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Australian Military Medicine
Association

Statement of Objectives

The Australian Military Medicine Association is an
independent, professional scientific organisation of health
professionals with the objectives of:

e promoting the study of military medicine

® bringing together those with an interest in military
medicine

e disseminating knowledge of military medicine
e publishing and distributing a journal in military medicine

e promoting research in military medicine

Membership of the Association is open to doctors, dentists,
nurses, pharmacists, paramedics and anyone with a
professional interest in any of the
disciplines of military medicine.

The Association is totally independent of the
Australian Defence Force.
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Editorial

How is the ADF to retain health professionals?

We are constantly told by our military leaders that
people are our most valuable resource. Nowhere is
this more true than in the area of the health
professions.

The health professional is the health
profession. The health professional is a highly trained
individual in whom society, as well as the ADF, has
made a considerable investment. It is not an
investment that can be discarded lightly.

Elsewhere in this issue, the progress so far
towards the development of tertiary based
qualifications in military medicine are reported. This
progress is to be applauded, but is it enough?

No one woulid argue that military health care
providers are specialists in their own right. However,
is a Masters in Military Medicine something which
will attract and retain health professionals?

Most of us know that the inevitability of
almost any military health career leads to
administration, and lots of it. This is not the interest
of the bulk of health care professionals, who almost
invariably enter their chosen career with thoughts of
clinical contact uppermost. Some, for want of a
different challenge, accept the administrative change
with contentment, but for others (possibly the bulk?)
the increasing encroachment of administration into
their time leads them to other paths which diverge
from the ADF.

How do we keep the enthusiastic young health
care practitioner, who has a wealth of clinical
experience which we expand in specifically military
orientated areas? We are not large enough (even as
combined Services) to support the uniformed clinical
infrastructure maintained by the US or UK Defence
Forces, which provide their clinicians with a career
path which only in the very last stages involves an
abandonment of clinical medicine. But to keep our
clinically orientated young members, we must offer
something similar, or risk losing them.

Losing this talent costs us in the long term
also, since we have a requirement for specialist
clinicians to support our higher level health support
functions - Field Hospitals, Primary Casualty
Reception Ships and the like,

We must therefore establish a structure that
allows the retention of those wishing to pursue a
purely clinical career, whilst acknowledging the
limitations imposed on this by the small nature of our
permanent force.

A more radical use of the Reserves could be
one way of achieving this. Our specialist health care
providers almost exclusively are drawn from the
Reserves. Many have had previous service in the
Permanent Forces, but have left to pursue their
specialty. Is there some way we can harness the
Reserves, integrating them with the Permanent
Forces, to provide a complete health service?

Perhaps we should encourage our interested
young health personnel to pursue a clinical specialty,
with the ADF supporting their training, and then
recouping that investment by way of part-time service
in ADF health facilities and a commitment to be
available for operational deployment.

For instance, a mnaval medical officer,
interested in surgery, is supported (in part or full as
necessary) through his six years’ surgical training by
the Navy. On achieving specialist qualification he has
a return of service obligation of, say, four years. This
could be recouped by part time service at Balmoral
Naval Hospital of one-and-a-half days a week for the
subsequent 12 years. The rest of his time he can
devote to practice in the civil community.

A further development might see a shared-
employment arrangement with a local public hospital.
The endowment of training positions in hospitals
could also be used as an alternative training
approach.

This is a radical concept, but has been, in part,
utilised on an ad hoc basis by each of the Services in
the past. It could be modified to suit the requirements
of ail health care professions. It would help to retard
the loss of experienced personnel. It would give us a
sure source of specialist personnel for both
operational and non-operational support. It would
also be a positive recruitment incentive.

It deserves consideration.

Russ Schedlich
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Letter to the Editor

A case of injured legs and recovering relations

Dear Sir,

I write in praise of our Vietnamese colleagues,
especially to laud their kindness, skill and
compassion shown to an injured Australian colleague.

In early July 1994, I was working voluntarily
at Tan Phu Hospital in Dong Ngai province,
Vietnam. After a day’s work, I decided to play
volleyball with the local staff to foster further the
growing entfente between our two countries.

Alas, and let this be a mortal reminder to those
of us who are in our 50s and think we are still in our
prime of life, my Achilles tendon snapped, classically.

I had just landed after tipping the ball across
the net when, bang! I thought some spectator
supporting the opposition had thrown a stone at high
velocity against the back of my right ankle.

I turned around to see who it was, and then
found myself on the ground writhing in agony.

I was hauled off to my quarters and within a
couple of hours the local young orthopaedic surgeon
was there with several other doctors.

A very sturdy plaster was applied and I was
supplied with crutches, suitably modified for an
Australian.

I carried on with my work there, and on
leaving donated my manual of medicine to their
library.

Four days later I was living and working in the
hamlet of Gao Ro, just north of Phu Ngoe, in the
country.

One morning 1 was attempting to enter the
clinic where I was living with two Vietnamese
doctors and a nurse, and lost my balance trying to
negotiate the high sill that forms the lower part of the
doorways in Vietnam and China - supposed to keep
out demons and ghosts and, in this case, Bill George.

I fell over backwards, my crutches flying
through the air and my left leg doubling back,
hyperflexed, beneath me. I landed in a heap in great
agony, having ruptured my left quadriceps femoris
tendon, just proximal to the patella.

My colleagues organised an ambulance. One
of them, an old friend Dr Giao, accompanied me to
Ho Chi Minh City, to the centre of orthopaedics and
trauma.

I was examined by a young orthopaedic
surgeon, Dr Si. After x-rays of knee and ankie, which
were thankfully okay, a sugar to tongue plaster was
applied with great skill and I was admitted to the
emergency ward, a vast air conditioned room lit day
and night and containing about 20 beds full of people
with multiple ills and traumas.

Dr Giao slept next to me and attended to my
every want day and night. This included my basic
needs such as changing my bed pan, washing me and
getting me food and drink. He was my saviour.

Later the next day I was transferred to a lovely
old French colonial villa owned by Dr Qynh Hoa - my
raison d’étre - whom I was helping in Vietnam.

At the villa I was ensconced in a huge bed
with mosquito netting, and had an elderly concierge
to do my cooking, washing and ironing, and a young
laboratory assistant, from the paediatric centre in Ho
Chi Minh city, to attend to my every need.

I wanted for nothing, although unable to move
from the bed for a week.

Dr Si visited me twice to assess my progress -
a rare privilege, even in Vietnam, and unheard of
here in Australia (domiciliaries seem to have
disappeared).

1 was eventually transferred back to Australia
by wheelchair, stretcher and ambulance via Manila,
and have been hard at work here since, although
confined to my surgery except for a home visit on
crutches.

I would like people to know the Hippocratic
spirit is alive and very well in Vietnam, and also what
a wonderful people they are.

B.S. George
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CONTRIBUTIONS

the November issue should be sent to:

The Editor
Australian Military Medicine
PO Box 730, PYMBLE NSW. 2073

Deadline is 20 October 1995,

As the number of contributions are gratifyingly increasing, contributors of articles are requested
to provide a minimum of two copies double spaced. Additionally, submission of an electronic
copy on a 3.5 inch floppy disc, to a standard word processing programme (WordPerfect or
Microsoft Word or similar) would facilitate production. Any electronic text provided should
have a minimum of formatting incorporated to facilitate conversion to the journal format.

References in the text should be numbered consecutively as they are cited and annotation
of the references should accord with the style given in Index Medicus. Where there are four or
more authors, list only the first three then ef al.

HYPERBARIC TECHNICIANS & NURSES ASSOCIATION
THIRD ANNUAL SCIENTIFIC MEETING

Conference: 3rd Annual Scientific Meeting on
Diving and Hyperbarie Medicine
Dates 22nd to 23rd September, 1995

Venues Carlton Radisson Hotel
Melbourne, Vietoria, Australia

This is an intermational scientific conference which is being hosted by the Australian
Hyperbaric Technicians & Nurses Association. The Association was formed in 1990 and
despite being a newcomer on the hyperbaric scene has a membership of 145.

The conference will cover hyperbaric medicine on the Friday and diving related issues on
the Saturday. Keynote speakers will be Dr. Richard Moon and Dr. Cuauhtemoc Sanchez.
Dr. Moon, from the Duke University Research Facility, is the current President of the
Undersea Hyperbaric Medicine Society and has published extensively on diving and
carbon monoxide gas poisoning. Dr. Sanchez is the Director of National Hyperbaric
Services in Mexico.

Conference Arrangements:
Kevin Fabris or John Houston Telephone: (03) 276 2323 Facsimile: (03) 276 3780
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President’s Message

At a Teleconference of the Australian Military Medicine Association Council held on 18 May, the founding
President, Wing Commander James Ross RAAF, tendered his resignation, effective immediately, from that
Office. James’ decision to resign as President was prompted by his impending departure to the United States on

a two year exchange posting.

The position of President will be filled, ex officio, by the Vice President, Dr Nader Abou-Seif, until the
Annual general Meeting of the AMMA on 2 September 1995.

In late 1991, I received a phone call from James Ross
discussing plans for an association to serve those
people with an interest in all disciplines of military
medicine. We agreed that such an organisation had a
place to bring together ali those both within the ADF
and wider medical and paramedical communities, I
was obviously not alone, as from an initial embryonic
council, AMMA now stands as a group of over 300
members.

The growing role and strength of AMMA are a
tribute to the driving force of James who, as inaugural
President, can look back on a job well done. That his
vision of 1991 now stands as a healthy organisation
owes much to his efforts.

As we look forward to the remainder of 1995
and beyond, we have a responsibility to continue to
grow and develop to meet the needs of our
membership. Already this year we have seen the
announcement of the first AMMA Research Grant,
which is dealt with elsewhere in this issue. Council
hopes that this may be the first of many ways to
encourage and assist the development of military
medical knowledge in this country.

Just as our membership base is quite broad,
covering as it does a number of disciplines, so too are
the ways that we may gain from each other. As with
many things in life, the more effort we all put into
AMMA, the more we can gain from our membership.
I strongly encourage you to contribute to local

AMMA activities, to the journai and fo the
development of all facets of the organisation. It is
your contributions that will ensure our continued
growth. Remember, if you are interested in an area of
military medicine, it is likely that you will find other
like minded members who can share knowledge and
experiences to the benefit of others. As our
conferences to date have shown, the opportunity for
gaining from our colleagues cannot be
underestimated. The development of strong regional
groups can be a basis for more active exchange of
information and fellowship, while providing a strong
base for the association as a whole.

As you can see from this issue of our journal,
both the quality and guantity of contributions reflect
well on our membership, and I ask you to think of
using Australian Military Medicine as a forum for
your contributions whether they are scientific as such,
or discussing issues in military medicine. The
Council and in particular our valiant journal Editors
welcome your contributions. The only restriction of
which 1 remind you is that we are a scientific
organisation not a political one.

I find myself fortunate that I have succeeded
James at a time when the organisation is both
healthy, relevant and growing. With your support, our
successors will be able to do the same, which is just as
James hoped four years ago.

Nader Abou-Seif

DISCLAIMER

The views expressed in this journal are those of the authors and do not reflect in any way
official Defence Force policy or the views of the Surgeon General, Australian Defence Force or

any military authority.
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Original Articles

When is it asthma?
M.C.F. Pain, RED, MD (Syd), FRACP

Introduction

Making a firm diagnosis of bronchial asthma is
important. It carries implications for lifestyle
adjustment, long term therapy and employment
potential. In the assessment of military recruits,
divers and firefighters, a suspicion of asthma is often
the basis for specialist referral with the expectation
that a firm diagnosis will be forthcoming. In most
cases this is not a difficult process but there remains a
group of subjects in whom uncertainty remains.

This paper attempts to provide a rational
approach to the assessment of an individual and a
basis for confirming or refuting a provisional
diagnosis of asthma.

What is asthma?

Asthma can be considered as the inflammatory
modulation of intrinsic bronchial reactivity to a
degree which produces symptomatic variable airflow
obstruction. While that statement is unlikely to satisfy
all as a definition, it sits comfortably with the large
and accelerating volume of literature concerning
asthma published over that last 30 years.

Thus a subject with asthma will demonstrate
symptomatic airway obstruction, on a background of
non-specific bronchial hyperreactivity in response to a
single trigger or multiple triggers associated with
bronchial inflammation. The inflammation may be
atopic, infective or irritative in origin. There is some
evidence that initially at least, bronchial reactivity
and bronchial inflammation are independent
variables since subjects with bronchial hyperreactivity
may show little evidence of bronchial inflammation.
However, once bronchial inflammation is established,
it certainly increases reactivity'.

Bronchial reactivity and airway inflammation
may each exist as trivial characteristics associated
with minimal airflow obstruction or they may interact
to cause gross disability and life threatening
respiratory failure. Bronchial reactivity can be fairly
accurately assessed but bronchial inflammation
assessment is more elusive.

Bronchial reactivity

Bronchial reactivity refers to the ability of the
bronchial smooth muscle to alter its tone to produce
bronchoconstriction and is thought to be a
fundamental component of an asthmatic reaction.
Bronchial reactivity can be demonstrated and
partially qualified using inhaled smooth muscle

constrictors such as histamine and methacholine,
hypertonic aerosol inhalation or exertion. It is a
normal property of the bronchial tree and probably
demonstrates a continuous distribution in the general
population™’. Most studies of reactivity show an
overlap between subjects with asthma, subjects with
upper respiratory atopy and completely asymptomatic
normals. Asymptomatic normal subjects may
demonstrate reactivity to a degree shown by some
symptomatic subjects with asthma so that the
demonstration of abnormal bronchial reactivity is not
sufficient evidence upon which to diagnose asthma.
Factors which may enhance intrinsic reactivity in
foetal or neonatal environments are currently the
subject of much interest’.

Bronchial inflammation

The pathways of the inflammatory cascade are
complex and still unravelled’. Whatever the specific
sequence, the end result seems to produce an acute
humeral effect on the bronchial muscle with possible
but not inevitable structural changes in the airway
wall in the long term®. While studies on
bronchoalveolar lavage fluid and bronchial biopsy
specimens are clarifying these aspects, there is now
no simple clinical test for the presence or absence of
bronchial inflammation.

Clinical Assessment

History. Recalling childhood episodes of recurrent
bronchitis or “chest weakness™ strongly suggests an
asthmatic background but memory for childhood
illness is very unreliable. A family history of atopy is
not helpful nor is the presence of allergic rhinitis
although it would make the presence of increased
bronchial reactivity more likely. A history of episodic
breathlessness which is relieved by beta agonists is
the historical hallmark of bronchial asthma.

Examination. Unless the diagnosis is obvious and

impairment more than minimal, physical
examination of the lungs, and chest radiography, are
usually completely normal. Subnormal peak
expiratory flow or impaired ventilatory capacity with
spirometry  should improve with  inhaled
bronchodilator.

Bronchial Reactivity Assessment. This is often

requested or suggested as a diagnostic test for asthma,
In its performance there are unresolved problems
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relating to procedure standardisation and dose
delivery®. Methacholine and histamine are most
commonly used in provocation studies and simple
laboratory protocols have been published'®. There is
probably little basis for a preference. Non-isotonic
aerosols and exercise can also be used to demonstrate
hyperreactivity and are probably less selective than
the pharmacological agents.

Since there is not a sharp cut-off between
“normal” and “abnormal” reactivity the interpretation
of a bronchial provocation test is not always clear cut.
A lack of reactivity to testing makes the diagnosis of
asthma very unlikely (probably less than 5% error).
The presence of hyperreactivity does mnot
automatically equate with asthma, although the
brisker the response to challenge the more likely this
becomes. Nor is there a close relationship between
asthma severity and the degree of reactivity'"'%.

Making a decision

The final decision will always be one of probability.
Recruitment into a service with acknowledged
stresses and hazards requires a medical screening
system biased against the potential recruit. The
following criteria are suggested in making such a
decision.

Asthma

e The presence of respiratory symptoms (usually
breathlessness and/or cough), objective airflow
obstruction, bronchial hyperreactivity and a
therapeutic benefit from bronchodilator therapy.

e Atypical history, normal spirometry, bronchial
hyperreactivity and symptomatic improvement
with bronchodilators.

Not asthma

e Airflow obstruction, normal bronchial reactivity.
Some other lung pathology is implied which may
generate other concerns.

References
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e Asymptomatic, normal spirometry and increased
reactivity with no bronchodilator use. While it
could be argued that this group represents
childhood asthma in remission and therefore has a
risk of relapse, the fact that asymptomatic adults
of all ages can show increased bronchial reactivity
indicates that the development of asthma is not
automatic.

e Past history of atopy or childhood asthma, now
asymptomatic with normal bronchial reactivity.

This approach puts an emphasis on the difference
between asthma and increased bronchial reactivity, A
case could be made for considering all individuals
with increased intrinsic bronchial hyperreactivity as
having subclinical asthma'®. They probably should be
excluded from entering occupations in which there is
a known asthmogenic exposure although this is
controversial.

Conclusion

It is fortunate that, in most situations, the diagnosis of
asthma can be firmly made on the basis of history,
physical examination and simple lung function tests.
In doubtful cases the demonstration of normal
bronchial reactivity makes asthma most unlikely but
the finding of increased reactivity still requires
interpretative caution.
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