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President's Message

Nader Abou-Seif

The highlight of the vear for AMMA is always the Na-
tional Conference. This year is sure to be no different.
The Conference organisers, Lydia Stevens and Andy
Robertson have put together a varied program of the
highest standard. As in past years the quality of papers
and presentations is a good reflection of effort and re-
source available in Australian Military Medicine.

I'would also like to take this opportunity to wel-
come Air Vice Marshal Graeme Moller to the position
of Patron of AMMA and to congratulate him on his ap-
pointment as Surgeon General of the Australian De-
fence Force. I hope that he enjoys his period as Patron
and that AMMA may continue its growth and develop-
ment during his patronage. As you know, he succeeds
Major General David Rossi who has been Patron since
1993. Major General Rossi has been an untiring advo-
cate and supporter of AMMA from it’s early days and
on behalf of the Council and membership of the Asso-
ciation, I would like to express our thanks to him for his
part in the growth of AMMA from a fledgling society to
an established national organisation.

Also in this issue, you will find a copy of the
AMMA Annual Report. At the previous Annual Gen-
eral Meeting, Council made a commitment to the mem-
bership to provide a program of support for military
medicine coupled with responsibility and accountability
to the membership. I hope that this, the first Annual
Report to be circulated prior to the AGM, may be seen
to be part of the fulfilment of this promise.

I look forward to meeting as many of you as I
can during the conference. As in past years the confer-
ence will provide an opportunity to develop friendships
and “contacts” in an informal as well as formal setting
which is unequalled by any other occasion in the Aus-
tralian Military Medicine calender. AMMA remains a
great forum for all those with an interest in military
medicine - past, present and future, As such, I com-
mend this year’s conference to you all. Qur previous
meetings have all been of a great standard, With your
help and support, it will only get better,

Editorial
Credibility
Russ Schedlich

One of the main reasons, if not the only one, for having
uniformed military medical services, is so that they can
be operationally deployed into areas of conflict. Four of
the articles in this issue of AMAM are directly related to
this type of medical support. They cover a wide spec-
trum of issues that are important in operational medi-
cine - major surgery in the field, common causes of
torbidity in a naval environment, aeromedical evacua-
tion and sophisticated ship-based medical facilities.
These articles illustrate the diversity of our ac-
tivities, and also some of the distinctions between the
two services. Under the new Surgeon General, the
higher management structure of defence health services
is to be subject to a major review. At the same time,
moves are afoot to determine how health will fit in to
the new Headquarters, Australian Theatre concept,
Navy has just completed an internal review of its health
service, and the Australian National Audit Office is
about to undertake a review of health care delivery.
There are many questions to be answered. [s
there to be more integration or less? Is this to be at the

operational level as well as the strategic level? Are uni-
formed health services cost effective? Should defence
health be completely “purple™?

In the June 1993 issue of AMM, Tony Austen,
opined that defence health should be completely inte-
grated.' He used in illustration the Canadian Defence
Force health service, where an individual’s appoint-
ment is related solely to his special skills and ability.
Another example is the South African Defence Force,
which has a fourth service - Health. Are these good
models?

An organisation’s effectiveness is influenced by
mary things. Two that appear relevant in the Defence
Force are credibility and authority, The latter should be
a simple matter, since the hierarchy of Defence is based
on authority as manifest by rank. The former is more
complex, but is perhaps the more critical. In the mili-
tary, credibility is also inextricably enmeshed with the
demonstration of rank.

Credibility is defined as “worthy of belief or
confidence, trustworthy™.> An organisation, which is the
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sum of its individuals, must show itself to be worthy of
confidence in order to be effective. In the parlance of
Total Quality Management, this credibility must be in
the eyes of an organisation’s customers. For Defence
Health, confidence and hence credibility must be
earned by its individuals so that it can be transferred to
the health organisation. With this organisational
credibility the achievement of the desired outcome of
effective health support is facilitated.

Further, in the Defence Force there are two
categories of credibility - military and professional.
Military credibility 1s that relating to the defence cul-
ture and environment. Professional credibility is that
relating to the particular specialty of the member.
Amongst the “warriors” (or “spear-chuckers™), military
and professional credibility are almost synonymous. For
the health profession, they are two almost entirely dis-
tinct areas, both of which must be mastered.

Defence, government and corporate organisa-
tions are no longer the simple pyramids they once were.
They consist of many complex, interlinking units.
Given the push to integrate the three Services at the
strategic and operational headquarters level, it is pru-
dent to ask whether the fundamental single service
structure of our health services is still the best.

Medicine is an ever more complex and special-
ised craft. Advances in knowledge and technology are
such as to limit the number of fields at which any one
individual can be expert. And from this derives the
fundamental issue. Within a 20 or even 30 year career,
is it reasonable to expect any health professional to be-
come expert in all the particular fields of medicine that
are relevant to military activities? Can one individual
be an aviation medicine specialist, an underwater
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medicine specialist, a combat surgeon, an intensivist,
an anaesthetist, and so on, and be up to world standard
in all of these? Can he or she achieve professional
credibility in all these fields? Clearly not.

And so to return to the articles. They illustrate
the real issue, and that is that health support require-
ments on land, at sea, and in the air are fundamentally
different. The environment, the hazards, the nature of
illnesses, the lines of communication, and the facilities
available are so diverse, that the only way a person can
become an expert in naval, army or air force health is to
spend the vast bulk of his career working in that envi-
ronment. In this way, professional skills and credibility
are attained.

Military credibility is also important. Would an
army unit commanding officer feel intuitively confident
that the advice given him by an air force or navy health
professional is based on a full understanding of the is-
sues involved in the problem? Probably not, because he
would be, with some justification, sceptical of that per-
son’s knowledge of the army, its environment, and op-
erational constraints. In a headquarters environment,
this is less of a problem, provided the commander is
confident that the adviser has ready access to appropri-
ately skilled professionals from the other Services.

There is no doubt that Defence, and also its
health services, have gained considerably from integra-
tion of some of its functions. However, in planning for
the future, sight must not be lost of the unique nature of
each of the Services, and the importance of a dual out-
fook - Single Service and Joint - in developing the
credibility that will sustain the health services into the
future.

1. Austen A. Would that the white coat were purple. dust Mil Med 1993; 2(2)24-6
2. Delbridge A Bemnard JRL, Blair D, Ramson WS, Butler S (eds). The Macquarie Dictionary. The Macquarie

Library, Sydney. 1988; 2nd Revision:433

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

Arch aortography and aortic trauma in Rwanda: Case

report

J.V. Rosenfeld,' J. Harding,? D. Evans®

Introduction

Thoracic aortic rupture may follow a heavy fall or acute
deceleration chest injury. It is difficult to diagnose and
is suspected when there is a widened mediastinum on
chest x-ray and a high index of clinical suspicion.
Traumatic rupture of the ascending aorta usually causes
sudden death whereas 90% of the patients reaching the
operating room have a rupture at the isthmus of the
aortic arch.' Approximately 80% of cases have an acute
presentation whereas 15-18% of cases have a delayed
presentation.’

Figure 1. Supine chest x-ray of case, showing widened mediastinum

Case Report

A 69 year old Italian man was involved
in a motor vehicle accident, suffering
multiple trauma including a left haemo-
pneumothorax, surgical emphysema,
shock lung, fractured right neck of femur,
crush fractures of the bodies of T6-8,
burst fracture of L2, and multiple frac-
tured ribs posteriorly and laterally. He
was evacuated by road to the Australian
UN hospital in Kigali and received an
intercostal tube on the left side, paraly-
sis, sedation and intermittent positive
pressure ventilation. A thoracic epidural
catheter was inserted for analgesia and
he was noted on supine chest x-ray to
have a widened mediastinum (Figure 1).
It was not technically feasible to sit him
up.

In view of the severe deceleration
involved in the mechanism of this injury
and the multiple chest injuries including
fractured posterior ribs and fractured
vertebral bodies with a widened medi-
astinum, it was imperative that a rup-
tured aortic arch be excluded. We thus

performed an arch aortogram via a femoral arteriotomy
under local anaesthesia using a modified Fogarty
catheter as no formal angiography catheters were avail-
able. The balloon was cut off the Fogarty and a side
opening made at the end of the catheter. Fifty millilitres
of lopamidol contrast medium in five 10ml syringes
with one syringe per radiograph was injected under
pressure and rapid manual film exchange performed of
the thoracic aortic arch region. It proved very difficult
to inject the viscous contrast medium through the

! Jeffrey Rosenfeld is the Director of Neurosurgery, Royal Children’s Hospital; and Deputy
Director of Neurosurgery, the Royal Melbourne Hospital. He is doubly qualified in general and
neurosurgery. He is a Major, RAAMC, and currently OC, of the Sixth Forward Surgical Team.
He was a consultant surgeon in the UNAMIR IT Rwanda 1995,

2 Jackson Harding is an intensive care and anaesthetic registrar at the Royal Adelaide Hospital
and is currently a Captain, Medical Officer, RAAMC attached to 3 Forward General Hospital.
He was a consultant intensivist to the UNAMIR IT Rwanda 1995.

Dennis Evans is a Lieutenant RAAMC Radiographer, currently serving with the Med Coy 3

BASB, Townsville, and was the radiographer for the second contingent of UNAMIR, Rwanda

1995,
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Fogarty catheter and only limited films were obtained,
but on studying these and subtraction films, it was rea-
sonably clear that the aortic arch was intact. (Figure 2).
Subtraction was performed manually via a medilite
copying/subtraction unit. The x-ray machine was a Si-
emens prime-X and the film/screen combination was
Kodak regular speed. The patient suffered no ill-effect
from the arteriotomy and retained good circulation dis-
tally. He was later transferred by an aero-medical team
to a hospital in Rome where he gradually improved and
1no subsequent aortic rupture ensued.

Discussion

The aorta usually ruptures at or near the aortic attach-
ment of the ligamentum arterioswm (isthmus), hence,
the need to image the arch and the first part of the de-
scending aorta.? The rupture may be total at first or only
involve the intima and media as a circumferential tear,
with associated contained haematoma. Serial chest
tilms may be required to identify an increasing haema-
toma. Of 171 patients with isolated aortic rupture, 20%
survived the initial injury, whereas only 4% survived
even temporarily if cardiac injury was associated.® The
extent of rupture did not affect survival significantly.’
Associated limb and spinal fractures are commonly as-
sociated, as in our case.

Aortic rupture should be considered in all pa-
tients with thoraco-lumbar fracture. Chest injury may
be minimal > The patient may complain of severe back

Figure 2. Arch aortography using Fogarty catheter for con-
trast injection
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pain, dyspnoea, dysphagia, with worsening hoarseness.
Our patient was intubated and paralysed so that history
was unavailable. The patient may become dyspnoeic,
hypotensive, cyanotic, tachycardic, and develop hae-
moptysis. None of these signs occurred in our patient.
Differential pulse pressure between the arms and legs
is not commonly found.

The most important early radiological sign is
mediastinal widening,* and this is often associated with
a haemothorax, usually on the left side. Electrocardio-
graph (ECG) and blood gases should be performed.
Approximately 30% of patients with acute aortic tear
secondary to blunt chest injury may have a normal chest
x-ray.’

The arch aortogram is the definitive method of
diagnosis. The method of arch aortography we em-
ployed was makeshift and made use of available mate-
rials. No angiography catheters were available. A
Fogarty catheter with the balloon removed and passed
via a femoral artery cut down was the method chosen.
Although this placed the catheter well into the arch
great force was required to inject the contrast because
of the narrow catheter Tumen, a long length of catheter,
and a small distal opening. A hole was cut in the side of
the catheter tip but even this did not allow for an ade-
quate flow of contrast. The high viscosity of the angiog-
raphic confrast medium also prohibited adequate injec-
tion of contrast.

Ideally, angiogram catheters should be available
in the field hospital. These can also be used to investi-
gate peripheral arterial trauma prior to surgery. Al-
though direct carotid puncture is a much shorter route
to the arch and higher flow rates could be obtained on
injection of contrast, there is a significant risk of
trauma to the carotid, particularly dissection, following
a direct carotid puncture. The risk increases in a patient
of 69 years. We believe that the complication risk
would be higher if carotid puncture were performed in a
remote setting, and therefore do not recommend this
method. We suggest that angiography catheters should
be available for this procedure rather than modifving
Fogarty catheters which are not designed for aortogra-
phy. Some films of the aortic arch were obtained in our
case, but the contrast detail was too light. The concen-
tration of contrast in the aortic arch was too low at the
time the x-ray films were taken.

The use of transoesophageal echocardiography
to diagnose aortic dissection has been reported,® but is
not considered suitable for use in the field, because it is
operator dependent and the apparatus is not standard
equipment in the field.

Repair of the aortic arch could have proceeded
by a cross-clamping technique. An aortic perforation by
a sharp 1ib end may be repaired primarily. However, a
dacron graft is offen required to bridge a major gap
which is often difficult to appose primarily because the
ends of the aorta tend to retract due to elastic recoil of
the tissue in the wall. A major complication of this type
of aortic repair is acute paraplegia due to interference
with spinal cord blood supply. Some authorities have
argued that one cannot attempt an aortic rupture repair
without cardiac bypass, so that the paraplegia risk is
minimal; but even if a cardiac bypass is used, paraple-
gia may still occur. We believe that if cardiac bypass is
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unavailable, such as in a remote location (eg Rwanda),
repair should still be attempted because the patient’s
survival will be minimal without definitive repair of the
aortic rupture in the early stages. Prolonged hypoten-
sion should be avoided as this is a potent risk factor for
paraplegia. Conservative operations (patch grafts, lat-
eral aortarthaphy, replacement of acute dissections and
re-attachment of intercostal vessels) all help to avoid
paraplegia.” Appelbaum ei af preferred simple cross
clamping as the method of choice during aortic repair.’
Paraplegia only occurred in this series where the distal
aorta was not perfused.” More recently, Feliciano and
Graham also recommend a simple cross clamping
technique.” A simple shunt bypass above and below the
cross clamping may protect the spinal cord if the clamp
time is likely to be prolonged."® This type of bypass can
be achieved technically in a remote location and does
not require cardiac bypass.

It should be emphasised that in a situation
where mass casualties are arriving for triage, potential
aortic rupture would take a low priority.
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Conclusion

In a remote military health facility treating patients
with possible aortic rupture, serial chest x-rays should
be obtained, if possible in the erect position. Arch aor-
togram should be attempted via the femoral artery
puncture using angiography catheters. Repair of the
aorta with simple cross clamp technique, with or with-
out simple aortic bypass if prolonged clamp time is
likely or if the patient is hypotensive, is the recom-
mended repair method. Dacron tube grafts should be
available in the field hospital to be able to repair the
ends of the aorta which have retracted.

These advanced diagnostic and therapeutic
techniques fall outside the doctrinal considerations for
level three care during war. The surgical and medical
experience in Rwanda was unique and went well be-
yond level 3 support as our case demonstrates. We must
however be careful not to draw any doctrinal conclu-
sions from this example.
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Presentations of fungal infections on a warship in
equatorial climates, and the effect of changing
clothing more than once daily. An initial report

B.T. Fitzgerald®

Abstract

A prospective study was conducted to assess the proposal that there was medical value in changing into night
clothing during cruising watches at sea. It was suggested that the change of clothing would contribute to an increase
in hygiene and a decrease in the risk of fungal skin infections. Numbers of personnel (n=2) with these presentations

Ben Fitzgerald is an Australian Naval doctor educated at the University of Queensland. He

trained at the Royal Brisbane Hospital before commencing work with the RAN in 1993. He has
worked as a general practitioner and in diving and underwater medicine, holding a Diploma of
Diving and Hyperbaric Medicine. He has spent the last 18 months in the Fleet, deploying in

various ships during that time.
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to the sickbay in HMAS MELBOURNE (an Australian guided missile frigate), were registered in a period during
cruising watches (when night clothing was worn from 6pm). This was compared to an equal period when the ship’s
company were in defence watches, wearing combat coveralls and boots throughout their day (n=17). This brief
study showed a very significant (p<0.01) increase in the number of mycotic presentations during defence watches. It
is suggested that this provides medical support for the concept of changing clothing and/or showering during the
day. This would be achieved by the current policy of changing to night clothing, when operationally feasible.

Introduction

This study was designed to assess the value of changing
to night clothing on an Australian warship, in equatorial
waters. It had been argued that changing to night
clothing was beneficial from a medical perspective.
There was a perceived increase in hyvgiene and anecdo-
tally most sailors also shower before changing. It was
proposed that this would result in a lower risk of fungal
skin infections. It was decided to use fungal presenta-
tions to the sickbay as a measure of this hypothesis.

Method

Two surveys were conducted. The first was a prospec-
tive study of all presumed fungal infections presenting
during an 18 day period during cruising watches. In this
arm of the trial, all personnel not on watch were re-
quired to change to night clothing from 6pm. The sec-
ond was a prospective study of all presumed fungal
presentations during an 18 day period during defence
watches. Dress throughout defence watches was combat
coveralls (proban overalls) and boots, with antiflash
carried.

Subjects

Subjects were all ship’s company who presented to the
sickbay with skin lesions, that were subsequently pre-
sumptively diagnosed as having a fungal aetiology. The
complement for this deployment was 224, five of whom
were female. Personnel were aged from 18 to 43. There
were no female presentations in this study.

Results

The data for the cruising watches group are displaved in
Table 1. The data for the defence watches group are
displayed in Table 2. These data show a significant dif-
terence (p<0.01 on T-test), between the number of
presentations in each group.

Table 1. Presentations of presumed fungal infections
during cruising watches.

Trial peried Number of Mean daily
(days) presentations presentations
18 2 0.11

Table 2 Presentations of presumed fungal infections
during defence watches.

Trial period Number of Mean daily
(days) presentations presentations
18 17 0.94

Discussion

The results show a significant increase in the number of
fungal skin presentations during defence watches. This
would support the concept of showering and changing
clothing, eg. to night clothing, during cruising watches
when feasible from an operational perspective. It would
also suggest that sickbay staff should substantially in-
crease stores of anti-fungal medications in preparation
for situations where prolonged periods of defence
watches are programmed or possible. This is especially
the case when operating in equatorial waters.

Development of fungal skin infections is de-
pendent on many factors. Warm, moist conditions are
most favourable. Infections tend to be more common in
summer. Clothing further enhances conditions espe-
cially when fitted tightly. The length of time that these
conditions persist for is another significant factor.
Trauma provides a portal of entry. Obesity and many
medical diseases also predispose to mycotic colonisa-
tion."? These last factors are less likely in sailors at sea,
who are required to be fit for posting.

There are flaws in this study. The risk of infec-
tion increases the longer that personnel are exposed to
these conditions."” The higher number seen in the de-
fence watches component of the trial may be a reflec-
tion of this increased risk (as it was conducted as a sec-
ond frial). The numbers seen were small, as was the
time frame of the study {constrained by the operational
role of the ship). In cruising watches, some personnel
wear shorts and sandals as part of daytime rig, decreas-
ing the risk of development further.

It is intended to repeat the study in the latter
stages of the deployment. This will allow a longer com-
parison and will permit presentations during cruising
watches to be evaluated after a period of defence
watches.

The very significant statistical contrast strongly
suggests that the rate of fungal presentations between
these periods is different. Both trials were under equa-
torial conditions, ie. a hot and humid environment. De-
spite the above suggested weaknesses, the most obvious
change in environment is the change of uniform, with
increased likelihood of personnel showering. This sug-
gests that changing attire and/or showering decreases
the risk of fungal infection in equatorial conditions on
board an Australian warship. The current policy of
changing to night clothing during cruising watches is
therefore supported from a hygienic viewpoint.
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An Australian medical perspective on acromedical
evacuation and casualty management during the

. 1
Somali war

A .M. Robins?

Introduction

Australian Service Contingent 4, UNOSOM II was the
last to serve as part of the United Nations force in So-
malia. They withdrew from Mogadishu on 23 Novem-
ber 1994 after two vears of continuous Australian in-
volvement in this mission.

Somalia is a boomerang shaped state located on
the “Homn of Africa™ It was the result of the union of
former British and Italian colonies. Its land mass is
637,660 square kilometres and it is bordered by the
Gulf of Aden in the north and the Indian Ocean to the
East. The terrain is mainly flat and undulating desert
and dry savanna. The climate varies between tropical
and arid and is influenced by two monsoons with a
temperature range of 25 to 35°C.

The United Nations became involved in Soma-
lia in response to the worsening humanitarian situation.
Many Somalis were affected by the drought and civil
war and as many as two million had been displaced as
refugees into Kenya and Ethiopia.

As Regimental Medical Officer (RMO), I de-
ployed with ASC 4 as part of this UN operation. T was
directly responsible to the Commander of the Austra-
lian Service Contingent (COMASC) for the mainte-
nance of health and out patient treatment of illness and
injury within the contingent. I worked out of the Regi-
mented Aid Posts (RAPs) at both accommodation
camps and raised general medical and public health is-
sues before contingent members on a daily basis. Other
duties were performed when specified by COMASC,
these included acting as escort officer for visitors and
representing the contingent at functions.

ASC 4 comprised 67 members. This included
personnel in the U3 Air Cell, Joint Movement Control
and MOVCON A at the embassy compound, and Air-
field Management, Air Traffic and Security Elements at

the Airfield compound. Accommodation at the Embassy
was in a converted car workshop, while at the Airfield
it was in MASH 4077 style tents left by the US State
Department.

Health Risks

The main health risks to Australian personnel were
from stray rounds, non-battle injuries and disease. Stray
rounds were generated from inter-clan conflicts and
were noted in all work and recreation areas used by
ASC members. There was also risk of injury from the
unauthorised discharge of weapons. Non-battle injuries
included lacerations and sporting musculoskeletal
sprains. Of the few injuries related to the work place,
most occurred in the MOVCON cell handling cargo at
the airfield. The major infectious disease risks were
from food, waterborne organisms and malaria. Other
health risks included exposure to heat and dehydration
as well as exposure to chemicals and dangerous car-
goes.

Australian Medical Facilities

Two RAPs were set up to provide Level One medical
care for our contingent, one at each Australian camp.
The principal equipment provided was a Thomas Pack
at each venue and one Oxyviva. There was a small se-
lection of surgical instruments, a diagnostic set, sphyg-
momanometer and a thermometer. No electronic moni-
toring equipment was available. A small mass casualty
clearing station was also established at the Airfield
facility.

There were four Patrol Medics included in the
Security Element. They each carried their own medic
kits containing diagnostic, surgical, and pharmacologi-
cal equipment. These medics displayed a high level of
training, which combined with their other skills to pro-

! Presented at the Royal Australian Naval Health Services’ Conference, HMAS Albatross,

1995

in 1996 to enter general practice in Perth.

Tony Robins served for several years as a medical officer in the Royal Australian Navy, leaving
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vide medical flexibility for the contingent. Their pres-
ence meant both camps had medical coverage 24 hours
a day. It also meant our contingent could be medically
independent up to a certain level, especially in the
event of a mass casualty situation.

UNOSOM Medical Services

Even though RMO ASC 4 was a position responsible to
COMASC, I also assisted the UNOSOM Chief Medical
Officer (CMO) on a voluntary basis. My predecessor
and I principally advised the CMO on rotary and fixed
wing tactical aeromedical evacuation (AME) and as-
sisted in the role of MEDEVAC Medical Officer.
Packed cells were supplied from Aldershot in the UK
on a monthly basis and were sorted and distributed to
the UN Level Three medical facilities with our help.

The medical services provided by UNOSOM for
our contingent included an ambulance, a rotary and
fixed wing AME capability, and several hospital facili-
ties. We mostly used the Level Three Pakistani Hospi-
tal at the US Embassy compound for referrals, blood
testing and radiology.

Other than ourselves, contingents from Bangla-
desh, Botswana, Malaysia, Nepal, Nigeria and Zim-
babwe each provided at least one Medical Officer and a
Level One facility. Level Two facilities were provided
at the airport by the Egyptian Brigade and outside the
Embassy by the Pakistani Brigade Field Hospital. Level
Three hospitals were provided at the airfield by the
50th Romanian Field Hospital and within the Embassy
compound by the Pakistani UNOSOM Hospital. Level
Four referral was made to hospitals in Nairobi, Kenya.

Specialties represented in Somalia included
general, orthopaedic, ENT and neurosurgery. There
were general physicians as well as neurologists, derma-
tologists, obstetricians and paediatricians. Importantly,
there were no psychiatric or physiotherapy services
available.

UNOSOM also provided a central medical store
run by a private US contractor and located within the
Embassy compound. Many of the medications had been
left by the original German pharmacists two years ear-
lier and some were expired, Most were labelled in
German or Arabic and it was often time consuming to
determine their generic origin. Another important con-
sideration was that many of the preparations were made
up to different concentrations from those found in Aus-
tralia. A major example was thiopentone which was
only available in one gram vials.

Medical communication with UNOSOM was by
landline telephone or Motorola MTS 2000 radio net-
work. The radio network included all the MOs, hospi-
tals and the AME pilots. This network was reliable
within the Mogadishu area, but did not extend beyond
to the remote townships.

Aeromedical Evacuation

Initially, AME was under the command and control of
the US Marines when UNOSOM II began. After their
departure, Canadian Helicopters supplied two civilian
Bell 212s and Evergreen supplied two Gates Lear Jets
which were originally coordinated by a Canadian and
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then a New Zealand Flight Nurse. This role was further
passed to the ASC RMOs.

The 212s flew dual pilot IFR missions and
could seat up to nine passengers. They could be recon-
figured on the ground or in flight for three streichers
and four seated patients. They had no in-built oxygen,
suction or other medical systems. One Lear jet was
permanently based in Mogadishu. The other was based
in Nairobi. The Lear also flew dual pilot IFR and could
pressurise to sea level. Pressurisation was a considera-
tion as Nairobi is 5500 feet above mean sea level.
These jets could seat six persons or have a customised
stretcher fitted at the expense of two seats.

The UN did not provide any electronic monitor-
ing equipment for use in their AME operations. On one
occasion I was able to borrow the only PROPAQ
(transportable medical monitor) in country from the
Pakistani Hospital for the transfer of one of their un-
conscious officers. All the other transfers were moni-
tored manually. An inflight proforma was developed to
supplement the NSW Emergency Transfer Form used to
record patient parameters in-flight.

During the deployment, I flew more than 80
hours in rotary and fixed wing aircraft in support of
AME. During this time, 47 patients were evacuated. Of
these, 22 were Somali (most with gunshot wounds and
about 50% less than 16 years of age), 10 Pakistani, five
Nigerian, four Zimbabwean, two civilian and one each
of Australian, New Zealand, Indian and Egyptian ori-
gin. Four transfers used the Lear Jet for transfer to Nai-
robi and two of these patients were unconscious. One
who was intubated had an intra-cerebral haemorrhage.
Another had a pneumothorax and bronchopleural fistula
as a complication of tuberculosis. The largest casualty
evacuations occurred on 18 August when six Somali
children were evacuated after their one year old sister
trod on a land mine and they received collateral injury,
and on 29 September when 13 Somalis were evacuated
after receiving gunshot wounds following an altercation
with Indian UNOSOM troops. Most of these casualties
were children.

A further MEDEVAC activity was the weekly
training of other contingents in AME. Each session took
approximately 90 minutes and included a Bell 212
safety brief, a lecture on patient preparation and a
practical exercise in patient loading and unloading. An
English language handout was distributed at the end of
each session.

Other RMO Medical Activities

The RMO was involved in humanitarian issues that
went beyond Somali MEDEVAC. We undertook the
treatment of Somali workers, both our own and those
working for other contingents. Other activities included
visits to local orphanages in Mogadishu and Baidoa.
The Baidoa orphanage was originally adopted by 1
RAR when they first deployed to Somalia.

RMO ASC 4 saw non-contingent patients on
request. These included members of the New Zealand
contingent staff from Canadian Helicopters, SSI Indus-
tries and Morris Catering. [ acted as Flight Surgeon for
Canadian Helicopters and undertook the medical prepa-
rations of their crews for the deployment to Mozam-
bique for the government elections in October 1994,
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