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Only 7 of 182 reported loss of consciousnhess. They reported a mean of 12.4 symptoms each.

A model that relies on loss of consciousness will miss most symptomatic personnel. Median blast overpressure exposure ran 13.5 years, across a broad range of weapon systems, many routinely used in training.

182

respondents, Australian SOF community

INTRODUCTION

Single-event concussion is well characterised.
Cumulative career blast load in allied cohorts
outside the United States is poorly
characterised.

Concussion pathways are built around one event and a
loss of consciousness. If that is the trigger for
assessment, repetitive exposure without an overt
marker is invisible to the system.

The Royal Commission into Defence and Veteran
Suicide (Recommendation 61) directed Defence and
DVA to establish a brain injury program for repetitive
low-level blast.

METHODS

Design

Cross-sectional, anonymous, self-selected internet survey
(BRIDGES). Collection May to December 2024. Self-report;
no clinical validation.

Participants
Adults in, or connected to, the Australian SOF community,
recruited via SOF-affiliated networks.

Human participant protection

Conducted under the Emory University-approved SOF
Care Quality Improvement Survey. Anonymous; no
identifying information collected; analysed in aggregate.

Denominators
N = 182. Items were optional. Every proportion below is
given with its count.

Analysis

Counts and percentages; weighted priority scores for
ranked items. Descriptive only. No association
testing was performed, and no dose-response
relationship is claimed.

EXPOSURE AND SERVICE

Blast overpressure exposure (n = 178): median
13.5 yr, mean 15.5 = 8.4 yr. The 8-11 and 12-15 year
bins hold 40% of the sample.

Years of service (n = 178): mean 18.4 = 10.4 yr,
range 0-51.

Mean service exceeds median exposure by roughly five years.
Time served is not time exposed, so length of service is a
poor basis for risk classification. Both binned, so these are
approximations.

LIMITATIONS

e Self-selected convenience sample; not population-representative.

e Self-reported, not clinically validated; loss of consciousness is self-recalled
across a career and likely under-reported. No comparison group.

e Descriptive only. No association testing, no dose-response claim.
e The 4 psi boundary is a reference level used for grouping, not a measured

value for these weapon configurations and not a biological injury threshold.
* The survey recorded which systems respondents were exposed to and which

symptoms they had, not where, how often, whether in training or on
operations, or for how long. Symptoms were not linked to any specific
exposure.

7 (3.8%)

reported ever losing consciousness

WHERE THE DOSE COMES FROM

It was never one blast. It was the ledger. The ledger is
dominated by weapon systems routinely used In
training, which makes the exposure potentially
predictable and countable.

CAPABLE OF EXPOSURES ABOVE 4 PSI

Machine gun fire (<.50 cal) GGG 167 (91.8%)

Grenades (HE/WP/stun) — 160 (87.9%)

Claymore weapon N 138 (75.8%)

C-4 demolition 122 (67.0%)
Shoulder-fired rocket (66mm)

121 (66.5%)
Recoilless gun (84mm) I 115 (63.2%)

Method of Entry charge — 108 (59.3%)
Mortar (60/81mm) NG 104 (57.1%)
IED, large-scale I 87 (47.8%)
Anti-materiel rifle (>.50 cal) NN 65 k35.7%)
Artillery (105/155mm) I 58 (31.9%)
Mine(s) I 46 (25.3%)
MM30 boosters Il 21 (11.5%)
Vehicle-fired launcher 1l 20 (11-0‘%%)

SMALL ARMS, AT|OR BELOW 4 PSI

Rifle or shotgun fire NN 179 (98.4%)

Pistol fire IEGEG— I 169 (92.9%)

NON-BLAST FORCLE
Combatives, head/neck —102 (56.0%)
Parachute hard landing FN 90 (49.5%)
Fall with head strike _.B7 (47.8%)
Parachute hard opening N 55 (30.2%)
Platform incident B 44 (241-2%)

50% of respondgnts (91 of 182)

Figure 1. Every blast and non-blast force source reported, as count and % of 182. Bands use the
4 psi reference level for descriptive grouping only; individual exposure varies with weapon,

position, environment and firing conditions. Small-arms fire is the most-endorsed source of all, but

at the firer it typically sits at or below that level.

WHAT THEY ASKED FOR

Tools ranked first. Service-history exposure estimation (weighted 444)
and training event tracking (395), ahead of every clinical or leadership
product.

How they want it. Videos =5 min 94 (51.6%) - reading with links 89
(48.9%) - peer stories 80 (44.0%). High-functioning, time-poor, wants
autonomy.

The brain is the human weapon system.

Measure it. Fuel it. Protect it. Keep it in the fight.
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100%

reported at least one symptom

WHAT THEY'RE FEELING

Twelve of the 29 symptoms were reported by
at least half the cohort, and 21 by at least a
third. Loss of consciousness by seven.

I
Hearing difficulty | NN 143 (78.6%)

Headaches — 142 (78.0%)

Feeling like bell rung I 122 (67.0%)

Irritability, easily annoyed —118 (64.8%)

Dizziness N 115 (63.2%)

Forgetfulness / memory _113 (62.1%)

Feeling anxious or tense | 104 (57.1%)

Difficulty falling asleep NN 101 (55.5%)

Poor concentration NG 101 (55.5%)

Mood swings _100 (54.9%)

Feeling depressed or sad 99 (54.4%)
Fatigue, loss of energy =91 (50.0%)
Sensitivity to noise _:88 (48.4%)
Poor balance I 80 (44.0%)
Poor frustration tolerance _SIO (44.0%)
Slowed thinking N 78 (42.9%)
Blurred vision _71|- (39.0%)
Apathy, withdrawal BN 68 (37.4%)
Nausea _67: (36.8%)
Difficulty making decisions BN 63(34.6%)
Clumsiness / coordination _63:(34-6%)
Numbness or tingling B 53 (29.1%)
Sensitivity to light 51 (28.0%)
Getting into fights BN 41 (2R2.5%)
Slowness in speech B 30 (16:-5%)
Loss of appetite or increase B 29 (1519%)
Change in taste or smell 28 (15}4%)
Disinhibition B 18 (9.9%)
Loss of consciousness [|7 (3.8%) :
None of the above 0 (0.0%) |

I
50% of respondgents (91 of 182)

Figure 2. Every symptom reported, count and % of 182. 2,264 endorsements, a
mean of 12.4 each. No respondent selected “none of the above”, so every
respondent reported at least one. Loss of consciousness (orange) is an item in the
same list. Navy marks the 12 reported by at least half the cohort; 21 of the 29 were
reported by at least a third.
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13.5 yr

median years of blast overpressure exposure

BARRIERS TO CARE

The top three are about the clinician, not
the injury.

Clinician knowledge I 105 (57.7%)
Timely information NN 104 (57.1%)
Specialist access GO 3 (51.1%)
Training vs health N S8]1 (44.5%)

Family impact 72 (39.6%)
Stigma NN 68 (37.4%)

Figure 3. Count and % of 182 (select four). Full wording: medical
knowledge deficits; timely blast/mTBI information; no access to clinicians
who understand blast; balancing training and health; effects on family;
stigma. Four further options not shown.

PRIORITIES

Asked which domains to address first, the community put
suicidality above every physical domain: suicidal
thoughts & behaviours 399, depressed mood 364,
chronic brain changes 353, attention / executive 328.
Weighted score, not a count of people: #1 = 4 points, #2 three,

#3 two, #4 one; maximum 728. Suicidality was ranked #1 by 78 of
the 118 who chose it.

CONCLUSIONS

El Stop using loss of consciousness as the gate.
Seven reported it; all 182 reported at least one
symptom.

El Stratify by exposure, not by service. Weapon
system and training role should drive risk.

El Count non-blast forces too, or the register
understates the load.

Kl Fix the clinician gap first, in five-minute pieces.

El Measurement only helps if it feeds an operating
model. A register that changes no training decision
changes nothing.

THE ASK

We are seeking allied partners to replicate this
survey in other national SOF cohorts, with aligned
item wording so the data are comparable.

Standing up an exposure register? We will share the
instrument. No fees.

vigilaustralia.com.au



