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Editorial

Once more unto the breach ...

Russ Schedlich

Well, we are at it again. And the greatest test
in recent years of our ability to respond and
maintain a credible operationally deployed
health presence is ahead of us.

No one would be unaware of the recent
push into East Timor by a force led by the
ADF. Although it has been given little public-
ity, there is a significant health element in-
volved in ensuring that our personnel, ashore
and afloat, are able to quickly access high
quality health care in the event of illness of
injury.

The Army is leading the push, with
what will soon be an augmented Forward
Surgical Troop (Heavy) — really a Field Hospi-
tal -which will include RAAF elements, pro-
viding health care to the Force. Embedded in
this hospital, located in Dili, is an aeromedi-
cal evacuation capability. Amongst the de-
ployed troops on the ground, of course, are
several RAPs providing primary health care.

At sea, the Navy’s major ships are fully
staffed, with a medical officer on each, so as
to allow the ships the greatest freedom to op-
erate without interruption by medical prob-
lems.

Linking all this is a joint AME and
medical regulating system to allow the
smooth transfer of serious casualties, first to
Dili then, if necessary, into Darwin. From
there, HQ Northern Command takes over,
regulating patients into the National Support
Area, with strategic AME being coordinated
by Air Command.

The entire health care system is the
first real operational test of the gamut of ca-
pabilities that have been exercised a number
of times over the last several years. Perhaps
the only thing that has been missing has
been the opportunity to deploy the Navy’s
Primary Casualty Reception Facility, which
would have been an ideal means to provide
surgical support prior to the full activation of
the Field Hospital ashore.

There have been significant and benefi-
cial developments in the area of Reserve con-
ditions of service, brought on by the antici-
pated demands of both East Timor and the
ongoing commitment to Bougainville.

A Civilian Practice Allowance has been
introduced to provide a financial offset
against those fixed practice costs medical
specialists are often required to meet, even
when absent from their practices. While there
are some significant constraints to the allow-
ance, it is at least a first step towards recti-
fying a problem that first came to light during
the Gulf War, and which has been a festering
sore on the ADF’s ability to achieve the as-
surance of Reserve specialist support for op-
erations.

The second major change has been the
introduction of a scheme to accelerate entry
into the Reserves for medical specialists will-
ing to volunteer for duty in either East Timor
or Bougainville. This scheme bypasses the
normal selection process, requiring simply
that the specialist meets the ADF’s needs and
is professionally suitable, and is medically
and physically fit for deployment. Entry is for
the limited and specific purpose of opera-
tional deployment, but specialists who join
under this scheme will have the opportunity
to undertake the full selection process after
deployment if they wish to continue to serve
in the Reserves.

So everything looks rosy. But if we
need to maintain two operational health de-
ployments over an extended period of time,
will we have the resources to maintain them?

Rotation will be a requirement for both
Reserve and Permanent Forces, the rota for
the Reserves obviously much more frequent
than for the Permanents.

Will we see Reserve specialists doing a
number of rotations because of lack of depth
in numbers? - if so, what will be the effect on
morale?

Will the three arms of the Defence
Health Service have the range and depth of
personnel to meet their rotational require-
ments? Clearly, there will be the ability for
Navy as well as RAAF and Army health per-
sonnel to rotate into the Field Hospital, but
with diminishing uniformed numbers of Per-
manent health personnel, the pool to draw
from is not as big as it has been.
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Will Defence be able to bear the cost of
the necessary outsourcing caused by lack of
uniformed personnel in the National Support
Areas? In these times of, continuing, financial
constraint, how financially healthy will the
Defence Health Service remain?

We do indeed live in interesting times.

Russ Schedlich

Invite a friend to join the
Australian Military Medicine Association
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President s Message

Nader Abou-Seif

Over the last few years, as one reads the
morning paper, watches the news or listens
to the radio, one cannot help but notice the
presence of a situation or crisis which re-
quires humanitarian assistance of direct
military health support. This century has
seen a growth in both the opportunities to
practise military medicine and a greater abil-
ity to respond by its practitioners.

In my musings prior to writing this,
two thoughts have come to me. The first of
these is that the choice of a title for this year’s
conference in Adelaide — The 1900’s — Yester-
day, Today and Tomorrow’ is more than just
an opportunity to reflect on military medicine
in the last century. It is a reminder that the
demands on our predecessors and ourselves
by a century of conflict and disaster have en-
couraged us to develop skills and use re-
sources that earlier generations of those
practising military medicine could not imag-
ine. I wish to take this opportunity to invite
you all to join me in Adelaide on October 8th-
10t for our Eighth National Conference and
what promises to continue a tradition of ex-
cellent meetings.

My second reflection is that there is
great deal of untapped resource in our asso-
ciation. We have a wealth of knowledge and
experience among our members — some have

achieved an eminence that they justly de-
serve. Others however do a wonderful job,
but receive no recognition in the wider health
community. Perhaps they do their job so well
that they are not noticed — how often do we
notice someone more easily if the job is not
being done properly?

It is my hope that AMMA provides an
environment in which the skills, experience
and knowledge of all of our members are rec-
ognized. We have a choice of avenues to learn
from the experience of others, to contribute
our thoughts and ideas, and by doing this to
enhance our own knowledge and skills.

The fellowship of our Association has
always been something that has been evident
at our meetings. I hope that our efforts con-
tinue to bear fruit, and encourage a level of
involvement that will reinforce the strength of
our Association and maintain and enhance
the quality of our meetings.

As ever, any organization is only as
strong as the involvement of its membership
and our continued attendance at national
and regional meetings, presentations and
contributions to Australian Military Medicine
can only make our Association both richer
and stronger.

Here’s to a successful future.
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Australian Military Medicine Prize
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years following acceptance of grants or awards.

Further information on these prizes and grants can be found on the
http//amma.trump.net.au/ or
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The complete military surgeon'

J.V. Rosenfeld®

The prime task for the military surgeon at the
‘sharp end’ of a military operation is to pro-
vide ‘initial wound surgery’ which is that
emergency surgery required to maintain an
airway, and quell major haemorrhage, and
therefore save lives which otherwise would be
lost. This is classified as Level 3 medical sup-
port and should ideally be performed within
‘the golden’ first hour of injury but preferably
within three hours, which is a more realistic
goal for the military scenario. It also includes
initial debridement of wounds and stabilisa-
tion of fractures.

The military surgeon must therefore
have knowledge and experience in the man-
agement of trauma, including the metabolic
response to injury, and have knowledge of the
effects of burns, missile and blast injuries,
and their treatment. They must also be able
to operate within any cavity of the body, and
deal with the acute problem within it, to ex-
plore and debride an injured limb, and if nec-
essary amputate the limb or apply external
fixateurs to a compound fracture or to an un-
stable pelvic fracture. There should be a fa-
miliarity with the principles and techniques of
vascular surgery.

More advanced, specialised surgery
(Level 4 or 5) theoretically has no place in this
environment and patients needing this level
of care would be transferred by strategic
aeromedical evacuation (AME) to a tertiary
centre in Australia or its equivalent in an-
other country.

However, ADF operations will increas-
ingly involve Peacekeeping and Low Level Op-
erations and are likely to include humanitar-
ian support. Based on recent experiences of
Level 3 medical support provided on
Peacekeeping and Monitoring Operations by
the ADF in Rwanda! and Bougainville re-
spectively, a much wider repertoire of opera-
tions and clinical decision making is required
of the surgeon. This may necessitate some

Level 4 and even Level 5 surgery to enable
the completion of the treatment process and
return of the individual to their family and
society.

This surgery may include such sub-
specialties as plastic and reconstructive sur-
gery, facio-maxillary surgery, neurosurgery,
vascular surgery, burns surgery, paediatric
surgery, obstetrics and gynaecology, urology
and a wider range of orthopaedic surgery.
How can the surgeon being trained today be
expected to cope with this myriad of proce-
dures?

Military Surgical Training

General practice does not provide the neces-
sary qualification or range of skills to perform
military surgery. We believe that a post-
graduate surgical qualification (FRACS or its
equivalent) is a prerequisite for a military
surgeon. However, surgery today is becom-
ing increasingly sub-specialised. A trainee in
general surgery may have minimal training
and experience in trauma management and
trauma surgery, and may eventually practise
with a limited repertoire of highly specialised
regional procedures, for example breast sur-
gery or upper GIT surgery.

The same strictures apply to many of
the other surgical specialties and many re-
cently qualified specialist surgeons have had
minimal experience with general surgery and
often no experience with the other surgical
specialties. In Australia, the trauma surgery
experience is diminishing, firstly because of
effective preventive strategies, and secondly
because of the concentration of serious
trauma cases in trauma centres. This lack of
general and trauma skills and experience
would place these surgeons at a distinct dis-
advantage when faced with the broad chal-
lenges facing the military surgeon.

: Rosenfeld JV. The complete military surgeon. Aust Mil Med 1999; 8(2):3-5

2 Jeffrey V. Rosenfeld MBBS, MS, FRACS, FRCS(Ed), FACS, FACTM. Lieutenant Colonel. Jeff Rosenfeld RAAMC is the
Associate Professor, Department of Surgery and Paediatrics, the University of Melboumne, Director, Department of
Neurosurgery, Royal Children’s Hospital, Melboume and the Deputy Director, Department of Neurosurgery, The Royal
Melbourne Hospital. Hetrained in general and neurosurgery and joined the Army Reserve in 1984 and is currently SO1 in
the Regional Health Personnel Agency Victoria. He has served with the ADF in Rwanda and Bougainville.
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The rural surgical training program of
the Royal Australasian College of Surgeons
provides a very broad training and back-
ground for an aspiring military surgeon who
would be expected to treat civilians during
Peacekeeping Operations as well as battle
casualties in military personnel. A period or
Fellowship doing general trauma surgery,
which may be obtained in trauma centres
either in Australia or overseas, is also a
highly desirable training option for the Aus-
tralian Military Surgeon.

The ADF should offer some encour-
agement through scholarships or return of
service agreements to facilitate these goals.
Once the surgeon is qualified, a model of
military service could be developed which in-
cluded some part-time civilian surgery in pri-
vate practice or as a trauma surgeon within a
civilian trauma centre.

Future Approaches to Surgical Support

The electronic age has enhanced com-
munication over long distances with aids
such as satellite telephone, teleradiology, vid-
eoconferencing, E-mail, digital photography
and electronic transfer of the images via the
Internet. The surgeon when faced with an
unfamiliar clinical situation may rapidly seek
advice through a bank of specialists at ‘home’
enabling the surgeon to use his or her gen-
eral surgical skills to adequately treat the
condition.

The more experienced colleague may
offer a solution or plan of investigation and
treatment for a particular clinical problem
which may not be readily apparent to the
surgeon ‘on the ground’, and the surgeon
may be guided through the steps of the op-
eration if unfamiliar with it. This can be a
tremendous confidence boost and allow the
surgeon to obtain excellent results in unfa-
miliar clinical situations.

The ultimate in battlefield assistance is
the telerobotics systems where robotic arms
perform battlefield surgery controlled by the
surgeon performing the virtual’ surgery at a
distance.?2 These systems are still in the de-
velopment phase and will need accurate tac-
tile feedback and excellent imaging systems
to be practicable.

Definitive Surgical Trauma Course

The Definitive Surgical Trauma Course
(DSTC) was held for the first time in Australia
in 1999 (apart from the pilot course). The
DSTC course is not a substitute for the Early
Management of Severe Trauma Course
(EMST) of the Royal Australasian College of
Surgeons which remains an essential prereg-

uisite for any medical practitioner managing
trauma.

It is designed to train the general sur-
geon in the rapid decision making and opera-
tive treatment required to manage severe
trauma to any area of the body. It includes
didactic presentations, case discussions,
human cadaver dissections, and surgery in
the animal laboratory. The operative ap-
proaches include thoracotomy, craniotomy,
and exposures of the large blood vessels in
the neck, chest and abdomen which are not
common targets for the general surgeon, but
which may all be required in managing
trauma. ‘Damage control’ surgery is empha-
sised in the course and this has particular
applicability to the military scenario.

Australian and New Zealand military
surgeons should be encouraged to do the
course and in time it may be feasible to add a
military module to the course as has been
done in the United States. It would also be
appropriate to develop military surgery mod-
ules for paediatric surgery and obstetrics and
gynaecology that are also encountered fre-
quently on peacekeeping operations.

The proposed establishment of a Chair
of Military Medicine should facilitate the aca-
demic development of Australian military
surgery and assist and even coordinate the
training of the military surgeon.

Surgery in the Field

The Forward Surgical Troop is the smallest
surgical unit in the Australian Army (apart
from the unique Parachute Surgical Troop)
and has equivalents in the Navy and Air
Force. The manning includes a general and
orthopaedic surgeon and each can assist the
other.

As there are likely to be many limb in-
juries on military operations, the presence of
an orthopaedic surgeon is appropriate. Acute
knee injuries could be aggressively treated in
the area of operation using arthroscopy, thus
preserving manpower. Brigadier R. Atkinson
has demonstrated that this can be done in a
remote surgical facility in northern Australia.
It may not always be possible to have the two
surgeons together so that the generalist will
still need to have familiarity with acute ortho-
paedics.

Conclusion

The difficulties of producing the com-
plete military surgeon in today’s environment
of super-specialisation have been highlighted
and some solutions offered, but in the final
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analysis, nothing can substitute for an exten-  sive clinical and operative experience.
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Basic life support. Military background and
influence in contemporary teaching of
cardiopulmonary resuscitation’

JH. Pearn®

Abstract

Cardiopulmonary resuscitation (CPR) is the core component of both Basic Life Support and
Advanced Life Support skills. Modern first aid, as a discipline of drills and skills to preserve life
and limb, had its genesis in military surgery albeit with a history of barely two centuries. The
extension of teaching of first aid skills to members of the lay public was the result of advocacy
of military surgeons initially in London in 1878 and subsequently in Australia from 1881. The
Australian Defence Force was a foundation member of The Australian Resuscitation Council
which was established under the auspices of The Royal Australasian College of Surgeons in
1976; and since that time uniformed members have maintained a significant influence in the
sequential development of the policies and practice of CPR teaching in both the military and ci-
vilian domains in Australia. This paper reviews the range of high-risk scenarios that may con-
front any individual, uniformed or civilian, where on-site CPR may be required at any time. The
historic and contemporary close links which exist between uniformed health personnel and
those of The Australian Red Cross, St John Ambulance Australia and The Royal Life Saving So-
ciety are reviewed in this paper. Continued advocacy of “first aid - a skill for all” remains core
doctrine for all members of the Defence Health Service Branch within The Australian Defence
Force.

Key Words: Cardiopulmonary resuscitation (CPR); Australian Defence Force; Defence
Health Service Branch; first aid; military medicine; teaching CPR.

The best discoveries and inventions will
not save lives unless bystanders and first-
responders are trained in the delivery of the
system. The military was the fundamental
catalyst that enabled the new discoveries of
life support to be disseminated to the general
civilian public.

When the Imperial troops were re-
moved from Australia in 1870, six of the
States developed their own militia volunteer
forces, each responsible independently to the
Crown in London. Four of these militia forces
developed their own Ambulance Corps.

The series of drills and skills that we under-
stand today as cardiopulmonary resuscitation
(CPR) has a history of barely two centuries.1-3
The development of the doctrine and the
teaching of life support skills owes much to
military surgeons. Baron Larrey in the Penin-
sula Wars, von Esmarch in Prussia in 1851,
and Holger-Nielson in Paris in 1943 each de-
veloped principles of self-help and buddy-
help, primarily for sick and injured soldiers,
on which the concepts of later twentieth
century life support techniques have been
built (Table 1, over page).

L Peamn JH. Basic life support. Military background and influence in contemporary teaching of cardiopulmonary resuscitation.
Aust Mil Med 1999, 8(2):5-12
2 Major General John Peam is the Surgeon General of the Australian Defence Force and Professor of Paediatrics and Child

Health Royal Children’s Hospital Brisbane.
Address for correspondence: Office of the Professor of Paediatrics and Child Health Royal Children’s Hospital Brisbane Qld
4029 Australia
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In Melbourne, Surgeon-Major Robert
Robertson delivered four public lectures on
military first aid between March 1880 and
February 1881.3 His unit, the St Kilda Artil-
lery — established to defend the city of St
Kilda in Melbourne — opened its teaching
classes (segregated by sex) to the public in a
pioneering move that was soon to have reper-

cussions throughout Australia. The first ci-
vilian ambulance service in Australasia, The
City Ambulance Transport Brigade, was es-
tablished in Brisbane in 1892,4 modelled
along the lines of and containing many cross-
posted positions of the militia Ambulance
Corps of the Queensland Defence Force.

1851 | Friedrich von Esmarch invented the self-help bandage - an unbleached calico triangle with a base of 40
centimetres; to be carried by all Prussian soldiers in battle. This was the first introduction of the concept
of every individual being responsible for his and a colleague’s treatment following an injury.

1861 | Henry Silvester’s development of a “physiological method of resuscitation”.*

1897 | Professor Edward Sharpey-Schaefer’s further development of a resuscitation method — patient face-
down with head turned to the side.®

1943 | Holger Nielson’s method — victim placed face-down with elbows bent, with the rescuer applying
alternating pressure to the thorax with the raising of the victim’s elbows. Holger Nielson was a Danish
soldier who served with the German occupying Army in Paris during World War II.

1948 | Human heart restarted electrically for the first time.*

1958 | Dr Peter Safar’s demonstration, using curarized volunteer medical students, that expired air
resuscitation will maintain adequate cerebral perfusion of oxygenated blood.!

1984 | Development of semi-automatic (computerised) defibrillator.

1988 | Tore Laerdal developed the concept of “Chain of Survival” — a four-link chain comprising Calling for
Help, Basic Life Support, Advanced Life Support, In-hospital Life Support.**

Table 1: A chronology of some milestones in the evolution of best-practice Basic and Advanced

Life Support.

Subsequently, the evolution of lay teaching,23
and the development of pre-hospital systems
of trauma care,5-8 developed into a history of
the lay teaching of CPR which has proved to

be as important as that of the technical dis-
coveries and the development of new equip-
ments themselves (Table 2).

1870 | Imperial Troops withdrawn from the Australian Colonies. Six Australian Colonies established their own
State Defence Forces. Four of these included a Military Ambulance Corps whose members taught
volunteer militia stretcher-bearers the skills of bandaging technique and the elements of resuscitation.

1880 | The medical section of the St Kilda Artillery (Melbourne) opened its classes of military first aid drills to
the general public.!

1883 | The first public St John Ambulance First Aid Courses taught - at the Everleigh Railway Workshops in
Sydney; and in Melbourne, this latter under the auspices of Dr James Neild (1824-1 906)."

1892 | The first civilian ambulance service established - the City Ambulance Transport Brigade -in Brisbane.”

1892 | Several Australian States establish State Railway Ambulance Corps to protect the life of both staff and
passengers on State Railways.

1894 | Royal Life Saving Society established in Australia - this within three years of its establishment by William
Henry in London in 1891,

1907 | The Sulrf Life Saving Association founded, originally termed The Surf Bathing Association of New South
Wales.

1914 | Australian Red Cross founded within days of the outbreak of the First World War. Terms of Reference
included advocacy for international humanitarian law, the protection of prisoners and refugees, the
prmi'iﬁssion of food and shelter to civilians at times of civil and military emergency and the teaching of first
aid.”>

1976 | The Australian Resuscitation Council formed and sponsored by the Royal Australasian College of
Surgeons, in Melbourne.® The Defence Health Service of the Australian Defence Force was a Foundation
Member; and has served as an influential full member since that time.

Table 2: Military Role in the Teaching of First Aid. Some datum milestones in the chronology of

teaching Basic Life Support skills to the general Australian public.

All who work in the area of both training and
delivery of pre-hospital CPR feel an identity,

indeed a justifiable pride, in being a part of
this vigorous development for the better pres-
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