusiasm among the Australian people, and 

with misgivings from many quarters including the defence community. Australia’s 

involvement was because the Liberal government of the time, led by Prime Minister 

John Howard, decided the country should support its ally, the USA (Suter, 2003). 

Similar to Australia’s participation in the Vietnam War, this support was aimed at 

strengthening the Australian–American bilateral security relationship. The initial 

involvement was limited to the Special Air Service (SAS) Regiment with a larger 

contribution in 2005 as other coalition forces withdrew, making the Australian 

commitment approximately 1400 personnel (Australian Army History Unit, 2017). 

 

On 16 February 2005, an estimated 500,000 people took part in some of the biggest 

peace marches in Australia’s history, indicating the population’s opposition to this 

involvement (Suter, 2003). Many were concerned about the overall aggressive nature 

of the United States’ foreign policy, recalling the Australian lives lost in the 1960s as a 

result of following America into Vietnam (Collaery, 2005). Whilst some of the negative 
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opinions changed at the outset of hostilities, this was a case of Australians supporting 

Australians, not a change of opinion regarding the conflict itself (Suter, 2003). 

 

The war in Afghanistan is the longest and largest conflict Australia has been involved 

in. It commenced in 2001, under Operation Slipper, as part of the “War on Terror” 

against al-Qaeda. It was a very different conflict from the world wars fought long ago, 

with US Commander David Petraeus stating: “I don’t think you win this war. I think you 

keep fighting, you have to keep after it. This is the kind of fight we’re in for the rest of 

our lives and probably our kids’ lives” (Woodward, 2010, p. 53). The Australian 

Minister for Foreign Affairs, Alexander Downer, stated: “I think Australians are shocked 

by what’s happening … I think the fight against terrorism will be renewed with very 

great vigour, and I think it needs to be” (Middleton, 2011, p. 24). The war in 

Afghanistan was different again from the war in Iraq. In Iraq there was a single dictator 

and the state he ran conscripted soldiers in uniform who often did not want to fight. 

This was very different from the often unknown and unidentified insurgents in 

Afghanistan, which significantly increased the personal threat to the soldiers fighting 

there (Middleton, 2011). 

 

The then Prime Minister John Howard invoked the Australia, New Zealand and United 

States Security Treaty (ANZUS) and committed Australia to participate in the American-

led coalition against terrorism, with the troops returning in 2002. In July 2005, 

following an increase in Taliban activity, the Australian government recommitted 

ground forces to Afghanistan with final troop withdrawal in 2013 (Australian Army 

History Unit, 2017). Despite this final withdrawal, troops remain in Afghanistan in 2020 

as part of Operation Highroad; however my interviews do not relate to this chapter of 

Australian soldiers at war. 

 

Australian public opinion about these conflicts was divided. It was acknowledged war 

takes a toll beyond where it is fought. In 2003, speaking in relation to the Australian 

involvement in Iraq, the Opposition Leader Simon Crean reflected the views of many 

Australians: 
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We are a nation on the brink of war, a war we should not be in. … A war which, 
for the first time in our history, Australia has joined as an aggressor – not 
because we are directly threatened, not because the UN has determined it, but 
because the US asked us to. (as cited in Middleton, 2011, p. 139) 

 

This is very different to the support for the Australian involvement in World War One. 

There was also a massive financial burden when undertaking involvement in an 

overseas war, especially one where it was unknown how long it would last or what 

commitment was going to be required. The then Treasurer, Peter Costello, commented 

in regard to the war in Afghanistan: 

 

I mean you go off to war, what sort of war was this going to be? Is this going to 
be a war that lasts two weeks, two months, two years or was it going to be like 
World War One and cripple budgets? (as cited in Middleton, 2011, p. 69) 

 

The redeployment of Australian troops to Afghanistan in 2005 carried conditions. 

Australia was prepared to share security and reconstruction responsibilities that would 

take them to what would become one of the most dangerous provinces in Afghanistan, 

but it would not take the lead role. In the end Australia partnered with Britain, Canada 

and the Netherlands to cover the troublesome provinces including Helmand, Kandahar 

and Uruzgan (Middleton, 2011). The Afghanistan deployment involved significant 

clashes with Taliban forces involving some of the heaviest fighting Australian forces 

had experienced since Vietnam. More than 26,000 Australians served and it led to the 

deaths of 41 Australian soldiers with 259 wounded (Australian Army History Unit, 

2017). 

 

The Australian government continually attempted to gain the interest and support of 

its people in these overseas missions. After another Australian death in Afghanistan in 

2008, Opposition Leader Brendan Nelson stated: 

 

All Australians need to remember that 88 Australians were killed in Bali in 
October 2002 by three men who trained in Afghanistan under the Taliban. Our 
generation is engaged in a struggle against resurgent totalitarianism in the 
form of Islamic extremism. The kind of world, the kind of Australia that our 
children are going to live in will be determined by whether we are able to 
prevail in Afghanistan. (as cited in Middleton, 2011, p. 72)  
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Social and Emotional Aspects 

The research will reveal how the immediacy and individuality of deaths made it 

difficult for the medics involved to see them from a clinical perspective, instead feeling 

a sense of personal responsibility. These wars were conflicts of retaliation, fought at 

least initially in a mood of fury, a state in which the best long-term judgements are not 

always made. They were meant to avenge the 11 September attacks and ensure there 

was no repeat event (Middleton, 2011). Serving members continue to be haunted by 

negative propaganda relating to suspected civilian deaths that occurred whilst 

performing their duties (Ireland, 2019). This adds to the emotional stress faced by 

these military personnel on return home, making integration back to civilian life more 

difficult as they come to terms with negativity from the Australian people. Justifying 

death as really a consequence of war, Air Marshal Hupfeld stated: “I know our Defence 

force people will be doing everything they can to ensure casualties are avoided” 

(Ireland, 2019, p. 4). 

 

As well as the documented military deaths in these countries, many service personnel 

were seriously injured emotionally and psychologically, and are struggling to return to 

civilian life (Carmody, 2016). Military personnel are put into dangerous and 

unpredictable situations when they deploy overseas, and the potential injury or death, 

horror and inhumanity have a long-lasting psychological effect on those involved 

(Ormsby et al., 2016). Historically little attention has been paid to how exposure to 

traumatic events overseas affects the mental wellbeing of military healthcare 

providers (Gibbons et al., 2011). The Middle East has been described as a “war without 

fronts” (Gibbons et al., 2011, p. 4) where mortar, snipers and improvised explosive 

devices (IEDs) can occur anywhere, including in healthcare environments, which have 

in the past been considered safe. This has increased the environmental danger for 

medical personnel (Stewart, 2009, as cited in Gibbons et al., 2011). Studies have shown 

that repeated overseas deployments increase the rate of psychological disorders in 

healthcare providers (Shen et al., 2009). This is especially applicable for the participant 

medics who are first responders, treating at the point of injury and enemy 

engagement, and have also deployed on multiple occasions. 
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Military training that creates cohesion is a vital aspect in modulating the impact of 

adverse work stressors on mental health. This bonding involves the team, leaders and 

the wider army and has a protective effect for soldiers, especially when deploying 

overseas (Orme & Kehoe, 2020). Nursing curricula are also designed to promote 

positive coping strategies and resilience (He et al., 2018). Therefore medics, as 

members of both institutions, may demonstrate an increased ability to cope. Dilthey 

was interested in educators, as well as the process of acquiring knowledge (Hodges, 

2010). When considering the socialisation and teaching given to army recruits and 

nurses, it is evident that experience itself constitutes a form of knowledge, which is the 

foundation of an educated practice in jobs which require the correct performance of 

physical tasks. Dilthey (1979) considered experience to be an active, rather than 

passive experience, a product of the mind’s activity as it shapes information received 

and amends viewpoints. Students in both fields are taught to embody their 

professional roles. Their work demands a commitment of them, which will often alter 

their individual perceptions of themselves. The medics interviewed related how their 

training and experiences formulated their self-identity. 

 

There is an ancient truism about war that it is “absolutely unknowable unless you have 

actually experienced it” (Carmody, 2016, p. 105). Therefore, my research is delivered 

with quotations from interviewees that will give insight into these experiences. Dilthey 

stated: “If I start with inner experience, then I find the whole external world to be 

given in my consciousness, and all laws of nature to be subject to the conditions of my 

consciousness and therefore dependent upon them” (1991, p. 67). Thus the army 

medics’ perceptions and recollections of their overseas deployments are partially 

derived from their own experiences and personal beliefs, but they are also impacted 

by the thoughts, perceptions, knowledge and attitudes of the Australian population as 

described. These elements combined have an impact on the thoughts and lives of the 

Australian Army medics interviewed from many perspectives. 

 

Despite the impact felt by many of our military, few Australians know much about the 

conflicts in the Middle East. That is why Australia’s involvement in Afghanistan needs 

to be dissected to get a sense of the impact war has on those enlisted for battle to 

support their recovery. My research aims to assist in this process by uncovering the 
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consequences deployment has had on the interviewees. The impact of combat stress 

on healthcare providers, despite its worldwide significance, has received little study 

(Gibbons et al., 2011). 

 

Thompson and Perks (1989) assert that everyone’s life record matters. Therefore the 

medics’ revelations should be considered significant and meaningful. If you are going 

to tell a history of war, the only people who can tell it are the ones who were there. 

This is recent history and it belongs to the people who risked their lives to keep their 

comrades safe (Carmody, 2016). Such is the story of the army medic who has been 

doing just that for over a century. The stories of the twelve participating medics will 

now be told grouped under themes arising from the interviews about their lived 

experiences, supported by their own words. As Dilthey stated, “lived experience of the 

self is the basis for the very concept of substance” (1991, p. 60). 

The Medics Return to Tell Their Stories 

The Australian Army medical assistants, or medics, who are members of the RAAMC 

who were interviewed for this research have varying backgrounds and length of army 

career. They also have careers that are a mix of full-time army and reservist forces, so 

some have undertaken this role in conjunction with another career. These factors have 

influenced their stories. The interviews were conducted in 2016–2017, over a 12-

month period, so the events discussed relate to that point in time. These interviews 

were supported by Dilthey’s methodology, which asserts that, when looking at 

research into the human world, as we do in this thesis, individual consciousness and its 

negotiation with the outside world should be the starting point of understanding. 

Dilthey (1979) proposed that autobiographies, letters and diaries are suitable material 

for research to express such consciousness. 

 

As a philosopher and historian, Dilthey emphasised the impact events have on a 

person’s consciousness. The foremost characteristic of consciousness is self-

awareness; and consciousness is not a thing, but an activity. Dilthey stressed that what 

is given in consciousness are totalities or structures rather than particulars. The activity 

of individual consciousness consists not of step-by-step logical thinking, but of an 
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experiencing of structures. “Past and future are related in a series that is transformed 

by consciousness into a totality” (Dilthey, 1992 p. 21): 

 

The course of life consists of parts, of experiences which have an inner 
relationship to each other. Every discrete experience is related to a self, of 
which it is a part; it is structurally connected with the other parts to form a 
totality. In all conscious phenomena we find structures. (Bulhof, 1976, p. 21) 

 

Thus, to understand the consciousness of the medics I interviewed it was important to 

first gain insight into their history and background. The essential themes derived from 

the interview analysis are explored, supported by quotations taken directly from the 

interviews to ground the findings in the data (Ormsby et al., 2016). It is also noted that 

both roles played by the medics – as nurses and as soldiers – come with distinct social 

structures and expectations. In their work, the medics stepped into a field of activity 

determined by ideals, ethical imperatives and nationalistic emotions. These are potent 

structures, which interacted with their consciousness of self in strong, even 

overwhelming, ways. These are revealed by the medics’ own words. 

Reason for Being a Medic 

The reasons behind the interviewees becoming an Australian Army medic are varied. 

For some it was a conscious decision, influenced by family history, and for others a less 

thought out choice. Shannon stated her grandfather being in the Light Horse in World 

War II (World War Two ) influenced her decision to join the army, and Mitchell had 

family connections with all three forces, army, navy and air force. Karinna has cousins 

in the military, and both Andrew and Glen have family connections. Conversely, Trevor 

who had both friendship and family connections in the army was working in a health-

related field and wanted to become a paramedic. When he was unsuccessful in the 

final round of the selection process, he chose to join the army as a medic, as this 

option had become available. Andrew also felt that, in a previous role in the army prior 

to transferring to the medical corps, he had been exposed to care by medics. He was 

impressed and inspired by many, but some fell below his expectations and so he felt 

he could do better. Christopher had considered nursing as a career option, but with 

family in the military decided to join the army, initially in the reservist forces in the 

Infantry. Upon wanting to transfer to the full-time army, he was confronted with a 
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year-long waiting list for the same corps. It then dawned on him that he could follow a 

nursing-type pathway by becoming a medic, but this role was also full. He chose 

instead environmental health, which is also part of the medical corps, as this allowed 

him to work alongside medics, reinforcing his career choice. He transferred to the 

medic role as soon as a position became available. 

 

David was given little option in his career choice. After wanting to follow in his father’s 

footsteps he enlisted to become a signaller. This choice was rejected by his platoon 

sergeant at the army training base at Kapooka, as he had good high school 

qualifications in science-based subjects, leading to his recruitment as a medic. The 

army was not his first choice of career but, due to the tough economic climate of the 

time, he was unsuccessful in other job applications, so he accepted the medic role. 

 

Jayden had a passion for all aspects of health care, considering both paramedicine and 

nursing. After an interview with recruiting he was informed that joining as a medic 

would lead to two qualifications after his initial training, so he felt he would “be crazy” 

not to join (J. Pyper, interview, 2016). His ongoing dedication kept him in the role. 

 

Adam became a medic by default. His original choice was to join the infantry, but he 

discovered he was colour blind, which excluded him from his chosen career and 

limited his choices in the army to clerk or medic. He decided to become a medic as this 

appeared the best available option. This choice was validated when he found the 

majority of his time was spent working with infantry soldiers. 

 

As well as his family connection, Glenn had an interesting, and a little unrelated, 

reason for joining the army as a reservist. He joined to do a free first aid course, and 

enlisted as a medic, a complete contrast to his civilian career as an electronic engineer. 

He has remained a reservist throughout his career, becoming actively engaged in full-

time service when deployed, joining with a Field Ambulance division in 1991. This was 

a time when service members could elect the individual unit that they wanted to join. 

 

Karinna also joined in some ways by default. She wanted to become a police officer but 

was ineligible at the time, so she joined the army on a friend’s recommendation. 
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Interested in sport and biology at school, she applied to be a physical training 

instructor, but as that not available she joined as a medic as it was also a role within 

the medical corps. Initially only wanting to remain in the army for four years, as she 

liked it so much she continued on. 

 

Mitchell had his initial army career in the cavalry corps, becoming a medic later in his 

career. This was influenced by two differing perspectives. As his interest in his cavalry 

career waned he considered applying for the Special Forces, believing entry into the 

medical corps as a medic would assist in this selection process. Coupled with this was 

an experience he had on deployment in East Timor as a cavalryman, where he assisted 

with the birth of a baby with no prior experience. This stimulated in him an interest in 

helping people. 

 

Simon joined the army, initially in the artillery, after commencing study as an 

accountant. With a community service orientation in his younger years, when the 

artillery started to lose its enjoyment and challenge, he transferred to the medical 

corps, which he described as an “ever evolving beast” (S. Dunn, interview, 2017). He 

enjoys the challenges of medical care as it is not an exact science, with each person 

reacting differently, requiring continual investigation and knowledge upgrades. His 

passion for this diversity has led him to pursue further study, commencing his degree 

as a registered nurse. 

 

The youngest participant, Jesse, initially joined the infantry corps and later transferred 

to be a medic both for career progression and to help people. Conversely Shannon 

wanted a role in the army close to the front line. She was offered a choice between 

truck driver and medic, but in her words “anyone can drive a truck” (S. Killman, 

interview, 2017), so she joined the medical corps. 

 

Thus the research reveals that the participants had complex reasons for choosing to be 

an army medic – some intentional and some as a convoluted career pathway. This was 

the beginning of their journey as a medic, but they brought with them previous 

experiences and history, both conscious and subconscious. Understanding why, and 

how, the participants became an army medic will give insight into how they perceive 
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their participation in overseas deployments. Their previous experiences, and how 

these shaped or changed them and their views, can be given as an historical narrative. 

For the army medics, as with all people, their past and futures connect into their own 

personal totality. 

Current Training and Future Issues 

All Australian Army medics train as general soldiers, then specialise as a medical 

assistant as a member of the RAAMC. The training is comprised of a variety of 

components, with the length for the participant medics dependent upon the year that 

their training was undertaken, for recruit training has varied. Army recruit training is 

designed to prepare every soldier for the physical, mental and moral rigours of close 

combat (Australian Army, 2019). This training is the same for all soldiers and comprises 

elements of fitness, drill, military duties and weapons training. All Australian soldiers 

are expected to be proficient in a variety of weaponry, maintaining this weapon 

proficiency throughout their career with assessments on a yearly basis (Australian 

Army, 2019). Their specialised training has also diversified, with the current medical 

assistant training being of eighteen months’ duration, giving the medics civilian 

qualifications equivalent to that of an EN (Australian Army, 2019). 

 

Andrew recalled his basic training, in 2000, as a 45-day army reservist training program 

in ordnance corps. From there he deployed to East Timor in 2001 and the Solomon 

Islands in 2003. He then transferred to the medical corps in 2007 after completing a 

nine-month Basic Medical Assistant Course (BMAC). Thereafter, he was posted to 

Darwin, returning twelve months later to complete his three-month Advanced Medical 

Assistant Course (AMAC). He felt this training model worked well, allowing 

consolidation of basic skills and knowledge of the army, before becoming an integral 

medic responsible for a company of soldiers. He reflected that this responsibility may 

be “overwhelming” for recently trained medics who are in the training environment for 

up to two years then posted, with no knowledge of “how everything works” in the 

army (A. Westlake, interview, 2017). 

 

Andrew did his medic training in 2005 prior to gaining civilian accreditation as an EN, 

so he had to upskill to gain these qualifications in 2008/2009 with a three-week 
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training course delivered by Monash University. He felt that, while this external 

qualification is beneficial as it translates his qualifications into the civilian sector, it has 

actually restricted medic practice within Australia as his work is “confined to my 

endorsed enrolled nurse skills” (A. Westlake, interview, 2017). This limits the medics’ 

ability to practise what they had learnt in the military component of the course, their 

core role when on deployment. 

 

Christopher had similar training, completing his BMAC then posting prior to his AMAC, 

allowing him to consolidate his skills as well as gain “exposure to the army before being 

thrown in the deep end” (C. Bone, interview, 2017) as a solo company medic. He stated 

deployment training differed depending on the army’s role overseas, with the 

scenarios, and length of battle training preparation, tailored to the sorts of casualties 

the medic was likely to face. In the years that Australian troops were fully committed 

to the “War on Terror” in Afghanistan, in which they were heavily involved in fighting, 

the medical care scenarios reflected the injuries a medic would encounter as a first line 

field responder, as well as in the hospitals. This supports Andrew’s comments 

regarding current training not equipping them for their primary role. 

 

Trevor echoed this, commenting that current training does not prepare them for their 

role in defence, as they are seen as ENs by civilian standards, but are not employed as 

nurses by defence. He found this blurred his responsibilities, and does not equip the 

current medic for his prime role, so he believes paramedic qualifications would be a 

better fit. He stated the current training is “too hospital focused”, leaving the newly 

qualified medics lacking “knowledge and insight on how to deal with situations” that 

they will encounter in their primary role of pre-hospital care. This restricts currents 

medics’ ability to do clinical placements to maintain currency and upskill, as their 

civilian qualifications are restricted to in-hospital care which is not their “main job”. He 

commented that a component of this new training involves Australian Nursing and 

Midwifery Accreditation Council (ANMAC) competencies and ethical standards, but 

these are blurred by the dual military and civilian roles of the current medic (Trevor, 

interview, 2017). This is a major theme of the thesis. 
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When David did his military training all soldiers did the same 12-week training course, 

but were not able to elect their corps or role, and rather had it chosen for them. He 

was selected for medical assistant training, and was given the opportunity to become 

an EN on completion of his training:  

 

So when I finished my training they gave us the opportunity to become an 
enrolled nurse which cost us five dollars, so I thought well I might end up 
getting a job out in civvy street if I don’t like the army. (D. Payne, interview, 
2017) 

 

The sexes were separated prior to the time David did his medic training in 1976: 

 

I was in one of the pilot courses where we actually combined army medics male 
and female together. Before that they were separated into two different corps. 
There was nursing corps which was all the females and then there was medical 
corps which was the male component. They did the same training as me but 
they were trained and focused on working in a hospital and they were called 
nurses and we were called medics, but the training was the same. So originally 
it was only males that were called medics. (D. Payne, interview, 2017)  

 

He commented that, whilst he agreed that the EN training has restricted some of their 

ability to practice within Australia, 

 

I think it’s great that it gives the army medic a skill set to fall back on, not that 
they want to do it [be an EN] because they have got more scope than that but 
it is a good lead-in to paramedics side of it which is good. I think that we 
needed some sort of structure, something to deal with and something to take 
away from the system at the end of your time. (D. Payne, interview, 2017) 

 

Jayden’s medic training consisted of BMAC in 2003 and AMAC in 2005. These medic 

courses amalgamated into the current 18-month option in 2009. Medics trained under 

the older system had to gain recognition with AHPRA by 2011. He remains concerned 

the current system, where military heath centres are run by civilian contractors, is 

causing medics to lose the opportunity to see patients on a daily basis, and thus they 

never develop the skills they require on deployment: 

 

it only becomes an issue as we are no longer seeing patients every day and our 
intermittent sort of care is difficult for the juniors as they do not have the 
experience at all so they will have essentially no exposure. Then they will be 
thrown out field on their own where they will have perform to an absolutely 
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really high level, and it is difficult to maintain that skill set if you don’t get 
exposure. (J. Pyper, interview, 2016) 

 

Simon’s opinion of current medic training also reflected these thoughts, stating it 

“lacks military influence” and they get taught “all the nursing stuff and the inpatient 

care, but it is deficient in outpatient stuff” which is a medic’s primary role (S. Dunn, 

interview, 2017). 

 

Adam agreed that external medic training should be more paramedicine-focused, 

rather than nursing, because in his role “when shit hits the fan … you need to be able to 

do all the emergency medicine as well”, which is more suited to paramedicine. He 

concurred with many of the other participants when discussing how the change in 

training standards has caused “deskilling” of medics and a decrease in their scope of 

practice. Prior to national registration as an EN, a medic’s scope of practice was 

dictated by defence guidelines and protocols, formulated specifically for a medic who 

was working solo in a field environment. These guidelines had an extended scope of 

practice relating to medication, intravenous fluids and procedures. However, Adam 

commented that now:  

 

there is a lot of legislation around what endorsed enrolled nurses can’t do … 
the biggest issue we have is, prior to becoming an EN, we were able to 
administer our drugs around our guidelines, within our guidelines, off our own 
bat but only to military personnel within a field or deployed environment which 
every medic is fine with dealing with. Now we are restricted. (A. Nothdurft, 
interview, 2016) 

 

Adam believes the EN registration has limited their ability to treat casualties as they 

were trained to do. When discussing their current limitations to practice compared to 

the “pre-EN” era he stated: 

 

now a medic working in a field environment in a rural or remote area 2 to 3 
hours’ drive away from anywhere else just can’t give out anything other than 
Panadol. What has happened? [pause] All of us who were pre-EN phase were in 
there going this is the stupidest thing we’ve ever heard, there were medics up 
in Darwin that could only give Panadol. (A. Nothdurft, interview, 2016) 

 



157 

As a reservist Glenn’s training, both military and medic, differed, with his army training 

courses completed in two week blocks. His medic training was a sixteen-day program, 

compared to the original three-month training for full-time army medics. He felt he 

came out of that training with the realisation that his training was limited, 

commenting: “I thought that there was a lot I didn't know” (G. Matthews, interview, 

2016). Despite the increased length of the current course he stated: 

 

I think they’re trying to be too generic with everything. So as a medic you’re 
expected to work in a ward and work at a regimental aid post and do 
prehospital care and do an AME [aeromedical evacuation] and do lots of other 
things, so I think it spread out a bit too thin.  

 

His thoughts on scope of practice reflected previous participants’ comments: 

 

when I first joined you didn’t have to register as a nurse and I think in some 
ways now that’s they are all ENs they have to comply with AHPRA. Back then 
you could literally do things like cannulation, that sort of thing … and get away 
with it. But now as an EN unless you have cannulation endorsement you can’t 
do it, so I think that the way they’ve done now they sort of shot themselves in 
the foot in a way that there are a lot more things now they are restricted in 
what they can do. (G. Matthews, interview, 2016)  

 

Both Adam and Glen also believed that the private contracting of Garrison Health 

Facilities, where nursing contractors replace military medical personnel, adds to this 

loss of skills. Glen reflected: 

 

some of the full-time medics don’t get to do as much actual medical work. 
[pause] Like, they are medics but if you asked them how many patients they 
would see in the day they would look at you and scratch their heads and say we 
don’t really see any. Especially now that so much of the medical care in defence 
has been taken over by Garrison Health and contractors. Which I think is 
probably one of the biggest mistakes. I think the idea was that if you have 
Garrison Health and contractors the medic could then go and do more training 
for their job but I don’t think that’s what actually happens. If you work in RAP 
you are used to dealing with people, you see all the little things that really 
make up a medic’s job. The interesting thing to me is that trauma makes up 
such a large percentage of what we perceive to be the main job [pause] but 
realistically we don’t see a lot of trauma, we do see is a lot of primary health 
care and that is the big bulk of work … popping blisters. (G. Matthews, 
interview, 2016) 
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When Karinna did her medic training, it involved 5 months of classroom-based 

activities followed by 2 months of on-the-job training at a military hospital in Brisbane. 

Becoming an EN was an option at this time by providing course reports and a clinical 

skills logbook, and was state based. Karinna decided she would take up this option “so 

that if I decided to get out I would have a job to go to” (K. Sanders, interview, 2017), 

but she was in the minority with few medics at the time taking up this option. About 

six years ago she had to upskill her credentials with a pharmacology exam for her 

medication endorsement. Prior to this she was able to dispense medication “out field” 

in her capacity as a medic, following protocols: 

 

when we were out in the field we could give what was required because the 
doctor would say you are going to go field you can take these drugs and are 
going to give these drugs in this situation. It was our approval to carry. [pause] 
You had more autonomy and the doctor trusted you, we didn’t have scripts 
back then, we would just go and resupply from our stock as the rules were not 
as rigid as they are now. When it was time for me to get my endorsement I 
needed to sit the pharmacology exam. This is now the code of conduct and the 
code of practice as we were now national not state driven or state registration, 
(K. Sanders, interview, 2017)  

 

When asked her opinion on the changes to the medic scope of practice with the 

inclusion of the EN certification she was both positive and negative in her response:  

 

I can see some of it as good and not so in other ways. It allows us to now go 
and work in the hospital and use our skills that we were previously not allowed 
to use. Now with the qualification if we decide to leave the army we do have 
that civilian recognition and we can go out straight away and work. (K. 
Sanders, interview, 2017) 

 

She also expressed frustration at the removal of her ability to practise skills she had 

learnt:  

 

I think what it’s done it is now reduced our scope of practice and is very 
frustrating for senior soldiers such as myself who did have this big scope of 
practice. Whereas the new medics coming through didn’t know any different, 
the senior soldiers are quite disgruntled about what we were allowed to do. (K. 
Sanders, interview, 2017)  

 

When asked how she felt this situation could be improved she revealed: 
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I think it’s very important to give medics a qualification such as EN, but I don’t 
think that we should be applying that to restrict them in the field. They really 
do need to have an open scope of practice and that autonomy. They really do 
need it. It makes better medics. It makes a better nurses. (K. Sanders, 
interview, 2017) 

 

With his previous army service, Mitchell condensed his initial medic course, 

undertaken at HMAS Cerberus with navy medics, so his training took six months. 

During a deployment to Afghanistan he had to gain his EN qualifications. He stated he 

“put in a recognition of prior learning package before I went and when I returned to the 

school I had to sit a test and that was it. I then became an EN”. He does not feel this is 

a “good fit” for a medic, and he described the role as “very grey” (M. Chat, interview, 

2017). He does not see the need for this qualification: 

 

I don’t see a need for it, so my opinion, and not army’s opinion, is that I think 
they should bring regimental aid posts back as that is where the medics learn 
their trade. By doing everything, sick parade, paperwork, doctors’ 
appointments, procedures, suturing, taking blood, IVs, training soldiers, 
training combat first aiders and maintaining those skills by going out bush 
[pause] showing their faces so that’s all the trade sort of stuff. (M. Chat, 
interview, 2017) 

 

Simon was in the artillery corps prior to training as a medic; therefore weapons 

training was a major component of his previous role. In 2004 he transferred to the 

medical corps, completing his BMAC, then went to Townsville to work, finishing his 

AMAC in 2006. The course qualifications at that time consisted of certificates with 

“some TAFE component for some of the nursing information and nursing practice”, and 

he upgraded in 2012 to an EN qualification. Simon has an interest in furthering his 

nursing qualifications, as he felt it has more options and diversity than paramedicine 

which he concludes is very “streamlined”. He commented that his qualifications as an 

EN do not change his role as a medic within army. However, when on civilian 

placement to maintain registration requirements, as army hospitals are now run by 

contracted nursing staff, they must “take a step back from a legality point of view; we 

have to be supervised by a medical officer or a registered nurse who would allow us to 

perform functions”. When asked if he thought this was a positive move he said:  

 

Well it’s a legality thing. [pause] If you want to do clinical placement, which we 
need to do because we don’t get the exposure in medical establishments in the 



160 

army anymore, you need it to work out in the civilian world so you have to have 
it. It does not matter whether I think it’s a good thing or not as it is a legal 
requirement. (S. Dunn, interview, 2017) 

 

Jesse, whose training resembled that of many other participants, had similar opinions 

of the diversification and limitation of the role of medic under the current training. He 

felt practice is restricted in civilian environments as “all the doctors just see you as 

endorsed enrolled nurses rather than as medic, so it is quite hard to get your hands 

dirty in the hospital. [pause] But in our everyday job, no it doesn’t”. He noted that it has 

also split the experience base of current medics: 

 

there is definitely a split of medics who have heaps of field experience who are 
keen to go outfield and are ready to get out there and get dirty with the troops, 
and people who aren’t ready or able to do that. So for those people they really 
just specialise in nursing, they are effectively just nurses who are called medics. 
(J. Kuskopf, interview, 2017) 

 

This is an interesting comment and is reflective of Jesse’s earlier remarks relating to his 

self-perception that he is more a nurse than a soldier. It displays an alternate opinion 

to the other interviewees. 

 

Shannon reinforced many comments relating to the limited knowledge expected of her 

EN qualifications. When asked her knowledge of the scope of practice and competency 

standards of the EN, and whether she learned much about these when upgrading her 

initial qualifications, she answered: “no because it was something that we were forced 

into doing so we were still at that stage rebelling against it, so we were still working 

with the old protocols. Really we just ticked the boxes.” She believes this change to 

national registration has restricted her scope of practice “especially our ability to give 

out drugs is definitely constricted” and that this scope differs within Australia and on 

overseas deployment. Her role is now blurred, whereas previously: 

 

we used to have the AMA [Advanced Medical Assistant] protocol. It used to be 
very clear-cut: this is your scope of practice, this is what you can use. And since 
becoming an EN and I’ve yet to find anything that actually is as clear-cut as the 
AMA manual. [pause] But really in a role one [hospital] it comes down to your 
training and your decision-making and your team. (S. Killman, interview, 2017) 
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The experiences of army medics are strongly moderated by the structures of the 

institutional traditions of the military, and established ethical standards for nurses. 

Despite this rigid structure, the medics interviewed have their own views, opinions and 

beliefs underpinned by their values, circumstances and previous encounters and share 

these with others. Dilthey stated in his writings that “human beings are unique in their 

tendency to reflect or comment on their actions” (1979, p. 8). 

 

However, there are obvious gaps and conflicts between the two structures of military 

service and training and nursing duties. Therefore the army medics experience 

dilemmas and moments of doubt, and must rely upon their individual justifications for 

the actions they undertake. Medics are unique in that they serve alongside combat 

troops, and are soldiers who also have a role in preserving life. This expectation to take 

life requires a warrior’s beliefs, whilst saving lives needs a healer’s mindset (Lester et 

al., 2015). The medic needs to have a thorough understanding of their roles and rules 

of engagement and how to transition between their soldier and medic roles, without 

creating conflicting responsibilities (Pitts et al., 2013). These ruptures of obligation are 

sometimes solved through confident individual reasoning, but sometimes are difficult 

to negotiate and can lead to an acute sense of loss. The conflict of responsibilities can 

result in psychological stressors that manifest in negative health outcomes and 

maladaptive behaviours. This theme features in the narratives of those suffering from 

PTSD (Abraham et al., 2018). 

 

As Dilthey noted, and as I found in my research, the experience of the totality of life is 

not based on logical thinking, but on transformations and imaginations which enable 

the overall structure of social beliefs to be integrated with the individual’s self-

conception and life story. “The totality of a person’s life is not the sum of the discrete 

experiences or moments in which life was lived in time, but rather a unity constructed 

on the basis of the interrelationships existing among all parts” (as cited in Bulhof, 1976, 

p. 22). The unity of life does not exist for a person’s consciousness; “his consciousness 

exists as this experienced unity of past and present experiences” (as cited in Bulhof, 

1976, p. 22). Such are the blended perceptions and reflections of the interviewees. 
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Deployment Preparation 

Deployment overseas is a major component of this historical study. How these medics 

prepared for these deployments is another piece in the puzzle of the life story of these 

participants. This preparation is regulated by the military institution which they serve, 

but is also extremely individual. The preparation, and indeed their deployment 

overseas, is governed by institutional traditions, training and wide-ranging 

governances such as the Geneva and Hague conventions. 

 

Whilst Dilthey believed in the individual as a component of social historical reality, he 

also felt that when people share beliefs and attitudes this is a contributing factor. 

Especially important are aspects that make up the cultural heritage of humanity, such 

as codes or laws in relation to the army medic, as previously described, that have an 

influence on individuals and are vital in the understanding of human behaviour 

(Dilthey, 1979). Recognition of the impact of these institutional influences is important 

when attempting to understand the experiences of the individuals in this research. 

 

The medics tell differing stories related to their deployment preparations, their 

expectations, and the difference between preparation and being prepared for the 

reality they faced. 

 

Christopher summarised the feelings and beliefs held by the participants when he 

described whether his deployment was congruent with his expectations: 

 

Yeah, it really was. I really enjoyed the experience of being overseas. This is 
something that you never get in everyday life. That is sort of what you join for, 
and it’s sort of like what you expect you’re going to be doing all the time as a 
medic when you join. But then you realise you don’t [pause] obviously. So it 
was sort of like I, like I did my job that I joined up to do. (C. Bone, interview, 
2017)  

 

Mitchell supported this with his comment on his deployment: “looking after battle 

casualties in a battle, yeah that’s really it. [pause] Well now I’m really doing my job for 

real.” However, this did not mean that despite extensive preparation, the reality of 

war did not come as a shock when faced with certain situations. This is evidenced by 

Mitchell’s reflection on his Iraq deployment: “I would say Iraq really brought my reality 
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to check when we were hit by the IED. It’s like, well shit [pause], this is as real as this 

can be” (M. Chat, interview, 2017). Jayden commented that he had specialised weapon 

training in the use of a sidearm prior to his deployment to Afghanistan where “it was 

armed conflict so we all carried weapons pretty much all the time” (J. Pyper, interview, 

2016). 

 

Trevor reflected that the current pattern of “hubbing” large groups of medics in an 

area and then tasking them to support whatever activity is required, both within and 

outside of Australian borders, is detrimental to the support and care they can give the 

soldiers in their care. In a previous model, a medic was embedded with a unit, training 

with them, living with them and deploying with them; this meant the medic knew the 

soldiers under their care with great intimacy. The current model means a medic is “an 

outsider, an attachment, to a group of people” they do not have the opportunity to 

meet until pre-deployment preparation. This changes 

 

your ability to communicate your requirements to provide care, as they had to 
start at a very basic level, get to know people … so they can trust you and your 
ability to keep them alive. You need that trust pretty much instantaneously 
when you hit the ground. (Trevor, interview, 2017) 

 

This perception of being an outsider within a team can impact on stress levels and 

feelings of support. As Trevor stated, “having that trust that everyone else is going to 

do their job if required that you need help, it can play on your mind”. This belief is 

supported by Mitchell’s opinion that with the loss of knowledge of the soldiers under 

his care creates a loss of trust. He explained: 

 

If I am a platoon medic I do PT with them, I train with them, to go out bush 
with them. I see them, I drink with them, so the trust is built. If they were to say 
I’m here for a cold but in reality I need to have a very quick word with you 
about whatever is the real problem and you get that trust. (M. Chat, interview, 
2017) 

 

The strong personal trust and cohesiveness that develop amongst peers in military 

units contribute to positive adaptiveness and development of resilience, which assists 

with managing stress in combat units. So if this trust is lacking, or not yet developed, it 

can impact on the psychological health of an entire team (Abraham et al., 2018). Trust 
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and bonding are strong themes in this thesis, and are expanded on in Chapter 7 in 

relation to reintegration issues for the medics post-deployment. 

 

Karinna feels that in some ways medics are being overtrained prior to deployment. 

This leads to unrealistic expectations and possible resultant stress. She said: 

 

I think now that they are overtraining our soldiers now, they are training our 
soldiers to a point where they expect to see trauma every day, and their basic 
skills are degrading. A lot of these medics do not know how to work in RAP, and 
they’re losing skills because they think it’s all about fighting and trauma. When 
training people they don’t need to know trauma training until they go 
somewhere, and then they can get that training. (K. Sanders, interview, 2017) 

 

Feelings of shock and being unprepared is a theme that links these current medics with 

their World War One forebears. The World War One medical assistants travelled to 

foreign lands with no idea of the war they were entering, or even the country they 

were being sent to. For many, their first travel outside of their home town was on the 

occasion of their deployment (Likeman, 2003). This combined with inadequate, or non-

existent, preparation led to them leaving home with unrealistic expectations and a 

sense of improbable excitement. These are exemplified by a soldier from the 2nd 

Australian Field Ambulance who recorded in his diary: “it was a beautiful night and 

there was great excitement on board, for at daybreak we were to make an attack on 

the Turks” (Austin, 2012, p. 29). This excited anticipation soon became an 

overwhelming sense of unreality when faced with the chaos and inhumanity of war, 

leading many soldiers to the psychological injury then described as “shell shock”. 

These men are now identified as victims of what came to be described as PTSD 

(Gibbons et al., 2011). 

Deployments: The Why, the Where, the Threats, the Feelings … 

Andrew was keen to deploy initially to practise his skills and “test my resolve in battle-

related injury”, but the conflict was winding down so he did not get the opportunity. 

When asked if he would deploy again he said “I would but responsibilities of family 

make it difficult, but if required for something serious would have no choice” (A. 

Westlake, interview, 2017). 
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David joined during an extended period of peace for the Australian Army, so initially 

did not have major deployments, but went to support troops in Malaysia with the 

Southeast Asia Treaty Organisation. In 2005 he deployed as part of a reservist group to 

Iraq where he worked in a ward environment. He was partnered with the American 

contingent, and as a result was well supplied with medical equipment. However, he 

commented that a major problem was patient overcrowding especially in the intensive 

care unit (ICU), where pressure for “life-saving machines” meant decisions relating to 

patient care priority were intense (D. Payne, interview, 2017). This pressure was 

created by difficulties with finding a medical facility to move the injured locals and 

national police to, when the war-torn country’s medical facilities were struggling. 

Turning away patients from care, and making decisions about who gets prioritised for 

the available treatment, creates stress and emotional turmoil for healthcare providers 

during military missions, especially as they must manage conflicting responsibilities 

(Stewart, 2009). 

 

David became very emotional when recounting his feelings regarding his overseas 

experiences as a medic. These intense emotions surfaced when recounting his stories, 

years after they occurred, slowing his review of the interview transcription, as feelings 

and encounters that had been buried for a long time surfaced. It is not uncommon for 

those that have experienced emotional trauma and psychological stressors to relive 

these emotions when reflecting on situations that have affected them (Ormsby et al., 

2016). When asked if he would deploy again he stated that he felt that the care 

needed now is “so intense it is like ICU” and so the clinical expectations are outside his 

scope (D. Payne, interview, 2017). 

 

Trevor deployed both to Iraq and Afghanistan as well as Papua New Guinea. In Iraq he 

was working outside of his corps role as a medic, working instead as a military, not 

medical, trainer. In Afghanistan he worked both within the hospital and clinic 

environment during his six-month deployment, as well as out on patrol, as a medic 

with the engineers corps. During this time he treated enemy forces who were injured 

during conflict with his own allied forces when working in the hospital. When asked his 

view of treating known enemy soldiers he stated: “it’s different; it’s strange. However 

we have not initiated the treatment; we just continued it. [pause] That makes that 
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decision little bit easier to be able to treat them”. When asked whether he was 

prepared to deploy to Afghanistan, he hesitated, then stated:  

 

I think physically we were prepared. When you know what we had to do, and 
mentally we knew what we had to do, but I suppose is just a little bit different 
actually doing it. Then later comparing as to whether you are prepared for it 
mentally or not when you have a bit of a think about it [pause], that is 
different. (Trevor, interview, 2017) 

 

When asked if the deployment was what he expected he replied: “No, it was a lot 

different to what I expected. You are literally going back in time. You are literally going 

back to the dark ages. [pause] You going back to like the fourteenth century” (Trevor, 

interview, 2017). 

 

Jayden deployed on two occasions to Papua New Guinea (PNG) with a humanitarian 

aid mission and to Afghanistan in 2008–2009. He described PNG as a support mission, 

providing health care to Australian troops deployed to assist. He described Afghanistan 

as “an active zone where you are essentially at threat the whole time … a dangerous, 

very dangerous place” where you had to be prepared for anything, rely on your 

training, look after “the guys on the ground and yourself whilst basically just trying to 

get home”. He felt that many times, despite all the preparation and the training and 

safety equipment, it was just “pure luck if it was you or someone else that was killed”. 

He described Afghanistan as a “very fearful place” for all, including the locals who were 

equally opposed to Taliban atrocities, but lived in fear of reprisals for speaking out. He 

was part of the first mentoring and reconstruction task force, which initially sent a 

limited number of medics to provide care to the patrolling troops. Jayden stated he 

had 200 in his care in a warzone, which was “absolutely crazy” (J. Pyper, interview, 

2016). 

 

In discussions with Jayden in relation to the descriptors of his overseas deployments 

from humanitarian aid, peacekeeping and conflicts he stated he found it difficult to 

reconcile himself with the description of himself as a veteran, compared to veterans of 

the world wars. Whilst his participation in active conflict zones with the Australian 

Army entitles him to this elevated term, he found comparisons with men who fought 

without respite for years in foreign countries, when he was only deployed for months 
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at a time, inappropriate. He stated: “I can’t hold a candle to them as the stuff they 

went through was infinitely worse”. Lack of supplies was something he shared with his 

World War One predecessors when snow in winter made resupply impossible and 

making do a necessity. Resupply was also made difficult when working out on patrol 

outside of the medical compound for weeks or months at a time, having to carry all 

necessities in his medic kit, or on the truck. This was because resupply in the field was 

a “huge risk” for all involved, as they become a “big target” despite aerial support, so 

they avoided this added threat to safety where possible (J. Pyper, interview, 2016). 

 

Adam has deployed to Timor as part of a peacekeeping force and to Afghanistan as 

part of a mentoring team to teach the Afghan National Army (ANA) skills to defeat the 

Taliban. These roles differed immensely, with Timor being a supportive role as part of 

the United Nations (UN) peacekeeping forces and therefore considered relatively safe, 

with limited need for military intervention. In his role as a combat medic in 

Afghanistan he was out on patrol with Australian and coalition soldiers, as well as the 

ANA, looking for Taliban fighters. This was an extremely dangerous role, as there was 

the constant threat of attack. It encompassed vast areas outside of the main secure 

compounds, searching for enemy soldiers based on intelligence reports. The fighting 

and casualty care in Afghanistan was “vastly different” to traditional warfare according 

to Adam, as the terrorist style of fighting meant that the enemy was unknown and all 

around: “it’s all battlefield with no traditional front line like the traditional world wars”. 

This made casualty care difficult for, whilst a casualty could be moved away from the 

fighting to a semi-secure location, they could still be “hit from behind or from the side” 

(A. Nothdurft, interview, 2016). 

 

Glen’s first overseas work involved security around Christmas Island, as an army medic 

on a naval ship, then East Timor in a peacekeeping role and finally Afghanistan, as part 

of the first reserve unit since the Second World War to deploy on operations. In 

Afghanistan in 2008/2009 the role of the Australian Army was to kill Taliban insurgents 

alongside ANA members. He recalled that he did not see any difference between the 

ANA soldiers and those of the Australian Army, stating they were “just a bunch of guys 

doing their job” and that he thought that they would have to go through the same sort 

of rigorous screening process as Australian soldiers. This turned out not to be the case. 
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It was not until later when reports that these Afghan soldiers were killing Australian 

soldiers that he realised they were not the same, but “in the end you have to trust the 

people you work with” (G. Matthews, interview, 2016). These killings occurred in 

Afghanistan in 2011 when it was reported that “an individual wearing an Afghan 

National Army uniform apparently turned his weapon on Afghan and coalition forces” 

killing three Australian soldiers (Sara, 2011, p. 30). 

 

Glen also recounted that resupply of equipment and food and water essentials was a 

dangerous process when out on patrol, with the helicopters creating a major target. 

They were under constant gunfire but the soldiers appeared oblivious to this risk, 

looking like they were just doing a “normal job” until one was shot down and had to 

make an emergency landing. When asked why he deployed, he said: “the thing is, you 

are in the army it is an expectation and that’s part of the job. Our mantra in the unit is 

if you are not prepared to deploy, do not be in the unit” (G. Matthews, interview, 

2016). This was a humble, yet honest answer, reflecting both personal commitment 

and army values. As Dilthey stated: “The environment acts on the subject, and is acted 

upon by him … This is why the influence both nature and his cultural environment have 

on man must be ascertained and evaluated” (1979, p. 203). 

 

In this thesis, the impact the cultural values of the army have on individuals is a strong 

theme throughout the reflections of the medics interviewed, and these values 

influenced their thoughts and behaviours. This is an important factor in the 

understanding of these individuals and must be considered when contemplating the 

opinions and emotions they express. This will be especially important when they 

discuss their personal observations related to their return home from deployment in 

Chapter 7. 

 

Karinna has deployed overseas to East Timor, Papua New Guinea and Afghanistan. In 

Afghanistan, she was one of two medics caring for approximately 200 personnel as 

well as ANA and the Taliban. Therefore, during her deployment she looked after 

“enemy” as well as coalition forces. Care was provided in the cramped conditions of a 

small building that housed ward and intensive care beds as well as an operating 

theatre and imaging equipment. Whilst the aim was to move injured allied service 
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personnel to a larger hospital within 24 hours, services were often stretched to 

capacity. Despite these strained resources, all casualties cared for, according to “the 

international triage scale, not by who they were”. Karinna stated this commitment to 

caring for all without prejudice was not a belief shared by all: 

 

One particular day I was on duty caring for one particular Taliban soldier. 
Another soldier voiced his concern that we shouldn’t be providing care for the 
enemy and I explained to him that we did have a duty of care and we have to 
do it. He said well I wouldn’t do it, and I said well that’s why you’re not a medic. 
(K. Sanders, interview, 2017)  

 

This belief in caring for all was reflected in the comments of many of the medics 

interviewed and is also a competency standard for ENs, by which medics are governed. 

The standard states that an EN “conducts nursing practice in a way that can be 

ethically justified” which involves acceptance of individuals and groups to whom care is 

provided regardless of race, culture or religion (Australian Nursing & Midwifery 

Council, 2008). This commitment to providing care for all is also found within the 

letters and diaries of the World War One stretcher-bearers. When asked if the care she 

provided to this enemy soldier was any different to the care she provided to allied 

troops she commented: “not really, I was a female treating them [the Taliban] which 

they didn’t like and I used both hands to treat them. Their tradition has a dirty hand for 

toileting and a clean hand.” This simple act displayed her ability to care for the enemy, 

whilst retaining her own values (K. Sanders, interview, 2017). 

 

Mitchell deployed to East Timor on two occasions in his role within the cavalry corps, 

then to Iraq, Papua New Guinea and Afghanistan after transferring to the medical 

corps. His extensive deployment experience encompassed both roles within medical 

centres and also patrolling with platoons outside of the medical compound. He 

described his role as a platoon medic with an infantry platoon in 2010 as part of the 

mentoring task force to the ANA as his most dangerous deployment, stating “it got 

quite nasty. [pause] That was a very rough trip.” As part of the operational mentor and 

liaison team Australian soldiers patrolled areas in rough terrain held by the ANA and 

were often engaged by insurgents, returning fire and often incurring casualties and at 

times deaths from arms fire or IEDs (Nautilus Institute, 2010). Integrated into his 

platoon as a member of the fighting forces and out on patrol with them for months at 
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a time, his role was to go out on missions with them, primarily to provide casualty care 

but also to do “whatever was required”. He said: “if we got into a fight, we got into a 

fight” (M. Chat, interview, 2017). This is an example of the varied roles of the army 

medic, and the dichotomy within. 

 

Simon was in East Timor on his first overseas deployment as an integral, or platoon, 

medic in 2006 with 3 RAR (Royal Australian Regiment), an infantry battalion assigned 

to support the government during a state of political turmoil. He then went to Kuwait, 

Iraq and Afghanistan. In 2012 to 2013, whilst in Afghanistan he was in the medical 

centre in Tarin Kowt, where he “didn’t feel as much fear as others, or maybe I am just 

blasé” (S. Dunn, interview, 2017). 

 

Jesse deployed to Papua New Guinea and Afghanistan. In Afghanistan he believed his 

priorities were the Australian soldiers he was designated to care for, and when asked if 

he treated the local population he said yes, but if he attempted to treat all their needs 

he would have “run out [of supplies] in one day” (J. Kuskopf, interview, 2017). This 

displays a requirement to choose care priorities that may cause a conflict of ethics, as 

discussed previously. 

 

Shannon supported border patrol activities in a role outside of her medic role, mainly 

as a female presence to support possible female prisoners or refugees. She has also 

done two trips to Afghanistan as a medic, one of which involved assessing military 

personnel prior to return home to Australia, the other as a part of a resuscitation team 

and clinic medic in Tarin Kowt (S. Killman, interview, 2017). The impact of these 

deployments is discussed in Chapter 7. 

The Best, the Worst, and Death Overseas 

During the interviews I asked the medics about the best and worst times overseas and 

their responses gave insight into their thoughts as they processed events. Some similar 

themes run through these reflections, connecting the medics despite the individuality 

of their experiences. This combined consciousness, often unacknowledged by the 

individual, is what links these medics, as a result of their shared training and role 

within the army despite their individuality. 
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Christopher was positive about his experiences overseas, stating it was something: 

 

you don’t get in everyday life, doing stuff that you think you will be doing every 
day when you join as a medic, but obviously don’t. So I did my job that I joined 
up to do, getting really good medical experience on [pause], well, stuff that you 
just don’t do every day in Australia. (C. Bone, interview, 2017) 

 

Despite this positivity, he nominated being away from family as the worst part when 

initially asked. This was an interesting reflection, as he then spoke briefly of a death of 

a soldier in his platoon that “shook everyone up”. This was late into his nine-month 

deployment and he had also spent five months pre-deployment training with this 

soldier, so was “pretty close to him”, but was not with that section when he died so 

was not involved directly. He then stated that this death was “by far the worst thing 

that happened on the trip” (C. Bone, interview, 2017). This may be a way that 

Christopher copes with the death of a soldier in his care, distancing himself, and 

decreasing its personal meaning. Like a soldier, a nurse has to be familiar with the sight 

of death, and deal with it in a rational manner. Dickinson and Leming assert in their 

writings on death and dying that “death per se has no meaning other than that which 

people give it”(2007, p. 59). Attempting not to dwell on the horrors of war is a 

connection with the World War One soldiers, as described in Chapter 5. 

 

Trevor had similar thoughts. When asked why he wanted to deploy he said: “I wanted 

to be able to do my job. I want to be out and do the job that I had been trained to do” 

and that was the best thing about his deployments. Trevor declared the worst thing is 

“doing the job you were trained to do but to nil effect … so I guess having people die”, 

explaining that there were a few deaths whilst he was overseas (Trevor, interview, 

2017). 

 

David wanted to put into practice what he had learnt “for real” and was eager to see 

what other military organisations did in the field from a health perspective, making 

him appreciate the Australian way of providing care. He said everyone wanted to go 

overseas to do their job as it had “a reason, a purpose, and an outcome to what we 

did”. His sense of leaving the job incomplete was the worst part of coming home, as he 
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felt that he had “done his bit but that there was no outcome, no finality as the conflict 

continues”. This he feels is “frustrating and unfulfilling as it [the conflict] is still going 

on now” (D. Payne, interview, 2017). 

 

Jayden had two themes in his positive thoughts regarding his overseas experience. One 

was his life experience and exposure, going to places very few humans have, areas 

completely untouched by technology, where he stated that the exposure was “huge”. 

The other related to his medic role, which he felt very few had ever done. It was a 

unique job to be by himself and caring for so many lives and “a privilege, if you will 

[pause], to be given that level of responsibility” (J. Pyper, interview, 2016). 

 

Glen was a lot more introspective when looking back on his deployments and thought 

that he would do things very differently with his last ten years of experience and a 

different mindset. Mitchell stated the best thing about being deployed was “doing my 

job as I was trained to do … doing it for real … to think on your feet, make your own 

decisions” (M. Chat, interview, 2017). Simon felt the most positive aspect was the 

ability to “make a difference and felt life was easy overseas in some ways as all the 

superfluous stuff like cooking and laundry is done for you” (S. Dunn, interview, 2017). 

 

Karinna wanted to stay longer on her deployments as she felt it was “the only place she 

was really doing her job … over there you are doing the job you joined up to do, what 

you are trained to do”. She said that, whilst she did not want to be in a position where 

an Australian soldier was wounded, she had to and it was there she could “practise her 

trade”. She recalled one of her favourite moments was that, when caring for a young 

Afghani man, his father, an elder, would bring in flowers for the nurses from his 

garden. She said that it was nice to see that, no matter how negatively a culture is 

depicted, there are people who understand, accept and respect women in a caring role 

(K. Sanders, interview, 2017). 

 

Jesse expressed similar sentiments, stating he was reluctant to return home as he was 

“enjoying doing his job properly, not playing, cracking on and doing his job he had been 

trained for … as well as a little danger and comradery” (J. Kuskopf, interview, 2017). 

This sense of job fulfilment was common amongst all the participants. This is quite 
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unlike the stretcher-bearers whose limited training, unpreparedness and large casualty 

numbers left them overwhelmed at times. 

 

Shannon reflected that doing her job was the best part of her overseas deployment: 

“you always think you could be that one person that makes a difference, feeling the 

most proficient I had ever felt as a medic … very confident in my ability and that of her 

team who gelled well”. Whilst she felt at the time she was physically and emotionally 

prepared to return home her comments when asked this question indicate a deeper 

conflict. She commented that on looking back this may not have been true: “I don’t 

know how one could prepare people emotionally to reintegrate back into normal 

civilian life. [pause] I mean we get briefs and everything but looking back on it now it is 

a hard one.” 

 

The worst part of her deployment was the death of an Australian soldier, Cameron 

Baird, in June 2013. This occurred during a firefight for which he was posthumously 

awarded the Victoria Cross for drawing fire away from other members of his team 

(Department of Defence, 2019). She stated: “I didn’t really see him, but we saw the 

body bag which was bad enough. [pause] For a medic a body bag is traumatic, as we 

can picture the scene that created it.” Despite this when asked whether she would 

deploy again her answer was a resounding “yes” (S. Killman, interview, 2017). 

 

When speaking of deployment Adam was somewhat philosophical. He stated that “you 

can be the best shooter, the fittest guy but you can still cop a stray bullet”, but his aim 

for the troops in his care was to “get you guys home, all you guys home … even if you 

are missing a limb, I will get you boys home”. He stated the best part of his deployment 

was achieving just that: “we got them all home”. Towards the end of his nine-month 

deployment in Afghanistan he stated that by doing the 12 to 14 hour days required he 

started to burn out. He said this burnout was physical, not clinical, as he said: “clinically 

I was enjoying the clinical aspect of helping people and that’s how I justify doing what I 

was doing. I was helping people as much as I could.” However, the patrol program of 

anywhere from 7 to 21 days outside the wire (compound) then 1 to 3 days back inside 

the wire continually for nine months was physically exhausting, causing him to feel 

burnout (A. Nothdurft, interview, 2016). 
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This comment is an interesting one that will be explored further in Chapter 8, 

comparing these current medics to the medics of World War One who deployed for a 

non-specific period of time, with no end date, no respite, travelling to unknown 

countries for deployments lasting up to four years. These early medics went where 

bullets were thickest, putting themselves in the heart of danger, risking their own lives 

to save the dying, with many paying the ultimate sacrifice for others; that of their own 

death (Nichol & Rennell, 2009). These men were: 

 

always under shellfire, we can’t dump our stretchers and run for a safe spot. 
We have to plod on, slipping and sliding, shells bursting above and in the earth 
around us. It’s God’s mercy that we get through. But we have the patient to 
think of. Our quickness probably means his life. (van Emden, 2008, p. 216) 

 

Whilst the preparation and length of time spent overseas is a point of difference, this 

commitment to risk one’s life to save another continues in the medic of today. 

 

Andrew described being a medic on patrol overseas as “the highlight of his career”, as 

he could “be one of the boys, be part of the crew and be accepted to be that person 

that was called Doc”. He said: “these guys trusted you to be there and you trained hard 

with them with all the time” and he was “at his peak performance”. He stated that he 

was “pretty self-inflated thinking he could do anything”, but this turned into the worst 

part of his deployment when he spoke of “feeling deeply responsible for a death that 

occurred over there”. This was a case of a 22-year-old Afghan National Army soldier 

where he felt he missed the signs of deterioration. He reflected “I should have been 

better than that” and that his death “hurt me and it still hurts me”. The death gave him 

the impetus to become deeply involved in army medic training. By training young 

medics he hoped to assist in preventing similar incidents occurring, by ensuring current 

medics are as well trained as possible, using his own experiences as a guide (A. 

Westlake, interview, 2017). 

 

These reflections demonstrate overwhelming feelings of positivity from the medics 

when discussing their overseas deployment activities as they were able to make a 

difference, do the job they were trained to do, save lives, trust their instincts, and test 
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their resolve and training. These thoughts allow them, in some way, to come to terms 

with the negative aspects and feelings of despair as they reconcile the good with the 

bad. In Dilthey’s philosophy: 

 

Feelings are related to the way we evaluate the world. Our values express 
adjunctive attitudes based on feeling. Although the setting of purpose is 
grounded in the lived experience of values, the life of feelings has an 
immanent teleology that does not require it to go over into the desire to act. 
The structural nexus of willing is thus different from that of feeling. There are 
many feelings that evoke further feelings rather than the impulse to do 
something in response to them. A feeling of suffering can, for instance, elicit a 
kind of self-pity that, far from reproducing the suffering, elicits a “distinctively 
mellow” mood that immobilises. (2002, p. 76)  

 

This ability to overcome their negative feelings assisted the medics as they 

reintegrated home, post-deployment. 

Chapter Summary 

This chapter is the first of two chapters that tell the stories of current serving army 

medics through their own recollections and stories as revealed in my interviews and 

supported by their words. It provided the background to these stories by revealing why 

they became an Australian Army medic, their training and preparation for overseas 

deployment. Their stories continued as they spoke of their deployments and the best 

and worst of being involved in active duty as Australian Army medics in warzones. 

 

The following chapter, “The Medics Continue Their Stories”, provides further insights 

into the people portrayed in this thesis. They discuss the legal and moral guidelines 

that govern their practice, as well as the effect deployment has had on them and their 

return home. 
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Chapter 7 

The Medics Continue Their Stories 

 

Never before has it been so difficult for the Soldier to distinguish between the 
targeted and the protected – the combatant and the civilian. Compliance with 
this concept of distinction is the fundamental difference between heroic Soldier 

and murderer. (Meyer, 2007, p. 1) 

 

Introduction 

This chapter continues the stories of the Australian Army medics and their overseas 

deployments as related during the interviews conducted for this thesis. It discusses the 

impact of international humanitarian law, such as the Geneva Conventions, how 

symbols such as the Red Cross are interpreted in warzones and how these affect the 

medical care provided by the medic, and explores the ethical impact of fighting a 

virtually unrecognisable enemy in the current conflicts of Iraq and Afghanistan. It 

examines the medics’ experiences and how these impacted their return home and 

reintegration back into their civilian role and family life. The philosophical approach of 

historian Wilhelm Dilthey, whose ideas have guided this research, suggests that when 

attempting to comprehend the effect that events have on individuals and their 

personal history, our reflection turns from the external to the internal. We discuss the 

historical world, but what moves us is the emotions and what is felt inwardly by the 

people who tell their stories. It is the reflections of the people that create emotions 

and add meaning and value to the historical happenings (Dilthey, 1979). Such are the 

stories that are continued in this chapter that enrich our historical perspective on the 

era discussed. 

 

The army medics interviewed are subject to worldviews, ethical principles, military 

ethos, historical perceptions, laws and their own innate and individual experiences, all 

of which define their choices and guide their decisions. Cultural awareness of what it 

means to be a health professional and their training and personal beliefs will impact on 

their ability to manage combat stressors. These influences are not static, but are 

constantly evolving with each new encounter (Abraham et al., 2018). 
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There are no eternal ethical categories or imperatives, although many people, 

especially those in helping professions, do call upon such values. This research was 

done with a view to determine how such ideals are created out of circumstances, and 

change with time and circumstances. Identifying times of change, and of stress, and 

how these affect notions of ethics is a key aspect of the analysis. My methodological 

approach required me to scrutinise as many sources as possible, and to give equal 

weight to their narratives, descriptions, self-justifications and style of communication. 

The primary and secondary sources that relate to the lives of army medics have been 

painstakingly and deliberately used to create a sense of the worldview of the different 

participants. This worldview is esteemed as always historically right and significant, 

regardless of how well-founded, or ill-founded it may be in terms of facts and reason. 

Depicting this worldview, and explaining how the medics functioned in their 

consciousness and actions, is key to the work of the thesis. “It is the task of the theory 

of worldviews”, Dilthey stated, “by analysing the historical course of religiosity, poetry, 

and metaphysics in opposition to relativity, systematically to present the relationship 

of the human mind to the riddle of the world and life” (as cited in Naugle, 2002, p. 84). 

The Enemy, the Care, and the Ethical Dilemmas 

In their stories the medics reflected the influences of both internal and external 

factors. Their categorisation of their experiences is in conformity to the themes 

posited in Dilthey’s philosophical work. A clear division of the external world into 

recognisable forms of good and bad makes individual reasoning much easier. 

 

One such factor was the difficulty in the recent conflicts of Iraq and Afghanistan in 

identifying who the “enemy” forces were, creating feelings of self-doubt and conflict. 

World War One was much simpler. Soldiers knew whom the enemy was and what to 

do when the enemy was encountered. A comment by Tom Frame sums up this issue in 

relation to the Middle East: “we are fighting on behalf of allies that seem as bad as the 

enemy, why is it my responsibility to fight in foreign lands to keep peace between 

people disinterested in peace” (2015, p. 98). Trevor explained, when asked if he or 

fellow medics felt conflicted when serving on these overseas deployments, and why: 
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I suppose the big one is that … you don’t exactly know who the enemy is unless 
they are standing right in front of you trying to blow you up or shooting at you, 
but even then they can sort of disperse and go back into the wider community. 
No-one knows who they are so it is not a real clear-cut line as to who we are 
fighting … friends who’ve been over previous to myself, that is what that they 
said was an issue. (Trevor, interview, 2017)  

 

Jayden supported these thoughts when asked if he knew who the enemy was: 

 

not a clue because there is no uniform … you literally have no idea so you have 
no real way to get over it, some people see everyone is the enemy … there is no 
real advice for a very different, a very different sort of warfare to the 
traditional war with two parties fighting it out. This is a very tactical because 
we are superior in number and gunfire. [pause] They’re never going to line up 
against ours unless they really get cornered. (J. Pyper, interview, 2016) 

 

When asked if that affected his desire to care for the local populations, he supported 

the notion of medical ethics and impartiality when treating the wounded: 

 

No, not at all. You get very good at compartmentalising things and you have to, 
I actually got far good too good at it [pause], far too good at it to the point that 
it became a problem when I came back to Australia [pause] big, big problem … 
but the person on the ground needs help, you help them, that’s that the job as 
a clinician. As I said, I am a clinician and I provide military support as well. If I 
did support an enemy on the ground [pause] so be it, as far as I’m concerned I 
treat humans. That was it … if they need help I will provide health care to them 
and essentially that is it. I try not to overthink it as I am naturally an over-
analytical person so I try to avoid thinking too much into the whole political 
side of the household of warfare … I am not naive. I know full well why most of 
them were fighting. [pause] I know full well why some of us were there, but 
essentially I was there to provide a task and my task was health care and that’s 
what I did. (J. Pyper, interview, 2016) 

 

Christopher endorsed these beliefs, stating that he would treat the enemy when 

needed. His reflection was philosophical: “I guess it is real weird … you should probably 

hate them … but it was never something I felt” (C. Bone, interview, 2017). 

 

Adam continued the story, but was more wary of the enemy: 

 

we didn’t trust anyone, so we would just disarm them, search them even if they 
were bleeding out. I would literally just rip all their clothes off them, check to 
see if they had any IED [improvised explosive device] or an anything strapped 
to them and would do that search outside the actual patrol base. I would then 
provide life-saving interventions. (A. Nothdurft, interview, 2016)  
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This then leads into an ethical question that the participant medics have been asked by 

other army personnel regarding whom they would treat first, “my guy or the enemy”? 

Simon summed up the responses well: 

 

you have to give them the politically correct answer which is in accordance with 
triage practice you treat people in accordance to their requirement for care … 
but it got down to common sense as well and the principles of first aid. These 
are [to] promote a safe working environment, prevent danger to myself, 
danger to bystanders. I understand that I have potentially two casualties that 
are wounded. [pause] Now reducing the risk in the danger to myself if I have a 
hostile person who is injured then they first have to be cleared [of weapons] 
before they can be treated. I don’t need to clear friendly person because 
generally they’re on my team, I know them and I know they’re not a threat to 
me. So it is a waste of time if I stand there and wait for them to clear the 
hostile party first when in that time I can start to treat the Australian first or 
the friendly force person. Then if the hostile person has been cleared and made 
safe so they are not a threat to myself or other members of my team, I can go 
ahead and treat them next. (S. Dunn, interview, 2017) 

 

Jayden made an interesting philosophical point regarding labelling people as good or 

bad, and the feelings this creates: 

 

it is really, really easy to hate. It is very easy to put a wall up and say enemy 
one side, good the other. Good versus evil is a very simple thing until you are 
exposed to it and you see true evil, absolute just gut wrenching things [pause], 
makes me less hateful because those people that were doing something like 
that, they were doing it probably not because they were evil but [pause] 
because they, that they considered it the right thing. They considered 
themselves in some way, shape or form right. (J. Pyper, interview, 2016)  

 

On questioning the locals they used as interpreters, the medics said they appeared 

immune to the horrors of conflict, thinking them “run of the mill” and explaining these 

atrocities as the “Muslim way”, but Jayden did not accept this, believing it to be “the 

extremists’ way”: 

 

a lot of the villagers were equally as opposed to these sort of acts as we were. 
They were more exposed. It’s certainly not something they are willing to 
tolerate. [pause] Even suicide bombers, they all had an aversion to it. But with 
that they also had a respectable fear associated with speaking out. People 
would often call them liars or sympathisers because they were not telling us 
where the Taliban was. [pause] From different standpoint they are not telling 
us because they see the things they [the Taliban] can do and they don’t have 
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the protection of vehicles and weapons and body armour and that sort of thing. 
So it’s quite obvious why they wouldn’t tell us. It’s a very fearful place. (J. 
Pyper, interview, 2016) 

 

These reflections demonstrate dilemmas that confront the medics when providing 

care in the current conflicts where the enemy is not always easy to identify, leading to 

self-doubt regarding decisions made, and impact on inherent moral values. The long-

term effects of ethical and moral challenges are of interest to my research. Frame 

(2015) discusses the issue of moral injury that can occur when people are involved in 

actions that violate their personal ethics or ideals. This breach can arouse emotions 

such as guilt or shame about what they feel they could, or should, have done. 

Moments of moral quandary are evident in many of the participants’ reflections 

throughout this thesis. 

International Humanitarian Law, the Geneva Conventions and the Red Cross 

International law recognises two categories of persons with respect to conflict: 

combatants and civilians (Bowen, 2010). International humanitarian law comprises the 

rules governing the appropriate conduct of war, with the best known and most 

relevant to my research being the Geneva Conventions. Fundamental to these 

conventions are the idea that: 

 

the law can and should protect all persons caught up in war – making the 
difference between life and death, between humanity and inhumanity – 
whether they are civilians, prisoners of war, the wounded, the hors de combat, 
or solders on the battlefield. (Taft, 2003, p. 319) 

 

The Geneva Conventions were discussed in more detail in Chapter 4, and were a 

crucial component of my interviews, as they deal with the rights of medical personnel 

and the protection of the injured. This is important and relevant as all aspects and 

obligations of the conventions have been accepted by Australia and thus the Australian 

military personnel are legally bound by these principles. These conventions are rules 

that apply only in armed combat and seek to protect those not taking part, including 

the sick and wounded, and as such govern areas such as carriage of weapons, 

international symbols and care of prisoners of war (International Committee of the 

Red Cross, 2012). Not all countries are signatories to these conventions, leading to 
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interesting comments from the interviewed medics when discussing their deployments 

as medical personnel in both Iraq and Afghanistan, as neither accept the obligations 

outlined in the conventions. 

 

An aspect relevant to this is the interviewees’ responses when asked the question: Do 

you see yourself as a soldier or as a medic? This has a direct relationship to their 

protection, or lack thereof, as a member of a medical team under the sanctions of the 

Geneva and Hague Conventions. The protection as non-combatants under these 

conventions is closely linked to a significant medical symbol during wartime, the 

international symbol of the Red Cross. Their reflections on how, or if, their self-image 

impacted their thoughts on the relevance of these internationally recognised 

conventions of wartime conflict was a point of difference between interviewees in this 

research. 

 

The wearing of the Red Cross is an important, and emotive, issue for the participant 

medics. It is linked strongly to their role of soldier or medic in a battle environment, 

and its implied protection. There are regulations within Australian Army doctrine that 

pertain to the wearing of this symbol in military orders. All of the interviewees had 

strong, at times passionate, views on this topic, with most unanimous in their refusal 

to wear the Red Cross brassard, an armband worn around the upper arm. Their 

reasoning behind this decision varied and is a theme that links them to their World 

War One counterparts. These men in World War One, despite the implied protection 

of the Red Cross, felt persecuted when attempting to carry wounded even with the 

Red Cross to indicate neutrality (Johnston, 2015b). First World War stretcher-bearers 

told of removing their Red Cross at night so as not to be a target, for, even though this 

was in direct defiance of the earlier Geneva Convention, Germans anecdotally used the 

Red Cross as a target for shelling (Nichol & Rennell, 2009). That was not always the 

case however, for at times the sight of Red Cross flags led the enemy to call a 

ceasefire, allowing troops of both sides to collect their wounded. There were, 

nonetheless, many more occasions when bearers were deliberately attacked. An 

example occurred in November 1916 when the 24th battalion heard a cry for 

stretcher-bearers to go into “no man’s land”, the area in the battle between opposing 

forces. The persistent cries of pain from the wounded caused two bearers to leave the 
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safety of the trenches but they were “gunned down, riddled with bullets” despite 

wearing the Red Cross brassard (Johnston, 2015b, p. 10). 

Self-Identity 

Andrew began the dialog in relation to the question of self-identity by commenting 

that the first word that comes to his mind when asked this question was “unique”. He 

stated further that, whilst he is a soldier and had no hesitation “returning fire and 

killing someone”, he realised that by doing so he himself became a target, detracting 

from his primary role within the organisation of supporting the soldiers within his care. 

He therefore believed that medics should maintain their non-combatant status. When 

asked about his knowledge, or the knowledge of medics in general, of the Geneva 

Conventions, he stated that it is a component of the current medic training package, 

but there was never a lot of emphasis on it. Despite these beliefs when asked whether 

he wore the Red Cross brassard on deployment his response was “no”. On further 

questioning he commented that the reason for this was that “he didn’t have one … it 

was not something the unit thought of”. He reflected members of his team 

commented they consciously did not wear it as they did “not want to be a target” with 

the belief that “it did not make you more of a medic by wearing it and if the enemy do 

not abide by the conventions, why should we?” (A. Westlake, interview, 2017). 

 

Christopher saw himself as a soldier before a nurse, adding that his initial army life in 

the infantry corps influenced this belief. He added a different perspective when asked 

his views on the Geneva Conventions and their relevance in current military 

operations. He believed that they were: 

 

yes, definitely relevant. [pause] Look, I know the enemy would never stick by it, 
it’s just a good moral compass. You just don’t need to lower your standards just 
because someone else is in doing it, so I still think it’s got relevance.  

 

When asked if he wore the Red Cross, he said “no”, reflecting: 

 

I never really thought about it, no one he worked with wore one when overseas 
… it was not a conscious decision to leave it off … but when out on patrol with 
infantry troops it was not a thing I thought about.  
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He continued to reflect that on coming home he found some medics were passionate 

about the need for it, or had concerns about it creating a target for the enemy, but for 

him it was unimportant to fulfilling his role (C. Bone, interview, 2017). 

 

Trevor, when ask the question regarding self-identity, said: “It is a good question. I 

would describe myself as a soldier; however due to the medical side of things we are 

restricted in certain things [pause], but still a soldier”. He believes the conventions 

allow him to “do his job in all its elements … defend myself and those around me … 

whether I am wearing the Red Cross or not”. When asked if he felt these conventions 

still had relevance to his role as a medic he said “to a degree yes”. He expanded on this 

with reference to regulations regarding the use of weapons as a non-combatant: 

 

I think that if you are trained in all weapons then you should be able to use all 
weapons to the best of their capability. If it means that a life or death situation 
requires you to protect yourself and all those under your direct care, then you 
do it. If I am a patrol medic then everyone on that patrol is effectively under my 
direct care. (Trevor, interview, 2017)  

 

This is despite the enemy forces not upholding the regulations. Trevor echoed the 

thoughts of Christopher: “I don’t think it matters if both parties are assigned to it … if 

we are assigned to it alone then we had to uphold it”. He also did not wear the Red 

Cross. When asked why not, his response was: 

 

good question. [pause] But it was a conscious decision not to. I chose not to 
wear it, it doesn’t really affect my ability to do the work if I am wearing it or 
not. I am still who I am. I am still able to do my job. (Trevor, interview, 2017) 

 

David, after his years as both a medic and a registered nurse, aligns himself more as a 

nurse than a soldier, revealing, “I didn’t feel I wanted to shoot a person”. Despite this 

he stated the ability to carry weapons is vital to protect himself and his patients: “I 

have seen the results of not being able to defend yourself … in the conflict in Rwanda, 

guys got killed because they had no protection”. He was referring to the situation in 

1994 when Australia sent troops, including medical personnel, to Rwanda as part of a 

humanitarian aid contingent. These troops were involved when a violent massacre 

erupted in April 1995, in Kibeho, that saw the death of around 4,000 refugees, many 

unarmed (Australian Army, 2019). He believed the conventions have relevance “from 
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our side yes”, although “the issue is more that the terrorist don’t follow it because 

they’re not signatories, so that causes a real conflict of interest”. Despite these beliefs 

he mirrored other medics with regards to the wearing of the Red Cross symbol, only 

wearing it on military exercises, but not when deployed (D. Payne, interview, 2017). 

 

Jayden described himself as: 

 

A clinician. [pause] So I am a clinician, but I am a clinician in the military so I, 
um. [pause] They always throw a little saying out there that you are a soldier 
first but that does not mean I am a war fighter, kicker, but I am definitely a 
soldier. With that my specialty role is to be a clinician. (J. Pyper, interview, 
2016)  

 

With regards to the Geneva Conventions he commented that they get quoted a lot to 

medical personnel, especially in relation to their non-combatant status and how this 

affects their role as a soldier. The rules appear poorly understood by many soldiers, 

and open to interpretation. As Jayden understands it, the Geneva Conventions “allows 

us to carry firearms to protect ourselves”, which he believes is a good thing, but not to 

“actively go out and set up an ambush, not seek out the enemy [pause], but when they 

come, you engage to protect yourself and your patients” (J. Pyper, interview, 2016). 

 

He believed these rules are still relevant despite other forces not following the 

standards 

 

what the Geneva Convention is all about is when you fight forces that don’t, 
that don’t follow the Geneva Convention, it does not necessarily mean that that 
all your rules of the Geneva Convention go out the window, but it essentially it 
doesn’t have as much weight.  

 

He commented that you can choose to follow or ignore the rules but 

 

if you choose not to follow it is in the, then you are classified as a combatant in 
the rules of engagement, and in the rules of warfare and engagement you will 
be treated as a combatant. So for a lot of us when we are in that warzone 
we’re under the impression that we are already a combatant … so that’s 
exactly how the enemy is going to see me. (J, Pyper, interview, 2016)  
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The theme of being an asset versus a liability in a military team environment was also 

interwoven into these thoughts regarding the carriage of weapons as protection. 

Jayden commented: 

 

you were integrated with the team, you are essentially one of them, so you 
have to carry a weapon to protect yourself and your patients and basically be 
an asset. Because if you were someone that didn’t carry a weapon you would 
be a liability. You would just become another person that the section would 
have look after, with no means of defending yourself. (J. Pyper, interview, 
2016) 

 

These words indicate strongly his predominant military-focused self-identity. 

 

When asked if he ever wore the Red Cross overseas, Jayden was emphatic: “Nope 

absolutely not, no way at all”, echoing again comments voiced by both stretcher-

bearers one hundred years previously, and his contemporaries. He reasoned: 

 

obviously the Taliban or whoever you were fighting, would see you [pause], 
would see Red Cross and they would think take out the Red Cross, thinking then 
that is their medical element gone. They know that we rely upon medical a lot 
more than they do … they have Allah [laughs]. If we wore the Red Cross they 
would know that we were different, they did not know how we were different 
but they know that you are something different so that they tend to target you. 
So not ever. (J. Pyper, interview, 2016) 

 

Adam saw his identity a little differently to the other interviewees, believing that his 

identity is linked to the role he is doing. He explained that, if he is out with soldiers in a 

deployed environment, he is “just another soldier with medic being his add-on task”. 

However, in a hospital environment his main role is that of a medic. He believes the 

Geneva Conventions to be basically a good thing, despite the fact that the other side 

“don’t adhere to the Geneva Convention and they will happily shoot you as medic”. He 

repeated the belief that he would become a target when asked if he would wear the 

Red Cross overseas, saying: “no, not ever. [pause] If they know you are a medic they 

target you” (A. Nothdurft, interview, 2016). 

 

Karinna had a similar perspective, saying she is a soldier first and a medic second. She 

commented: “that is the way old-school soldiers see ourselves … not the new 
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generation soldier, they see themselves as medics first”. She qualified this by saying 

that, despite aligning herself more with the soldier than the nurse role, depending 

upon where she is and what she is doing she may change the descriptor she uses. She 

believed that, whilst the Geneva Conventions state that everybody should be treated 

equally, the reality is not so clear-cut when performing her role as a medic. Whilst she 

is deemed a non-combatant when wearing the Red Cross, 

 

the lines become blurry when out on patrol, when your first job is to provide 
security and when something happens that’s when you go in medic role. The 
Geneva Convention states if you are actively patrolling you lose the indemnity 
provided by the cross … therefore the lines blur.  

 

When asked if she therefore wore the Red Cross on deployments she said: “no … I 

didn’t want to provide myself as a target” (K. Sanders, interview, 2017). 

 

Glen felt that the question relating to self-identity as a soldier or medic was 

interesting. Despite always considering himself a medic he said: 

 

my attitude is that you are also a soldier first and foremost so, despite the fact 
that your role is providing medical care, you’re also the person on the front line 
firing as required, if required. That is part of the job. If someone is shooting at 
you then you should shoot back at them but not necessarily in that order … you 
view contact, you shoot. The current TCCC guidelines dictate that the first thing 
you do if you are fired upon is fire back, win the firefight and then save the 
patient. This was a very different role to what we used to do when we would 
say [pause], no, we are a medic, we don’t shoot. [pause] This is not true 
anymore. (G. Matthews, interview, 2016) 

 

This quotation strongly exemplifies the role duality, and the resulting inner conflict, of 

the healer or warrior paradigm that is the focus of this thesis. 

 

The Tactical Combat Casualty Care (TCCC) guidelines that Glen refers to were written 

to support the medical care provided by combat medics when under fire on the 

battlefield, to increase the casualty survival rate. The recent version from 2018, in the 

basic management plan for care under fire, states as the first guideline for medical 

personnel: “take cover and return fire” and “direct and expect casualty to remain 

engaged as a combatant if appropriate” before removing casualty to safety and 
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stopping haemorrhage (Australian Tactical Medical Association, n.d.). These guidelines 

support the role of the army medic in warzones, but may be considered in conflict with 

the Geneva Conventions. Glen’s views on this point were interesting and more 

considered than many of my other participants, for he stated that according to his 

reading, the stretcher-bearers of World War One relied upon “the compassionate side 

of the enemy [to be able] to go and do your job if you wore the Red Cross”, but now: 

 

the fact that I wasn’t wearing a Red Cross meant I was fair game to anyone … 
so the fact that I wasn’t wearing a Red Cross made me just the same as anyone 
else, and if someone came up and had their weapon then I felt obliged that I 
should actually shoot at them. So if they posed a threat I was like any other 
soldier and I would think I was required to actually fire. [pause] And the fact 
that the Taliban are not signatories to the Geneva Convention or the Red Cross 
probably made it an easy thing to do. The way I look at it is if there is a threat 
and you don’t shoot now, that guy is going to shoot you later on, so I called it 
preventive medicine. (G. Matthews, interview, 2016) 

 

This is an interesting perspective from a man who is a medic reservist and has a 

primary role as a registered nurse in his civilian career. Does this ability to 

compartmentalise his two roles assist with his ability to cope? Dilthey stated: “The 

objective reality of external objects and of other minds consists not in their conformity 

to the laws of an intelligible system, but in a vital relationship of action and interaction 

between ourselves and them” (as cited in Hodges, 2010, p. 30). Thus, Glen expressed 

these emotions from his diverse, and possibly conflicting experiences and ethical 

perspectives in his primary and secondary roles as both a civilian nurse and a soldier 

medic. This is the epitome of the duality of healer or warrior, which is the focus of the 

research. The interviewed medics all appear to engage in these simultaneous duties 

despite differing viewpoints. This role duality provides an interesting perspective in my 

research where I do not wish to impose my own values upon the voices of others, and 

this is one reason why a relativistic approach to guide my analysis, such as Dilthey’s 

historicism, is useful. 

 

Mitchell aligned his identity as both soldier and medic, believing “you can’t be a good 

medic without being good soldier and vice versa”. He felt that the Geneva Conventions 

were designed for a war where there was “two armies with uniforms” whereas now:  
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uniforms mean nothing, the rules mean nothing. It is not my role to go looking 
for a fight; however as a soldier my job is to be prepared to fight until I received 
casualties, then I become a medic. I still have to look after Australian soldiers 
on the ground by engaging the enemy so I reduce the threat. Well, you go 
overseas with the rifle and real bullets, you should be prepared to use them. 
[pause] Again, if you're a medic on a battlefield in a warzone it’s plain reality. 
(M. Chat, interview, 2017) 

 

This demonstrates the role duality of the soldier medic, transitioning from soldier to 

healer and back, depending on the circumstances. It involves a crossing of boundaries 

and transitioning of their primary responsibility and authority. External pressures, such 

as direct conflict, necessitate this transition, allowing the military ethos to become 

dominant. That is until casualties occur and they assume the role of nurse. This 

requires a compartmentalising of identities to move from one professional base to the 

other, requiring each separate role to be personally negotiated and reconciled 

(Griffiths & Jasper, 2008). The impact this has on their transition home from 

deployment is discussed later in the chapter. 

 

Mitchell echoed the sentiments of many when asked if he wore the Red Cross:  

 

no because it would draw attention to myself, to being a target and it is a 
morale thing. It’s shoot the medic first. They [the enemy] know it is the wrong 
thing to do, the morale will decline. That is going to happen if they take a 
medic out, they know the skill set that the medic will have so they know that 
the platoon loses that mindset. It is just a massive morale hit because if the 
medic’s gone who’s going to look after them? Even when the guys know there 
is nothing that can be done, as long as the medic is there doing his thing, 
looking after them, they can concentrate on their job whilst the medic is doing 
his. (M. Chat, interview, 2017) 

 

Simon described himself as a medical person who also works for the army. When 

asked his opinion of the Geneva and Hague Conventions he said that he knew medics 

were labelled as non-combatants, but that the carrying of weapons was sanctioned for 

self-protection and to safeguard the wounded in his care. On further discussion 

regarding how this protection works, or is defined, he said: 

 

That is a tricky situation because define defending an outpost as opposed to 
defending the house that I am in. [pause] Because if there is a large number of 
personnel who are approaching our position I am at risk. And so again it comes 
down to the principles of first aid to promote a safe working environment. By 
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sitting down hiding behind a wall when there is a larger force approaching our 
position and taking hostile steps you are not promoting a safe environment. 
You are putting yourself at unnecessary risk if you are not prepared to defend 
yourself and those you are caring for. (S. Dunn, interview, 2017)  

 

This reflection is a linkage back to historical themes across the century of the medic 

not only providing immediate emergency care, but also being a source of morale for 

those fighting. 

 

Simon said the Geneva Conventions were taught to members of RAAMC, such as 

nurses and medics, but at times they are not well understood as no practical 

application or explanation was evident in these lessons. He then quoted something 

said to him, “what is more important than knowing right from wrong, is knowing why 

the wrong things are done”. He went on to explain that understanding why the wrong 

things are done is important in contexts such as, 

 

someone is shooting at you, you need to shoot back because if you get 
wounded there is no one to provide help to the rest of the team and then you 
are putting other lives at risk as well as your own. 

 

When asked if he felt the conventions are still applicable in current zones of war where 

the enemy do not adhere to them, he echoed the thoughts of his colleagues: 

 

I don’t think we should drop our standards. I think our standards need to be 
maintained [pause]. I think that it does need to be updated and reviewed but in 
reality it goes down to believing I don’t think we should drop our standards.  

 

In regard to the wearing of the Red Cross, Simon had a different perspective from 

many other participants. This may reflect his different self-image, as he wore the 

symbol as he believed it identified him to the team as the medic and therefore the one 

to provide medical care (S. Dunn, interview, 2017). 

 

Shannon describes herself as a soldier medic: “to me they go hand in hand, I am a 

medic in the green [uniform], for me I’m a soldier medic”. When asked about the 

Geneva Conventions and whether she learned much about them during her medic 

training, she said “yes [pause], very hot topic”. She qualified this with: 
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Why didn’t you tell me so I could have prepared? [laughs] My general take in a 
nutshell. We are a non-combatant so we are not there to, I guess, instigate 
firefights or anything like that. We are there to render aid, but also to protect 
ourselves and our patients and in that instance yes we can return fire if we are 
being fired upon, but we are not there to be a power force if that makes sense. 
(S. Killman, interview, 2017)  

 

The Red Cross was something she herself has worn when in a safe position overseas 

within a compound, but she reinforced that medics out on patrol in enemy territory 

did not wear it, because “the guys see it as a bit of an aiming mark, a target, and they 

don’t want to single themselves out to be a target or to stand out” (S. Killman, 

interview, 2017). 

 

Jesse’s self-image as a medic first and a soldier second is qualified by “mainly because I 

really just focus on all my medical stuff. I am not that great a shot, but I am a really 

good medic, so that is really how I see myself”. When asked about the Geneva 

Conventions and how carrying a weapon fits within these guidelines and his status his 

view was:  

 

For me I would only be using it [the weapon] to defend myself or my casualties 
so it I think it absolutely fits. If I’m firing or aiming a weapon at anyone the 
guys around me have failed as they should have stopped the enemy before they 
came to me. It is quite long way in to the middle of a [fighting] group where I 
was. As long as I am not wearing a Red Cross, not claiming a protected status, I 
don’t think it really matters for at that point I am a combatant. (J. Kuskopf, 
interview, 2017) 

 

His views on wearing the Red Cross on deployment were that it would make him a 

target as he believed “there are premiums from al-Qaeda on attacking medics. They 

put a premium on medics.” This confirms a belief of many of his colleagues described 

in this narrative (J. Kuskopf, interview, 2017). 

 

The importance of self-identity is supported by the work of Dilthey. He asserted: “the 

inner experience through which I obtain reflexive awareness of my own condition can 

never by itself bring me to a consciousness of my own individuality. I experience the 

latter only through a comparison of myself with others” (Dilthey, 1996, p. 236). This 
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echoes the reflective beliefs Jesse and his colleagues have in relation to their image as 

a medic within the army, and the similarity between these beliefs. They compare 

themselves both with their own peers with shared convictions, but also against the 

suspicions regarding their enemy. Military service is intensely social. Few serving 

personnel have the inclination, even if they had the opportunity, to reflect in solitude, 

or to build up their conscious individuality. They live with others, protect others, rely 

on others, and appraise themselves according to group values. The role of comparison 

and context in self-image, as referred to by Dilthey in the above quotation, is far more 

potent in a military context. However, this intense group experience will change 

abruptly when they return to civilian life. This becomes problematic for some, as 

explored in Chapters 8 and 9. 

The Medics Come Home: How Have They Changed? 

Deployments and subsequent family separation are hallmarks of army life, and the 

stressors and traumatic experiences encountered are in many ways routine 

components of this career path (Abraham et al., 2018). However, a recent study 

conducted by the Department of Defence found that the number of combat exposures 

during a person’s military career was a predictor of psychological distress and post-

traumatic stress symptoms and that deployment and combat exposure may have an 

impact on attention and memory processes. In this study military members who had 

deployed to the MEAO between 2010 and 2012 were invited to participate to discuss 

aspects of physiological and psychological health and coping mechanisms (DVA, 2019). 

 

Further aspects of this Impact of combat study (DVA, 2019) will be examined later in 

the thesis, but how these components of a high-stress occupation affect the individual 

medic, whilst overseas and on return home, will be explored through the words of the 

interviewees in this chapter. The effect this has on their loved ones will also be 

considered, but this is not the focus of my research. Aspects such as preparation for, 

and support on, return and the emotional aspects of these overseas deployments will 

be discussed. These reflections are a vital component of this study and are guided by 

the methodology of this thesis: the historical method founded by Wilhelm Dilthey. 
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Dilthey posited that studies of the human world are distinct from the physical sciences, 

and rely upon reflection, understanding and the creation of a complete historical 

context (Hodges, 2010). The thoughts of the participant medics, their similarities and 

their differences are all based on individual experiences, and are reflective of this 

individuality. As such, they become their own truth, influencing their present and 

guiding their futures. The medics reflected upon their mixed emotions on returning 

home, which added to their own personal narrative. 

 

Christopher described his deployment in 2010 as “a pretty bad one for Australians”, for 

ten Australian soldiers were killed in Afghanistan during this period. He was therefore 

ready to come home at the end of his tour. He described it as mentally and physically 

draining and he felt he had done “all he could do”. Christopher felt prepared to return 

home, but the reality was a little strange. After “12 months of my life training, doing a 

really good job, really important job that was world news”, returning to just his house, 

his job and a lower tempo “took a little adjustment … this [job] is so boring, I need a 

new challenge”. When asked whether these experiences had changed him, he did not 

feel they had, despite a little “adjustment period” on his return. He felt this ease of 

transition related to his support at home as “I have been blessed with good family, 

good friends, a good support network”. He summed up his feelings about deployment 

with “I really enjoyed the experience but, it’s just a job to me. It doesn’t take up a 

whole lot of my thoughts. [pause] You know, I went over, did a job, came back” (C. 

Bone, interview, 2017). 

 

Andrew had a very different opinion when asked whether his deployment changed 

him as a person. His answer was “absolutely. [pause] I am still dealing with it”. He went 

on to say: 

 

I went over there pretty inflated, thinking I could do anything, but I feel deeply 
responsible for a death over there. I missed a patient that was 
decompensating. [pause] That hurt me and it still hurts me. [pause] That is why 
I want to be in the training space, to stop it happening to others. (A. Westlake, 
interview, 2017)  
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Returning home for Andrew was difficult: “it wasn’t really a mental health thing. I just 

couldn’t fit back into that role after what I had been doing”. When asked about the 

support he received on return his response was:  

 

none at all. I could have found it and got it if I wanted to but I felt ashamed. I 
felt if I brought it up, what happened, that I would get in trouble like. You are 
talking about coroner’s inquest into that death. [pause] I mean, I felt it was my 
fault, I caused that death. In the end I spoke to people, the doctor spoke to me 
about it and he said, you know, we all lose patients, mate it happens. These 
emotions they are normal. This is what you have to deal with. So I took it more 
as I would get over it, but it certainly shaped who I am today. (A. Westlake, 
interview, 2017) 

 

This indicated that he was still coming to terms with events that occurred on his 

deployment. This is common for many returned soldiers, both consciously and 

subconsciously (DVA, 2019). 

 

Trevor wanted to come home after his deployment finished, but his emotions were 

mixed. He had difficulties fitting back into his life at home: 

 

everything effectively on my side of it had all stood still but in reality [pause], 
but it really has moved six months in advance. I can’t really catch up on those 
six months so I had to try and slot back into a moving vehicle that has moved 
on six months without me. 

 

This caused him both emotional and relationship conflict when he felt an: 

 

inability to be able to fit back into that moving life. I wanted everything to go 
back to effectively how it was when I left, when it has no chance of doing that. 
So that causes conflict in itself, coming home into an environment where your 
partner has been in control for the last six months and then you wanting to 
jump straight back in and take back over where you left off. But that is never 
going to happen. (Trevor, interview, 2017)  

 

He also found integration back into his civilian life was difficult due to conflicted 

emotions carried over from his deployment. These feelings improved the longer he 

was home and “not carrying a weapon or waiting for a bomb to drop”, but the anger 

was related to his time overseas in a conflict where “you don’t exactly know who the 
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enemy is unless they are standing right in front of you, trying to blow you up”. This left 

him suspicious and guarded: 

 

I suppose a lot of it comes down to what we are there to do in our job. It is 
effectively to find and get rid of the so-called enemy as such and if they are of a 
certain religion or certain race, certain ethnic group then yes I think there is 
always going to be hate. That hate sometimes comes home with you, (Trevor, 
interview, 2017) 

 

Deane-Peter Baker (2020) says today’s military people wrestle with a moral world in 

which the notion of evil has lost its power. In World War One it was much simpler, as 

soldiers knew who the enemy was and what to do when they met them. Now in the 

face of indistinct military actions, part peacekeeping, part humanitarian aid, the enemy 

becomes ill-defined. They often resemble civilians, but are definitely combatants. This 

confusion creates a risk of moral injury when morality and conviction are challenged 

(Baker, 2020). 

 

The Middle East conflicts have been described as a “war without fronts” where attacks 

can happen anywhere. This exposes healthcare workers to increased danger from 

often unknown sources such as snipers, IEDs and suicide bombers (Gibbons et al., 

2011, p. 4). Repeated deployments in these unknown and unstable environments 

increase the negative psychological impact on military healthcare providers (Shen et 

al., 2009). Here burnout and compassion fatigue leave a healthcare worker empty and 

drained of all energy when continually caring for military members overseas in 

stressful conditions (Stewart, 2009). This is evident in the conflicting emotions 

described by the interviewees as they attempt to reintegrate into their pre-

deployment lives.  

Feelings of Futility, Lack of Support and Inner Struggles 

Trevor expressed feelings of senselessness and incompletion when he spoke about the 

lack of resolution of the conflict in Afghanistan, with troops returning to fight there 

again after Australia initially withdrew: “it makes me angry that people have died for 

no effect”. This sense of disillusionment was compounded by feelings of futility with 

his inability to do his job. When asked what the worst part of his deployment was, he 

reflected: “I’d guess the worst thing is doing what you are trained to do but to nil 
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effect. So I guess having people die”. He described his feelings about this as “pissed off 

and angry that you can’t even look after your own, effectively that we couldn’t do what 

we said we could do [pause]: keep them alive or look after them after that” (Trevor, 

interview, 2017). 

 

Trevor spoke about his preparations to return home and the support provided to 

transition from fighting force to normal life. He said:  

 

I personally think, know there is not enough time to get prepared to come 
home. We do spend a period of time out of wall in in one of the smaller bases in 
the Middle East before we come home. However [pause] it is not [pause], look, 
it prepares you but it doesn’t prepare you. [Then on return to Australia] there is 
a decompression period where we do half days. You’re meant to do five days 
half days or whatever the decompression has been signed off for. Effectively for 
you to be at work for a couple of hours, then you to go home to a couple of 
hours and reintegrate back into normality. It’s a way of Defence trying to keep 
an eye on you as well as you being able to integrate back into civilian 
population as such. (Trevor, interview, 2017) 

 

On the subject of support to deal with these issues, he felt there was enough support 

available, but the issue is people knowing when to take it and how to use it, and being 

comfortable accessing the support. He himself utilised counselling services that were 

available outside of the ADF, stating: 

 

It gives you the opportunity to get stuff off your chest, like a debrief. A lot of 
people don’t want to speak to the Defence or the army psychologists, and I 
know a lot of people including myself have wanted to go and speak with 
someone on the outside of Defence. 

 

When questioned further regarding this choice he said: 

 

it is a comfort thing, not speaking to someone in uniform. I don’t think they 
[civilian services] understand completely the ins and outs, but they have a 
different look on it which helps. Yes there are different coping mechanisms, 
different perspectives that they can give you that are added to what you 
already know and have been given through Defence. (Trevor, interview, 2017) 

 

Mitchell voiced similar feelings of inadequacy and inability to do what he perceived as 

his primary role as a medic: saving the lives of those in his care. He became very 

emotional when recounting a story of the death of an Australian soldier in his 
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company. He recalled that they were in a firefight for a couple of hours and even after 

his (the soldier’s) death they had to continue to fight their way back to the safety of a 

base after this incident, pursued by the enemy. He expressed his feelings on returning 

to base as: 

 

well I just wanted to sleep really, three hours after running around fighting 
with a lot of gear on, but I got back and I felt drained [pause], felt like shit. 
Because I had one job to do and I couldn’t do it, I couldn’t save [very emotional 
at this point], couldn’t save him. Even though one side of your mind is going 
[pause] he was dead before I got to him, the other side is going, well what else 
could I have done? I did all my drills stuff, like that. (M. Chat, interview, 2017)  

 

The emotions observed when recounting this story showed that the incident had a 

profound emotional effect on Mitchell that was long lasting and possibly contributed 

to his reintegration and emotional issues on return. When asked whether he wanted 

to come home from that deployment he said: “no, I wanted to stay as I felt I had a job 

still to do” (M. Chat, interview, 2017). 

 

When asked if he was supported after this major event he recalled:  
 

When he [the soldier] died they did send some psychologists over but I didn’t 
speak to them. I didn’t want to just for the fact that I felt that I was fine and 
didn’t need to spend any time with the obligatory psych that they sent over. I 
just wanted to crack on and go back out there. But when I got home I just let it 
all out here. I decided I like had nothing to hold back, but again when I posted 
to the school as an instructor it was fantastic, that was my outlet. (M. Chat, 
interview, 2017) 

 

His extreme emotion displayed during interview were in direct contrast to questions 

regarding his return home, and whether his exposure overseas had changed him. 

When asked whether he had trouble adjusting to his return home he emphatically 

answered “nope, never”. This is in contradiction to when asked whether deployment 

had changed him and he said “probably, I do not know but my partner thinks I 

changed”. He expanded: “she thinks I’m emotionless”. Exploring this further, I asked if 

he agreed with this: “little bit, little bit. [pause] Maybe, probably more than a little bit, 

probably some things I am. Yes in some things I am but maybe I just don’t think I need 

to make a big song and dance about stuff”. His response demonstrated self-

introspection and possible psychological effects from his experience (M. Chat, 
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interview, 2017). These comments are in contrast to his initial response that he felt he 

had had no difficulties on return home, indicating a possible coping mechanism or self-

denial. Conversely it may demonstrate a soldier’s “wonderful power of memory to 

forget” as reflected by Stephen Garton (2020, p. 31) when discussing the recollections 

of World War One veterans that appear to focus on the mateship of war, rather than 

the horror. 

 

When asked which particular deployment caused the changes in him, Mitchell 

recounted: 

 

I would say 2010, yes definitely your planet reality. You did the most dangerous 
thing in your life, the most exciting. I would not say I was scared, I would say I 
was more anxious ’cause if you get hurt you never know about it. So you can’t 
really be scared. You think about it. You’ve done most dangerous, adrenaline 
thing that you can think of and then, you know [pause], doing a job for real or 
something like that, doing it for real. And then you come home and you like, 
cool, I’m home. [pause] Now what? [pause] But like I said I’ve never had the 
dramas and I would go back, straight back, but I was happy to come home. (M. 
Chat, interview, 2017) 

 

An interesting observation in this dialogue is Mitchell’s reference to himself in the third 

person as “you” rather than “I”. Is this another demonstration of his 

compartmentalising his feelings in order to cope with the emotions these reflections 

aroused in him? 

 

Jayden reflected on his initial issues with adapting to his return home, feeling that both 

he and his perspective on things had changed:  

 

Exposure is going to change you, conflict is going to change you. It is really, 
really easy to hate, to put up a wall, enemy on one side, good on the other. 
[pause] But people were doing something not because they were evil but 
because they considered it the right thing, to the benefit of what they were 
fighting for. So yeah, it’s extremism, you get very good at compartmentalising 
things to cope, far too good, to the point it became a problem, big, big problem 
when I came back. (J. Pyper, interview, 2016) 

 

Here Jayden was reflecting on how his coping mechanism of shutting off emotions and 

feelings created issues on his return home. Further discussion with the medics on this 

topic revealed a multi-faceted process and a series of factors that made return home 
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and transition back to civilian life complex. They also reflected on a variety of coping 

mechanisms, such as those described by Jayden and Mitchell. Donoho et al. (2017) 

comment that a range of mental health disorders and physical conditions are 

associated with military service, specifically deployment and combat exposure. There 

is also evidence that military service may be associated with delayed onset of many 

conditions, amongst them PTSD, depression and anxiety (Donoho et al., 2017). The 

potential for stressors of combat to cause moral conflict and reintegration issues is 

always a concern. In situations such as those faced by the interviewees in Iraq and 

Afghanistan, where they are asked to protect or defend people whose alliance is 

unknown, the pressure increases. Moral injuries that are difficult to overcome can be 

inflicted by doing something that violates one’s own ethics or ideals (Frame, 2015). 

 

These complex factors relate to a variety of professional and emotional challenges. 

One of these for Jayden was the dramatic change to his role on his return home: 

 

The main problem adapting was your job role. You go from a situation where 
you are all things, responsible, you are trusted with absolutely everything in the 
worst possible environment on the planet. And you come back and, you know, 
you are treated like you are not a professional at all. You’re just back. [pause] 
One in the fold [pause], another number. (J. Pyper, interview, 2016)  

 

In respect to Jayden, this issue was compounded by personal, emotional issues of 

support (or lack of it) as he was posted as married, but unaccompanied on his return 

home. This situation, which is a common occurrence in the military, arises when a 

member is allocated to a new work location, usually interstate, and the member’s 

family elect to remain in the previous posting location (Department of Defence, 2019). 

Consequently, he found himself alone. This situation left Jayden with limited emotional 

support as he was working away from his wife who, at the time, was pregnant. He 

tried to move to where she was but this proved more difficult than expected. He 

revealed the relocation eventually happened but “it should not have been so hard”. 

This separation made reintegration more difficult and added to the emotional stress of 

return. 

 

Jayden spoke of coping mechanisms that he, and fellow soldiers, used to manage the 

dangerous and hostile deployment environment. One such mechanism was by “putting 
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up a wall”, but on return this became an issue. Whilst overseas he and others were 

comfortable with the decisions made in a fighting environment, but when at home 

where he had more time for introspection he questioned his actions: 

 

“Why did I do that?” Well I thought I was doing a good thing. [pause] But you 
get all this hatred and then you start to over-think. That tends to put you into a 
bit of a spiral, basically, as you start to over-analyse and question what you’ve 
done and over-think. That leads to depression and all sorts of maladaptive 
disorders basically, and then poor choices and that compounds it. When you 
are over there it’s easy. [pause] It’s very, very easy, very easy. You do a good 
job, which is the easy part. You can easily compartmentalise, putting things 
into boxes. You have a role, you have a job to, but then you come back to all 
these other opinions and it’s quite difficult. (J. Pyper, interview, 2016) 

 

When asked if he had issues such as those described above on return, he said he 

became “maladaptive” and “lacking in emotion”. He reasoned: 

 

I had to get extremely, extremely calculated, extremely clinical over there. 
There was no other way I could have survived because two hundred people on 
the ground [who were] mates, exposure every day, essentially waiting for 
something to happen [pause]. Waiting for someone to get blown up and then 
instantly needing a plan to deal with it as you are patrolling, you are thinking 
what if this bomb goes off? I would go here and here and here, constant hyper-
arousal position … my hyper-arousal was expecting people to die, just waiting 
for people to die. So with that I convinced myself that emotion would 
essentially make me less of a clinician, not be able think well enough with the 
emotion, so I removed the emotion [pause], allowing me to function. (J. Pyper, 
interview, 2016) 

 

That worked well until Jayden returned home: 

 

Coming home to wife and a daughter and a new baby on the way obviously 
emotion is something that you need. Its absolute pinnacle. So that was quite 
difficult and I became quite robotic in my responses. My wife would tell me 
something that was upsetting her [pause], and I would be looking at her going, 
so what? Just move on, it just means nothing. There was, there was nothing, 
nothing there [pause] basically, so I was quite cold. (J. Pyper, interview, 2016) 

 

These readjustment issues were further complicated by his feelings of not being 

needed: 

 

I came back as this robotic person that wanted to be an asset in the house that 
realistically I wasn’t needed any more. As Claire [wife], whilst I was away, she 
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also worked out how to take care of everything herself. That often happens 
when you try to pop back in, want to be useful. [pause] But to come back to the 
realisation that, whilst it’s nice to have you, you are not required anymore 
because they have done everything without you, so [pause] there was that 
messy period of readjustment. (J. Pyper, interview, 2016) 

 

This complication of a difficult return where partners have become completely 

independent and the family had moved on caused feelings of inadequacy and 

uselessness in the soldier. This is a common theme in the participants’ responses. It is 

also echoed by returned soldiers from other wars. Garton (2020, p. 182) discusses that 

the process of repatriation for World War Two soldiers, designed to ease the burdens 

of return home from the “barbarism” of war to the “civilisation” of everyday life, had 

significant gaps. It took care of material burdens, but failed to address the individual 

negotiations the men had to make with families on return. These men found fitting 

into old routines troublesome, with woman shouldering much of the responsibility of 

ensuring the successful return of their husbands (Garton, 2020). The same difficulties 

exist today, with the interviewees describing their own frustrations as they attempted 

to fit back into old routines, negotiate their role, and cope with family and career 

responsibilities. 

 

Jayden’s stated coping mechanisms of “putting things into boxes” was an interesting 

description of emotional suppression. I probed to determine if he opened these boxes 

of emotions, feelings and experiences on return home and he said: “no, not really 

unpacked at all, probably never will”. He explained:  

 

Realistically because. [pause] Well, one the wife doesn’t want to know, 
basically said, no, I don’t want to know. I said okay, that’s fair, makes sense. I 
made the mistake of showing a series of photos when I got back to the family 
and they just went no thanks so I said okay [pause], I’m sorry I’ll put those 
away then. Most people don’t want to know, you rarely get asked to open up. 
(J. Pyper, interview, 2016)  

 

These emotions were compounded by feelings of disillusionment and of not 

completing a job. He said “and the situation continues, the conflict is still going on. I did 

all that work and it’s still going on, getting worse” (J. Pyper, interview, 2016). This 

sentiment was echoed by many of the research participants.  
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This introspection, or examination, of one’s own mental and emotional process is 

discussed by the guiding philosopher of these writings, Wilhelm Dilthey. His belief is 

that the foundation of philosophy consists in introspection for:  

 

in philosophy the unitary nature of man, which expresses itself variously in 
different spheres of life and appears temporally determined, rises to a 
consciousness of the connection of these expressions and thereby to the 
autonomous self-certainty of existence and action. (Dilthey, as cited in Stein, 
1924, p. 329)  

 

Stein, who cites this quotation, explains further that each person “requires at every 

moment of his conscious existence standards of behavior, sign-posts, norms, by which 

to regulate in every particular case his actions and his relations” to justify their 

decisions and reactions (1924, p. 334). 

 

This relates well to the participant medics, who are demonstrating this need for 

introspection, examination and justification of thoughts and actions, to allow them to 

function effectively on their return home, and create their own history. How they 

manage this appears extremely individual, as Dilthey acknowledged: “all experience is 

determined by the conditions of our consciousness” (as cited in Stein, 1924, p. 337). 

When considering introspection, or inner experience, as a means to allow people to 

know themselves and society and the history they create, Dilthey supported the belief 

that thoughts have a logical basis. This logic, however, is not as objective as it appears, 

but is a negotiation between the interior and exterior spheres in which each person 

lives. 

 

When Jayden was asked if he sought help to deal with his emotions he said he did. 

Although he had difficulty getting the support he needed, he still went through the 

motions of seeking aid whilst embarking on self-help: 

 

It took way too long to get help. It took 18 months to get a psychiatrist 
appointment so in the end I just ended up treating myself. I started challenging 
the ideals I had. I volunteered my time to work in aged care. Your main role 
there is emotional support, and that began the slow breakdown of the wall I 
had created. It brought me back to realise that emotions are extremely 
important [pause], a very important lesson there. So by the time I ended up 
seeing the psychiatrist he was amazed as well. [pause] He said you have done 
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really well your own, cognitive behaviour therapy essentially on yourself. He 
said he could have helped me but now I don’t need to. (J. Pyper, interview, 
2016) 

 

Jayden was also supported by a civilian social worker who was much better for him 

personally than military psychologists. He reflected that she was not interested in 

labelling him as having PTSD, but more as having a maladaptive disorder, related to 

integrating back into a different environment. This was opposed to worrying about the 

trauma he had seen, which he said was the focus of the military psychologists:  

 

every psychology appointment I had they would get this tiny snippet, my 
inability to relax [pause], going over scenes. But I said to them the only time I 
go over a scene is when you asked me about a scene and that’s it. They always 
try to peg PTSD.  

 

He believed the civilian social worker was more helpful and related his issues to 

adapting to a different environment on his return home: “it’s completely 

understandable when you think about it, and most soldiers will go through it, that 

coming back and adapting back into society, that sort of thing. It just takes some 

people longer”. The social worker’s help was practical, as it focused on the reasons he 

sought help: 

 

With her the focus was more on family. [pause] Yes, it was basically the focus. 
She went yes, great, that is what you’ve been exposed to. Now let’s focus on 
the actual reason that you’re here because [pause] I wasn't there for anything 
to do with Afghanistan. I was there because I wanted to become a better 
father, better husband, so that is what we focused on. (J. Pyper, interview, 
2016) 

 

Adam felt he has changed a little since his deployment overseas: “I have a lot less 

patience for incompetence”. When asked what his families’ response would be, he 

replied: “I guess they would say I am crankier”. On his return he had his initial Post 

Operational Psychology Screen, which is conducted three months after return to 

Australia to gauge how well soldiers are reintegrating back into civilian life. During this 

interview Adam felt the psychologist was concerned for his mental welfare: “as I was 

telling the few stories of experiences that I had, they would flag me initially as someone 
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that would develop PTSD and they told me that and I got annoyed”. Adams’ response 

to the psychiatrist was: 

 

I just want to go home. I am not going to hit her [my wife]. [pause] The person 
you need to worry about is the 18-year-old infanteer who has come straight 
out of school, who is now being given a rifle, and told to go over to Afghanistan 
and kill people. [pause] And then all of a sudden they see what I’ve seen. They 
are on the ground just as I am, seeing what I see … they’re the people you need 
to worry about. (A. Nothdurft, interview, 2016)  

 

Adam stated that his aim during his deployment was, as he said to his team: “my goal 

is to get you guys home, all you guys from combat team B, my goal is to get you home 

even if it’s missing a limb, I will get you boys home.” Realising this goal, and managing 

his own expectations and limitations, allowed him to cope. He also had an almost 

fatalistic belief that “it doesn’t matter how good you are, you can be the best shooter, 

you can be the fittest guy, you can still just cop a stray bullet”. He believed it was this 

inability to understand that people can only do their best that led other medics he 

knew to become unable to cope whilst on deployment or when returning home. They 

dwelt on situations: “they feel worthless, and it’s that feeling of worthlessness that 

leads to them ending up developing PTSD or some sort of depressive disorder. It is as 

simple as expectation management” (A. Nothdurft, interview, 2016). 

 

Glen, as a reservist, rather than a full-time soldier, related some differences to the 

other participants with limited reintegration opportunities post-deployment: “once 

you go home, you just go home. I just got off the plane and went home”. This is similar 

to World War One soldiers whose limited reintegration processes left them unsettled 

and with difficulties readjusting to civilian life (Garton, 2020). Glen said he had to seek 

out the psychologist at his home unit as he felt he needed to debrief: 

 

I remember we used to have a 155 mm gun [pause] and I thought during the 
last few days of my deployment, every time it fired it I would cringe and I 
thought [pause] I need to go home. And the weird thing was, after Timor and 
Afghanistan, especially Afghanistan, I would get my car and drive around 
Frankston [home] [pause] just because I could. When you’re in Afghanistan you 
just can’t go somewhere. After Timor and Afghanistan, when I first came home, 
I would be feeling for my pistol. I would be walking around Frankston feeling 
for my pistol and thinking I’m missing something. (G. Matthews, interview, 
2016) 
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Glen also found the lack of team camaraderie and support upsetting and made return 

home more difficult: 

 

The big part was more the team. It wasn’t a team. So everyone says that when 
you’re overseas you come back, you got this great bond of brothers. I never got 
that. [pause] I never had that. When I got back I never got that feeling we could 
be friends forever, that sort of thing. We just came back and went our own 
ways. So I was really angry about twelve months afterwards because of the 
lack of team that I was involved in. (G. Matthews, interview, 2016) 

 

When asked if he felt these experiences have changed him he said “yes”. When asked 

if these changes were positive or negative he commented that, despite the issues 

described previously, the changes have mainly been positive:  

 

It has made me appreciate what we do have, and less tolerant of things that 
are not an issue that people complain about. Because I realise I have a home, 
can feed my family. I can look after my family, I can walk around society and no 
one is going to kill me. That’s the big thing, I’ve come back appreciating what 
we do have. It’s interesting that you look at people and you think, [pause] you 
have no idea of what you’ve got. Most of the people, all they deal with are first 
world issues. (G. Matthews, interview, 2016) 

 

Glen perceived this change in himself as a positive one, despite his previous reflections 

on his experiences overseas seemingly demonstrating negativity and distressing 

recollections. Glen appeared to be striving to justify his choices and overcome the hurt 

that occurred in what is now his history with a belief that “I guess that it boils down, 

I’m happy to get the end of my life and look back and go [pause] I’ve done different 

things. I’ve done stuff that is different to everybody else, not chosen the easy path” (G. 

Matthews, interview, 2016). This positive justification is supported by the work of 

Dilthey. 

 

The relation between the past and the present is a major component of Dilthey’s 

historical writings. The present and the past are intrinsically connected. When the 

present is merely lived, “the positive or negative value of the realities that fill it are 

experienced through feeling. And when we face the future, the category of purpose 

arises through a projective attitude” (Dilthey, 2002, p. 222). The past is thus observed 
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in the verbal and emotional reflections of the medics as they tell their stories and 

strive to create meaningful and positive descriptions of their experiences as they 

rationalise the choices they made. Hence the participants’ futures are intertwined 

with, and guided by, the past that they have shared through their stories and 

recollections that are conveyed in this thesis. 

 

Karinna wanted to stay longer on her last deployment as she felt “it was really the only 

place I felt I was doing my job. Over there you are doing a job that is what you joined 

up to do, and that is what you are trained to do” (K. Sanders, interview, 2017). Her 

opinion relating to the support given to soldiers on return home from deployment 

differs considerably from some other participants. She said the integration started in 

Dubai where: 

 

You are not working or carrying weapons, so the decompression starts there. 
Then you come home for a couple of days with your family, then reintegration 
lectures to support you. Things like [pause] your family has learned to cope 
without you for eight months so don’t just come back and think you are the 
boss, as well as medical and psychological assessments. (K. Sanders, interview, 
2017)  

 

Decompression refers to a process designed to allow military personnel returning from 

deployment to adapt to their return home in a graduated way. It aims to reduce 

development of maladaptive adjustment mechanisms (Hacker Hughes et al., 2008). 

 

Karinna believed there is extensive support available, but not everyone accesses it. She 

further stated that most people struggle with the return to home life and feel like an 

outsider in their own home: 

 

The spouse and the children learn to cope while you are not home. So they [the 
soldiers] come back expecting it to be the same as before they went overseas 
and often it’s not. So they feel like they’re not needed, which is not true, it’s just 
that they are needed in a different way. (K. Sanders, interview, 2017) 

 

The sentiment of feeling disconnected and no longer an integral member of their 

family, as expressed by many of the interviewees, may be linked to ongoing 

readjustment issues. 
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When questioned about whether deployment had changed her, Karinna echoed the 

thoughts of other medics, commenting she is less tolerant of the “timewasters” that 

come to the medical facility. “You come back and people wander down to the RAP 

[regimental aid post] with a bit of a cold and you are like, you’re not dying so go away”. 

She went on to reflect:  

 

I just think when you see trauma and that’s what you’re there to do, to help 
people who genuinely need help, and then you can’t help people who genuinely 
need help [with reference to deaths of Australian soldiers overseas]. Then you 
get back having to treat the sick, lame and lazy, your empathy just goes out the 
door. I think that you will find that medics who don’t become nurses lose a bit 
of compassion and empathy. (K. Sanders, interview, 2017) 

 

Despite this, she felt her deployments have made her more “tolerant of others overall” 

(K. Sanders, interview, 2017). 

 

When discussing her own personal conflict or issues whilst on deployment or on return 

home Karinna felt she coped well: 

 

I think health personnel cope quite well in situations and reintegrating. I mean 
there have been some people who haven’t. However I think because of what 
we see and what we deal with we have to have that ability to adapt and 
overcome and get over things. (K. Sanders, interview, 2017)  

 

This may also be a result of the resilience training that is a component of both army 

and nursing training, as discussed in Chapter 6. Karinna added that she felt some 

people do not cope as well as they are “not mentally strong or resilient to start with” 

(K. Sanders, interview, 2017). 

 

Part of pre-deployment preparation is what Karinna describes as “stress inoculation” 

where medical personnel are: 

 

shown pictures from the last rotation in the hospital, such as these are dead 
bodies, and this is what an amputation looks like, and this is how much blood. 
So that when they got there [overseas] they had some idea what potentially 
they may see as opposed to shielding them. This helps as they knew what they 
might be up against. (K. Sanders, interview, 2017) 
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This prepared people for what they might see to assist with their coping mechanisms. 

Karinna did, however, recount a situation that caused her distress overseas. This 

related to dealing with the bodies of soldiers, perhaps indicating that her deployments 

have affected her more than she admitted: 

 

We were on the flight line and the evac [evacuation] chopper would land 
directly outside our RAP and we would help take the patients off the chopper. 
What they were doing was that they were also bringing the dead [bodies] so 
that the dead would come out and I would say to myself [pause] that patient is 
going to go over there and I will deal with that patient later after I had dealt 
with this patient. That is how I dealt with it, the dead bodies. Then what they 
started doing, and I don’t know why, is halfway through they started putting 
flags over the dead, but the flags were not secured to the stretchers, so as soon 
as they started to remove the bodies the chopper’s rotors were going and the 
flag’s going everywhere. I think that for me that was like [pause], well, now 
that is not a patient anymore, that is a dead person. I couldn’t deal with it the 
way I had previously so I think for about three or four days I did not go out to 
the choppers when they landed. I just did not want to think [pause], want to 
see the patients as dead bodies. (K. Sanders, interview, 2017) 

 

David shared similar views that he felt he had changed overseas, for he considered 

himself more tolerant of others’ views rather than less. He also echoed the thoughts of 

other participants when he discussed difficulties reintegrating back into family life. He 

felt this came as a result of him and the family being on different schedules and his 

feelings of “not fitting in”. Like Trevor, he described asynchrony with the family on 

return: “when I came back I was into a routine that was different to the families’. I 

didn’t see a problem with that but she [my wife] did”. He also felt frustration on his 

return home as he commented he wanted to stay overseas as he felt he was leaving 

when “his job was half done” (D. Payne, interview, 2017). 

 

This sense of frustration and incompleteness was a common thread through the 

participant interviews, since they feel that, despite all the anguish and the loss, the 

conflicts in Iraq and Afghanistan continue. This may be a factor in their ability to 

completely reintegrate back into their civilian lives. It is in stark contrast to the World 

War One soldiers who did not return home until the war was over. Dilthey 

commented: “individuals are the carriers of history, but they are just as much the 

products of history” (1996, p. 236), which relates well to the individual thoughts 



208 

expressed here by the participants on how their own personal history has changed 

them. 

 

Simon viewed his return from deployment a little differently, possibly as his time 

overseas was shorter than other participants and therefore it may have had less 

personal impact. He believed that his time overseas has not changed him significantly: 

“the only thing is I am more hypervigilance and I see more of people’s idiosyncrasies. 

For example, if I’m walking down the street I will notice things that happen around me 

were more than others will”. Despite seeing some “pretty messed up horrible things”, 

he reiterated the thoughts of Karinna and Adam: 

 

it was all about expectations. If you expect to see horror, despite the shock, you 
are prepared for it. In reality it comes down to expectations and you think 
yourself, okay there’s a possibility I’m going to see all these horrible things. At 
the time it might be a shock but you’ve got a job to do and [pause], well, you 
thought you might see this so it’s what happens. (S. Dunn, interview, 2017)  

 

He supported this by saying that a person’s reaction “is all about how you approach 

the situation”. He mentally prepared by “seeing everything as educational”, allowing 

him to cope (S. Dunn, interview, 2017). This disconnection from the emotion of the 

horrors of war, in order to cope psychologically, and the unrealistic belief that all lives 

could be saved, is reflected by another army medic, Terry Ledgard, in his recounts of 

his deployment in Afghanistan. He said: “Not everyone could be saved. Disengaging 

from the confronting nature of war is an acquired skill that I still need to develop” 

(2016, p. 110). In this comment he reinforces the need, as described by Simon, to 

develop coping mechanisms to deal with the possibility of death. It also suggests he 

had not managed to do so. 

 

Jesse discussed the process put in place for his return from his Afghanistan 

deployment. Here soldiers spend time with the unit they were deployed with before 

returning home, to enable them to “decompress, so that so that people just don’t go 

out and go nuts as soon as they return home”. He commented that he did not feel he 

needed this process as his deployment was “not high level enough”. When asked if he 

fitted well back into his medic role back in Australia he echoed Christopher’s 

comments: “not really. I got bored really quickly. There wasn’t that much happening at 
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that time so I was sitting around a lot and it just wasn’t exciting, wasn’t mentally 

stimulating compared to what I had been doing”. Jesse felt he had changed as a result 

of his deployment, but really just had his beliefs and values reinforced: “treating 

everybody equally … and doing the best I can do with what I have available, the 

conditions I am in”. This self-perception that his deployment lacked danger in 

comparison to other medics’ time overseas may be the reason that he felt he had not 

changed, or required any extra support on return home (J. Kuskopf, interview, 2017). 

 

Shannon had an entirely different experience to that voiced by Jesse, but it was similar 

to that of many other participants who appear to have been much more emotional 

and conflicted on their return home. When asked if she was ready to return home 

from her deployment her response was “when I was there [pause] if you had asked me 

whilst I was there was I prepared, well prepared to come home I would have said yes”. 

She, however, went on to describe a more complex reality:  

 

Then getting home was completely different story. I really don’t even know 
how to describe this one. [long pause] So I guess is about an adjustment period. 
The six months [overseas] you have a routine, a very solid routine which is what 
you did. You got up every day, went to work, went to the gym, went home, and 
that you did every day. To then go home and suddenly you’ve got someone 
there, and then he goes to work and you are left at home and you are like, 
what do I do now? I had to hide what I was thinking about [pause] so maybe I 
wasn’t as well prepared as I thought I was. (S. Killman, interview, 2017) 

 

These feelings of not being able to unwind, or disclose their thoughts of their 

experiences overseas, was echoed by others interviewed and may be a factor in 

difficulties in adjusting to returning home. 

 

When asked if she felt that the army prepared her well for her return home Shannon 

commented:  

 

Physically yes. [pause] Emotionally at the time I would have said yes, but now I 
look back at it I don’t know how one could prepare people emotionally to 
reintegrate back into normal civilian life. I mean, we get briefs on it and 
everything but looking back on it now I think it’s a hard one. (S. Killman, 
interview, 2017)  
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When questioned about whether she was ready to come home she responded: 

 

it is a really good question, part of me yes, and part of me no, because I did not 
think the job was finished and I don’t like leaving a job unfinished. I tend to 
think that maybe we should have stayed a little longer. (S. Killman, intreview, 
2017) 

 

This displayed a conflict of emotion shared by many. 

 

This sense of futility and incompletion at leaving a role that they perceived as 

unfinished is a theme common to many interviewees, and possibly created 

maladjustment issues on return. Underlying stressors affect the ability of military 

personnel to return from the combat environment and adapt to day-to-day life in the 

civilian community. The reaction to these stressors that they are feeling sometimes 

leads to over-reactivity to this stress, causing distress and maladaptation that may be 

transient or permanent (Department of Veterans’ Affairs, 2019). 

 

Shannon’s self-reflection on her own personality change after returning home from 

deployment differs from her husband’s views. She clarified: “I don’t think I have 

changed; however, if you asked my husband he will probably have a different opinion. 

He thinks I have become more aggressive, with anger management issues”. Further 

discussion led her to admit that his opinion is correct: 

 

I tend to [pause] I can fly off the handle over little things that I never used to 
annoy me but now I nit-pick a little bit. I know I do it, so I’m aware of it, so I 
have reflected and I think I am not as bad as what I was when I first came 
home. (S. Killman, interview, 2017)  

 

When questioned about what has caused this change Shannon reflected: 

 

because you are very aware, you’re constantly vigilant when you’re overseas. I 
guess you are in a constant state of alertness, so things need to be in order. 
Things need to [pause] everything has its place, everything needs to be done a 
particular way. I think when I got home I had a bit of an adjustment period. 
[pause] Yeah, it wasn’t quite as the honeymoon picture that you would think 
when you first came home. (S. Killman, interview, 2017)  
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Shannon continued to further unravel these feelings when asked if her deployment 

shut her down emotionally: “initially yes, I think it might have in that adjustment 

period. I think I had a lot of problems allowing my husband back in, if that makes 

sense”. Despite these issues Shannon felt she is now “well adjusted”, but qualified this 

with descriptions of triggers that caused her distress, such as war films. “I used to have 

a love of military films before I left, but ever since I’ve got back I can’t sit through them 

now without sort of feeling a little weird”. When asked if she had sought professional 

help with her issues she said: “I actually did go and see the psychologist and he said 

you’re probably just hormonal [pause] so I did not go back. Until my friend committed 

suicide [pause] then I went back” (S. Killman, interview, 2017). These comments 

indicate both a complexity to her reflections and significant issues with reintegration 

post-deployment, both conscious and subconscious, which may remain today. 

 

The medics’ tales recounted here are as individual as the medics themselves, with each 

story, feeling and perception true to the individual and driven by their own 

experiences and as such cannot be judged or denied. Independent categories, such as 

economic class, gender roles and organisational value systems are all acknowledged as 

powerful, but are not given the status of independent causal agents. In this research I 

assume that in fact such factors are of varying and negotiated importance, according 

to the values of those who produced our primary sources, that is, the medics who tell 

their tales. “The objective reality of external objects and of other minds consists not in 

their conformity to the laws of an intelligible system, but in a vital relationship of 

action and interaction between ourselves and them” (Hodges, 2010, p. 30). These 

medics are therefore affected by their own beliefs and feelings, but also by their 

institutional training and value systems; that of both army and the medical corps as 

ENs. 

 

In Wilhelm Dilthey’s most important work, The formation of the historical world in the 

human sciences of 1910, he applied his lived experience structural analysis to the 

understanding of history (as cited in Makkreel, 2016). The human sciences give form to 

the historical world by analysing the structural systems that frame how human beings 

participate in history. The carriers of history are productive systems capable of 

producing value and systems, structurally centred in itself. 
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Dilthey stated: 

 

Others cannot be assumed to be mere extensions of myself. They are 
accessible to me only from the outside. It is the task of understanding to 
confer “an inside” to what is first given as “a complex of external sensory 
signs”. (1996, p. 236)  

 

As such, each individual medic’s story became a component of both their individual 

and institutional history. 

Chapter Summary 

This chapter has provided further insight into the lives of the current serving Australian 

Army medics. The focus in this chapter is their self-image, their impressions of their 

overseas deployment, including their ethical, moral and legal responsibilities when 

working in warzones, including the Geneva Conventions and the Red Cross. They also 

reflected on their thoughts on their return home and the psychological effect this had 

on them and their perceptions of life after deployment. 

 

The following chapter, “Connections and Divergence” focuses on the major themes 

that have emerged from the analysis of the primary sources utilised in this thesis. 

These are drawn from the World War One letters and diaries, and interviews from the 

contemporary medics. These major themes, once identified, were compared and 

contrasted to uncover the similarities and difference across the one hundred years of 

unique individuals providing medical support to Australian soldiers. It links the stories 

of current serving Australian Army medics to the recollections of their predecessors, 

the stretcher-bearers of World War I. 
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Chapter 8 

Connections and Divergence 

 

History is the self-knowledge of mankind, its self-certainty. It is not light and 
truth; but is the seeking after them, a sermon about them, an inspiration to 

them. (Droysen, n.d., as cited in Stein, 1924, pp. 335–336) 

 

Introduction 

In this chapter the themes that emerged from the analysis of data from letters, diaries 

and interviews from Australian Army stretcher-bearers and medics will be connected 

across the century from World War One to the modern day. These major themes will 

be compared and contrasted to reflect on what is similar about the two groups of 

people researched, and what is vastly different. This analysis will be supported with 

extracts from the data collected as well as books and articles that support the 

conclusions drawn. 

 

Dilthey called the “systematic co-ordination of elementary acts of understanding in 

order to comprehend the meaning of a complex, permanent expression interpretation, 

and its methodology, hermeneutics” (1979, p. 9). This follows his approach that the 

process of interpretation was a crucial element of human studies. He formulated that 

studies of the human world involve not only interpretation of texts and personal 

voices, as used in this thesis to examine the lives of army medics and stretcher-

bearers, but also legal and political texts and poetry of the time as they frame the 

process of self-reflection and interpretation. 

 

An important component of this interpretation is the hermeneutic circle, a distinctive 

aspect of Dilthey’s methodology which studies the human world by examining the 

relationships between the parts and the whole. This concept that “individuals are 

members of organisations, which are in turn part of society” (Dilthey, 1979, p. 11) is a 

vital component of this thesis as it links the medics and stretcher-bearers to the 

overarching organisation, the Australian Army, as well as their nursing subset within 

the medical corps. Dilthey (1979) believed that to understand a person we must 

consider the role that these organisational structures play in the complexities of their 
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mental life. The thinking of individuals “can only be understood by reference to the 

world of mind or cultural sphere” in which they live (Dilthey, 1979, p. 11). These 

concepts frame this research and add meaning to the voices of those studied as both 

individuals and members of the organisations that, in part, frame their recollections. 

 

The experiences portrayed in this thesis are all recollections of individuals written by 

the person themselves, or recorded in interviews, either immediately after the event 

or as a past remembrance. This time delay is insignificant as it remains the truth as 

experienced by the individual despite its retrospective nature. Dilthey stated that all 

experiences are retrospective as living experience is an act that “takes place in the 

individual and is determined by the totality of human faculties” (as cited in Holborn, 

1950, p. 101). However, these recollections are not solely those of the individual but 

are linked to past experiences, objects and other people. These impact upon the 

person’s recollections of the event, which becomes their individual history as the self is 

never alone. As Dilthey postulated: “Living relations run in all directions. I react to men 

and objects, take a position towards them, and expect something from them … Thus 

life creates its own world through the individual” (1985, p. 131). Thus the individual 

creates a “world picture” which is the foundation of their life experience and takes 

place through both memory and feelings. This in turn creates individual values that 

determine future actions and recollections (Holborn, 1950, p. 102). Dilthey affirmed, 

“Continuously the conception and evaluation of life and the world change, like 

shadows of clouds that pass over a landscape” (as cited in Hodges, 2010, p. 378). This 

has relevance to the recollections that create the themes that will be discussed in this 

chapter. 

 

The chapter investigates the similarities and differences between the memories, 

recollections, feelings and experiences portrayed by the World War One stretcher-

bearer medics and the current serving medics who have served in the MEAO. Defining 

these themes was a complex task as the information in relation to these experiences, 

and how they were recounted, are vastly different. The data from the World War One 

stretcher-bearer medics came from unpublished memoirs written 100 years ago; 

therefore they could not be directed, queried or refined to suit the research questions 

that guide this thesis. In stark contrast, the information and recollections gained from 
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the current serving Australian Army medics came from interviews conducted in a semi-

structured format, allowing me to guide the conversations to answer specific 

questions, and return the transcript to the interviewees at a later date for clarification 

or expansion. 

 

Despite this, many of the themes have crossed the century of investigation and they 

will be expanded on in this chapter. Some of these themes are covered more 

extensively within the writings or interviews, whilst other reflections may be 

integrated into more than one of the thematic topics. Notwithstanding, the key ideas 

expanded here are strongly represented throughout the soldiers’ reflections that guide 

this thesis and demonstrate both the glaring congruence and stark disparity between 

the two groups that are separated by the course of a century. 

 

The major themes: 

 

• Preparedness and Training 

• Public Support 

• Enemy Known versus Unknown and the Moral Impact 

• Geneva Conventions and the Red Cross 

• Bravery under Fire 

• Channels of Communication  

• Returning Home and the Emotions Within 

• Self-Conflict and Personal Transformation 

• Healer and Warrior 

Preparedness and Training  

The World War One stretcher-bearer’s limited training, unpreparedness and large 

casualty numbers left them overwhelmed at times. These men travelled to foreign, 

unknown lands with a limited concept of where they were going or what to expect. 

This led to unrealistic expectations and unwarranted excitement at the prospect of 

war, exemplified by a quotation from a soldier from the 2nd Field Ambulance recorded 

in his diary: “it was a beautiful night and there was great excitement on board, for at 
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daybreak we were to make an attack on the Turks” (Austin, 2012, p.32). This 

excitement soon led to overwhelming feelings of chaos, loss and psychological stress 

when faced with the inhumanity of war, leading many to experience what was then 

called “shell shock”, and is now described as post-traumatic stress disorder (PTSD). 

William was told by his major that they would be going to the trenches soon and that 

“there would be plenty of hard yakka but that we could get a bath and clean clothes 

now and then” (Burrell, 1919). This a perfect example of the guilelessness of the men 

preparing to fight, and those commanding them, in relation to what they were about 

to face. 

 

Reality struck on the shores at Gallipoli where the dead were left rotting for days due 

to continual enemy fire and inadequate supplies of stretchers to carry the wounded. 

Maurice described this harsh reality: 

 

we had too much to do with the living to attend to the dead … no boats arrived 
to take off the wounded so we were short of stretchers … we had to look 
around for a dead man and take him off a stretcher … the sights and sounds of 
that place were pitiful. (Evans, 1918) 

 

Langford experienced similar horror on his first encounter with war in France whilst 

saving lives in the trenches: “we had to crouch down and run like blazes, the bullets 

from machine guns were whistling above our head … dead Australians lying about, had 

to pick our way over them to reach our wounded men” (Colley-Priest, 1919b). 

 

This feeling of shock and of being unprepared for the reality is a linkage between these 

men and the current serving medics, despite a completely different training and 

preparation process. The World War One soldiers who served as stretcher-bearers and 

medical orderlies in the Field Ambulance divisions had no perceptions of war and were 

untrained soldiers. They had no concept of the countries in which they were to fight, 

the horrors that awaited them, or the years they were to be away from home. Most 

people at home in Australia were similarly naïve about all matters of the war being 

fought overseas in foreign countries they had never heard of, or the effect this war 

would have on their loved ones. This naivety would remain for many, as 
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communications were limited and censored, portraying only the good to promote 

patriotism in those at home (Beaumont, 1995). 

 

The contemporary medics who served in the MEAO were extensively trained and 

prepared as career soldiers, with comprehensive, current knowledge of the conflict 

they were entering. Despite this, they were still left with a sense of unpreparedness to 

face certain situations, or the feelings these situations would create. Advanced 

communication channels meant their every move, every injury or death, was 

portrayed in real time and scrutinised by a nation. This added to the emotional stress 

caused by their feelings of unreality. 

 

Karinna described the pre-deployment training as “stress inoculation”, designed to 

assist medical personnel to prepare for the injuries they might encounter and to 

develop coping mechanisms. They were “shown pictures from the last rotation … such 

as dead bodies … amputations … and this is how much blood”. However, she went on 

to say that she believes soldiers are being overtrained pre-deployment: “they are 

training our soldiers to a point they expect to see trauma every day, and their basic 

skills are degrading” (K. Sanders, interview, 2017). Simon supported this sense of 

preparedness, and its importance for, despite “seeing some pretty messed up horrible 

things”, he said: 

 

it was all about expectations. If you expect to see horror, despite the shock, you 
are prepared for it … at the time it might be a shock but you’ve got a job to do 
and [pause], well, you thought you might see this so it’s what happens. (S. 
Dunn, interview, 2017) 

 

Trevor commented that he was prepared physically, but maybe not as well mentally: 

“we knew what we had to do, but I suppose it is just a little bit different actually doing 

it” (Trevor, interview, 2017). 

 

The Middle East was also a shock that the soldiers experienced in terms of the 

countries and cultures, similar to the World War One stretcher-bearers. This was 

despite their extensive preparation and media coverage. Jayden described it as “a 

dangerous, very dangerous place … a very fearful place” (J. Pyper, interview, 2016). 



218 

Trevor commented: “it was a lot different to what I expected. You are literally going 

back in time. You are literally going back to the dark ages. [pause] You are going back 

to like the fourteenth century” (Trevor, interview, 2017). This shock contributed to 

their feelings of being unprepared and it resulted in the medics questioning their 

professional competence, which consequently undermined their confidence. 

Public Support 

World War One was a war supported by all of Australia, with servicemen cheered on 

departure and those not fighting considered cowards. Massive enlistment numbers 

were required to boost the pre- World War One full-time army, as numbers prior to 

this time were limited. The outbreak of war was greeted with euphoria (Shermer, 

1975), with battlefields having connotations of romanticism and adventure for young 

men who were eager to join in (Turnbull, 1965). Maurice, a member of the 1st 

Australian Field Ambulance portrayed this eagerness for war and his disappointment at 

his protracted wait to join the fighting: “we were doomed for disappointment for 

instead of landing, for which at that time our young, eager and unsophisticated souls 

yearned, – all dismounted personnel got orders to embark on board S.S. Galeka for 

transporting wounded” (Evans, 1918). Unfortunately this enthusiasm and hope was 

misguided, as their minimal training did not prepare them for the horrors that lay 

ahead (Macintyre, 1986). 

 

This is a contrasting environment to the contemporary military actions in the Middle 

East, where there is less popular support for war and enthusiasm for those fighting. 

The labelling of these conflicts as part of the “War on Terror” allows terrorists to be 

categorised as a conventional military enemy and legitimises military action. It 

attempts to gain public support by persuading people to watch and read news articles 

on terror threats (Bruce, 2013, p. 28). Despite this, Australia’s entry into these conflicts 

caused a lot of unrest and negativity from the Australian people. This negativity related 

to the lack of transparency about the reasons behind these war-like activities and the 

need for moral judgement in relation to terrorism (Cushman, 2005). 

 

In Australia, during the first decade of the twenty-first century there were polar 

opposites of community opinion, ranging from the need to enter the conflicts for 
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strategic and humanitarian reasons, to feelings that entering the conflict was 

financially and politically motivated (Frame, 2015). As a result Australian soldiers 

entered a very different war with no fronts, boundaries or even uniformed soldiers and 

without the support of the nation. Few in the populace had a complete sense of what 

the conflicts in the Middle East were about or the reasons behind Australia’s 

participation. Simon Crean, the Opposition Leader at the time, stated: 

 

We are a nation on the brink of war, a war we should not be in. … A war which, 
for the first time in our history, Australia has joined as an aggressor – not 
because we are directly threatened, not because the UN has determined it, but 
because the US asked us to. (as cited in Middleton, 2011, p. 139) 

 

This echoed the political and social climate at the time. The lack of overall public 

support was reflected in some of the experiences remembered by the interviewed 

medics on return home such as: “I thought I was doing a good thing [pause], but you 

get all this hatred”. Some felt that their experiences will never be totally revealed or 

“unpacked” as basically people say “no, I don’t want to know” (J. Pyper, interview, 

2016) and “I had to hide what I was thinking about” (A. Nothdurft, interview, 2016). 

Terry Ledgard, a Special Air Service (SAS) medic, recalls his return home in a similar 

fashion: “There were no crowds or fanfare to greet us when we got home. I never got 

a fancy gong ceremony – my war medals came in the mail a year later” (2016, p. 165). 

 

This lack of public support has been exacerbated by the recent military enquiry into 

possible war crimes in Afghanistan that commenced in May 2016. This enquiry 

investigated possible breaches of humanitarian law by Australian soldiers. Under the 

Defence Act 1903 the Military Inspector-General’s job is to review the findings of such 

reports and report directly to the Defence Minister with recommendations. If breaches 

to humanitarian law or criminal offences are discovered, the Australian Federal Police 

can prosecute individuals. In conflicts such as Iraq and Afghanistan where wars are 

fought against civilians rather than against a clearly defined army, identifying the 

enemy is difficult and in the “fog of war” a civilian can mistakenly be identified as a 

combatant. If this were to occur and the individual is injured or killed, are the soldiers 

to blame? (McDougall & Bachelard, 2019, p. 16). 
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These are very different experiences to those of the World War One stretcher-bearers 

who wrote long letters and diaries home which related all their stories and feelings to 

families who were desperate to know. Soldiers wrote home about their ordeals, but 

often downplayed their experiences and circumstances, reassuring loved ones that 

they were in the best of health physically and mentally. These letters were also 

censored, removing some of the more explicit detail. Whilst the soldiers risked their 

lives overseas and suffered traumatic wounds, the unreliability of letters home due to 

the tyranny of distance and dubious mail services meant families suffered their own 

anguish waiting for letters or telegrams, or reading casualty lists with dread. The 

soldiers’ war wounds became family wounds (Larsson, 2009). However, the words of 

the soldiers were sent in a tone of confidence, and were received in a positive spirit, by 

an Australian public who were united in a nationalist consensus about the conflict. 

Enemy Known versus Unknown and the Moral Impact 

World War One was a war with clear lines, or fronts, and a known enemy wearing a 

uniform that identified them as foe. Soldiers spoke of “going to the front to fight”, and 

that is where the fighting primarily took place (Tyquin, 1992). There were, of course, 

bombing raids, but the primary war was between two identified armies, with safer 

zones behind these lines that allowed for a type of rest and destress. The stretcher-

bearers talked of many hours of boredom, with Dene lamenting: “there are many 

hours with nothing to do but yarn and play cards” (Fry, 1917). However, the real work 

soon began, with the bearers carrying wounded in the trenches at the front line under 

direct fire, with Maurice commenting: “for nearly a week we staggered carrying men & 

sniped bullets literally lobbying all around from snipes and strays” (Evans, 1918). 

 

Despite the terrible conditions in the World War One warfronts, the stretcher-bearers 

had the advantage of working in a spatially defined conflict, in a war with a distinct 

temporal span. They also had a shared view of the opponent. Primary sources show 

that both the Australian public and the troops in World War One generally accepted 

wartime propaganda, and did not question the stereotype of Imperial Germany 

offered to them by authority figures. Whether the soldier medics had a factual basis 

for their beliefs about German troops is not a concern in this research, as the 

methodology foregrounds the subjective life world of the sources. A shared view of the 
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justification for the war gave World War One a comprehensible quality for the 

Australian soldiers who fought. 

 

For the current medics interviewed who have fought in the Middle East, their missions 

were a stark contrast to the fronts of 1914–1918, with the fight everywhere, and 

soldiers unidentified and integrated amongst the civilian population; thus nowhere 

was safe (Gibbons et al., 2011, p. 4). This type of warfare causes continual stress and 

hypervigilance, resulting in burnout and emotional fatigue (Stewart, 2009). A quotation 

by Frame underpins this: “we are fighting on behalf of allies that seem as bad as the 

enemy, why is it my responsibility to fight in foreign lands to keep peace between 

people disinterested in peace?” (2015, p. 98). 

 

The rules of military engagement become ambiguous where locals are supporting 

people who are trying to kill you, and children are supplying ammunition to someone 

who is shooting at you. Who is the enemy? In the heat of battle, lines are blurred, 

causing moral injury in the soldiers who fear they have made an incorrect decision. The 

immediacy of the war, the video footage taken on “head cams” and enquiries such as 

those into war crimes will also be devastating for individuals who went to war to do a 

job and later might be found guilty (McKenzie & Masters, 2019). This would ruin their 

personal and professional lives, adding to the stress of current deployments where a 

soldiers’ every move is dissected. 

 

According to Deane-Peter Baker, a specialist in the ethics of armed combat, the 

current conflicts where the enemy is unrecognisable add complexity and moral 

dilemmas for those fighting (Frame, 2015). Trevor echoed these thoughts: “you don’t 

exactly know who the enemy is unless they are standing right in front of you” (Trevor, 

interview, 2017). This, as described by Jayden, created a stressful, unpredictable 

environment that had ongoing consequences for those fighting. No one knew who the 

enemy was: “not a clue because there is no uniform … you literally have no idea, so no 

real way to get over it, some people see everyone as the enemy” (J. Pyper, interview, 

2016). This became a problem on return home as his solution whilst deployed was to 

put these fears aside and “compartmentalise” this lack of an identified enemy and the 

care he needed to provide. “The person on the ground needs help, you help them, 
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that’s the job as a clinician” (J. Pyper, interview, 2016). This ability to not think too 

deeply about issues became a problem for many on their return home. Adam 

continued this theme: “we didn’t trust anyone” (A. Nothdurft, interview, 2016). This 

lack of trust was exacerbated when soldiers from the Afghan National Army (ANA) 

attacked members of the coalition forces they were fighting alongside in 2011 (Sara, 

2011), which intensified the fear of the unknown, or unrecognisable threats. 

 

Irregular warfare by guerrilla combatants became a defined concept during the 

Napoleonic Wars, and has appeared in various conflicts since then (Marco, 2020). The 

defining experience of the Vietnam War put guerrilla warfare in the centre of 

Australian and American military experience in the 1960s, and it is arguable that the 

experience overshadows their military culture to this day. The difficulty of pursuing 

this type of warfare is important to the study of military tactics and, for historians, the 

difficulty of interpreting the experience of irregular warfare is also a theme. The 

presence of non-conventional armies, and undefined fields of battle, conditions the 

experience of war for recent Australian soldier medics. 

 

The peculiar qualities of non-conventional warfare have an impact upon memory, 

which, as Dilthey showed, is not just the presence of information about the past, but 

the assimilation of it into notions of the self and structured experience (Hodges, 2010). 

The impact of guerrilla warfare is one of the major differences between the two 

cohorts of soldier medics whom I have studied. Other historians have already noted 

the challenges which this involves. 

 

During the American Civil War, confederate insurgency in some states created a 

situation where “attempting to draw a precise distinction between traditional notions 

of ‘the battlefield’ and ‘the homefront’ seemed arduous, if not futile” (Hulbert, 2013, p. 

145). Matthew C. Hulbert, the historian who noted this, also made the point that there 

was a: 

 

kaleidoscopic quality of Civil War memory in Missouri … it was so difficult for 
Missourians to create a master, or meta-narrative of the war. Instead they 
were left with what I call “guerrilla memory” – a patchwork of anarchic images 
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and half-resolved traumas that could never be either fully celebrated or fully 
forgotten (2013, p. 145). 

 

This research found a similar quality to recent Australian memories of participation in 

the “War on Terror”. Australians are beginning to engage with this, with cultural 

products such as Jirga, a film set in Afghanistan (Gilmour, 2018), and The Afghanistan 

pup, a children’s book by Mark Wilson (2014). Such texts frame and re-tell the conflict 

in ways that allow a moral understanding and resolution. At the same time, Australian 

troops who have returned from Afghanistan are attempting to live with their 

memories and be accepted. 

 

In the conflicts in the Middle East there was a constant threat of attack, with the 

enemy all around and unknown. It made casualty care vastly different from World War 

One, where stretcher-bearer medics would retrieve casualties from the front line and 

take them back through the trenches to the relative safety of the casualty clearing 

station. This in contrast to the terrorist-style fighting in the Middle East with no 

defined battlefield which meant that removing a casualty away from the fighting to a 

more secure location did not ensure safety for, as Adam described, “you can still be hit 

from behind or from the side” (A. Nothdurft, interview, 2016). Casualty care was all the 

more dangerous as it was conducted in the field, and required the medic to continue in 

both the role of a soldier as well as a provider of medical care. Mitchell supported this, 

stating that his primary role was to provide casualty care when out on patrol with his 

platoon but to do “whatever was required … if we got into a fight, we got into a fight” 

(M. Chat, interview, 2017). That created ethical and moral dilemmas for these dual 

role soldiers, blurring the lines between their coexisting, but vastly different, duties. 

Geneva Conventions and the Red Cross 

There are interesting points of similarity and difference between the World War One 

soldiers and the current serving medics in their thoughts and views on the impact, 

direct or indirect, of the Geneva Conventions. This is particularly in relation to the non-

combatant status of medical personnel, chiefly as it pertains to carriage of weapons 

and the Red Cross symbol. These points are intrinsically linked, as clear guidance on 

both is provided in the conventions. The Red Cross is an internationally recognised 
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symbol of protection and neutrality in armed combat, used to identify medical 

personnel and services (International Committee of the Red Cross, 2012). This symbol 

was adopted by the signatories of the first Geneva Convention in 1864 into 

international law. It has since been adopted by 196 nations as a symbol to safeguard 

the survival of sick and injured, both military and civilian. To deliberately target a 

person or site displaying this symbol is considered a war crime and thus open to 

prosecution (Australian Red Cross, n.d.). 

 

Despite the vast differences in the eras in which the medics lived, and the social and 

political climates at the time, the two groups portrayed in this thesis shared a common 

view on the Red Cross symbol. The words taken from the diaries and letters of World 

War One are eerily echoed in the responses of the contemporary participant medics in 

their interviews, when they reflected on the Red Cross and its prominent display 

during times of conflict. 

 

The stretcher-bearers of World War One had limited choice of occupation, and 

minimal preparation prior to going to war. Thus their knowledge about, and decisions 

around, the laws pertaining to their status as non-combatants under the Geneva 

Conventions would have been sparse. They did not make a choice about the carriage 

of weapons. As soldiers they were issued a rifle, taught to shoot and acted accordingly. 

They did, however, have clear beliefs and opinions pertaining to the wearing of the 

Red Cross symbol, and the enemy’s apparent disregard for its meaning and protection. 

Allan commented that as part of his initial training in 1916 they were given a lecture on 

the Geneva Conventions where “it was explained to us that Field Ambulance are the 

most important medical units in warfare. The Germans, beyond doubt, do not 

recognise the Red Cross.” Allan supported this by describing a situation in Fromelles 

where the stretcher-bearers of the 8th Australian Field Ambulance were briefed on the 

Red Cross: “Prior to coming into action we had been ordered to leave our Red Cross 

Brassards off because they present a target” (Allsop, 1917). 

 

All the bearers depicted in these writings were unanimous in their belief that wearing 

this symbol gave them no protection; in fact anecdotally it caused them to become an 

enemy target. As related in chapter 7, Mark Johnston recounts a tale from 1916 where 
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stretcher-bearers, hearing the persistent cries of the wounded on the battlefield, left 

the protection of the trenches to provide aid and were “gunned down, riddled with 

bullets” by the German Army despite wearing the Red Cross brassard (2015b, p. 10). 

 

The current medics, however, did have a choice in their career. They also underwent 

extensive training for their medic role in the Australian Army. This training included the 

impact the Geneva Conventions have on their role as medics. They are trained as both 

soldiers and nurses, resulting in these medics performing dual roles. During the data 

collection interviews the medics disclosed they identified more closely with a 

particular aspect of this binary role. This self-definition impacted how they viewed 

many aspects of the Geneva Conventions, but all were unanimous in their opinion on 

wearing the Red Cross symbol in conflict situations. There continue to be army 

regulations and doctrine on the wearing of this symbol as part of their combat 

uniform, but despite the research participants being bound by these, they revealed 

strong and passionate views. Regardless of the implied protection given under the 

Geneva Conventions, they overwhelmingly refused to wear the Red Cross symbol as a 

component of their uniform. Many reflections are linked to the intermingling 

regulations within the conventions regarding the non-combatant status of medical 

personnel, the Red Cross and the carriage of weapons. 

 

The conventions set out strict principles regarding the carriage of weapons, as 

previously discussed in this thesis, and these principles are essential if the protected 

status of medical personnel is to be maintained during conflict. If military medical 

personnel wish to be protected as non-combatants under these rules, they must 

adhere to the regulations in terms of weapon carriage and display of the Red Cross 

symbol. Jayden reflected on this as he discussed being a soldier in a war fighting team: 

 

you are integrated with the team, you are essentially one of them, so you have 
to carry a weapon to protect yourself and your patients and basically be an 
asset … if you were someone that didn’t carry a weapon you would be a 
liability. (J. Pyper, interview, 2016) 

 

Mitchell encapsulated the thoughts of the interviewees on their role duality as soldier 

and medic, and whether these roles are compatible: “you can’t be a good medic 
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without being a good soldier”. He qualified this belief in relation to the Geneva 

Conventions which, he reflected, were designed in a war where there were two armies 

with uniforms, whereas now “uniforms mean nothing”. He justified this further: 

 

It is not my role to go looking for a fight; however, as a soldier my job is to be 
prepared to fight until I receive casualties, then I become a medic. Well, you go 
overseas with a rifle and real bullets, you should be prepared to use them … if 
you’re a medic on a battlefield in a warzone it’s plain reality. (M. Chat, 
interview, 2017) 

 

This quotation exemplifies the role dichotomy of the soldier medic. 

 

Further, Mitchell reflected the unanimous views of the interviewees when asked if he 

wore the Red Cross: “Nope, absolutely not, no way at all. The Taliban, or whoever you 

were fighting, would see you, would see the Red Cross and they would take out the Red 

Cross … they tend to target you. So not ever” (M. Chat, interview, 2017). Adam also 

reinforced this belief when asked if he wore the Red Cross: “no, not ever. [pause] If 

they know you are a medic they target you” (A. Nothdurft, interview, 2016). Karinna 

added: “no … I don’t want to provide myself as a target” (K. Sanders, interview, 2017), 

and Jayden: “no, because it will draw attention to myself, to being a target” (J. Pyper, 

interview, 2016). 

 

The research participants did, however, have a firm belief that, despite the enemies’ 

non-adherence to the conventions, in terms of care for the wounded, they firmly 

supported the principles they contain. Christopher reflected this in his comment that “I 

know the enemy would never stick by it, it’s just a good moral compass”, encapsulating 

these thoughts: “I don’t think we should drop our standards, I think our standards need 

to be maintained” (C. Bone, interview, 2017). 

 

Compassionate treatment of enemy forces is a theme consistent across both groups of 

soldiers across a century, in line with the Geneva Conventions. Langford and Allan 

were unanimous that they treated all wounded, friend or enemy, in World War One. 

Allan reflected on “the disgraceful treatment of prisoners” (Allsop, 1917); and Langford 

said: “Although they are our enemies they are simply human beings like ourselves, & 

we must pity them on seeing their suffering” (Colley-Priest, 1919b). 
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This is also supported by the beliefs of the current serving medics. Trevor expressed his 

feelings with regard to providing medical care to foes, stating: “it’s different, it’s 

strange” (Trevor, interview, 2017). However, he seemed to find it an important part of 

his duties. Karinna supported this by saying treatment is given “according to the 

national triage scale, not by who they were”. She elaborated, commenting that this 

commitment to care for all was not shared by every Australian soldier. She was once 

questioned by an Australian soldier regarding her care of a Taliban soldier, with her 

fellow countryman informing her that he would not provide care for the enemy. She 

curtly responded, “that’s why you’re not a medic” (K. Sanders, interview, 2017). This 

simple sentence encapsulates perfectly the role duality of the soldier medic portrayed 

in this research.  

Bravery under Fire 

Despite the differences in the theatres of war, the bravery of the medic spans the 

century. On deployment the combat medic provides comprehensive care to the 

soldiers in their unit. Their job was, and is, to get to the wounded as fast as possible. 

This often involves running through a gunfight when everyone else is taking cover, as 

time is precious when attending the wounded. Medics are well known for their 

heroism, only thinking about the casualty when running forward, with the bullets 

barely registering. This courage has been described by Sebastian Junger, based on 

interviews with United States medics, who described their daring as more of a “terror 

of failing to save the lives of their friends, than a conscious act of bravery” (2011, p. 

58). This is highlighted in Jayden’s comments where he reflected on the constant 

threat in the active and dangerous warzone of Afghanistan where he had to be 

prepared for anything and “look after the guys on the ground and yourself whilst 

basically just trying to get home” (J. Pyper, interview, 2016). Adam echoed this 

sentiment, saying that his commitment as a medic to his troops was “to get you boys 

home … even if you are missing a limb I will get you boys home” (A. Nothdurft, 

interview, 2016). This demonstrates the intrinsic drive of the medic to save the life of 

those in their care. 
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This mirrored the views of the World War One stretcher-bearer medics. Always in the 

front line where fighting was the thickest, rescuing their comrades, they were “always 

under shellfire, we can’t dump our stretchers and run for a safe spot … we have the 

patient to think of. Our quickness probably means his life” (van Emden, 2008, p. 216). 

Maurice supported this when commenting on his role of carrying and caring for the 

wounded while under constant attack: “at times I was so weary I did not care if I was 

shot, and I was convinced I would be sooner or later” (Evans, 1918). Allan and Langford 

echoed this demonstration of self-sacrifice to save others as they described their work 

in Fromelles in 1916: “Here the wounded were lying in dozens … and dozens were 

arriving from the stretchers in the front. We picked our patients from amongst these 

mangled human beings … but this time took no notice of bullets or snipers” (Allsop, 

1917). Langford reflected: “I will keep on stretcher bearing till I drop with Exhaustion, 

our comrades lives must be saved, many a man would die if it were not for us” (Colley-

Priest, 1919b). 

 

Coming home from a traumatic experience such as that of experienced by the World 

War One stretcher-bearers or the medic interviewees resulted in conflicted emotions. 

Whilst this is similar for both groups, the impact of the different lengths of time away, 

speed of return and conflict end warrants closer view. Many of the interviewees 

returning home experienced a disaccord of emotions, for they wanted to return home, 

but felt they were leaving a job unfinished or half done. This in stark contrast to the 

World War One soldiers who, despite leaving friends behind, had a sense of closure 

and were glad to return home at war’s end. 

Channels of Communication 

The correspondence from the World War One soldiers was not as immediate as it is 

today. Letters were heavily censored and arrived at their intended destinations 

months after being written, or were written in diaries that they themselves carried 

home years later. Countless letters were lost. Many contained graphic details of what 

it was like to be shot or to kill another person, whilst others had these horrific details 

removed to spare the families’ anxiety. According to a censor of the time, Colonel 

Percival Fenwick, also a doctor, his aim in his censorship was not to preserve military 

secrets, but to protect the feelings of the people back home (Hastings, 2003). Maurice 
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supported this with his comments: “I have not attempted to gloss over that which is 

unprintable, but have only omitted descriptions which offend my own aesthetic senses 

and those incidents the memory of which were better forgotten by me” (Evans, 1918). 

 

The World War One stretcher-bearer medics told harrowing tales of overwhelming 

numbers of dead and wounded. Allan recounted: “on arriving at the firing line grim 

sights confronted us. Dead & wounded lay in heaps behind the parapet and worn-out 

Australians crouched close under cover.” Allan also described the huge numbers of 

wounded on a single day in France in 1916: “they put up a record by clearing 3075 

wounded between 2 am and 6 pm” (Allsop, 1917). These numbers are 

incomprehensible to modern-day medics. With over 60,000 deaths and 156,000 

wounded during World War One (Australian War Memorial, n.d) these become 

faceless, nameless heroes that blur in the minds of the stretcher-bearer medics 

portrayed in this thesis. The anonymity, however, did not prevent the reoccurring 

nightmares or psychological effects that were the hallmark of World War One returned 

soldiers who struggled to readjust to civilian ways (Garton, 2020). 

 

This lack of contact with home is very different from the medics involved in the current 

“War on Terror” in the Middle East where immediacy of communication, via email, 

telephone and social media, meant no details of their experience were spared when 

conversing with their loved ones. Due to this concurrence of communication and the 

limited numbers of wounded soldiers, each death is distinctive, individual and known 

to those medics who were unable to save the life or provide adequate care. These 

modern campaigns led to 41 Australian deaths and 261 injured in Iraq and Afghanistan 

(Australian War Memorial, n.d). The losses were also portrayed around the world in 

real-time news reports, making it more difficult for the medics to cope emotionally, as 

their actions were scrutinised by people back in Australia. However, due to the 

communication technologies used, many of these stories will be lost to future 

generations as they are immediate and unrecorded. This has resulted in the loss of the 

stories and recollections of a generation of soldiers, which reinforces the importance 

of my research in the preservation of military history. 
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Returning Home and the Emotions Within 

The social effects of a long war such as World War One were profound in Australia. 

Coupled with the loss of those who died and the debilitating effects on the living who 

returned, the nation was in mourning as thousands of families were left with only 

memories of husbands, fathers and sons who left for war many years previously and 

never returned (Ekins, 2019). For the World War One stretcher-bearers portrayed in 

this thesis, their wartime adventure was a once-only experience that lasted for as long 

as four years. On Armistice Day, 11 November 1918, Langford described his feelings at 

being away so long from home: “The above dates the 3rd anniversary of our departure 

from Australia, anxious then were our hearts … though little did we think the War was 

going to last so long” (Colley-Priest, 1919b). Maurice commented: “I am beginning to 

long for home & a quiet life … I am getting too old for war” (Evans, 1918). 

 

The World War One soldiers had a lengthy journey home that took months. The last 

Australian serviceman’s departure was twelve months after the end of hostilities 

(Garton, 2020). They arrived home to a country that had been devastated by the 

effects of a world war; the war that took away the nation’s innocence (Lynch, 2015). 

The large numbers of troops sent overseas, and the tyranny of distance between 

Australia and the countries in which they fought, meant that many would not arrive 

home until 1919 (Dowson, 2014). However, the fact that the whole country that they 

returned to had been impacted by the war may have had a positive effect on their 

reintegration on return home. Author Austin Dacey described this as shared public 

meaning which gave soldiers a context for their loss and sacrifice “that is 

acknowledged by most of the society”, helping to keep at bay the sense of futility and 

rage they experienced on their homecoming (as cited in Junger, 2016, p. 97). However, 

they still came back changed men, to a place that had also changed, returning to the 

familiar that was unfamiliar (Garton, 2020). 

 

Their thoughts on the prospect of going home were reflected by Langford: “everyone is 

sick and tired of the war & we have been altogether too long away from our homes” 

(Colley-Priest, 1919b). Maurice described the end of hostilities as “our little show is 

over … So that’s that”. He went on to comment on his condition during the long 
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journey to Australia: “I am a perfect skeleton … they reckon we will hit Melbourne on 

the 19th December. But I may be dead of starvation before then” (Evans, 1918). For 

them, and the whole country, the war had ended. The cessation of hostilities provided 

some comfort to these men as they contemplated their lost comrades. Langford 

described this: “we realise that they have not fallen in vain, since what they gave up 

their lives for is WON” (Colley-Priest, 1919b). 

 

The reflections that relate to their emotions on the end of the war and their impending 

homecoming reveal both similarities and contrast with the current medics whom I 

interviewed. The contemporary soldiers experienced multiple deployments, but for far 

shorter periods of six to nine months each. Their return was also immediate, within 

days of completing their tour of duty. This abrupt change did not allow time for a 

mental shift, meaning many found it hard to eradicate some of the habits of combat 

(Garton, 2020). They also returned to a country, home and family that had not been 

impacted by the conflict and that held no personal involvement, other than what they 

saw or read in the media. These medics were trained soldiers, not naïve men who 

went to war for adventure and a sense of loyalty to country. Whilst there was a 

common element of missing home and family, overall they saw their deployment as a 

positive thing, an honour, a choice and an opportunity to do what they had trained for. 

They also returned home from conflicts that continued to rage, unlike the World War 

One experience, for fighting and injury continued long after the soldier medics reached 

the safety of home. This often left them feeling incomplete and unfulfilled, for they 

considered they were leaving a job half done, as David expressed: “there was no 

outcome, no finality as the conflict continues … this is frustrating and unfulfilling” (D. 

Payne, interview, 2017). For Trevor this continued conflict caused anguish: “it makes 

me angry that people have died for no effect” (Trevor, interview, 2017). 

 

Despite this, the sense of job fulfilment was common amongst all current serving army 

medic participants. Karinna commented: “it was really the only place I felt I was doing 

my job. Over there you are doing a job that is what you joined up to do, and that is 

what you are trained to do” (K. Sanders, interview, 2017). Christopher also expressed 

this feeling of job totality and fulfilment when overseas: “I like did my job that I joined 

up to do” (C. Bone, interview, 2017) and so did Mitchell: “now I am really doing my job 



232 

for real” (M. Chat, interview, 2017). Christopher and Trevor had similar viewpoints, 

commenting that overseas deployment as a medic allowed them to do “stuff that you 

think you will be doing every day when you join as a medic, but obviously don’t” (C. 

Bone, interview, 2017) and “I want to be out and do the job I had been trained to do” 

(Trevor, interview, 2017). Jayden summed up the thoughts of the medics as he 

described his role as a medic in the Middle East as a unique role. To be a sole 

practitioner, caring for so many lives, was “a privilege, if you will [pause], to be given 

that level of responsibility” (J. Pyper, interview, 2016). These feelings resulted in the 

medics being conflicted about their return home. Whilst wanting to reconnect with 

loved ones, many felt disaccord in their feelings due to this sense of job fulfilment 

overseas that did not always continue on return. 

 

This is in contrast to World War One where the stretcher-bearer medics had a differing 

view on the role they had gone into. They had minimal preparation and training and no 

idea what horrors they were about to face. The end of the war was felt by all, but was 

not met with the celebrations one might imagine, but rather a sense of relief, almost 

disbelief. A stretcher-bearer, Percy Samson, summed up the feelings: “no fuss was 

made by the boys … everybody went on working as usual. Not that there was not joy … 

perhaps it was hard to realise that nobody sought another’s life … that men could now 

live naturally” (Samson, 1918). 

 

Deployments that lead to family separation, traumatic experiences and the related 

stressors are considered a routine part of an army career (Abraham et al., 2018). This 

does not make the process any easier. A study of military members found repeated 

deployments had an impact on psychological wellness and the development of post-

traumatic stress symptoms (Department of Veterans’ Affairs, 2019). Many who are 

exposed to trauma, such as that experienced on active deployment, will have a short-

term reaction, an acute PTSD, which may involve a hyper-responsiveness to perceived 

threats. This is actually a protective mechanism developed in humans to react to 

danger, but becomes maladaptive if it continues long term (Junger, 2016). This 

maladaptation causes issues on return home. For many families the reintegration 

process after a deployment is more difficult than the deployment itself due to these 

stress-related factors (Meyer & Wynn, 2018). 
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Trevor echoed this, commenting that his conflicting emotions and difficulties in 

reclaiming his life after returning from deployment improved the longer he was home 

and “not carrying a weapon or waiting for a bomb to drop” (Trevor, interview, 2017). 

Jayden described this constant hyper-arousal as a protective mechanism, allowing him 

to cope overseas: “waiting for someone to get blown up and then instantly needing a 

plan … expecting people to die” (J. Pyper, interview, 2016). However, this made 

returning home difficult as he tried to fit into a more relaxed family lifestyle. 

 

Trevor also reflected this difficulty with reintegration back to a family that has 

continued to function in his absence, whilst he felt his life had been somehow on hold: 

 

Everything effectively on my side of it had stood still but in reality [pause], but it 
really has moved six months in advance. I can’t really catch up on those six 
months so I had to try and slot back into a moving vehicle that had moved on 
six months without me. (Trevor, interview, 2017) 

 

This caused both emotional and relationship conflict as he felt 

 

an inability to be able to fit back into that moving life. I wanted everything to 
go back to effectively how it was when I left when it has no chance of doing 
that … that is never going to happen. (Trevor, interview, 2017) 

 

Jayden echoed these thoughts, for he had similar experiences with his wife on his 

arrival home: 

 

whilst I was away she also worked out how to take care of everything herself. 
That often happens when you try to pop back in, want to be useful … come 
back to the realisation … you are not required anymore … there was that messy 
period of readjustment. (J. Pyper, interview, 2016) 

 

Karinna endorsed this: 

 

they [the soldiers] come back expecting it to be the same as before they went 
overseas and often it’s not. So they feel like they are not needed, which is not 
true, it’s just that they are needed in a different way. (K. Sanders, interview, 
2017) 
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These thoughts were echoed by many of the interviewees. Whilst the concerns are not 

evident in the World War One diaries as they do not continue after war’s end, 

eventually the stretcher-bearers all returned home to try to continue their life where 

they had left it. However reintegration for them was not easy as the world had 

changed whilst they were away; they had also changed. They returned home to 

families, but many felt themselves alone in a crowd; they had seen too much to go 

back to the tranquillity of civilian lives and there was little psychological help available 

(Moran, 1945). Many were physically disabled and work was scarce as the world was 

on the brink of economic depression (Hart, 2009). There is significant literature 

available relating to the difficulties soldiers experienced as they attempted to reclaim 

their lost lives, which gives insight into these men’s struggles (Larsson, 2009). Life was 

certainly not easy on return for many World War One veterans. 

 

The preparation for returning home for the current serving medic interviewees was 

much more rapid and compressed compared to the long sea voyage of the World War 

One soldiers, which gave them time to reflect on their experiences. Whilst this 

leisurely return may not have made returning easier, it is a point of difference between 

the two groups portrayed in this thesis. The World War One soldiers also did not have 

a formalised process of reintegration home; they either came home wounded or 

returned at the war’s end. 

 

The current medics had a very specific and ordered return, at least those who are in 

full-time army service. The single reservist, Glen, echoed the unsupported return of 

the World War One soldiers: “once you go home, you just go home. I just got off the 

plane and went home” (G. Matthews, interview, 2016). The other medics described a 

more structured, lengthy process of returning home. However their views on the 

support offered when leaving the hostile environment, and transitioning from a 

fighting force to normal life, varied. Trevor said: “I personally think, know there is not 

enough time to get prepared to come home … look, it prepares you but it doesn’t 

prepare you” (Trevor, interview, 2017). Shannon revealed a chasm between her 

thoughts and the reality when discussing her return from deployment: “when I was 

there [pause], if you had asked me whilst I was there was I prepared, well prepared to 

come home I would have said yes”. She, however, went on to say: 
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getting home was a completely different story … I guess it’s about an 
adjustment period … overseas you have routine … to then go home and 
suddenly you’ve got someone there and then he goes to work and you are left 
at home and you are like, what do I do now?’ (S. Killman, interview, 2017) 

 

The current medics commented they felt like a completely different soldier to those 

that that fought in the First World War. The World War One stretcher-bearer endured 

extended years of hardship and separation, whereas they deployed for only months at 

a time. Whilst both groups are considered veterans after fighting in active warzones, 

Jayden summarised the feelings of the modern medic when reflecting on their 1914–

1918 forebears: he “can’t hold a candle to them as the stuff they encountered was 

infinitely worse” (J. Pyper, interview, 2016). 

Self-Conflict and Personal Transformation 

Soldiers across the ages have come back from the trauma of war and conflict changed. 

This is the same for all the men and woman portrayed in this thesis. It is something 

they have in common. World War One soldiers went off to war with excitement and a 

sense of adventure as they were travelling to foreign lands to fight for their country. 

They were filled with patriotic zeal, a willingness to die for what they perceived as 

protection of their loved ones, and naivety about what they were to encounter (Bean, 

1934). This soon disappeared as the hardships and horrors of war became reality and 

the romance disappeared under years of mud, death and deprivation (Nichol & 

Rennell, 2009). In his diary, Maurice summed up this change as he reflected on his 

personal transition from a man who went to war in 1914 “to see new things” to 

someone who acknowledged in 1916: “I fail to see any glory or romance in active war 

… In fact I have descended to a mental and physical apathy” (Evans, 1918). This is 

typical of the reflections from these men, penned at the time in their letters and 

diaries. 

 

The timing of these reflections differs from the current serving medics as they 

contemplated the change they have felt retrospectively in the interviews, and they 

could consider whether this change was permanent or transient. We cannot speculate 

on how the men of World War One coped with their emotional struggles in the long 
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term as little is written about them after they returned home in the diaries and letters 

covered by this thesis. However, the long-term struggles of World War One veterans 

are well documented (Moran, 1945) and extensive (van Emden, 2008) and can be 

summed up by the death of Langford and the note he left on taking his own life that 

stated simply “Colley Priest gone mad” (AWM, 2021). 

 

World War One was an extremely long war, but the government hoped only short-

term medical support would be required for returned soldiers. Unfortunately, they had 

not foreseen the demand for hospitalisation of soldiers, many with mental health 

issues, in an era where mental illness such as PTSD was poorly understood (Lynch, 

2015). These men who went to war came from a time where bravery and stoicism 

were respected, and thus the harshness of war was left unspoken, and mental illness 

was a taboo subject (Larsson, 2009). This meant that many of the men suffered in 

silence, the horrors of trench warfare left unuttered and the men “tucked their 

memories away in the back of their tormented minds” (Lynch, 2015, p. 3). Therefore, 

whilst the mental and emotional strain of warfare is a similarity amongst all portrayed 

in this thesis, how it was managed is a significant point of difference across the 

century. 

 

When World War One  ended in 1918 the social landscape of Australia had changed 

forever. The youthful patriotic enthusiasm of the returned soldiers would never be the 

same and, whilst families rejoiced at their homecoming, they would after time despair 

at the changed men who returned to them after years away. Many more servicemen 

began to display psychological disorders which were a source of stigma and shame for 

many. These disorders were initially thought to be a temporary condition that would 

improve with rest, and the medical profession was unprepared for the prolonged and 

recurrent illness that would be eventually recognised as PTSD (Lynch, 2015). Langford 

reflected on the effect the war had on him: 

 

some of the incidents that occurred fairly shook us, fancy calling this a civilised 
world & this ghastly business going on … I am not the only one up to the mark, 
all the other bearers are beginning to break up … I have come to the conclusion 
there is no glory in War. (Colley-Priest, 1919b) 
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The World War One stretcher-bearers described seeing men suffering from the 

emotional effects of war, such as shell shock, now called PTSD. This connects them to 

the current medics who described this condition in both themselves and those they 

treated. Langford chronicled: “the poor chaps whose nerves are shattered. Their whole 

body is shaking & at every sound … they nearly jump off the stretchers” (Colley-Priest, 

1919b). Maurice commented on his own state of mental fatigue: “I got three letters 

last night … nowadays they always depress me because they recall times which are 

past & which can never come again” (Evans, 1918). 

 

The current serving medics whom I interviewed all commented that their deployments 

have changed them. The change they described ranged from slight problems that were 

easily overcome with time, to dramatic issues that they said were unresolved and 

impacted them still. Christopher and Andrew are examples of these extremes of 

personal effect. When asked whether deployment had changed them Christopher said 

that he had a “little adjustment period” (C. Bone, interview, 2017) and Andrew 

responding “absolutely. [pause] I am still dealing with it” (A. Westlake, interview, 

2017). Jayden reflected on his lack of emotion on return. He detached himself from his 

emotions when he was overseas as a coping mechanism to allow him to function in the 

high-stress environment, but this caused problems on his return home: “I became 

quite robotic in my responses … there was nothing, nothing there. [pause] Basically I 

was quite cold” (J. Pyper, interview, 2016). Another medic, Terry Ledgard, expressed 

similar feelings in his book when discussing an incident with an IED that severely 

injured an Australian soldier: “his new found frostiness was prone to melting”, 

meaning the emotional barriers he had developed to cope overseas did not always 

protect him (2016, p. 162). 

 

Adam said his change was perceived differently by himself, “I have a lot less patience 

for incompetence”, and his family: “I guess they would say I am crankier” (A. Nothdurft, 

interview, 2016). This difference between their self-perception of their change and the 

perception of others is a common theme. Glen’s impression of his change was a little 

different, and somehow more positive. Whilst initially angry at the lack of team 

support and bonding (which he felt occurred because he was a reservist, rather than in 

full-time service), once he had overcome those feelings he felt his deployment had 
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“made me appreciate what we do have, and less tolerant of things that people 

complain about” (G. Matthews, interview, 2016). However, this self-perception of 

positive change still echoes Jayden’s revelation of the lack of tolerance of others on his 

return, indicating less actual positivity than Glen described. Shannon mirrored Adam’s 

comments: “I don’t think I have changed; however, if you ask my husband he will 

probably have a different opinion. He thinks I am more aggressive, with anger 

management issues.” Upon reflection she agreed she had issues when returning home 

and fitting in: “you’re constantly vigilant when overseas … things need to be in order … 

everything needs to be done a particular way … when I got home I had a bit of an 

adjustment period”. She also reflected her deployments shut her down emotionally: “I 

think I had a lot of problems letting my husband back in if that makes sense”, but in 

complete contrast she said she had emotional triggers that caused her distress, such as 

war films, that continue despite now feeling “well adjusted” (S. Killman, interview, 

2017). 

Healer and Warrior 

Role duality is a significant component of the duties of army medics as a full-time 

soldier with additional training and qualifications as an EN. This means that they must 

abide by two codes of conduct and, at times, competing belief systems. They are 

guided by both the institutional traditions of the military and the established ethical 

standards for nurses, each with powerful value systems. These systems can cause 

ethical dilemmas and moments of doubt as they serve overseas alongside combat 

troops and therefore must be soldiers who fight, whilst also preserving life in their role 

as a medic. 

 

The expectation to take life requires a warrior’s belief whilst saving a life depends on a 

healer’s mindset, necessitating continual shifts when soldiers are ascribed the role of 

medic (Lester et al., 2015). As this duality encapsulates the medic role there may be at 

times conflicting responsibilities, possibly causing psychological stress, requiring them 

to make individual justifications for the actions they take (Pitts et al., 2013). Balancing 

the two identities would require personal negotiations over the years. Some medics 

believe this dual training and accreditation blurs their responsibilities, confines 

practice within Australia and does not equip the medic for their prime role. Trevor 
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confirmed this, saying the training leaves newly qualified medics lacking “knowledge 

and insight how to deal with situations” (Trevor, interview, 2017) and Mitchell 

supported this with his comment that the role is now “very grey” (M. Chat, interview, 

2017). 

 

On 4 August 1914 when Great Britain declared war on Germany, Australia offered her 

navy, 20,000 soldiers and medical support to aid this war. The medical corps was 

advised of the need for additional medical personnel, and medical orderlies were 

enrolled into the corps to boost numbers. They were given some experience initially, 

where possible, by being placed in civilian hospitals to learn ward and theatre work 

from nursing staff (Tyquin, 2000). As times went on and more personnel were required 

to fight, an urgent call for reinforcements went out. Field Ambulance units were 

formed with less than a week’s notice, allowing no time for training, leaving the men 

unprepared for what they were to face (Tyquin, 2003). 

 

As a result, this role duality was less of an issue for the World War One stretcher-

bearer as these men joined the army only as a result of the declaration of war. They 

were not full-time soldiers prior to enlistment at the commencement of hostilities, and 

at war’s end they returned home as civilians. Their training was also rudimentary in 

both military training and stretcher drill, with first aid an additional component. Much 

of their frontline medical work consisted of tourniquet and bandage application to 

stop haemorrhage, similar in many ways to the frontline medical care provided by 

today’s medic, despite the differences in medical training. Maurice commented that, 

when working as a medical orderly assisting in sick parade in World War One: 

 

my treatment is largely one of faith … I say I know exactly what they are 
suffering from and give the Quin Hyd Z & aspirin & tell them to go to bed … 
never shall it be said I sent them empty away. (Evans, 1918) 

 

This exemplifies a significant difference between the medical knowledge of the current 

highly trained army medic and their World War One forebears. 

 

The Field Ambulance divisions were created so that stretcher-bearers and their 

transport were all part of the same unit, under the same command, to facilitate 
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collection of casualties. This also meant the wounded could be stabilised by the 

stretcher-bearer medics prior to evacuation to the rear for definitive treatment 

(Likeman, 2003). As these Field Ambulance divisions were the closest unit from the 

AAMC to the battlefield, their main task was to render immediate first aid and carry 

the casualty to the dressing station as quickly as possible under extremely hazardous 

conditions. Their field packs contained only field dressings, linen bandages, tourniquets 

and a bottle of iodine, with the bearers going everywhere the infantry went (Austin & 

Austin, 2010). The same can be said for the current army medic who is also providing 

frontline care to troops in conflict situations, but with a more extensive education, 

skillset and medical supplies. Thus training and role complexity are significant points of 

difference between the two groups; however, the care provides a common bond. They 

were all both healer and warrior. 

Similarities and Differences 

The major themes that emerged from the research into the stretcher-bearers of World 

War One and the current army medics featured in this thesis have been analysed in 

this chapter. Despite the time span of over one hundred years, there are many 

similarities in their thoughts and reflections. There are also vast differences brought 

about by social, political and environmental changes in the times that these stories 

span, the contrast in the wars these soldiers fought, and the soldiers themselves. This 

poem encapsulates the individual changes in all these men and woman as their lives 

are impacted by their personal experiences of military conflict, connected by one 

hundred years of healing in the Australian Army: 

 

I am youth! Brim full of vigour, 
Unhampered by the weight of years: 

Ambition soaring higher, bigger, 
Unconquered by experienced fears. 

 
I am age-grown grim and hoary 

Crackling bones full of fears: 
War-worn. I tell another story, 

Learn’d in the span of so few years. 
(Duckboard, May 1926, as cited in Larsson, 2009, p. 206) 

 

This poem reflects Dilthey’s contemplations on the understandings of oneself, and of 

other people, which lies in what he described as “expressions of life”. It is linked to 
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understanding of one’s own thoughts and memories as they are influenced by both 

prior personal experience and institutional traditions of groups within which one 

belongs, in the case of those portrayed within this thesis soldier and nurse. It is also 

related to expression of inner self and the portrayal of this inner self to others 

(Holborn, 1950, p. 104). Such is the self-portrayal and introspection of this poem. 

Chapter Summary 

This chapter linked the themes that arose from the analysis of the World War One 

stretcher-bearers’ diaries and letters and the recollections taken from the interviews 

with medics currently serving in the Australian Army. It portrays how their experiences 

are both inexplicably similar, yet vastly different, across the hundred years of medical 

support this role has provided to Australian Army soldiers in warzones. 

 

The following chapter, “The Present, and into the Future: Healer and Warrior”, 

examines the prominent ideas that have arisen out of the research, in line with the 

research aim of exploring the role duality of the Australian Army medic. It probes the 

effect of this duality on the individuals portrayed in this historical analysis in the past, 

the present and into the future. It also makes recommendations for future research 

and support for veterans, which have evolved from the data. 

  



242 

Chapter 9 

The Present and into the Future: 

Healer and Warrior 

 

Everyone’s life story matters … it is a fundamental of oral history work that 
every individual, whatever their age or supposed ability or importance, can 

have interesting and important things to say and share with others about their 
life experience. (Thompson & Perks, 1989, p. 7) 

 

Introduction 

This final chapter in the thesis examines the major research themes of Healer or 

warrior: An historical account of the role duality of the Australian Army medic in 

warzones. The aim of the thesis was to examine how the duties of the Australian Army 

medic affect the people who perform them, and how the role has evolved over a 

century. It is guided by the research questions that investigate this role duality of nurse 

and soldier and how the members maintain the, at times, conflicting roles and 

responsibilities. This duality of role – soldier and healer – was found to be a consistent 

theme in the experience of army medics. The thesis has documented this. When 

returning home, some aspects of the duality are resolved, but a new contradiction is 

introduced, as the experience of reintegration into society, and mental health 

concerns, can put medics into a role reversal. They potentially become a client, or 

patient, of other health professionals. This emerging duality is part of the lived 

experience of the army medic and is considered throughout this chapter. 

 

The return home from conflict is a time of transition, and these changes extend to self-

definition and the reappraisal of memories of the warzone. Historian Wilhelm Dilthey 

did not believe that an individual would create a permanent and immobile sense of 

themselves or the world outside them: “for each of our states has a beginning in time, 

changes with time, and will also disappear in it again” (2002, p. 96). Periods of change 

expose the subjective nature of the descriptions we give to experience, in the process 

of writing history. This is evident in the stories of the medics across the century of 

exploration. 
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The focus of this chapter is the effect of the involvement in warzones on the people 

who tell their stories, and how this experience impacts on their lives. It explores 

military culture as a significant issue in the support these ADF members require to 

overcome some of the negative experiences during their overseas deployment. It 

examines research into the specific psychological support they require, and makes 

recommendations to improve this support. All these issues are examined through the 

lens of Dilthey, whose methodology provides the interpretive framework of this 

research, and of the primary sources – the recollections of the stretcher-bearer medics 

of World War One and the currently serving army medics. A brief summary of the 

thesis ends this chapter. 

 

The philosophy of Dilthey assumes that we know the world through our feelings as 

well as by our formal processes of intellect. These subjective feelings are conditioned 

by social and historical perceptions that cause an individual to filter their experiences 

in terms of learned concepts. Thus the mind gives rise to connections between mental 

processes such that “perceptions give rise to memories, memories awake desires and 

desires prompt us to action” (Dilthey, 1979, p. 15). That ideology creates a valuable 

linkage in this thesis that examines soldiers in World War One and current warzones, 

as their thoughts, feelings and memories are impacted by their experiences, or their 

interpretation of the same, which may differ for each individual and thus create a 

variety of responses. Dilthey (1979) believed mental life to have purpose, which is 

often, both intentionally and unintentionally, expressed by physical manifestations and 

linked to the experiences that aroused these feelings. 

 

This connection between mental and physical memory is vital when examining the life 

experiences and the feelings aroused in the soldiers who are the focus of this thesis. It 

assists to connect their experiences and memories, and how these affect them in both 

the short and long term. This is an attempt to understand how these experiences 

influence their physical and mental wellbeing, and their relationships with their family. 

By understanding this relationship and how it has impacted their reintegration on their 

return home, post-deployment outcomes can be better supported in the future, thus 

improving the mental health of this specialist military group. 
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The experience of return involves individuals moving through different roles in life, as 

well as through time, and their memories and testimonies are ambivalent. As Dilthey 

stated, time is a: 

 

synthesizing unity of consciousness … experienced as the restless progression 
in which the present constantly becomes the past and the future the present. 
The present is the filling of a moment of time with reality; it is experience, in 
contrast to memory or ideas of the future occurring in wishes, expectation, 
hope fears and strivings. (1979, p. 209)  

 

However, an historical analysis of the returned veterans has shown that they are in the 

midst of a process of re-definition of the self, and that the points which they find 

significant at one time might appear much different in later years, and may be seen 

differently again at the end of their lives. At times the past and the present may 

become one and the same as the veterans grapple with loss and change (Luckins, 

2004). The primary sources cited in this chapter are presented as evidence of states of 

mind, and of progress and change during a challenging period of life for the soldier 

medics. 

Effects of Combat Deployment 

Since 1915 there has been a proliferation of words to describe the psychological 

effects of war on fighting men and women (Garton, 2020). Shell shock was described 

at this time as “the shock of debris from shell explosion” and later associated with 

nervous breakdown after battle, initially thought to be improved by a soldier returning 

to the fight (Butler, 1930, p. 880). Combat trauma, known as PTSD, did not become an 

official diagnosis until after the Vietnam War, following the return of veterans who 

were struggling with nightmares, insomnia, addiction and paranoia, who were officially 

listed as suffering from combat trauma by the American Psychiatric Association (APA). 

In 1980 the APA finally included PTSD as a diagnosis in the third edition of the 

Diagnostic and statistical manual of mental disorders (Cozza et al., 2014). Currently, 

PTSD is at its highest rate ever for returning veterans, despite the fact that numbers of 

combat injuries and deaths in the current conflicts have declined dramatically 

(Magruder et al., 2004). It could therefore be postulated that it is not only the trauma 

on the battlefield that is the problem, but possibly another factor, such as the 

reintegration back into society. 
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Many veterans find themselves missing the war on their return home, missing the 

comradery and fellowship (Junger, 2016). There is a shift from intense comradery 

whilst in a close-knit group of fighting soldiers, to a feeling of alienation and isolation 

on return home (Garton, 2020). Whilst it is well established that combat exposure is 

associated with the risk of developing mental health issues (Riviere et al., 2011), part 

of the trauma of war appears to be giving it up. Some veterans comment on feeling 

more at home in the warzone than at home, due to an inability to relate to those who 

did not share their experiences or perspectives (Hoge, 2010). These feelings are 

supported by a former soldier reflecting on his wartime experiences: “for the first time 

in [our] lives … we were in a tribal sort of situation where we could help each other 

without fear” (Terkel, 1985, p. 157). Jesse alluded to this when talking about the best 

part of deployment being “doing his job properly … as well as a little danger and 

comradery” (J. Kuskopf, interview, 2017). 

 

A modern soldier on deployment overseas goes from a close-knit group of likeminded 

comrades to feelings of being alone and unsupported on return. They need to feel as 

indispensable and productive on return as on the battlefield to overcome these 

feelings of isolation (Junger, 2016). A survey in the USA in 2011 found that veterans 

have lost confidence that the general public understand the unique problems they face 

on return from deployment, and thus feel unsupported (Parker, 2011). This reaffirms 

Junger’s belief that feelings of social isolation and lack of support are real. For 

Christopher, family backing was the key to his relatively easy transition back from 

deployment: “I have been blessed with good family, good friends, a good support 

network” (C. Bone, interview, 2017). 

 

A poem, “Sick leave”, by soldier Siegfried Sassoon, who was wounded in World War 

One, describes the “crippling isolation” many soldiers feel on return home (Junger, 

2016, p. 78). A portion of this poem describes the loneliness, isolation and sense of loss 

felt by these returned soldiers who left their friends and comrades behind to fight: “In 

bitter safety I awake, unfriended”, he wrote. “And while the dawn begins with slashing 

rain/ I think of the battalion in the mud/ When are you going out to them again? / Are 
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they not still your brothers through our blood?” (Sassoon, 1918, p. 43). Langford in his 

diary also reflected on this loss of comradery: 

 

after an absence of 3 ½ years … at last a start is to be made for Home. With a 
feeling of joy intermingled with a feeling of regret, I am leaving the Unit 
tomorrow, as it has been my home for so long and I have made numerous 
friends, or should I say close “Pals” … & perhaps I will never see them again. 
(Colley-Priest, 1919b) 

 

These feelings of loss and regret are an interesting phenomenon when taken in the 

context of the unbelievable hardships and horror of World War One. It reflects the 

power of people to recall the mateship, rather than the horror. The sickening reality of 

combat became the stuff of nightmares and private grief, not everyday recollections 

(Garton, 2020). In order to piece together a representation of the return of the soldier 

medic, I will combine Dilthey’s explanatory triad of “lived experience, expression and 

understanding” (2002, p. 12) with their recollections. 

 

A quotation from Winston Churchill’s personal doctor, Charles Moran, exhibits an 

intriguing insight into courage and personal stress, and its resultant impact on an 

individual’s physical and psychological wellbeing during World War One: 

 

By Cowardice I do not mean fear. Fear is the response of the instinct of self-
preservation to danger ... Cowardice. That is a label we reserve for something a 
man does. What passes through his mind is his own affair. (Moran, 1945, p. 19) 

 

In this he talks of the personal reaction to the impact of fatigue, lack of sleep and 

death on the men who were in the trenches. For many, their willpower had been 

depleted and would rapidly recover with rest; for others however the conflict would 

leave mental scars from which they would not recover. There remains in these soldiers 

“a conflict in their mind which in peace time shows itself as outbursts of temper or as 

vagaries of disposition” (Moran, 1945, p. 43). Written in 1914, this gives some insight 

into the effects war had on soldiers in World War One, and into shell shock, prior to its 

use as a definitive diagnosis. It is supported by writings that relate to current combat 

zones where normal stress reactions to severe combat events or physical and mental 

exhaustion result in an acute “operational stress reaction” that is resolved with rest 

and support (Hoge, 2010, p. xiii). This differs greatly from the development of PTSD, 
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which is longer lasting with crippling effects on those suffering from it. PTSD is a 

trauma-induced condition associated with high healthcare costs and long-term 

disability effects on both the sufferer and their family (Wallace et al., 2020). 

 

The fact that during World War One Australia was at war as a country meant, in 

essence, that the entire society was in the grips of wartime trauma. They were a nation 

made cohesive by uniting against a common enemy (Fischer, 1995). This collective 

experience should have meant the returning soldiers did not have to suffer alone, 

making their return an easier one (Junger, 2016). However, this did not appear to be 

the case, for World War One was a long war and the debilitating health effects 

suffered by the returned soldiers continued over many subsequent years (Lynch, 

2015). With Australia suffering a loss of 56,342 lives, those who returned home as 

“invalids” swelled the numbers to 103,897 (Butler, 1930, p. 880). Many of these men 

were missing limbs or had massive physical injuries, but many more had minds 

permanently affected by the type of trench warfare no one at home could understand. 

Many veterans did not ever speak of their experiences, whilst others were treated in 

psychiatric facilities for shell shock (Lynch, 2015). 

 

Although social welfare spending was very restricted during this era, after the massive 

military effort of World War One, Australian governments accepted their responsibility 

to care for the mentally damaged soldier. They provided care in mental hospitals and 

pensions to those suffering from continuing mental health problems, despite these 

being difficult to access due to poor understanding of these “nervous diseases” and 

their genesis (Garton, 2020, p. 170). They were, however, unprepared for the enormity 

of this responsibility as Australia had never welcomed a vast returning army home and 

they were extremely naïve in their expectations (Lloyd & Rees, 1994). 

 

Despite the overwhelming public support, returning home for the World War One 

veterans was less than easy. Little was understood in the early twentieth century of 

how psychological illnesses like shell shock and PTSD could develop long after the 

wartime experience and last for the remainder of the veterans’ lives (Larsson, 2009). 

This poses the question: was it only the trauma that was responsible for these 
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debilitating psychological issues, or was it also the loss of comradery and support on 

return home, as suggested previously? 

 

The primary sources which have been accessed to analyse the World War One 

experience of army bearers do not directly inform us of their post-war situation. They 

were not available to interview, in contrast to our current veterans. The only brief, and 

telling, post-war document from those whom I studied was the suicide note: ”Colley-

Priest gone mad”, written before this veteran stretcher-bearer drowned himself in 

1928 (Australian War Memorial, 2021). Although we have no direct access to these 

former soldiers’ voices, their experiences can be documented and analysed through 

the ways that Australian society was obliged to respond to them. The establishment of 

a significant new government bureaucracy, and new directions in medical care which 

prioritised psychological wellbeing, indicates a significant social need. The military and 

the government aimed to restore returned veterans, both physically and mentally, to 

their pre-enlistment condition rather than simply ensuring recovery of the body. This 

became a significant and long-running burden for Australian medical services (Lloyd & 

Rees, 1994). 

 

Historians have documented the extensive effort required for Australia to reintegrate 

war veterans: 

 

The phases of Australia’s demobilisation from the First World War varied and 
modulated as between the military process of repatriation, the medical and 
welfare-orientated agencies of the state, and the persistence of the culture of 
the war in important elements of Australian life. ... Australia’s “exiting” from 
the First World War has been a century-long process, one that is perhaps, on a 
cultural level, unfinished. (Fathi & Ziino, 2019, p. 5) 

 

When World War One ended in 1918, families of repatriated soldiers rejoiced at their 

homecoming, but many would despair at the changed man who returned home. The 

government hoped for short-term rehabilitation for these injured soldiers. Focusing on 

the “totally and permanently incapacitated”, it soon became apparent that the 

government was ill-prepared for mental health issues such as shell shock (Fischer, 

1995, p. 474). Civilian mental hospitals were considered to provide less than adequate 

care, so many families were desperate to have their loved ones treated at military 
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hospitals as care was of a superior quality (Lynch, 2015). Repatriation hospitals, both 

government run and those run by the Red Cross Society, were soon established to 

provide both physical and psychological care for the overwhelming numbers of 

returned servicemen (Pollard & Hopkins-Weise, 2019). This was a step forward for the 

provision of long-term care for veterans and had a substantial impact on the lives of 

returned servicemen (Rae, 2007). This recognition of the need for provision of care for 

the wounded was made soon after the commencement of World War One and 

established the initial policies for care of ADF members, which continue to adapt to the 

needs of current serving members today (Payton, 2018). These programs are discussed 

later in the chapter. 

 

Repatriation, a word to describe schemes developed to assist returning servicemen 

and women, is a peculiar word common only to Australia. It was a complex process to 

establish, as there were no such large-scale schemes available until after the First 

World War, and what was begun as a system to re-establish these people into society 

became a complicated welfare system (Garton, 2020). It is interesting that, despite war 

being “as old as humanity”, this repatriation scheme was an entirely new proposition 

(Lloyd & Rees, 1994, p. 6). It is acknowledged that “without the Repat, the quantum of 

human wretchedness, physical pain, mental anguish and poverty in Australian 

Community over three quarters of a century would have been incomparably greater” 

(Lloyd & Rees, 1994, p. 419). However, we must also recognise the struggle Australia 

faced dealing with the extensive claims for care and support. The claims process was 

made even more complex by the primitive conditions of health care in World War One 

that made the keeping of the medical records required for these claims almost 

impossible (Lloyd & Rees, 1994). The homefront effects of the loss of lives in World 

War One was profound and disturbing, but at the war’s end Australia had to change its 

focus to the emotional and physical scars of the returned veterans. It was then that the 

real cost of war was realised as thousands of “disillusioned, maimed and emotionally 

confused soldiers” returned home and wanted to continue their lives, within an 

unprepared health and welfare system (Luckins, 2004, p. 133). 

 

Maurice described his own dilemmas when yearning to describe his experiences 

overseas, but not wanting to dwell on the trauma, but to overcome it: “thus I have not 
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attempted to gloss over that which is unprintable, but only have omitted descriptions 

which offend my own aesthetic senses and those incidents the memory of which were 

better forgotten by me” (Evans, 1918). Jayden also spoke of supressing his emotions: 

“no, not really unpacked at all, probably never will … most people don’t want to know, 

you rarely get asked to open up” (J. Pyper, interview, 2016). This demonstrates the 

desire of many returned soldiers to tuck away horrific memories in their tormented 

minds and never speak of them in an attempt to forget and heal, and the struggle and 

despair they felt at war’s end (Lynch, 2015). This is a connectedness that spans the 

century of veterans’ recollections.  

Returning Home: What Causes Negative Issues? What Helps? 

Each person has an individual response to an event or experience. Deployment 

overseas is no different and each person reacts differently on return home. As Dilthey 

explained, each person’s individuality is determined by their physiological make-up, 

culture, experience, education and history: “life, as the sum of all our experiences, is 

the source of all our knowledge” (1979, p. 21). Whilst no person is identical to another, 

and we are “partly alike and partly different”, understanding how situations affect 

people as a group is possible, but can be complex, due to the individualised nature of 

each person (Dilthey, 1979, p. 19). This theory has relevance to the chapter, and 

indeed this research, for whilst we can analyse effects and develop processes to 

support veterans to reintegrate after deployment it must be understood that each 

person will react differently and require individual assistance. 

 

It is well understood that suffering an emotionally traumatic experience whilst 

overseas detrimentally affects the ability of a veteran to readjust to civilian life on their 

return home (Meyer & Wynn, 2018). However, much of the distress has been shown to 

come from difficulties encountered with reintegration with families and feelings of loss 

of community (Danish & Antonides, 2013). Adrian Sutter, a soldier returned from 

overseas deployments, reported that for three years he was lost and had anger issues. 

He decided he was “not traumatised. He had lost his tribe … comrades he trusted 

implicitly”. He commented: 
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It takes the military six months to train you to be a soldier. You are taken out 
of civilian life and trained to act, behave and think like a soldier, yet there is no 
help returning back to civilian life. Our armed forces personnel are expected to 
make their own transition back to being a civilian. (Jubelin, 2019, p. 34) 

 

The transition back to civilian life after operational deployment poses challenges for 

the soldier as well as their family. It is a major change for all involved and it is stressful 

(DVA, 2011b). For many this stress does not affect their ability to work, but impacts on 

them readjusting to being home and reintegrating back into family life. Part of this 

difficulty arises from a mindset established for surviving in a warzone. Aggression, a 

desire for control and lack of emotion are all developed as protective mechanisms in 

conflict, but are not attributes that fit well into family life (Danish & Antonides, 2013). 

Transition home does not mean giving up being a soldier, or warrior – it just means 

learning to check or minimise the responses that were survival skills when in a hostile 

environment. Anger is an emotion that is essential for survival in combat, but one that 

must be managed on return home, as it is perceived as negative and a symptom of 

emotional stress by medical personnel and families (Hoge, 2010). These feelings of 

emotional challenges on return home, and the need to adjust one’s responses, were 

reflected by the medics interviewed and discussed in Chapter 7. 

 

Sutter proposed that it is this loss of tribe upon returning from deployment, or leaving 

the military, not necessarily trauma, that is causing veterans to have difficulty coping 

(as cited in Jubelin, 2019, p. 34). Over 18% of veterans returning from warzones suffer 

mental health issues, and a new generation of ADF returning from active service in the 

Middle East will see a surge in mental health disorders (Balfour et al., 2014). With the 

stigma associated with psychological illness causing many to not seek treatment, and 

those that do often getting inadequate support, new interventions are needed (Dunt, 

2009). This increase in the need for care requires development of innovative programs 

to guide these veterans through their emotions and how to positively process them, to 

promote self-awareness and take back control. There are trial programs being 

developed that utilise group support where soldiers help each other, rebuilding the 

sense of community to overcome the isolation they are experiencing. These hope to 

prevent the spiralling feelings of loss of control that can occur post-deployment, which 

leads to an inability to cope with life on return home (Balfour et al., 2014). 
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This inability to cope has devastating effects on individuals, causing the development 

of PTSD-like disorders in veterans, sometimes to the point of taking their own lives. 

Between 2001 and 2015, 325 ADF and ex-defence personnel in Australia died by 

suicide, a rate 14% higher than in the general population (Australian Institute of Health 

and Welfare [AIHW], 2017). Development of support measures for veterans, both to 

improve this statistic and also prevent the development of mental health disorders in 

this population that lead to family breakdown, alcohol and drug use and homelessness, 

is a major issue in government policy (Balfour et al., 2014). 

 

Adrian Sutter has developed a phone-based application, Swiss 8, to assist veterans to 

take back control of their own life when in crisis. This proactive mental health program 

that focuses on health and lifestyle to reduce anxiety and depression was founded by 

combat veterans (Jubelin, 2019). Many veterans, with some studies quoting up to 49%, 

stated they had difficulty readjusting to civilian life post-deployment. Many also found 

deployment took a toll on their family life, having a negative impact on their 

relationship with their spouse (Parker, 2011). The impact on family is a theme that 

arose during the medic interviews. It is also a component of mental health and 

reintegration research recently conducted by the Australian Defence Force, which is 

discussed later in this chapter. 

 

This development by Sutter of a way to help returning veterans was inspired by the 

book Tribe (2016) by Sebastian Junger. This literary work looks at how humans, 

especially veterans, cope with the loss of the communal values that bound their 

military community tightly and provided them with a sense of companionship, 

belonging and safety whilst overseas. This loss of sense of community and culture can 

have destructive effects (Jubelin, 2019). Cultural identity is a strong force in all aspects 

of the military, with military medical personnel notable for the duality of their cultural 

orientation, which instructs that the military culture override their medical occupation 

(Meyer, 2013). This has interesting implications for this thesis on role duality, 

especially when the primary role of military organisations is to engage in combat, 

which may impact on the provision of health care, which is the medics’ core role 

(Krueger, 2000). 
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Dual loyalty conflicts in health professional practice was the subject of a working group 

in 2003 that developed a set of protocols to guide health professionals who may have 

issues of dual loyalty – that is, to patients and a third party such as the ADF (Allhoff, 

2008). This issue has been addressed in greater depth in Chapter 4 of this thesis. It may 

have had an impact on the reintegration of the soldier medics portrayed here as they 

battled with decisions made under stressful conditions of combat, which may not 

seem right to themselves or others on return home (Singh, 2003). This is especially 

confronting to the soldier medic with dual loyalties which are an integral part of their 

role. The work of Dilthey supports the importance of ethics in relation to the human 

experience and recollections. For, whilst he wrote that there are no objective and 

eternal ethical categories or imperatives, people in helping professions do call upon 

such values and rely upon a sense that their care is more than a subjective intervention 

(Hodges, 2010). This research examines how such ideals are created out of 

circumstance and training, but may change with time, stress, situation and personal 

actions. 

 

Research participant Glen described the issue of loss of culture and community in his 

interview. As a reservist he reflected on the limited reintegration and support offered 

on his return from his deployment overseas: “once you go home, you just go home. I 

just got off the plane and went home” (G. Matthews, interview, 2016). This is in 

contrast to the reintegration process described by the other participants, who are full-

time soldier medics. This process is designed to support the soldier’s return to their 

home, family and peacetime role. Without such integration, Glen found this lack of 

support distressed him and made his return more difficult: 

 

The big part was more the team. It wasn’t a team. So everyone says that when 
you overseas you come back you got this great bond of brothers. I never got 
that. [pause] I never had that. When I got back I never got that feeling we could 
be friends forever, that sort of thing. We just came back and went our own 
ways. So I was really angry for about 12 months afterwards because of the lack 
of team that I was involved in. (G. Matthews, interview, 2016) 

 

Reservist soldiers are a unique group and studies have alluded to the increased stress 

placed upon these members, whose work in the military is predominantly part time. 
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One study conducted in the USA between 2005 and 2007 indicated this to be true, 

with the part-time soldier having increased rates of depression and PTSD. It was 

proposed this was related to many factors, but the lack of social support, as indicated 

by Glen, was a significant contributing factor (Riviere et al., 2011). This supports the 

theme, previously discussed, that a lack of reintegration and social support leads to an 

increased sense of isolation. 

 

Another issue is the way that medics, like all members of the health professions, are at 

risk of being hesitant to seek professional advice. “We preach to our patients the 

importance of seeking medical care for their health issues”, writes Dr Karen Weinstein 

(2008, p. 50), in an ironic tone, as part of an essay where she describes how she 

observed one physician after another who avoided presenting as a patient for medical 

evaluation. The topic of the needs of health workers is understated, especially in the 

area of mental health support. As Dr Yi-Chung Liu notes: 

 

there is a relative dearth of research investigating depression amongst nurses. 
Considerable research attention has centred on nurses’ attitude towards 
patients with depression. Surprisingly, there were only a few studies focusing 
on depression amongst nurses themselves and most of them not up to date. 
(Chang et al., 2011, p. 770) 

 

The difficulty of role reversal for health professionals who need to become patients is 

made more severe by the factors which all military personnel confront when dealing 

with mental health issues – the fear of stigma and the internalisation of a stoic 

attitude, as discussed in depth later in this chapter. A study of US Army medics who 

manage the dual role of war fighter and healthcare worker, identical to the Australian 

Army medic, examined the difficulties of “carefully balancing the emotional burden 

associated with the emotional responsibility of maintaining the health and well-being 

of all soldiers, while facing the potentially life-threatening traumas of war experienced 

by most soldiers” (Chapman et al., 2014, p. 55). The study indicates that as a result of 

this role complexity the medics are more at risk of developing PTSD and, despite better 

access to care due to proximity and relationships with other healthcare workers, 

report greater perceived barriers to mental health care. This is due to the issues 

outlined above of perceived stigma as well as difficulty becoming the care receiver 

rather than the care giver (Chapman et al., 2014). 
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The short- and long-term psychological effects of deployment and reintegration issues 

can be exacerbated if the family does not want to hear their experiences, leaving the 

soldier feeling unsupported. Jayden reflected on this in the already cited anecdote 

where he “made the mistake” of showing his family pictures of the warzone, and they 

indicated they did not want to see them. “I’ll put those away then” (J. Pyper, interview, 

2016). He cannot so easily put away his memories. His photographs are a material and 

obvious example of an entire raft of unspoken thoughts and knowledge about events 

in Afghanistan. Therefore, despite family support on their return home, soldiers can 

still feel isolated, especially if they are unable to express their experiences and 

emotions (Department of Veterans’ Affairs, 2011b). They may perceive that people are 

not interested so feel they cannot relate to anyone outside of the closed military 

environment (Hoge, 2010). 

 

The records of the war in Afghanistan include the memories of defence personnel, of 

Afghani refugees, reports by war correspondents, and films from helmet cameras of 

troops on patrol. These records intermesh, amid contradictory accounts of events, and 

the shifting interpretations of human consciousness. My study of the army medics 

indicates that arriving at an acceptable narrative of this conflict is especially difficult 

because of their dual roles, and their consistent attempt to identify both as warrior 

and healer. 

 

Post-war feelings of isolation is a theme common to World War One where, despite 

being honoured and commemorated, the general public was troubled by veterans’ 

ongoing problems. Social welfare provided by the government to returned soldiers was 

more generous than that provided to civilians, causing them to be the target of envy 

and resentment. In 1919, the Sydney Morning Herald published articles on the defects 

in the veteran repatriation system. These articles accused the veterans seeking welfare 

of being “unworthy” and these pensions as being a “license to lurk” being paid to 

“malingerers, alcoholics and no-hopers” (Garton, 2020, p. 88). This was a direct insult 

on the masculinity of returned servicemen who were dealing with their own personal 

effects of combat, increasing their reluctance to seek monetary or medical help, and 

negatively affecting their return home (Larsson, 2009). 
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Lack of debriefing procedures at the point of stress or trauma overseas may also 

exacerbate these issues. In recent conflicts, after a significant traumatic event occurs 

such as the death of an Australian soldier, psychological support is made available to 

support the ADF members, called critical incident mental health support (Dunt, 2009). 

However, the interviewees discussed that they did not wish to access this support, but 

preferred to debrief amongst friends and continue to do their job. Whilst this may be 

adequate support for some, it is an area that requires investigation and review as it 

will leave some members unsupported and at risk of developing psychological issues. 

 

Soldiers are trained to fight, but not well trained on how to turn off from the exposure 

they have whilst on active deployment in hostile environments. They experience a 

sense of loss of identity when removed from this specialised environment, making 

reintegration to home and their civilian role difficult (Mental Health Professionals 

Network, 2019). For many who return from combat their experiences range from “the 

best of times to the worst of times”; their deployment is often the most important 

thing they have ever done, thus they miss being entrenched in this “defining” world 

(Junger, 2016, p. 81). Jayden supported this view: 

 

the main problem adapting was your job. You go from a situation where you 
are all things, responsible, you are trusted with absolutely everything … and 
you come back and you know you are treated like you’re not a professional … 
you are just back … another number. (J. Pyper, interview, 2016) 

 

Aidan Hartley, a war correspondent, relives his feelings on return home, which were 

also described by the World War One stretcher-bearers and medics alike: “the hardest 

part of re-entry to a humdrum life was not recovering from the bad stuff. It was 

missing the good times, the friendship, intensity, fear, sense of purpose, the sheer 

exotic escapism of it all” (2003, p. 401). 

 

Christopher reflected on this difficulty of loss of importance and identified role on his 

return home: “after training, doing a really good job, really important job that was 

world news … this is so boring, I need a new challenge” (C. Bone, interview, 2017). 

Andrew too commented on his difficulty integrating when returning home: “It wasn’t a 
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mental thing, I just couldn’t fit back into that role after what I had been doing” (A. 

Westlake, interview, 2017). Adam also reflected that this feeling of loss and 

inadequacy caused long-term emotional issues. He believed it was often an inability to 

understand that people can only do their best that led other medics he knew to 

become unable to cope whilst on deployment or when returning home. They tended 

to dwell on situations: “they [soldiers] feel worthless, and it’s this feeling of 

worthlessness that leads them ending up developing PTSD or some sort of depressive 

disorder” (A. Nothdurft, interview, 2016).  

Military Cultural Competency 

Military service shapes and defines a person’s culture, with their identity as a soldier 

framing their perception of self (Meyer & Wynn, 2018). Soldiers recruited into an army 

from a civilian existence find life dramatically different, so they create new “cultural 

norms” that shape their actions in order to become part of their new identity (Lee, 

2020, p. 15). A vital step for improved mental health integrity, and mental wellness of 

military members, is improving the understanding of military cultural competency by 

medical clinicians treating returned veterans. The importance of perceptive 

psychological support by medical staff that are aware of the unique needs of military 

personnel was identified by the current medics during the interviews. This is important 

for soldiers both in returning home from deployment and also in transitioning out of 

the ADF into a civilian life (Meyer & Wynn, 2018). The strong personal trust and 

cohesiveness that develops amongst military personnel contributes to positive 

adaptiveness and development of resilience that assists them to manage stress in 

combat situations. These bonds can be lost on return home (Abraham et al., 2018), 

causing loss of identity and self-worth, which may lead to the development of mental 

health issues. 

 

Serving personnel have lost confidence that the general public understands their 

unique issues and experiences, or supports the work they do, especially in unpopular 

missions such as Iraq and Afghanistan. These feelings were expressed by the 

participant medics. A military conflict which is of disputed origins, with no clear victory, 

increases the risk of emotional problems for returned veterans. In a situation where a 

past is constantly interrogated by the present, they may find it difficult to move 



258 

beyond their most stressful memories. They know they are part of a society divided in 

its attitude to war (Garton, 2020). 

 

This is supported by research conducted in other countries. In Israel, a nation with a 

high number of citizens who serve in the military, the problems of veterans have been 

systematically studied. The former head of the Israeli Defence Forces Mental Health 

Department, Colonel Haim Knobler, said in an interview that the number of trauma 

casualties is: 

 

affected by the degree of consensus around a war, whether the war is 
perceived as a victory or defeat, and the degree to which the leadership is able 
to convince the people of the importance of the military operation. The classic 
example of this was the Vietnam War, in which American veterans returned 
home to find they were not regarded as heroes at all. This led to an increase in 
the incidence of trauma and greater difficulties in recovery. The support of 
society is a very important factor in a soldier’s ability to overcome battle 
trauma. (Frucht, 2008, p. 48) 

 

This is relevant, and a point of differentiation, between the two groups of veterans 

studied in this thesis. The World War One soldiers returned from a popular war 

supported by national pride, and the current serving medics return from unpopular 

conflicts to a country divided in its support. The impact this has is an important theme 

throughout my research. 

The Conduct of War 

Ongoing enquiries into the conduct of the military, and even war crimes, naturally 

prolong the stress of returned soldiers. Such enquiries are essential, and of national 

benefit, but can take a toll on individuals who are affected by the discourse around the 

war, which re-evaluates their own experiences. Knobler commented, in the Israeli 

case, that the unsuccessful 2006 Lebanon War had a smaller casualty toll than any of 

Israel’s other wars, but a much higher rate of post-war trauma. He stated that the 

reason for this “is the sense the soldiers have that they fought for nothing and lost. 

They don’t feel they have the support of society, and the continuing argument about 

the war makes it even harder for them to recover” (Frucht, 2008, p. 48). The impact of 

this sense of the futility of the conflicts that continue in the Middle East, and the 

resultant loss of life, was reflected in the medic interviews. 
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In Australia’s case, participation in the 2003 invasion of Iraq was a very divisive 

government policy, and record numbers of citizens protested in the streets. Since then, 

Australian troops have been phased out of Iraq and the war itself has been the subject 

of consistently negative media stories. There have been two government enquiries 

into the role of the Australian intelligence agencies in the decision-making around the 

Iraq War. There are further calls for a full enquiry into the Iraq War itself. Paul H. 

Barrett, AO, the former secretary of the Australian Department of Defence, wrote that: 

“We still need a properly constituted enquiry with the powers to find authoritative 

answers … to all the questions which the community is left with, in respect of this war” 

(Barratt, 2014, p. 325). 

 

The Afghanistan War, which began in 2001, initially had a moderate consensus of 

support from the Australian public, but has since seemed interminable. There have 

also been disturbing allegations of war crimes in Afghanistan, leading to mistrust of 

Australian forces serving overseas and their motivation and conduct. An inquiry into 

these alleged war crimes led to a statement released by the Australian Defence Force: 

“The Inspector-General of the Australian Defence (IGADF) is conducting an inquiry into 

rumour of possible breaches of the Laws of Armed Conflict by members of the 

Australian Defence Force (ADF) in Afghanistan, between 2005–2016” (Department of 

Defence, 2018). This inquiry requested information from anyone who had knowledge 

regarding possible violation of these laws, or even rumours of them, and included 

notices placed in Afghani newspapers. The inquiry was confidential, conducted in 

private to allow the identity of witnesses to be kept secret (McKenzie & Masters, 

2020). The laws of armed conflict, also known as international humanitarian law, 

regulate the conduct of war by protecting persons not participating in the hostilities, 

who are deemed as non-combatants, and regulating means and methods of armed 

conflict to limit the effects (International Committee of the Red Cross, 2012). 

 

This enquiry, led by Justice Brereton, which looked into fifty-five separate alleged 

breaches, has continued for four years and a public, partially classified, report of the 

findings was released in November 2020 (Masters, 2020). In June 2020, a number of 

Special Forces soldiers were served with formal notice that they were to have 
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detrimental findings made against then in relation to these misconduct allegations, 

and breaches of the laws of armed conflict, giving them time to justify and explain 

their actions (Whinnett, 2020). It was reported at this time that adverse findings could 

be made against as many as twenty Special Forces soldiers (Whinnett & Miranda, 

2020). A number of Special Air Service (SAS) soldiers have admitted to the enquiry that 

they participated in, or covered up, the execution of unarmed prisoners and 

defenceless Afghans. These killings breach both the rules of war and Australia’s 

criminal code (McKenzie & Masters, 2020). The redacted, final report released under 

the Crimes Act 1914 recommended that nineteen soldiers be further investigated for 

the alleged murder of thirty-nine Afghani prisoners and civilians (Inspector-General of 

the Australian Defence Force, 2020). The enquiry interviewed 423 witnesses and 

reviewed twenty thousand documents, sanctioning thirty six incidents be referred to 

the Australian Federal Police for criminal investigation of unlawful killings of non-

combatants (Doran, 2020). 

 

The prolonged inquiry time has caused mental harm and anguish, with witnesses who 

gave evidence at the enquiry amongst hundreds of former and current ADF personnel 

who have taken their own lives over the past two decades (Greene, 2019). Allegations 

made in the report indicate the presence of a distorted and toxic culture within the 

Special Forces, allowing the slipping of standards, and a command structure that failed 

(McKenzie et al., 2020a). That culture is believed to have contributed to the creation of 

an environment where inappropriate conduct could take place that would be 

conducive to unlawful behaviour. This will have wide-ranging ramifications and 

implications for all facets of the Australian Defence Force (Doran, 2020). The effect of 

repetitive deployment cycles with “no time in between to rest and reset back to 

normalcy” (Beaini, 2020, p. 19) and no “clearly defined final objectives” (McKenzie et 

al., 2020b, p. 25) on the moral standards and behaviour of soldiers was highlighted as 

an important issue in the report and needs investigating to support future 

deployments. These are issues raised in this thesis as having a dramatic, psychological 

effect on veterans both on reintegration home and long-term. The report immediately 

caused a rift amongst the Special Forces themselves, with a group of soldiers within 

this regiment speaking out against the behaviour of their colleagues, which they stated 

went against regimental principles and professionalism (SAS Soldiers, 2020). This 
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division is also emotionally detrimental, for soldiers rely heavily on peer support and 

military comradery to overcome feelings of social isolation and alienation on their 

return home after overseas conflict (Garton, 2020). 

 

One soldier who has given evidence to the enquiry, and spoken publicly, regarding 

incidents in Afghanistan, army medic Darryl “Dusty” Miller, was deployed with the SAS 

in Afghanistan in 2012 as medical support. He has given testimony in relation to the 

treatment of an Afghani civilian who subsequently died. The actions leading to this 

death caused him to report in a newspaper article “what we did and what happened 

there was very, very wrong” (McKenzie, 2020, p. 8). He initially attempted to report 

the incident in 2012 but was told to “cover it up” and he remains concerned that his 

decision to go public regarding the alleged crimes will cause him to become a target of 

reprisals (Masters, 2020, p. 29). These incidents, and personal recriminations related 

to the belief he was in some way to blame for the death, have caused Dusty to be 

admitted to a mental health facility, diagnosed with PTSD, and eventually medically 

discharged from the army (McKenzie, 2020). Miller’s courage in speaking out against 

what he perceived as a breach to human rights and medical ethics (McKenzie, 2020), 

despite personal and professional ramifications, embodies the bravery that is intrinsic 

within the medic role from World War One to the modern day. It also exemplifies the 

pressure put on army medics, and the unique ethics of their dual role of both soldier 

and nurse, which will challenge Australia’s national conscience in time to come. The 

trauma of the returned soldier is a reproach to us all. A former army doctor who 

served in Afghanistan, Dan Mealy, commented that “All Australians had to take 

responsibility for what happened in war zones” (Beaini, 2020, p. 19). 

 

President of the Australian Commando Association Greg Melick stated that “The 

speculation [regarding the alleged breaches] has been very damaging to the health and 

welfare of not only many veterans but [also] their families” (Whinnett, 2020, p. 5). A 

quotation by Leora Eren Frucht, in relation to Israeli soldiers and their ongoing mental 

health issues, sums up the damage that continued enquiry and debate into the 

appropriateness of war can do to the soldiers who have fought: “Just keep debating 

the war if you want to make sure that soldiers don’t heal” (2008, p. 48). This is 

applicable to the Australian soldiers currently undergoing investigation, as well as the 
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military community, as they await the final outcome that will affect many careers and 

future deployments. The immediacy of communication, headcams and social media 

provide the opportunity to open conflicts to public scrutiny and blame soldiers’ 

actions. In conflicts where the enemy is often unknown, this adds to the personal 

stress of soldiers whose every move is dissected (McKenzie & Masters, 2019). 

 

The number of soldiers who will suffer from battle-related mental trauma in the future 

will be hard to assess and will be an ongoing cost to the Australian health system, 

especially if support is not increased. In their enquiry into “the empire of trauma” 

physician/social anthropologist Didier Fassin and psychiatrist/anthropologist Richard 

Rechtman trace a dual genecology of post-traumatic stress which they characterise as 

being divided into scientific and moral strands (Nicola, 2018). The scientific strand, in 

the domain of psychiatry, psychology and psychoanalysis, addresses trauma both 

theoretically and in practice. The moral strand, related to social conceptions, “traces 

changes in attitudes to misfortune and to those who suffer it” and “towards the 

authenticity of such suffering” (Nicola, 2018, p. 18). This can be related to the stories 

of the medics interviewed for this thesis. 

 

Feelings of lack of support and disconnection increase feelings of isolation, leaving a 

soldier unsure of how to respond to others when returning to civilian life (Meyer & 

Wynn, 2018). Jayden encapsulated this, when reflecting on non-military people’s 

perceptions of his time overseas, which caused him to question his decisions made in a 

combat environment: “why did I do that? Well I thought I was doing a good thing. 

[pause] But you get all this hatred … when you are over there it’s easy. [pause] It’s very, 

very easy” (J. Pyper, interview, 2016). These words indicate uneasiness in people’s 

perceptions of his actions on deployment, causing him distress. This is supported by 

Dilthey’s thoughts on how a person changes according to how people respond to and 

interact with them. Relationships between people bring happiness, expand experience, 

and confirm or deny perceptions of self. People’s thoughts and values change in 

response to others: 

 

There is not a person or thing which is merely an object to me. Through this 
vital relationship … these people and things bring me happiness, expand my 
existence and heighten my powers; or they confine the scope of my life, bring 
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pressure to bear on me and drain my strength. Changes in me correspond to 
the characteristics which things acquire through this vital relationship. (Dilthey, 
1979, p. 178). 

 

Moral injury is an emerging concept. It is a non-physical wound that can have social 

and psychological consequences. It is caused by being confronted by, or participating 

in, events that transgress deeply held moral beliefs. It can manifest as shame, guilt or 

anger (Department of Defence, 2017), and the events may be too gruesome to discuss 

with a civilian therapist or loved one (Hoge, 2010). This may be more pronounced for 

medics as they struggle with decisions made or trauma witnessed which transgressed 

their medical beliefs or ethics. These feelings are exacerbated by negative feelings 

expressed by family and friends on their return home, as reflected by Jayden. This 

increases feelings of lack of understanding and support from people outside of military 

comrades. There is no shared understanding, when a soldier returns to civilian life, 

about how their experiences should be evaluated (Garton, 2020). The soldier medic is 

now functioning as an individual, rather than part of a unit, and the ADF, for its part, 

provides support services as a response to perceived problems, rather than as part of a 

positive aim. This reinforces the import of healthcare workers who treat service 

personnel understanding military culture and post-deployment stressors. 

Reintegration 

Feelings of inadequacy and isolation experienced by the medics interviewed on return 

home are supported by the work of Sebastian Junger. He believes that human beings 

require three basic things to be content: “they need to feel competent in what they 

do; they need to feel authentic in their lives; and they need to feel connected to 

others” (2016, p. 22). The ADF culture supports this whilst overseas, but if these basic 

intrinsic needs are not met by the families and friends, and indeed by the army itself 

on return home, reintegration difficulties may occur. This sentiment of feeling 

disconnected and no longer being an integral member of the family, or indeed the 

workforce, was expressed during the medic interviews, confirming Jungers’ words. 

 

Trevor commented that this disconnection and feelings of uselessness in the domestic 

sphere caused conflict: “coming home to an environment where your partner has been 

in control for the last six months and then you wanting to jump straight back in and 
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take back over … but that is never going to happen” (Trevor, interview, 2017). 

Reintegration post-deployment involves adjustments to both work and relational 

expectations, which may require a reassessment of values and beliefs (Meyer & Wynn, 

2018). Mitchell recounted that the feelings of authenticity in his time overseas from 

“doing his job for real” and “the most dangerous, adrenaline thing that you can think 

of” made returning home to post-deployment normality difficult. He reflected: “and 

then you come home and you’re like cool [pause], I’m home [pause], now what?”, 

expressing difficulty fitting in to his pre-deployment life on return (M. Chat, interview, 

2017). This is linked to a lack of feelings of competency and authenticity. Jayden 

expressed similar emotions, compounded by the feelings of lack of emotional support 

as he was living separately from his wife on his return: “so after nine months of being 

the main port of call for everything, then suddenly you are not special anymore, just 

part of the fold” (J. Pyper, interview, 2016). Shannon described these difficulties fitting 

in as a loss of purpose and routine: “The six months [overseas] you have a routine, a 

very solid routine. To then go home … and you’re left at home and you are like [pause], 

what do I do now?” (S. Killman, interview, 2017). 

 

These feelings can be exacerbated if feelings of futility and incompletion of a job are 

present on return. Trevor expressed this when commenting on the lack of resolution of 

the conflict in the Middle East, with Australian troops returning after an initial 

withdrawal, stating: “it makes me angry that people have died for no effect”. This is 

compounded by a sense of inability to do his job, that is to save lives: “the worst thing 

is doing what you are trained to do but to nil effect … we couldn’t do what we said we 

could do: [pause] keep them alive” (Trevor, interview, 2017). Mitchell reinforced this: “I 

had one job to do and I couldn’t do it, couldn’t save, couldn’t save him” (M. Chat, 

interview, 2017) when recounting the death of an Australian soldier. His reflection 

caused an outpouring of emotion during his interview and contributed to ongoing 

negative emotions and reintegration issues on his return home. This grief could also be 

linked to survivor’s guilt. This can occur when a soldier feels responsible for the death 

of another, feeling he should have done things differently to save a life, despite 

rationally acknowledging that he was not to blame (Hoge, 2010). 
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Shannon reflected that these feelings that she had not completed the job she was sent 

to do affected her return home: “I did not think the job was finished and I don’t like 

leaving a job unfinished” (S. Killman, interview, 2017). David also expressed this feeling 

of frustration at a job left incomplete: “there was no outcome, no finality as the conflict 

continues … this is frustrating and unfulfilling” (D. Payne, interview, 2017). Feelings of 

guilt on return from deployment could be associated with development of mental 

health conditions, such as depression, as soldiers feel guilty about survival when others 

died, leaving their mates behind on return, or what had to be done overseas to survive 

(Department of Veterans’ Affairs, 2011b). Soldiers have a tremendous need to see 

their work as meaningful and important and returning home may create a sense of 

powerlessness. If they also feel misunderstood by family and friends they will become 

isolated from those around them (Danish & Antonides, 2013). 

 

Feelings of being an outsider are also made worse by the current model of putting all 

medics into a large team, utilising them for tasks as necessary, rather than attaching 

them to a specific unit on a permanent basis. This results in a lack of deep bonding 

between the medic and those whose lives they are responsible for. These bonds have 

been proven to be vital. History demonstrates that the increased resilience shown in 

Australian soldiers is linked to their entering and exiting warzones as units, rather than 

individuals as occurs in some countries. They thus develop close bonds that support 

their wellbeing. This comradeship is essential in maintaining morale and protecting 

psychological tenacity (Garton, 2020). According to David this lack of team cohesion 

meant the medic when deploying is “an outsider, an attachment to a group of people 

… changing your ability to communicate … to provide care” (D. Payne, interview, 2017) 

as the medic did not meet those in their care until pre-deployment training. He 

believed that team bonding is vital for both himself and the team, as you need to know 

those in your care so they can “trust you and your ability to keep them alive” (D. Payne, 

interview, 2017). Trevor mirrored these thoughts, and asserted that “having that trust 

that everyone else is going to do their job if required that you need help” is crucial 

(Trevor, interview, 2017). Mitchell supported the reflections that lack of knowledge of 

the people in his care created a loss of trust (M. Chat, interview, 2017). Without this 

trust all involved feel unsupported. 
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The personal trust and cohesiveness that develops amongst members of a combat unit 

supports the development of resilience, which assists them to manage stress. If this 

trust is lacking, or not yet developed, the psychological health of the team can be 

negatively affected (Abraham et al., 2018). Conversely, very strong bonds within a unit 

can be so psychologically sustaining that they disrupt individual adjustment upon 

return home. How team cohesiveness is to be managed both pre- and post-

deployment is an issue that requires investigation to support the members of the ADF 

who continue to be sent on overseas missions. The existence or lack of such bonds also 

affects the individual experience of war, the memories of service personnel, and thus 

their presence in social history. 

 

This bond between the medics and the wounded is entirely different from the routine 

relationship between nurses and their patients, and another example of the unique 

role duality of the soldier medic. Nurses are not usually personally acquainted with 

their patients, as they are in a battle unit, and relate to them according to professional 

rules which privilege the confidentiality and dignity of the patient. To provide 

emergency nursing care in a dangerous environment, where the medic also 

participates in the conflict and all are bound on a common mission, gives a unique 

depth to this form of medical care. 

Cultural Identity 

Military culture refers to the “attitudes, beliefs and behaviours of people in uniformed 

military service to their countries who, along with their families, participate in cohesive 

workplace organisational structures fostering a common military mindset” (Krueger, 

2000, p. 252). It is supported by a shared lifestyle, expectations, comradery, idealistic 

views and group cohesiveness that keeps military people together. It involves a 

comradeship in arms that is linked to history and symbolism such as uniforms and 

insignias (Krueger, 2000). These aspects of military culture feature widely throughout 

this thesis and link strongly to the beliefs expressed by the men and woman who tell 

their stories. It is supported by the work of Dilthey, who discussed socio-historical 

reality as consisting of individual human beings who “think, feel and act” (1979, p. 7). 

However, Dilthey believed that cultural and social phenomena cannot be attributed to 

a single entity alone, but to a group of individuals with shared beliefs, attitudes and 
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purpose who develop ideologies specific to that group. Therefore, an individual’s 

behaviour can only be explained by the influence of these common entities (Dilthey, 

1979). Such is the cultural identity of the military that influences the individuals who 

form the whole. 

 

This idea of a strong cultural identity within the military is supported by discussions in 

a webinar backed by the Mental Health Professionals Network (MHPN). This initiative 

is a government-funded project aimed at improving interdisciplinary mental health 

practice by providing professional development opportunities. One such session, 

which focused on mental health and the military experience, portrayed the ADF 

culture as encapsulating: 

 

• Teamwork 

• Sense of belonging 

• Sense of achievement 

• Recognition  

• Structure 

• Skills and experience foreign to others (Mental Health Professionals Network, 

2019). 

 

This sense of a defining culture that is unique to the military environment, with 

significance in many areas of a soldier’s life, is supported by the army’s stated contract 

with Australia: 

 

Our contract with Australia 

I’m an Australian soldier who is an expert in close combat 
I am physically and mentally tough 
compassionate and courageous 
I lead by example, I strive to take the initiative 
I am committed to learning and working for the team 
I believe in trust, loyalty and respect 
for my Country, my mates and the Army 
the Rising Sun is my badge of honour 
I am an Australian Soldier – always. (Australian Army, 2019) 
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These culture and values statements reveal a sense of belonging, skills and experiences 

that are not well understood by those outside of the military. This, coupled with 

separation from family, can increase a soldier’s sense of isolation on return from 

deployment. Deployments are a routine part of military life, but have a marked impact 

on members and their families, with combat exposure adding further stress on the 

individual and the family unit. For some families reintegration after deployment can be 

more difficult than the deployment itself (Meyer & Wynn, 2018). Military culture and 

individual service exposure are therefore important considerations that must be 

investigated when treating soldiers with mental or physical health issues (Cozza et al., 

2014). 

 

Getting help or support to overcome these feelings and support reintegration can be 

an issue for many. Jayden reflected: 

 

it took way too long to get help … so in the end I just ended up treating myself 
… I started challenging the ideals I had … and that began the slow breakdown 
of the wall I had created … it brought me back to realise that emotions are 
extremely important.  

 

Jayden was supported by a civilian social worker who, for him, was a better fit than the 

military psychologist, whom he thought was not helping as their focus was on “my 

inability to relax … they always try to peg PTSD”. The civilian social worker related his 

issues to adapting to a different environment; with her the focus was on the family: “I 

wasn’t there for anything to do with Afghanistan. I was there because I wanted to 

become a better father, better husband, so that is what we focused on” (J. Pyper, 

interview, 2016). This assisted him to overcome his reintegration issues. Jayden’s 

comments support the issue raised by the interviewees in regard to psychological 

support available to them through military channels. They felt support was difficult to 

access, waiting times excessive and many felt uncomfortable accessing the ADF 

psychologists, as outlined in Chapters 7 and 8. This led them to seek civilian 

professional support or to commence self-help journeys. These obstacles are an issue 

that requires investigation and is further discussed in the thesis conclusion. 
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A complication is that this seeking of outside assistance does not take into account the 

need for cultural competency when caring for soldiers. The concept that the military is 

a culture that requires culturally competent care is now supported by research (DVA, 

2019). However, not all support services, such as psychologists and social workers, are 

fluent in the ways of the military and its multifaceted culture, and therefore may not 

be able to provide adequate care. Poor treatment outcomes have been attributed to 

non-culturally informed approaches to the psychological care of military members 

(Meyer & Wynn, 2018). It is important that the worldview and mindset of military 

personnel are understood by the medical professionals treating them (Hall, 2011). This 

supports the need for the development of programs that improve the military cultural 

competency of clinicians caring for defence personnel. 

 

Other important cultural areas that impact the provision of psychological care for 

military personnel include their reasons for joining, the authoritarian structure of 

military life and the sense of isolation that can come about by continual postings 

across the country that remove them from their support networks. Perceived isolation 

from the civilian world, the class systems of military rankings, idiosyncratic language as 

well as deployment-related stress are all vital pillars that need to be understood in 

order to provide support. These areas are also impacted by intrinsic beliefs in stoicism 

and denial held by soldiers that may prevent them from seeking help (Hall, 2011). 

Practised at projecting strength and self-confidence, they have learned to keep 

personal problems to themselves for the sake of the team. They are, at times, fearful 

of being perceived as weak and unstable if they report issues related to mental health, 

especially to military medical providers, so they keep their feelings and anxieties 

hidden from all to protect their relationships and career progression (Hoge, 2010). 

Whilst this stigma is improving, often it is why they seek help from clinicians outside of 

the military, as related during interviews and presented previously. 

 

However, this creates challenges for those professionals inexperienced in the ways of 

the armed forces (Reger et al., 2008) as it is sometimes difficult to distinguish which 

problems are related to combat stress and which to issues with transition back to 

civilian life (Danish & Antonides, 2013). There are diverse stressors that contribute to 

effective reintegration that must be understood and, whilst there are numerous 
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accounts of the experiences of war, little is written about the experience of being at 

home again (Middleton, 2011). Soldiers change from a state of hyper-arousal, a 

protective mechanism in warzones, to a more relaxed state. They change from warrior 

to spouse, soldier to civilian. These have all been mentioned by the interviewees as 

barriers to reintegration at home post-deployment. The changes outlined require 

understanding on the part of the healthcare provider to enable appropriate support 

provision in the transition (Danish & Antonides, 2013). 

 

To improve this care, providers outside of the ADF need to acquire military cultural 

competency, which would necessitate the development of training programs to 

address this deficit. Removal of the stigma attached to seeking mental health 

assistance from trained military staff, without fear of adverse career outcomes, would 

also be a solution to this need for culturally competent care (Department of Veterans’ 

Affairs, 2019). These are both recommendations that come out of recent research that 

will be discussed later in this chapter, and are supported by the medic interviewee’s 

comments on barriers to care access. 

 

Shannon sought professional help to overcome her readjustment problems, which 

focused on emotional and anger management issues. However, she felt the 

psychologist was less than helpful, for “he said you’re probably just hormonal. [pause] 

So I did not go back. Until my friend committed suicide. [pause] Then I went back” (S. 

Killman, interview, 2017). This demonstrated both that her return home was a 

significant ordeal, as well as the lack of cultural and gender sensitivity and competence 

on the part of the psychologist. The suppression of emotion is a common thread 

amongst the medics interviewed, and could lead to long-term psychological trauma or 

maladaptation. Soldiers are also orientated to their work and feel defined by their 

ability to function under stress; thus they have a wary relationship with military mental 

health providers, fearing damage to their career (Meyer & Wynn, 2018). They 

therefore ignore their individual need for help, or go outside the military to find the 

help required, as reflected by the interviewed medics. Without appropriate support 

they may fall into detrimental alternative coping strategies such as alcohol and drug 

misuse, or violent or anti-social behaviour (Parker, 2011). 



271 

Psychological Support; Future Research and Recommendations 

Lack of psychological support for military personnel can lead to the development of 

destructive survival mechanisms and long-term psychological illness. Substance abuse 

and depression are significant problems in soldiers returning from deployment, 

especially in the first year. These “health-compromising behaviours” can be a result of 

the isolation the veterans experienced on returning home and their inability to 

reintegrate into the family setting (Danish & Antonides, 2013, p. 552). They use these 

behaviours to compensate or replace the lost feelings of comradery (Danish & 

Antonides, 2013). Further research in this area is required to inform the development 

of health services to support these members. However, a study was undertaken 

between 2003 and 2007 in the USA, which looked at types of community reintegration 

problems experienced by returned veterans from Iraq and Afghanistan. It noted 

increased drug and alcohol use and anger management issues since return from 

deployment. This study examined issues such as attitudes and beliefs regarding PTSD, 

financial and logistical issues, and concern about the stigma of mental health issues 

affecting their continued service, as barriers for military personnel to seeking 

assistance with reintegration. This is despite the vast majority in the survey indicating a 

desire to gain assistance with readjustment from deployment (Sayer et al., 2010). A 

further study published in Australia in 2018 acknowledged similar care barriers for 

Australian service personnel, acknowledging that early treatment of mental health 

issues is an important goal for effective outcomes (Van Hoof et al., 2018). Issues 

relating to the gap between the need for appropriate psychological support, and the 

availability and accessibility, were highlighted during the interviews conducted for this 

thesis. Options to improve mental health care for ADF members are discussed in the 

following section. 

Defence Mental Health Strategy 

The Department of Defence Mental Health Strategy 2018–2023 has a goal to promote 

culture, behaviours and attitudes that develop positive mental health support for its 

members, and overcome the stigma associated with mental illness to encourage 

access to the services offered (Department of Defence, 2017). It is built around the 

World Health Organization definition of positive mental health: “Mental health and 
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wellbeing is the state in which the individual realises his or her own capabilities, can 

cope with normal stress of life, can work productively and is able to make a 

contribution to his or her community” (Galderisi et al., 2015, p. 231). The 

recommendations came as a result of the Dunt Review into mental health care in the 

ADF, and during transition through discharge (Dunt, 2009). 

 

The Dunt Review, conducted in 2009, was a wide-ranging review that consulted with 

members of the ADF on topics such as mental health services, pre- and post-

deployment mental health interviews, military culture and mental health care, mental 

health rehabilitation and transition programs, resilience training and impact on 

families. It found that, whilst mental health care delivery in the ADF was of a high 

standard, it required substantial modification. These modifications included an 

overhaul of mental health teams to include other health providers such as social 

workers (Dunt, 2009). This an interesting suggestion when considering the comments 

of the interviewees regarding the benefits of social workers for mental health issues 

post-deployment, whom they had to access outside of the military. Military culture 

and mental health and the negative stigma attached, with the military ethos of mental 

toughness, are discussed as barriers to care in the report and are also mentioned in 

this chapter. The importance of family involvement in health screening and support 

was also flagged as an area requiring reform (Dunt, 2009). 

 

As a result of the Dunt Review the Defence Mental Health Strategy was developed in 

2009 and modified regularly. The achievements from the initial version include a 

mental health awareness day, development of e-Health resources, increased mental 

health training for health providers, as well as an increase in pre- and post-deployment 

mental health screening. Plans moving forward include improving suicide prevention 

and mental health strategies for ADF members, families and veterans, improving 

family support, and a change to organisational culture to support access to mental 

health support (Department of Defence, 2017). The implementation of the 

recommendations of the Dunt Review also saw the commencement of research into 

transition from deployment, and also from defence to civilian. The report from the 

Transition Taskforce was released in 2018, and will be discussed later in this chapter. 
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In conjunction with the Transition Taskforce report, the Veteran Mental Health 

Strategy was released, a ten-year planning framework encompassing 2013–2023 to 

support the mental health and wellbeing of the veteran and ex-service community 

(Department of Veterans’ Affairs, 2013). It is underpinned by the three principles of 

prevention, recovery and optimisation. It aims to reduce the onset of mental health 

issues, improve personalised goal-oriented recovery and optimise quality of life. It 

recognises that from 1999 the operational tempo for ADF members has increased and 

the type and frequency of deployments has changed. This diversity creates vastly 

different issues for modern deployed personnel and thus the type of mental health 

support required (Department of Veterans’ Affairs, 2013). These are major steps in 

public policy. However, it is notable that during these years, that is from 2009 to 2017, 

the tragic toll of veteran suicides has continued unabated, and other problems, such as 

homelessness, are of increasing public concern. 

Models of Care 

To improve the mental wellbeing of soldiers returning from deployment to assist with 

positive reintegration at home, a number of programs have been researched. Some of 

these have been identified, some implemented, but most options require further 

development to provide appropriate levels of support. My research has identified that 

these support options are vital in the care of Australian Army veterans returning from 

combat to overcome the stressors that create long-term psychological injury. The 

increasing frequency and tempo of deployments and current negative outcomes for 

service personnel who are being deployed to warzones makes this issue an urgent 

priority. 

 

Training Programs: There has been some work done into changing the modality of 

support offered to service personnel post-deployment to assist with reintegration into 

a civilian lifestyle. One option that is utilised extensively in the USA is training 

programs for civilian support services to understand the multifaceted nature of 

military culture and overseas deployment. The intent of this is to improve the 

availability of support offered to members, as well as promote the overall health and 

wellbeing of defence members. The training is aimed at improving military cultural 

competency (Meyer & Wynn, 2018). These recommendations and the associated 
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resources should be further expanded and implemented in Australia. This is required 

to further support service personnel, as the lack of understanding of military culture by 

external health professionals is a barrier to adequate care provision, as previously 

discussed. 

 

Self-Care: Another model of care is built around the assumption that difficulties and 

distress experienced by soldiers on return from deployment are not a result of 

psychological injuries or exposure to trauma, but the result of the psychological and 

social changes that that they experience on returning home (Danish & Antonides, 

2013). This reflects the theories proposed earlier in this chapter that it is the loss of 

comradeship, social connection and sense of community on return from deployment 

that cause reintegration issues. The model involves goal setting to improve the 

integration of service members, with an emphasis on self-directed change, focusing on 

the future and what is important to all involved (Danish & Antonides, 2013). This goal-

setting process to improve the mental health of military personnel post-deployment 

was discussed as a positive process by the participant medics when considering their 

mental health support options. 

 

The care model involves e-workshops and community-based delivery that can be 

accessed by members and their families when suitable for them. Being online also 

removes some of the fear of stigma associated with the reporting of mental health 

issues (Chapman et al., 2014). It also allows for large numbers of veterans to access 

care even if their issues are unreported (Danish & Antonides, 2013). Australia has 

developed a range of mental health training and support packages for both veterans 

and their families (Australian Government, 2019) and the health practitioners 

supporting these people (Department of Veterans’ Affairs, 2011b). It is, however, 

unclear how well these services are utilised by these groups, but they contain both 

instructional and support information. There was no mention in my interviews of the 

participants, or their families, seeking any self-help platforms. Medics, as healthcare 

professionals, may also be reluctant to seek psychological support. Nurses are taught 

to care for others, but often express reluctance to access care for themselves (Blum, 

2014). 
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Preventative Care: The Transition and Wellbeing Research Programme: Impact of 

combat study published by the Department of Veterans’ Affairs in 2019 looked at the 

impact of deployment on the mental, physical and neurocognitive health of ADF 

members who deployed to the MEAO. It examined mental health, deployment risk 

factors, resilience and deployment-related trauma in a cohort of 1350 ADF members 

who deployed between June 2010 and June 2012 and the mental and physical health 

of members and transitioned out members in 2015 (Department of Veterans’ Affairs, 

2019). This extensive research was used to guide programs to support the wellbeing 

needs of ADF members and their families. This study is part of the Transition and 

Wellbeing Research Programme, which is the most comprehensive Australian study of 

the impact of military service on members. It also aims to predict persons who are at 

risk pre- and post-deployment to increase support in this area (Department of 

Veterans’ Affairs, 2019). This focus on preventative care is a point of difference 

between World War One and modern conflicts. In World War One the concentration 

was on repatriation, housing, work and pensions for returning veterans as, in some 

way, thanks for their service. This laid the foundations for the care of veterans from 

future conflicts (Lloyd & Rees, 1994). These new initiatives are directed toward 

anticipation of issues, counteracting problems, removal of barriers and self-help. 

 

Peer Support Programs: The DVA study discovered that the number of combat 

experiences and exposure to traumatic events overseas are predictors of elevated 

psychological distress, which increased suicidality, alcohol use and anger (Department 

of Veterans’ Affairs, 2019). These issues were all mentioned as personal experiences by 

the interviewees in this thesis. It also revealed that the return of military personnel 

from the operational environment and the attempt to adapt to day-to-day civilian lives 

can cause an over-reactivity to any minor stressors, causing reintegration issues 

(Department of Veterans’ Affairs, 2019). This over-reactivity is a self-defence 

mechanism in warzones, but does not fit well on return home to a civilian 

environment. These issue must be understood to support successful reintegration 

(Hoge, 2010). If not understood and adapted, these issues can all lead to longer term 

psychological issues (Hoge & Castro, 2012), as well as relationship breakdown. These 

maladaptation issues are also linked, as previously discussed, to the loss of unit 

cohesion and reliance on fellow unit members and the support this provides when 
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returning from deployment (Cigrang et al., 2014). A sense of belonging is an important 

component of the development of cohesive military teams, and is a protective factor 

for service personnel returning form active conflict (Watt & Kehoe, 2020). These 

formal and informal support networks require greater research as they appear to be of 

significant importance to ADF members. They therefore may be a key to improving 

mental health, relationship and reintegration issues of veterans. 

 

An additional finding of the study cohort was that those who had left the ADF had 

significantly worse mental health issues than those who continued to serve. This is 

possibly the result of informal health support provided by likeminded colleagues in the 

military work environment (Riviere et al., 2011) and the “healthy soldier” effect of the 

ongoing need to maintain physical fitness. It may also be linked to ready access to 

health care during service (AIHW, 2017). The findings also indicate that mental health 

issues can develop over time and are worsened if the member is moved away from a 

supportive network, as occurs regularly in military posting cycles. Posting cycles 

involve an ADF member being moved on a regular two-to-three-year cycle to various 

locations across Australia to support their career and the operational requirements of 

the ADF (DVA, 2019). This is associated with the loss of support of colleagues and 

“tribe”, as discussed previously. The loss of support networks was described by the 

research participants in the interviews as an issue that negatively affected their mental 

wellbeing and returning home experiences. This can lead to the veteran feeling 

isolated and alone, leading to emotional and psychological issues. 

 

Increased Psychological Screening: The report also highlighted the need for regular 

health screening, not only in the period post-deployment, but throughout the 

members’ career and following transition out of the ADF. It also recommended this 

support be provided by military or military-aware mental health professionals (DVA, 

2019). This conclusion is an interesting link to the research findings discussed in this 

thesis, because interviewees indicated psychological support was intensive 

immediately post-deployment, but decreased after that time. 

 

Improved Access to Care: The interviewees also commented that support was difficult 

for members to access when needed, requiring the member to seek outside 
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assistance. Barriers to seeking care were also investigated in the DVA study, with 

stigma and career detriment cited as reasons for not seeking help (DVA, 2019), as 

previously discussed. Effects on partners and children, and members’ relationships 

with them, were also explored to a small degree. This is an area that requires 

significantly more research due to the positive or negative impact a family can have on 

a member experiencing adverse mental health issues on return home from 

deployment. The effects of military life and mental health issues of veterans on the 

partners and children of ADF members also require greater research emphasis. 

 

Support by Family and for Family: The importance of family support to veterans is also 

a strong theme in this thesis which has been addressed as part of the reforms. As well 

as assistance for members, a range of support and information services have been set 

up for family of service personnel, specifically targeting deployment, return home and 

mental health issues, to assist their understanding of the issues faced (Joint Health 

Command, 2013). Wartime service has long-lasting effects on partners and children as 

soldiers put home “on hold”, but for the families life continues. This time mismatch 

can cause reintegration problems on return as each has dealt individually with their 

own personal challenges separate from the other (Hoge, 2010). These issues are all 

concerns raised both in this chapter, and also by the participant medics in their 

interviews. The Department of Defence and DVA initiated a family wellbeing study 

which was published in 2018 that looked at the effect military service has on families, 

and which investigated their unique needs. It recognised the vital role played by 

families in the health of ADF members, but acknowledged that less is known about the 

impact military service has on family members themselves (Daraganova et al., 2018). 

 

A common saying in the military is “when one person joins, the whole family serves” 

(Daraganova et al., 2018, p. 15). This recognises the impact that military life has on the 

family as a whole. Unique pressures come from not only deployments, but also from 

the constant social separation of posting cycles that disrupt social networks, schooling 

and employment. These cyclical patterns of separation and reunification also cause 

renegotiation of family roles and re-establishment of relationships (Muir, 2018), all 

issues discussed by the interviewees. Families require support throughout this 

transition process and must learn that they cannot fix all the problems that occur 
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alone, but need to seek professional support (Hoge, 2010). These issues are further 

exacerbated if the veteran develops significant mental health issues as a result of their 

service (Daraganova et al., 2018). 

Barriers to Support 

The proposals discussed above aim to support members and their families with a 

variety of face-to-face and online services. However, a quotation contained within the 

Veteran Mental Health Strategy re-emphasises the issues raised earlier in this chapter. 

An unnamed East Timorese veteran stated: “Your family are now the friends who were 

there with you when you were away. And your real family have no idea what’s going 

on for you anyway. You’re back, so they think you’re okay” (DVA, 2013, p. 11). It is not 

apparent in these strategy documents how these isolation and reintegration issues are 

to be addressed, and this is something that requires closer consideration, research and 

adaptation. 

 

So whilst it appears that the military has developed strategies to support and improve 

the mental health of its service personnel, how much are these services accessed and, 

if they are not being utilised, why not? Raymond Griggs, AO, Vice Chief of the Defence 

Force from 2014 to 2018, commented: 

 

No matter our rank, position, or where we are, we all have a role in making it 
easier to talk about mental health … most importantly, let’s talk about the shift 
in culture we are making; a shift that needs to be maintained to reduce stigma 
and other barriers to care. (Department of Defence, 2017, p. 22) 

 

This may give an indication of one issue. A mental health and wellbeing study 

conducted in 2010 by the Australian Defence Force reported that just under one-fifth 

of serving members had sought help for stress-related, family or mental health 

problems, despite the high rates of mental health and substance use amongst ADF 

members. These findings suggest a significant mismatch between service needs and 

provision (McFarlane et al., 2010). Common barriers have been reported as fear of the 

effect on their career or deployment and privacy concerns (Daraganova et al., 2018), as 

well as fear that they would be seen as weak, be embarrassed or feel worse due to 

being unable to solve their own problems (Department of Veterans’ Affairs, 2019). 
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Effective therapeutic relationships are built on trust and confidence to influence 

positive outcomes (Watt & Kehoe, 2020). Therefore, is it the stigma of mental health 

and the perceived lack of understanding and support that is causing members to avoid 

seeking help? Is it the lack of understanding of the military mental health clinicians, as 

mentioned by the interviewees, of what support the members require that is turning 

them to seek outside assistance for their mental health issues? Or a combination of 

both these issues? This requires further investigation. 

 

The difficulties of reintegrating into civilian life on leaving the ADF are often 

exacerbated by the struggle to find satisfactory employment, which can have an effect 

on veterans’ self-esteem and sense of identity. Again these challenges will be worse 

for veterans with mental or physical health issues (Muir, 2018). The military lifestyle 

where a member has someone else controlling their life and career, and the lack of 

transferability of many skills gained in the ADF, further complicates this transition 

(Mental Health Professionals Network, 2019). This situation may be easier for medics 

who already have civilian-ready transferable nursing skills and qualifications. 

 

As noted in Chapter 3, the contemporary training for medics has integrated the 

accreditation requirements for an enrolled nurse (Nursing and Midwifery Board of 

Australia, 2019). This inclusion was not regarded with much favour by the army medics 

themselves, whilst they were serving, as many of the skills necessary for their 

qualification are not completely relevant to military service. However, this is an aspect 

of their training which is of future benefit, and which gives them a resource in 

reintegrating to civilian life. It is difficult for individuals serving in the ADF to think 

beyond their immediate role, but those responsible for public policy do so. 

 

The Transition Taskforce was formed to explore the experiences and perspectives of 

current and former ADF members and their families on leaving defence, to develop 

strategies to guide and improve this experience for military personnel (DVA, 2018). The 

themes discovered during this taskforce’s research, in relation to transition difficulties, 

replicate the stories the interviewees recounted on returning home post-deployment. 

These army medics move from the structured deployment environment to their 

routine job and family life, which they, at times, feel is beyond their control. As a 
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result, during the interview process, they expressed feelings of stress, anxiety and an 

inability to “fit in” on returning home. Enablers of effective transition out of the ADF 

identified in the research mirror those discussed by interviewees as improving their 

return home from warzones. These include access to professional care, psychological 

preparation, connection to peers, and family assistance and support (DVA, 2018). 

 

This is important information for it highlights the need to focus on improvement in the 

areas identified to both enhance the mental health of ADF members as well as to 

support the short- and long-term strength of ADF members and their families. It 

further emphasises the need for the research that is recommended in this thesis 

chapter as well as the changes in both individual and family mental health support for 

ADF members to improve the overall health of this population. The recentness of these 

reports from both Australia and overseas highlights the urgency and import of the 

issues brought forth in the development and analysis of this thesis. 

Thesis Synopsis 

This thesis was guided by qualitative research in the form of historiography. Historical 

narrative requires more than just a series of dates and events that have been collected 

from a variety of sources. Historians must incorporate analysis and interpretation into 

their recount (Tosh, 2013). Utilising thematic analysis the stories of the Australian men 

and women portrayed here have been analysed and the themes captured (Polgar & 

Thomas, 2008).The firsthand accounts of the World War One stretcher-bearers and 

contemporary medics portrayed in this research are the basis of this thesis and provide 

the depth and importance of the topic. As reflected by the philosopher Dilthey, whose 

teachings guide the research, a historian reflects more about history and gives a 

stronger impression of the life led by the people portrayed the more he reveals about 

the relationship between the two: “The historian, describing historical situations and 

characters, will give a stronger impression of real life the more he reveals of these vital 

relationships” (Dilthey, 1979, p. 178). The personal accounts of events by World War 

One stretcher-bearers were compared and contrasted with those of modern day 

medics. These accounts were supported by articles, books and reports to develop a 

wider picture of the impact military service in warzones had on the individual soldier 

and, in reflection, their families. The incorporation of a variety of sources to support 
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the oral history is important, for the methodological approach utilised in this thesis 

requires scrutiny of as many sources as possible, and gives weight to their narratives, 

descriptions and style of communication (Hodges, 2010). 

 

The purpose of this thesis is an historical analysis, which contextualises both the 

experiences of the soldier medics, and their articulation of their experiences, as an 

important chapter in the story of nursing and warfare. The scientific strand, what 

Wilhelm Dilthey termed the erklären, cannot explain human experience, but can only 

observe physical processes. The moral strand, essential to the humanities, requires a 

shared understanding and creation of meaning. This creation is easy within 

institutional structures with strong cultures, but difficult in times of change. The return 

to civilian life is one of the most fragmented of the themes discussed, because of the 

lack of conclusive outcomes and definite descriptions. This is an inevitable part of flux 

and individuation, after the intensity and group cohesion of military conflict (Nicola, 

2018). 

 

More specifically, the research examines the impact of the role duality of soldier and 

healer on the Australian Army medic traversing a century, and creates a long-lasting 

record of their contribution to the ADF. The cultural structures of returned 

servicepeople are often temporary and subject to reassessment, but, from this 

process, important social issues arise (Alexander, 2009). Thompson and Perks (1989) 

assert that everyone’s life experience is meaningful and by sharing these experiences 

they can enrich and add wisdom to the lives of others. Such is the meaningful 

contribution of the men and women who shared their stories through this research 

platform. 
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Chapter 10 

Discussion and Conclusion 

Summary of the Research 

This thesis presented an historical analysis, based on individual experiences of 

Australian Army medics serving in the MEAO in recent times during the War on Terror 

and their forebears, the Australian Army stretcher-bearers of the field hospitals of 

World War One. It examined the role duality of this specialised group within the 

Australia Army as part of the medical corps (who are both soldiers and members of the 

healing profession as nurses) and its effect on the individual. As stated in the 

introduction to this thesis, whilst there has been previous research into this corps, 

especially during World War One and World War Two, there is limited information 

relating specifically to the army medic. 

 

The research aimed to answer the following question: 

 

How did the role of the Australian Army medic evolve over the course 

of the twentieth century? 

 

This primary research question was supported by sub-questions that assisted in the 

development of the discussion points used in the interviews with the current serving 

army medics, and in the analysis of both their reflections and those of the World War 

One stretcher-bearers’ letters and diaries. 

 

This guiding question has been answered by investigating the evolution of the medic 

role over the past century and the intersection and dichotomy between the medics’ 

dual role of soldier and nurse, with associated hierarchies, codes of conduct, ethical 

and professional responsibilities, training and notions of duty of care. This thesis 

examined how this specialised role within the Australian Army differs from other 

serving soldiers and the impact it has on the personnel performing these duties. This 

exploration was done with a focus on personal reflections, and an analysis of how 

these reflections have changed in the course of time. These reflections were 
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embedded within their social context and aligned within the distinctive medic role and 

the military circumstance of overseas deployment as a whole. 

 

The role dichotomy, and possible conflicts, of being an Australian Army medic as both 

a fully trained soldier as well as a member of the nursing profession, is a principal 

concept of this thesis. The impact of these dual roles, with their own sets of principles, 

morals, doctrine and accountability, and the stress of making life-saving decisions in a 

warzone were explored. In conflict situations where the environment is unstable and 

life threatening there is no time to reflect on choices, but this may lead to feelings of 

moral or ethical distress when reflecting on decisions made (Nathanson, 2013). The 

unique challenges faced as the “warrior nurse” (Griffiths & Jasper, 2008, p. 96), who 

must operate as both soldier and nurse with dual loyalties, were explored with a 

specific focus on the psychological impact, both short and long term, on the individual 

as they return home from deployment. 

 

Letters and diaries of personal experiences were used to tell the stories from World 

War One. These historical documents, which were contextualised within the social and 

political climate of the time, were used to tell a story, but also to seek to, as with all 

history, understand and explain past events by interpreting their meaning (Williams, 

2012). The current serving medics told of their experiences through individual 

interviews, which again were related to the current times to set the historical theme. 

The similarities and differences between the memories, feelings and experiences of 

these two unique groups of people who performed the specialised role, separated by a 

century, were compared and contrasted. Despite the vast differences inherent within 

these two distinct groups from which my information was gathered, there are many 

similarities that are reflected in these personal memoirs. As Dilthey stated: “The 

individual person in his independent existence is a historical being. He is determined 

by his position in time and space and the interaction of cultural systems and 

communities” (1979, p. 181). Thus this historical thesis examined the integration and 

impact of societal and community influences on the individual, and how this web of 

relationships impacts their physical and mental wellbeing. 
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The historical perspective is a vital component in this research as the community 

support for the war in which the soldiers fought significantly affects the impact this 

portion of their lives has on their short- and long-term, mental wellbeing. As well as 

the diaries, letters and interviews used to tell the story of these men and women, 

books, poetry, journals and other information platforms were researched to add to the 

historical stories that create this thesis. This is supported by the work of Dilthey, who 

stated that the study of history in the human world requires “not only the extensive 

interpretation of texts and verbal utterances but also the treatment of many other 

social phenomena as if they were texts to be interpreted” (1979, p. 10). 

 

The stories of these serving medics and other service personnel, and the associated 

contemporary history, could disappear from future historical analysis as current 

transient methods of communication such as telephone, skype and email from 

overseas deployments will be lost to future generations of scholars. As a result the 

associated historical narrative may vanish. This would be a tragic deficiency for the 

future scholar and historian, for history guides future endeavours. Whilst “history 

cannot predict the future. Unlike science, history does not study laws of nature but 

specific events in the past … Fortunately, we are not condemned to repeat history, but 

free to make the best of it” (Williams, 2012, p. 42). To some extent, however, new 

primary source materials are being created in the contemporary world by the 

proliferation of recording devices, photographs and films made by participants in 

events and published through websites. The memories and testimonies of individuals, 

like those recorded and analysed in this thesis, are also a perpetually renewed primary 

source for historical study. 

 

Dilthey supported the belief that history is important to the contemporary world. He 

conceptualised time as a constant flow where the future becomes the present and the 

present the past; thus the “immediate experience is always enriched by awareness of 

the past and anticipation of the future” (Dilthey, 1979, p. 17). The loss of primary 

sources over time may prevent our ability to use history to enrich our present and 

develop the future.  
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Historical research such as that reported in this thesis helps to consider not only the 

financial and political implications of sending ADF troops overseas to be involved in 

military actions, but also the social and cultural consequences. This thesis likewise 

explored the emotional and psychological scars left on service personnel in the 

aftermath of their return. It aimed to both showcase the individual person by 

publishing their own thoughts and reflections, and to examine the themes supported 

by these individual utterances. By examining and publishing extracts from both the 

unpublished letters and diaries and personal interviews, this thesis is adding 

significantly to the body of historical knowledge for future researchers. 

 

As this thesis begins with the First World War, and ends over a century later, historical 

dialogue is imperative as it could not have been written without the letters and diaries 

of the World War One stretcher-bearers which were sent home to their loved ones 

and preserved for future historians. In this impermanence, humans strive to create 

lasting ideals and consistent narratives of their life world. Situations of transition can 

bring about a crisis where ideals are reassessed. By tracing what is distinct and what 

motivates the soldier medics upon their return home, they can be written into 

contemporary history. Their individual notions of their direction in life are all-

important: as Dilthey noted, we must identify “a striving towards goals in the basis for 

selecting, from the course of thought, what counts as valid knowledge about reality, 

about values, and about purposes” (2002, p. 33). 

 

In the case of army medics, their experiences are strongly moderated by the structures 

of the institutional traditions of the military, and established ethical practices for 

nurses. Each of these value systems are reinforced by both their training and working 

with peers within the same structures. However, there are gaps and conflicts between 

the two structures of military service and nursing duties. The army medics then 

experience dilemmas, moments of doubt, and the obligation to rely upon their 

individual justifications for the actions they undertake. These conflicts are sometimes 

solved through confident individual reasoning, but sometimes are difficult to negotiate 

and can lead to an acute sense of loss. This features in the narratives of those suffering 

from PTSD. 
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In this research, the narrative of PTSD is documented, for the soldier medics who 

served in the War on Terror, through their oral testimonies. In the case of the World 

War One stretcher-bearers, it is documented through reflection upon the medical and 

social institutes set up in 1920s Australia, which indicate the presence of a vast need. 

 

In the analysis, all individual observations by soldier medics are considered equally 

valid, despite their subjectivity. As Dilthey noted, and as is found in this research, the 

consciousness of an individual is not based entirely on logical thinking, but on 

transformations and imaginations which enable the overall structure of social beliefs 

to be integrated with the individual’s self-conception and life story: 

 

The totality of a person’s life is not the sum of the discrete experiences or 
moments in which life was lived in time, but rather a unity constructed on the 
basis of the interrelationships existing among all parts. The unity of life does 
not exist for a person’s consciousness; his consciousness exists as this 
experienced unity of past and present experiences. (as cited in Bulhof, 1976, p. 
22) 

 

This thesis is composed of two distinct sections. Chapters 1 to 4 give a framework to 

the research background and journey, methodology, method, role development and 

ethical implications for the medic whose dual role of soldier and nurse, warrior and 

healer, can be conflicting. The second section, Chapters 5 through 9, tells their stories 

directly through the written word of letters and diaries, and the spoken word through 

interviews, embedded within the background of the political and societal beliefs of the 

times. This section also compares and contrasts the themes that emerged from the 

analysis of these recollections and the effects war and overseas deployment have on 

this specialist group. This was done to consider how future plans can improve their 

transition from warrior to homeland soldier, to provide better physical and 

psychological support for soldiers and their families in the future. The importance of 

understanding history to shape future developments is reinforced by this quotation 

from Chapter 1: 

 

We must be aware of our history to better understand not only whence we 
came, but to identify some of the possible paths down which the Australian 
health services in the ADF are likely to proceed. To ignore recent and past 
history is to neglect our traditions and to risk errors based on ignorance of 
mistakes already made and solutions already devised. (Tyquin, 2000, p. 79) 
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Outcomes and Consequences 

Combat and deployment have wide-ranging effects on the men and women who 

continue to serve, and have served, the ADF over the century. Deployment overseas as 

a member of a military organisation is, by its very nature, a defining moment of 

existence for every individual. However, the glamour and excitement of return may be 

tempered by feelings a great adventure has ended (Garton, 2020). Despite the 

importance of these deployments on the military personnel, they come with varying 

degrees of negativity and adjustment for the military members and their families. With 

the continual increase in returned veterans in Australia, and a change in the type and 

frequency of deployments, the effect overseas service has on individuals is the focus of 

recent ADF research projects (Department of Veterans’ Affairs, 2013). This thesis 

looked at these issues, which are gaining increasing significance, through the lens of 

the people who serve in the specialised role of army medic. The aim was to utilise this 

insight to search for outcomes and solutions to the ever-increasing problem of 

reintegration of military members to civilian life post-deployment. These integration 

difficulties can cause mental health issues, relationship breakdown, increased use of 

drugs and alcohol, violent and anti-social behaviour and, at times, the ultimate 

personal sacrifice of ending one’s own life (Van Hoof et al., 2018). 

Major Issues 

The following major issues have been identified in the research as having significant 

impacts on the psychological wellbeing of the soldier medic. These concerns are 

supported by recommendations to assist in overcoming them, and possible future 

research options, which will promote positive post-deployment outcomes.  

1. Trauma or Isolation 

My research proposes there are many barriers to successful reintegration home from 

deployment to warzones.  

 

Background: It is well established that trauma from experiences overseas is associated 

with the development of mental health and psychological issues (Riviere et al., 2011), 
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but this trauma cannot be avoided. What can be addressed is the other predominant 

issue that has been identified; that is the feelings of loss and isolation that veterans 

feel on returning home after the intense comradery of deployment. This comradery is 

vital in the development of the resilience that assists soldiers to manage stress in 

combat situations (Meyer & Wynn, 2018).  

 

My Findings: My research indicates that soldiers feel an inability to relate to people 

who have not shared their experiences, have a negative perspective regarding the 

work they have done overseas or just do not want to know what they have done. This 

is the loss of tribe. The disinterest and negativity leave them feeling alone and 

unsupported, even by family. This isolation is exacerbated by feelings of loss of identity 

and importance as they return home to a job that lacks fulfilment and a family that has 

managed alone and has moved on from where they left them, a team they lose 

contact with, and feelings of futility and incompletion of a conflict that is still 

continuing. These feelings can be intensified by current military procedures of 

continual posting cycles that move the member away from their military team and 

family support. The import of these bonds and the preparation for families of ADF 

members returning home is a strong theme in this thesis and requires further research 

to provide solutions.  

 

Recommendations: 

 

• Research the importance of military bonds on the coping ability and mental 

health of ADF members. This will aim to improve the anguish felt on return 

home from overseas deployment caused by loss of comradery.  

• Develop detailed information packs that are provided directly to families 

outlining support available. This information would include examples of what 

the member will experience on their return home physically and 

psychologically, and ways to best support this return. Whilst some information 

and assistance are offered online, the interviewees gave no indication that 

they, or their families, accessed any available online resources. Does this mean 

that they were unaware of the availability of this support, or chose not to 
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access it? This requires further research to provide solutions to this care access 

gap. 

• Increase the formalisation of team support networks and debriefing 

measures within the military environment. This will provide the veteran with 

the sense of comradery they yearn for and overcome the isolation. Research is 

required into support options such as the Swiss 8 App Open Arms and 

Operation Overwatch, developed by veterans to support veterans, to 

determine their worth and suitability for expansion and support by the 

Department of Defence.  

• Increased education. Soldiers need to learn to turn off the emotions that kept 

them safe overseas, such as anger, aggression and decreased emotional 

responses, and turn on the caring empathy required to maintain relationships. 

All these emotional conflicts were brought up as an issue by the serving medics. 

 

2. Military Culture 

Background: Military culture is a strong theme throughout this thesis. Military cultural 

competency, the understanding of this distinct and unique social phenomena 

attributed to the military, is vital when providing medical support as much of the 

behaviour of the individual seeking help can only be explained by the influence of the 

common entity of defence (Krueger, 2000). Combat-related stress and problems 

related to transition home must be differentiated (Danish & Antonides, 2013) and this 

presents challenges for professionals who are inexperienced in military life (Reger et 

al., 2008). Poor treatment outcomes have been attributed to non-culturally informed 

psychological care of serving personnel (Meyer & Wynn, 2018). An appreciation of the 

military experience enhances the therapeutic alliance and thus delivery of effective 

care (Veterans and Veterans Families Counselling Service, 2014). Military cultural 

competency is vital in the medical management of this unique group and must not 

be undervalued. 

 

My Findings: During interviews the participants discussed issues relating to accessing 

pertinent psychological support on return home from deployment. They discussed the 

inappropriateness and unsuitability of some of the support offered or provided. They 
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reflected that the time it took to access psychological care was too long, leaving them 

in a precarious mental state and searching for alternative support. Care offered, or 

received, was at times minimal or inappropriately focused on their experiences 

overseas rather than offering solutions to problems relating to reintegration home 

from deployment. They stated they wanted assistance with family issues and feelings 

of isolation and loss of comradery. They wanted to discuss their issues, but found the 

military psychologists’ focus was on labelling their symptoms as PTSD and acopic 

behaviour, rather than on workable solutions. 

 

Recommendations:  

 

• Increased availability of appropriate psychological support immediately post-

deployment, and ongoing. This would require expanding the variety of support 

providers with appropriate understanding of military culture. It would also 

necessitate strict follow-up of all members immediately post-deployment, and 

ongoing, to evaluate the need for support services. 

• Improvement in the level of military cultural competency for outside health 

providers through further development of training programs. This a vital step 

toward increasing the availability of appropriate care options for service 

personnel seeking psychological support. 

 

3. Barriers to Accessing Appropriate Psychological Support  

Background: There is a significant mismatch between requiring and accessing 

psychological care by all military members, and specifically the army medic (McFarlane 

et al., 2010). Barriers to accessing mental health care by ADF members include the 

stigma associated with seeking treatment, and the stoic attitude and personal denial of 

military personnel (Dunt, 2009). They fear that career progression and relationship 

stability will be impacted if they report mental health issues to military mental health 

clinicians (Hoge, 2010), as they perceive that privacy and confidentiality are not 

guaranteed (DVA, 2019). Health professionals as a group appear more reluctant to 

access medical care (Weinstein, 2008) or psychological support (Chang et al., 2011). 

These issues therefore create dual barriers for the military medic. As effective 
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therapeutic relationships free of fear, stigma and embarrassment are vital in creating 

positive outcomes, these barriers are problematic (Watt & Kehoe, 2020). 

 

My findings: The medics who are the focus of this thesis, as health professionals, are 

more reluctant to access psychological support as they believe they should be able to 

manage the stress and trauma experienced. Their complex role duality as soldier and 

healer also puts them at greater risk of developing mental health issues as they 

struggle to become the care receiver rather than the care giver. Fear of adverse 

outcomes and career consequences when accessing psychological support was a 

strong theme amongst the interviewees.  

 

Recommendations:  

 

• The barriers to access to psychological care by military personnel, and how 

these can be effectively overcome, require further research. This research 

should specifically target military health professionals, such as medics. 

• The previous recommendation of training programs for outside mental health 

providers will also assist in removing the stigma attached to seeking mental 

health assistance from military staff. It will do this by ensuring culturally 

competent care can be provided by non-military professionals without adverse 

outcomes and fear of career consequences.  

• Removal of stigma attached to ADF members requiring psychological support. 

This would also require an increase in confidentiality and relationship 

development processes to increase the number of members who access the 

care they require. 

 

4. Impact on Partners and Children 

Background: Deployment, reintegration issues, feelings of isolation and psychological 

trauma felt by ADF members have a huge impact on the family. Partners feel they are 

taking on all responsibilities as the veteran works through their own mental health 

issues (Veterans and Veterans Families Counselling Service, 2014), and thus feel 

unsupported and alone. The children caught in this relationship may feel conflicting 



292 

overwhelming emotions ranging from excitement at their parent’s return, uncertainty 

about their changed reactions, jealousy and fear of repeat abandonment. One recent 

study found that children are more likely to display behavioural problems if their 

military parent experiences mental health problems (Daraganova et al., 2018). Whilst 

support is available, spouses and children report barriers to accessing this support such 

as not knowing where or how to find the help they require (Muir, 2018). 

 

My findings: The effect of military deployments on the partners and children of ADF 

members is an underestimated and under-researched area. These people are a vital 

component of the support network for returning personnel, a strong theme in this 

thesis. They are the ones who first notice behavioural changes in a veteran, but must 

also be aware of how issues of maladaptation to reintegration from deployment can 

affect their own health and wellbeing. The member can become distant, angry and 

aggressive or dependant on drugs and alcohol, with profound effects on the family 

unit. A strong theme discussed by the interviewees was that the return home was 

made more difficult by feelings of being out of sync with the family. For them time had 

stood still and they wanted to return to life exactly as they had left it, whilst life for the 

family had evolved and moved on. Partners had taken control and had become self-

sufficient, children had grown, and the medic felt like an outsider on return. The 

soldier had a very specific routine whilst overseas on deployment, and the family 

another. The adaptation for both sides on return home was raised as a significant 

issue. 

 

Recommendations: 

 

• Further research into the short and long-term effects that military life, 

posting cycles and deployment have on the partners and children of military 

personnel. This would investigate issues faced by families and, in turn, develop 

solutions and overcome barriers to accessing the care that is available. It was 

also indicated that there are deficiencies in accessible support. This is a under-

researched area that has wide-ranging and long-term consequences.  

• Families and ADF members need greater education to understand the issues 

each will face on return home to improve reintegration issues. 
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• Wider implementation of family support services and greater promotion of 

the support options available is essential. 

 

Reflections and Research Directions 

The issues and recommendations highlighted in this concluding chapter focus on the 

further research that is needed to better support the extensive, but specialised, body 

of highly trained individuals that is the Australian Defence Force. The problems that 

were revealed in the individual reflections of the army medic, as documented in this 

thesis, are recognised as wide ranging and socially significant. Moreover, they recur 

across generations and can be recognised in those who have served in very different 

combat zones. Each individual and situation are different, but all show fragments and 

patterns, revealed by historical analysis. As Dilthey stated: “The fullness of life 

expresses itself in innumerable nuances and can only be understood through the 

recurrence of these differences” (1979, p. 192). 

 

The army medic occupies a vital role. This thesis shows that a duality of ethics and self-

image is a consistent feature of being an army medic. Their distinct professional 

responsibilities should be considered by military historians in order to give a complete 

picture when representing Australia’s military deployments. 

 

This thesis is a work of historical scholarship but draws upon interdisciplinary research, 

in particular from the fields of social theory and psychology. This type of synthesis is 

now an established practice in contemporary history. The research for this thesis 

engages with problems which are evident in the primary source material generated 

from the interviews. Thus, the thesis includes recommendations for policies, in regard 

to service personnel, and this is not a traditional inclusion in a history thesis. However, 

all parts of the text are fully referenced and argued within the historical context.    

 

One area that could be expanded in future publications is the impact of gender and the 

defining experiences of the male and female medic. This thesis does not foreground 

the gendered aspects of the medic’s role. Other factors, such as class and Australian 

nationalism are likewise not made major themes of this study. All are important, but 
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worthy of a separate thesis in themselves. The focus here, on studies of individual 

subjectivity revealing the historical development of the healer/warrior role, does not 

permit that the thesis widen its scholarly grasp to the separate field of gender studies. 

 

The individual dilemmas expressed by the interviewees are supported by a variety of 

sources from both Australia and overseas and indicate both the necessity, and the 

urgency, of an increase in the psychological assistance and support given to ADF 

members. This is vital research to prevent exacerbation of the current increase in 

mental health issues within the ADF and the associated wide-ranging consequences. 

Whilst this thesis has an historical underpinning, it has extreme relevance to the 

present and the future for:  

 

Man becomes aware of himself in the present, he recognises himself in 
memory … [self-knowledge] only comes about by his effect on others … we 
learn what we once were and how we became what we are by looking at the 
way we acted in the past. (Dilthey, 1979, p. 176) 

 

We must consult the past to understand our actions into the future, for “Every fact is 

man-made and, therefore, historical” (Dilthey, 1979, p. 192). Such is the importance of 

this thesis in both its findings as detailed within, as well as its recommendations for 

future research, for the military and its people have an effect on all. 
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Epilogue 

 

And so it is done. The thesis is written. This journey has ended. 

 

And what a journey it has been. 

 

It has been my privilege to document an era of history. But this writing is so much 

more. It is a window into the lives of an amazing group of people whose stories span a 

century. I have shared these stories with you. 

 

The World War I stretcher-bearers are brought to life by their letters and diaries 

written during the horrors of war. These horrors can never be understood by those who 

were not there, but their heartfelt, honest, moving and at times comical descriptions 

shed light on the ordeal that was World War I. I hope I have done their memoirs and 

memories justice. 

 

The contemporary Australian Army medics were gracious enough to allow me to tell 

their stories. It was my honour to meet with these amazing soldiers whose profession it 

is to save the lives of military personnel serving on overseas missions. These tales shed 

light on their passionate commitment to this role. They spoke openly to me, revealing 

the good, the bad and the irresolvable in their memories of military service as medics. 

They told their tales with passion, allowing me insight into their feelings and revealing 

to me moments of their lives previously untold to anyone. These stories and memories 

uncovered raw feelings, inflicting deep felt sorrow as memories were unearthed. The 

emotions engendered in me as I listened were indescribable. 

 

They have made me laugh and cry, but most of all I stand in awe of the men and 

woman who have run forward into the firefight, prepared to give their life for that of 

another, for over 100 years. This tradition continues. 

 

It has been my privilege to work amongst these people as I supported the health care of 

Australian Army members as a nurse. My work there has given me unprecedented 



296 

insight as a civilian into the workings of the ADF. This knowledge allowed me to gain a 

level of understanding without which this thesis could not have been written. 

 

I thank them for their honesty and bravery. 

 

Kristina Griffin 2021 
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Appendices 

Appendix A Glossary and Abbreviations 

 

1RTB  1st Recruit Training Battalion 

AAMC Australian Army Medical Corps 

ADF  Australian Defence Force 

ADHREC  Australian Defence Human Research Ethics Committee  

ADS  Advanced dressing station 

AHPRA  Australian Health Practitioner Regulation Agency 

AHS  Australian Hospital Ship 

AMA Advanced medical assistant 

AMAC  Advanced medical assistant course 

AME  Aeromedical evacuation 

ANA  Afghan National Army 

ANMAC  Australian Nursing and Midwifery Accreditation Council 

ANZAC  Australian and New Zealand Army Corps 

ANZUS  Australia, New Zealand and United States Security Treaty 

APA American Psychiatric Association 

Armistice Day The end of World War I 

AWM Australian War Memorial 

BMAC  Basic medical assistant course 

Brassard  or armlet is an armband, piece of cloth or other material worn around the 

upper arm; the term typically refers to an item worn as part of a military 

uniform. 

Cacolets  a seat or bed fitted to a mule or camel for carrying sick or wounded people 

Capsarii  also known as milites medici; ancient Roman combat medics 

CCS  Casualty clearing station 

Corps  A branch of an army assigned a particular kind of work 

CP  Collecting posts 

Decompression Graduated adjustment process on return home from deployment 

Deployment  a military mission, often overseas 

EN  Enrolled nurse 
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Geneva Conventions Rules that apply in times of armed conflict and seek to protect 

the wounded on the field of battle. They dictate the use of symbols such as 

the Red Cross, care of wounded and carriage of arms by medical personnel. 

HMAS  Her Majesty’s Australian Ship 

HMAT  Her Majesty’s Australian Transport Ships 

HREC  Human Research Ethics Committee 

ICU Intensive care unit 

IED  Improvised explosive device 

MDS  Main dressing station 

MEAO  Middle East Area of Operations; Australia’s military involvement in areas of 

Afghanistan and Iraq is often referred to as this. 

Medic  Medical Assistant 

MM  Military Medal, a military decoration awarded for bravery in battle 

MHCP  Military healthcare professional 

NAA National Archives of Australia 

NMBA Nursing and Midwifery Board of Australia 

NLA National Library of Australia 

Paulatim  Little by little 

Posting  assignment to a particular location or command 

PTSD  Post-traumatic stress disorder 

RAAMC  Royal Australian Army Medical Corps 

RAMC  Royal Army Medical Corps (Great Britain) 

RAP  Regimental aid post 

Recruit  A person newly enlisted in the armed forces and not yet fully trained 

Reservist/Reserves A member of a military force who is otherwise a civilian and has a 

career outside the military. 

RMO  Regimental Medical Officer 

RN Registered nurse 

RP  Relay posts 

RSB  Regimental stretcher-bearer 

SAS  Special Air Service 

Taliban  Religion based fighting faction in Afghanistan 
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TCCC  Tactical Combat Casualty Care; guidelines for military medical care under 

fire. 

Triage  The assignment of degrees of urgency to wounds or illnesses to decide the 

order of treatment of a large number of casualties; to prioritise care. 

UN  United Nations 

US  United States 

Urzelle  Smallest structural unit in history according to Wilhelm Dilthey. The exact 

translation of this German word is primordial cell. 

VC  Victoria Cross 

WMA World Medical Association 

WWI  World War I 

WWII  World War II 

Zusammenhange Structural system according to Wilhelm Dilthey.  

 

  



316 

 

Appendix B Sources 

 

Archives 

Australian War Memorial, Canberra, ACT 

National Archives of Australia, Canberra, ACT 

National Library of Australia, Canberra, ACT 

State Library of New South Wales, Sydney, NSW 

NSW State Archives & Records, Sydney, NSW 

 

Newspapers 

Army News 

The Age 

The Daily Telegraph 

The Sunday Telegraph 

The Sydney Morning Herald 

 

Archived Letters and Diaries 

Maurice Cann Evans: Diaries August 1914 – December 1918 

Dene Barrett Fry: Letters: May 1915 – April 1917 

Langford Colley-Priest: Diaries November 1915 – June 1919 

William Henry Thornhill Burrell: December 1915 – July 1919 

Wilfred Joseph “Allan” Allsop: Diaries July 1915 – December 1917 

 

Interviews 

Jayden Pyper: Interviewed 21/11/2016 

Adam Nothdurft: Interviewed 21/11/2016 

Glen Matthews: Interviewed 23/11/2016 

David Payne: Interviewed 14/02/2017 

Karinna Sanders: Interviewed 13/02/2017 

Mitchell Chat: Interviewed 13/02/2017 

Shannon Killman: Interviewed 28/02/2017 
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Christopher Bone: Interviewed 11/05/2017 

Andrew Westlake: Interviewed 24/05/2017 

Trevor (pseudonym): Interviewed 29/05/2017 

Simon Dunn: Interviewed 17/11/17 

Jesse Kuskopf: Interviewed 19/11/2017 
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Appendix C: Ethics Clearance 

 

This research received ethics approval from the Australian Defence Human Research 

Ethics Committee (ADHREC) Protocol number: 778-15 and the Charles Sturt University 

Human Research Ethics Committee Protocol number: 2015/024 prior to 

commencement of the research. 

 

Copies of applicable documents follow: 

 

1. Australian Defence Human Ethics Committee (ADREC) approval  

2. Charles Sturt Human Research Ethics Committee approval  

3. ADREC guidelines for volunteers 

4. Information sheet for participants 

5. Consent form for participants 
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1. Australian Defence Human Ethics Committee (ADREC) Approval 
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2. Charles Sturt Human Research Ethics Committee Approval 
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3. ADREC Guidelines for Volunteers 

 

AUSTRALIAN DEFENCE HUMAN RESEARCH ETHICS COMMITTEE  

GUIDELINES FOR VOLUNTEERS 

Thank you for taking part in Defence Research; your involvement is very much 

appreciated. This pamphlet explains your rights as a volunteer. 

What is the Australian Defence Human Research Ethics Committee? 

• ADHREC is the Australian Defence Human Research Ethics Committee. It was 

established in 1988, to make sure that Defence complied with accepted guidelines 

for research involving human beings. 

• After World War II (WWII), there was concern around the world about human 

experimentation. The Declaration of Helsinki was made in 1964, which provided 

the basic principles to be followed wherever humans were used in research projects. 

• The National Health and Medical Research Council (NHMRC) in Australia has 

published the National Statement on Ethical Conduct in Human Research (2007) 

(the National Statement). The National Statement describes how human research 

should be carried out. 

• ADHREC follows both the Declaration of Helsinki and the National Statement. 

What Australian Defence Human Research Ethics Committee approval means4.3 

• If you are told that the project has ADHREC approval, what that means is that 

ADHREC has reviewed the research proposal and has agreed that the research is 

ethical. 

• ADHREC approval does not imply any obligation on commanders to order or 

encourage their Service personnel to participate, or to release personnel from their 

usual workplace to participate. Obviously, the use of any particular personnel must 

have clearance from their commanders but commanders should not use ADHREC 

approval to pressure personnel into volunteering. 

Voluntary participation 

• As you are a volunteer for this research project, you are under no obligation to 

participate or continue to participate. You may withdraw from the project at any 

time without detriment to your military career or to your medical care. 

• At no time must you feel pressured to participate or to continue if you do not wish 

to do so. 

• If you do not wish to continue, it would be useful to the researcher to know why, 

but you are under no obligation to give reasons for not wanting to continue. 
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Informed consent 

• Before commencing the project you will have been given an information sheet 

which explains the project, your role in it and any risks to which you may be 

exposed. 

• You must be sure that you understand the information given to you and that you ask 

the researchers about anything of which you are not sure. 

• Before you participate in the project you should also have been given a consent 

form to sign. You must be happy that the consent form is easy to understand and 

spells out what you are agreeing to. Again, you should keep a copy of the signed 

consent form.  

Complaints 

• If at any time during your participation in the project you are worried about how the 

project is being run or how you are being treated, then you should speak to the 

researchers. 

• If you don’t feel comfortable doing this, you can contact the ADHREC Executive 

Officer. Contact details are: 

 

Executive Officer  

Australian Defence Human Research Ethics Committee 

CP3-6-036 

PO Box 7912 

CANBERRA BC ACT 2610 

AUSTRALIA 

Tel: (02) 6266 3807 

E-mail: ADHREC@defence.gov.au 

More information 

If you would like to read more about ADHREC, please visit the ADHREC website at: 

http://www.defence.gov.au/health/shc/ddhrc / 

 

  

mailto:ADHREC@defence.gov.au
http://www.defence.gov.au/health/shc/ddhrc%20/
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4. Information Sheet for Participants 

INFORMATION SHEET FOR PARTICIPANTS 
 

RESEARCH PROJECT: 
HEALER OR WARRIOR: A HISTORICAL STUDY OF THE AUSTRALIAN ARMY MEDIC IN 

WARZONES 
 
DESCRIPTION OF THE STUDY: The aim of the project is to research the historic role 
development of the Australian Army medic, tracing the origins of this corps over the 
last century. Army medics form part of the Royal Australian Army Medical Corps and 
their role is thus closely linked to the historical roles of both nurses and doctors within 
the military environment. The research will provide a close analysis of how their role as 
members of this service is developed alongside their role as members of the nursing 
profession. 
 
YOUR PART IN THE STUDY: Current and past serving members of Australian Army 
Medical Corps with the serving role of medic will be interviewed, either by phone or in 
person at a mutually arranged place, regarding their role both in Australia and 
overseas. 
 
Participation in this study is entirely voluntary; there is no obligation to take part in this 
study and if the person chooses not to participate there will be no detriment to their 
career or future health care. 
 
You may withdraw at any time with no detriment to your career or future health care. 
 
Individual interviews will be arranged following receipt of completed consent form. I 
envisage the interviews will last approximately two hours. These interviews may be in 
person or by telephone as mutually agreed. During the interviews a tape recorder will 
be used to record the participant’s experiences. The participants are under no 
obligation to answer all questions and they may, at times, ask for the recorder to be 
turned off. Participants will have access to all information and are able to check, 
amend or delete any information prior to its publication. 
 
After the interview I will transcribe the audiotapes and a copy of the transcribed 
interview will be provided to you for comment, including requests for alterations or 
deletions.  
 
RISKS OF PARTICIPATING: There are no risks associated with participation in this 
study. However some participants may find talking about past experiences distressing 
and referral to a specialist counsellor, military or private, could be arranged.  
 
STATEMENT OF PRIVACY: The audiotapes will be transferred to my password-
protected computer directly after interview and stored there in a locked office, along 
with the transcribed copies, for a period of up to ten years after research completion. 
During this time the only person with direct access to these records will be myself, the 
researcher. After this time the records will be offered to the Australian War Memorial 
for storage in their archives for future research purposes. 
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The records will be treated with complete confidentiality and the research participant 
may request the use of a pseudonym for inclusion in the doctoral thesis or 
publications. The information collected will not be used for any other purposes 
without express permission of the subject. 
 
ADHREC’s GUIDELINES FOR VOLUNTEERS 
A copy of the Australian Defence Force Human Research Ethics Committee Guidelines 
for Volunteers will be given to all participants. 
 
PRINCIPAL INVESTIGATOR  
Kristina Griffin 
Charles Sturt University 
Locked Mail Bag 588 
Wagga Wagga NSW 2678 
Phone: (02) 69332995 
 
If you decide to participate in this research project, the valuable information gained 
from your interview will contribute to the body of knowledge about Australian Army 
medics. The information gained will used as part of the requirements for the doctoral 
degree for the researcher, Kristina Griffin, and may also be included in professional 
journals, conference presentations and a possible historical publication. 
 
You should also be aware that this research must meet the strict requirements of both 
the Charles Sturt University Human Research Ethics Committee and the Australian 
Defence Human Research Ethics Committee. 
 
Kristina Griffin 
Nursing Lecturer 
Charles Sturt University  
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5. Consent Form for Participants  

CONSENT FORM FOR PARTICIPANTS 
 

Research Project: 
HEALER OR WARRIOR: A HISTORICAL STUDY OF THE AUSTRALIAN ARMY MEDIC 

IN WARZONES 
 

Principal Investigator: 

Kristina Griffin 

Charles Sturt University 

Locked Mail Bag 588 

Wagga Wagga NSW 2678 

Phone: (02) 69332995 

Email: kgriffin@csu.edu.au 

 

 

I......................................................................................(print name) consent to 

participation in the research project titled “ Healer or Warrior: A historical study of the 

Australian Army medic in warzones”. 

 

I have had explained to me the aims of this research project, how it will be conducted 

and my role in it. 

 

I understand that: 

 

• The information that I provide will be kept confidential prior to my review and 

possible amendments and will not be used or published without my written 

permission. 

• The information will be used only as part of the researcher’s doctoral thesis, 

journal publications, conference proceedings and book as stated on the 

information sheet. 

• I can choose to use a pseudonym, or false name, or remain anonymous for all or 

part of the information collected on interview. 

•  I am free to withdraw from participation in this research at any time with no 

penalty or detriment to my career or continued health care. 

• If I withdraw all my information and interview related material will be 

destroyed. 

• There is no obligation to take part in this study. 

• I am considered to be on duty during the time of the interview. 

 

I agree that the purpose of this research has been explained to me, including potential 

risks and discomforts, associated with the research. I have read and understood the 

information sheet provided to me by Kristina Griffin and have been given the 

opportunity to ask questions. 

 

I permit the investigator to tape record my interview as part of the project and I will be 

given access to the information gathered. I understand that I will have the opportunity to 

amend or delete any information prior to its use and may elect to use a pseudonym 

rather than my real name if I choose for all or part of the transcript. 
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Charles Sturt University Human Research Committee Ethics Committee and Australian 

Defence Human Research Ethics Committee have granted ethical approval for this 

study. I understand that if I have any complaints or concerns about this research I can 

contact either: 

 

 

The Executive Officer 

 Human Research Ethics Committee 

Office of Academic Governance 

Charles Sturt University 

Panorama Avenue 

Bathurst NSW 2795 

Phone: (02) 63384628 

Email: ethics@csu.edu.au 

 

Or 

 

Executive Officer 

Australian Defence Human Research Ethics Committee 

Department of Defence 

CP3-6-036 

PO box 7911 

Canberra BC ACT 2610 

Australia 

Phone: (02) 62663837 

Email: ADHREC@defence.gov.au 

 

 

Signature:............................................................................................................. 

Date:.....................  

mailto:ethics@csu.edu.au
mailto:ADHREC@defence.gov.au
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Appendix D: Semi-Structured Interview Questions 

 

SEMI-STRUCTURED INTERVIEW FORMAT 
 

HEALER OR WARRIOR: THE ROLE CONFLICT OF THE AUSTRALIAN 
ARMY MEDIC IN WARZONES 

 

Introduction 

Name 

Date of Birth 

Place of birth 

 

Military background 

• When did you join the army?  

• How old were you? 

• Why did you choose to be a medic? 

• Tell me about your medical education and training. 

• Can you tell me about your military training? 

• Did it involve weapons training? 

• Where have you worked as a medic within Australian bases? 

• What was your role in each of these locations? 

 

Role 

• How do you describe yourself? Are you a soldier or a medic? 

• Are you a nurse or a soldier? 

 

Overseas deployment 

• Have you been deployed overseas?  

• What preparation/training did you receive before overseas 
deployment?  

• Did you feel prepared? 
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• Where were you deployed? When? For how long? 

• Who were the other members of the deployment team(s)? 

• Did you meet them before deployment? 

• What was your role within the team? Rank? 

• What uniform do you wear?  

• Do you wear the Red Cross? What does the Red Cross mean to you? 

• Did you feel different from those who didn’t wear the Red Cross? 

• Were you armed?  

• Was there an occasion that you needed to defend yourself and others? 
If so, can you describe it?  

• What does the Geneva Convention mean to you? 

• What were the conditions like? Facilities? Supplies? 

• Were other countries’ medical teams involved? 

• Did your overseas medic role differ from your role in Australia? In what 
way?  

 

Patient care 

• Do you provide medical care for both military and civilian patients?  

• What are their nationalities? 

• How is this care prioritised? 

• Does the provision of medical care for local civilian wounded pose any 
special issues? 

• How does being a military medic on overseas deployment change your 
views or challenge your values? 

• Have you noticed other members of the medical teams become 
conflicted about their role overseas?  

• Can you describe what they were going through? 

• Is there enough support for medical teams in high conflict, and casualty 
zones, such as Afghanistan? 

• Was your preparation sufficient? 
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Returning home 

• What were your feelings prior to returning home? 

• What were your feelings on your return home? 

• Were you well prepared for your return? 

• Were you debriefed on your return? How? Was it helpful and sufficient? 

• What support were you given on your return? Medical? Emotional? 

• Were you able to return to your role as a medic within Australia?  

• Did you stay in touch with other members of your team on your return home? 

• Did you feel the experience has changed you? How? 

• Does your family feel you have changed? 

• What is the best thing about your time on overseas deployment? What is the 
worst thing? 

• Do you have any photos, letters, emails that you would allow me to use for this 
research project? 

 

Moving forward 

• Are you happy if I contact you again for clarification of this interview? 

• I will send the transcript for checking. 

• Do you wish to be identified? 

• Best contact  
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Appendix E: Journal Article 
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