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promoting the study of military medicine

bringing together those with an interest in military medicine

disseminating knowledge of military medicine

publishing and distributing a journal in military medicine

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.
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President's Message

Welcome to the final issue of Australian Military
Medicine for 1995. As I write this, the 4th Annual
Conference is fresh in the memory. An important
measure of the health of an organisation such as ours
is that we are able to produce a wide-ranging program
of such quality as at this year’s meeting.
Congratulations to all the presenters for their
contribution to the success of the conference.
Congratulations, in particular to Steve Rudzki the
winner of this year’s ‘Weary Dunlop Award’. Thanks
also the conference committee of Andrew Gibson,
Ted Kremer and Russell Schedlich. An organisation
such as ours relies heavily on the voluntary
contributions of many people whose efforts are often
unrecognised, but without whom it could not survive.

As we now enter our 5th year as an
association, we can reflect on our achievements in
providing an open forum for the discussion,
dissemination and encouragement of the art and
science of military medicine in an atmosphere of
fellowship. At present, AMMA provides a number of
awards and grants to encourage the development of
military medical knowledge in this country. I would
encourage you all to consider ways that we may
further assist in supporting military medicine. The
AMMA Council is always available to the members
of the association, so please do not hesitate to contact
us with any concerns or suggestions.

This year has seen major changes to the
Council with three new faces in Lydia Stevens, Andy
Robertson and Bob Stacy replacing James Ross, Peter
Warfe and Robyn Green. As discussed at the AGM,
we are at present carrying out some changes within
Council which will lead to a more streamlined
organisation and enhanced communication with the
membership. Changes will range from better renewal
procedures to more detailed annual reporting prior to
the AGM. I hope that as our organisation grows and
prospers, Council will meet any challenge presented
to it. Again we rely on the membership to contact us
to discuss any issues that affect the association.
AMMA is your association.

As we reach the end of 1995, I would like too
thank you all for your support of AMMA during this
past year. I hope that the coming holiday season is a
safe and enjoyable one for all and I look forward to
another full and fulfilling year in 1996,

Merry Christmas and a Happy New Year.

Nader Ahsu-Sei]

Association are available from:-

Australian Military Medicine Association
4th Annual Conference

Proceedings

Limited copies of the proceedings of the 4th Annual Conference of the Australian Military Medicine

Quickepy Audio Recording Services
PO Box 361
PADSTOW NSW 2211
Telephone: 02 793 7588

Facsimile: 02 793 7458

The conference was recorded on a total of 12 tapes, which can be purchased as a set for $132 +
P/P. Alternatively, individual tapes may be purchased at a cost of $12 + P/P
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Letter to the Editor

Career medical training in the ADF

I very much appreciated your editorial in the

Australian Military Medicine.

I gave a paper on this subject at the Director of
Medical Services Conference in Adelaide some 4
years ago and involved the Army office Consultant
General Practitioner in the discussion that followed. 1
have discussed this on many occasions with numerous
Senior Medical Officers.

I would like to see a 4 year Return of Service
for an Undergraduate Programme that provides career
paths for those who early on choose a military career.

I would see that career path as being one of
three:-

1. Training for General Practice through the Family
Medicine Programme.

2. Remaining with the Military at the end of 4 years
into a Command structure which in peace time is
really Medical Administration.

3. To achieve the basic qualifications for
Specialisation which really includes the Primary
FRACS in Surgery.

Research is the life blood of progress and this
would need to be integrated into that 4 years with due
recognition for career prospects.

The Military is a reasonably closed society and
thus research in many areas should be reasonably
straight forward. For example a good research project
in Orthopaedics with the Surgical Primary, with the
appropriate presentations should give a young
Medical Officer a very good chance of joining an
Orthopaedic Training Programme. I have been on the
Australian Orthopaedic Association Board of Studies
in South Australia and would be delighted to see such

a candidate. I have promoted this concept amongst
Junior Medical officers for many years.

At the 4 year Return of Service mark the only
obligation I would see would be to the Career Medical
Officers who remain with the Command (Medical
Administration in peace time).

Those who choose to go into General Practice
or into Specialisation need Career paths which can
only be served in the Reserve Forces.

Any form of a deal with a view to Return of
Service at this stage will fall foul of the attraction of
Private Practice. This has been tried in the past and
the only one I know who trained as an Orthopaedic
Surgeon did the bare minimum of a year or so and
went into Private Practice,

If the career path of Reservists is attractive
then those who specialise or move into other areas of
civilian medicine will continue on a voluntary basis to
pursue a Military Medical career,

I can speak from experience in this regard.
However I must emphasise that the career structure in
the Reserve must be better than what it has been with
conditions of Service which reflect the devotion and
loyalty required.

I am sure some of the ideas that you have are
worthy of debate but I would like to direct you to what
has been done and proven to be successful in the past
and build upon that for the future.

Colonel Robert Atkinson, RFD, RAAMC
Consultant Orthopaedic Surgeon to the Director
General of Army Health Services

DISCLAIMER

any military authority.

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
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Original Articles

Royal Australian Naval Aircrew Evaluation of Personal First
Aid
Anthony M. Robins

Abstract

Introduction
Royal Australian Naval Aircrew often fly over land and do not carry any first aid on their person. If an aircrafi

crashes over land, training and airframe design increase the likelihood of crash survivability. Aircrew may
therefore survive but not have any first aid appliances to use.

Setting
The study was conducted using operational aircrew at the Royal Australian Naval Air Station as subjects.

Methods
During a two week period in November 1993, participants were issued with two Shell Dressings (Johnston &

Johnson). At the conclusion of this period, each aircrew participant completed a questlonnalre evaluating the
acceptability of this form of Personal First Aid (PFA).

Results
Half the respondents indicated that they already carried some form of PFA in their flying clothing. The PEA

used in this study was acceptable in 94% of cases, easy to carry in 91% of cases and greater than 90% indicated
no significant interference with their in-flight or ground activities. Subjects commented that the Dressings
were best carried in the lower leg pockets of flying overalls or should possibly be incorporated into the aircrew

Life Preserver.

Conclusion

PFA as a concept is acceptable to aircrew. Its design and positioning should be further studied with a view to it

being issued to all Naval Aircrew.

Key Words

Naval Aircrew, First Aid, Helicopter Egress, Wound Dressing Aircraft Crash Survival.

Introduction

The Royal Australian Navy operates aircraft from
HMAS ALBATROSS at Nowra and from Fleet Units
at sea. The majority of these aircraft are helicopters
(S70-B2  Seahawks, MK-5 SeaKings, AS350
Squirrels, and Bell 206B Kiowas), however two
HS748 fixed wing airframes form part of the
inventory. During fiscal year 93/94, these aircraft
have been programmed to fly around 6,000 hours in
total'. Many of these hours will be involved with
overland operations.

During over water sorties, a personal life raft
is worn by aircrew. It contains an RAAF designed
‘Hornet™ first aid kit, however, this kit is not easily
accessible unless the raft is inflated. The life raft is
not routinely carried during sorties involved with

overland operations, consequently, no first aid kit is
routinely available on the aircrewman’s person.

The “Hornet’ kit is not completely suitable as a
form of Personal First Aid for Naval aircrew. It has a
relatively short shelf life of eighteen months and most
of the medications it contains are not appropriate in a
land crash scenario. The tablets it contains tend to
sweat and sustain damage when carried in flying
overalls and it lacks adequate haemorrhage control
appliances. It also tends to be difficult to open without
the aid of a knife or other implement.

Many helicopter operations are conducted
close to the ground, and most crashes occur during
this type of operation®. As crashworthiness becomes
an important component of helicopter design, aircrew
will have a greater likelihood of survival’. Further to
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this, all Naval aircrew undertake initial and refresher
training in helicopter egress for land or sea
environments, and statistically these aircrew are more
likely to survive a helicopter crash because of their
familiarity with the aircraft’.

The five year mean for civil rotary wing
accidents in Australian from 1981 to 1983 was 41
events per year, occurring during an average of
181,000 annual flight hours’. There was a mean of
six fatalities (crew and passengers), 10.6 serious (in
aircraft) injuries and 11 minor injuries per annum’.
This equates to approximately 50% of embarked
persons being injured in some form, with one quarter
having a serious injury. The most frequently injured
body regions in survivable crashes are head (25%)
and extremities (45%)°. These injuries are generally
caused by flailing of limbs into structures, by
collapsing of structures, or by a combination of these
events®. Consequently, the potential exists for half of
all rotary wing crash survivors to require first aid
after the event. It may even be life saving for around a
quarter of these people. While the Naval flying
environment is different in some aspects when
compared to civilian flying circumstances, these
figures still provide a guide to the number of injuries
involved in rotary-wing crash scenarios.

If a helicopter crashes over land, aircrew are
generally trained to egress as soon as all movement
has ceased and the pilot in command gives the order
to evacuate. If a rapid escape is effected, recovery of
the aircraft’s first aid kit may not be possible in the
first instance. During the same five year period from
1981 to 1983, of the 41 accidents averaged each year,
9 aircraft were destroyed and 32 were substantially
damaged®. If an aircraft is badly damaged or
destroved, it may not be possible to recover its first
aid kit either initially or at a later time. Aircrew may,
therefore, find themselves injured in a hostile
terrestrial environment, having survived a crash, but
without any first aid equipment unless it is carried on
their person. This situation is even more critical in
remote localities where external assistance is likely to
be delayed.

Objectives

e To gain an indication of the number of Naval
aircrew who already carry Personal First Aid
(PFA) on their person while flying.

e To assess the acceptability, to Naval aircrew, of
the Shell Dressing (Johnson & Johnson) as a form
of PFA.

e To determine the best place for aircrew to carry
PFA on their person.

Australian Military Medicine

Subjects
Aircrew operating from HMAS ALBATROSS during
the study period were included. These personnel
included pilots, observers and non-commissioned
aircrewmen from each of the three Naval Squadrons:
HC723, HS816 and HS817.

Only operational aircrew were included, and
those in ground based billets.

Methods
Based on the criteria in Table 1, the Shell Dressing,
Wound (Johnson & Johnson) DSN 6510-66-108-4140
was selected as the Form of PFA used in this study.
All available aircrew at each squadron
received two Shell Dressings during a morning brief
in November 1993. The dressings were explained and
demonstrated at that time, and personnel were
instructed to carry them in their flying overalls at all
times during the next two weeks. Participants were
encouraged to change the position of the dressing
during the trial.
On conclusion of the two week period, all aircrew
were administered a follow up questionnaire during
another morning brief. Thirty-five questionnaires
were evenly distributed throughout the three
squadrons. All were completed anonymously and
100% were returned. No differentiation was made
between different types of aircrew. The questionnaire
was divided into two sections. The first posed
questions related to carriage of the dressings to which
the responses were ‘yes’ or ‘no’. The second asked for
comment regarding the best place to carry the
dressings as assessed by the aircrew.
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Table 1. Criteria by which Shell Dressing was
selected (note this list is not exhaustive)

Packaging

e tear resistant

e flexible

e water and chemical resistant

e inner plastic cover - waterproof (will not absorb

water and add weight on ditching)

compact

e sterility maintained longer than drug based first
aid packs

o rarely have to be changed due to long shelf life
easy to open and access contents without recourse
to other implements

First Aid Properties

e wound dressing - amputation, haemorrhage,
penetrating injury

sling

cervical spine support

splinting fractures

pressure point padding

burns dressing

pressure bandage following possible

Table 3. Assessment of the carriage of the Shell
Dressing during the two week trial period

Question Yes No

1. Do you think it is 33 (94%) 2 (6%)
useful to carry personal

first aid equipment on

your person?

2. Does the Shell
Dressing take up too
much space in your
flying overalls?

4(11%) 31 (89%)

3. Is the Shell Dressing 32 (91%) 3 (9%)

easy to carry?

4. Does carrying the
Shell Dressing interfere
with your work:

a. In the air?

b. On the ground?

3 (9%)
2 (6%)

32 (91%)
33 (94%)

Table 4. Aircrew suggestions for positioning
the dressing

envenomation Suggested Position for PFA Responses
(Shell Dressing)
General Uses Lower leg pockets - unspecified 12
e help build shelter Right lower leg pocket 5
o packing and dressing can trap-gather water Left lower leg pocket 4
e material can be burnt for warmth or to signal Lower leg pockets - one each side 2
location Aircrew Life Preserver 6
e can be incorporated into a food snare Navigation Bag 2
Life Raft seat pan area 1
Total 32

Table 2. Number of aircrew who regularly carried
personal first aid equipment on their person by their
own initiative prior fo this study

Question Yes No
Prior to receiving a Shell 19 (54%) 16 (46%)
Dressing did you

continuously carry any

type of first aid on your

person while flying?

Note: No specific questions were asked concerning
either the type of first aid carried or where the
respondent chose to carry it.

Note: Some respondents made more than one
suggestion. Most respondents made a comment.

Some aircrew noted that the Shell Dressing can only
be worn comfortably in the lower leg pockets as it has
some bulk. The main problem mentioned was
interference with external equipment such as the
collective or other controls e.g. windshield wiper
control unit in the SeaKing helicopter.

Three people suggested having a pouch sewn
into the Life Preserver to carry the Shell Dressing. In
this case, it would always be carried on their person
when flying, but would not interfere with external
controls or other equipment such as approach plates.
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Discussion

It is pleasing to see more than half of the surveyed
aircrew had already considered the question of PFA
and carried it in their flying overalls prior to the
study. Several commented that they were prompted to
do this when posting to the Persian Gulf. Clearly, the
concept of PFA has already gained acceptance by
these respondents.

Responses in Table 3 show a majority of
support for PFA, though 11% noted the Dressing took
up too much space in their flying overalls. Even
though the concept may be widely accepted, it will be
discarded if no one carries the item due to discomfort,
inconvenience, or interference with the normal
operation of the aircraft. Aircrew in this study
indicated that this form of PFA was easy to carry and
that it did not generally interfere with ground or air
operations.

In terms of positioning, the respondents
suggested a combination of use of the lower leg
pockets in 23 cases. This seems to be the most
acceptable  option, however, the tendency for
interference with controls is an important operational
consideration.  Interestingly, some  considered
attachment to the life vest as an option.

Having PFA easily accessible to aircrew may
allow them to save their own life, that of a colleague,
or of a bystander should an emergency occur. It is
conceivable that a Naval helicopter could be required
to attend a medical emergency without having the
time or opportunity to pick up a medical kit. If five
embarked aircrew each have two Shell Dressings,
ithen 10 first aid kits are available to save lives - e.g.
at a motor vehicle accident.
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in flying clothing, nor does it interfere with a
majority of aircrew’s work in the air or on the
ground.

The majority of respondents found the lower
leg pockets to be the most appropriate place to carry
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vest may be a better option, as it removes the item
from the flying overalls, while keeping it with aircrew
at all times.
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will also be necessary to follow up aircrew
compliance in the future. While the Shell Dressing is
an acceptable form of PFA, this study should
stimulate further thought on types of PFA and their
carriage by aircrew.

Based on its acceptability to respondents in
this study, PFA should be issued to all aircrew so this
form of first aid is always available to them whether
flying over land or water. Naval Quality Management
principles suggest that rapid and efficient means of
first aid be available to aircrew at all times. To
survive a crash only to succumb to treatable injuries
for want of simple first aid equipment is not
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Review Articles

Emerging Viral Diseases
A.G. Robertson, K. McCarron

“Bacteriology, the mother of laboratory medicine, has become a little old
hat...today we live in a virus age”. Greer Williams, 1959.

From Yellow Fever and Dengue to Smallpox and Ebola, many of the deadliest and most dreaded diseases have
been viral. Viral disease has also played a major role in many military operations in the past and should
remain an important consideration in any future military medical planning. Newly emerging or re-emerging
viral diseases are of particular concern as they pose new challenges to the medical planner, the medical
commander in the field and the medical support areas. In this presentation, the historical effects of viral
disease in a military setting, the reasons for viral disease emergence, the factors contributing to emerging
viral diseases and proposed preventive strategies will be examined. A brief review of Dengue Haemorrhagic
Fever, Venezuelan Haemorrhagic Fever and the Filoviruses will re-inforce these concepts. History has shown
that the threat from the emergence of viral diseases is not one to be taken lightly. Only through recognition

and intervention can we address these threals.

Infectious diseasq epidemics have occurred
throughout history. Many of the most deadly and
dreaded diseases have been viral: influenza,

smallpox, AIDS and Ebola to name a few. Ebola and
influenza also illustrate the emergence of “new” viral
diseases, oftgn exploding as epidemics on unprepared
populations. Viral diseases have and will continue to
emerge. As Jonathon Mann notes “ the history of our
time will be marked by recurrent eruptions of newly
discovered diseases. . ., epidemics of diseases
migrating to new areas. . ., diseases which have
become important through human technologies. . .;
and diseases which spring from insects and animals
to humans™ Even in Australia, there have been
eruptions of new viral diseases (Barmah Forest
Discase), diseases migrating to new areas (Japanese
Encephalitis B in the Torres Strait islands), and
diseases which spring from insects (Ross River
Virus).

Military service and infectious disease have
been intertwined through the ages. As wars were
fought, the fatigue and malnutrition of troops often
made them susceptible to infectious disease. Poor
sanitation and limited medical care exacerbated the
disease outbreaks which would then be carried across
countries and continents as armies moved. Indeed,
until World War II, in most conflicts more troops
died from infection than from battle. The prevention
of viral disease continues to be an important factor in
military medical planning as Australian Defence
Force personnel are deployed overseas.

The effects of infectious disease on military
forces in the past and the lessons learnt from battling
viral epidemics over the last thirty years provide the

framework for a review of emerging viral disease. A
good knowledge of the factors involved in their
emergence, as illustrated in the emergence of
Venezuelan haemorrhagic fever, the filo-viruses and
the re-emergence of Dengue haemorrhagic fever,
provides the foundation for addressing the threats in
both a military and civilian setting,

History
Infectious disease has had a major effect on military
forces throughout history. By killing 25% of the land
army and demoralising the Athenian forces, an
epidemic of either smallpox or measles in 430-429
BC contributed to the downfall of Athens in the
Second Peloponnesian War.™® In the Ethiopian siege
of Mecca in 570-71 AD, the “Elephant War”, the
Ethiopian forces retreated in disarray, probably
because of a smallpox outbreak.’” The plague
disrupted wars throughout the 14th and 17th
Centuries. During the Thirty Year War, which raged
from 1618 to 1648, thousands of troops perished from
typhus, plague, typhoid, smallpox and scarlet fever.*
In North America, an outbreak of smallpox led to the
failure of an American attempt to invade Quebec in
1778.7

The records of the Napoleonic Wars are
noteworthy for their numerous references to the
effects of disease among the armies involved. In
1802, Napoleon sent 33,000 veteran troops to Santo
Domingo in the Caribbean to suppress a rebellion.
Within months, the force had been destroyed by
malaria and yellow fever.*® In 1812, during
Napoleon”s attack on Russia, he lost thousands of
troops to typhus and typhoid. In a two month period
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