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September 11 ....

What a difference three months makes! When I
wrote my editorial for the August edition of
Australian Military Medicine, 1 was thinking
ahead of the tenth AMMA conference and my
vision for the future for the journal. What
none of us had planned for were the events of
September 11 and its aftermath. September
11, 2001 will remain as a key event in the
psyche of our generation. We often hear talk of
people remembering where they were and what
they were doing when President John F.
Kennedy was assassinated or when man first
stepped on the moon. Whilst I don't remember
the first of these, and only have vague
recollections of the second, I will always
remember September 11, 2001. Like many in
Australia, I was woken by a telephone call from
friends and told to turn on the television. As
awestruck as we might have been at seeing
man step on the moon, we were more shocked
and horrified to watch live terrorist attacks
being carried out against a defenceless civilian
population. These stark images will remain a
constant reminder that we must prepare to
defend our country against all forms of
aggression, including terrorism. The
subsequent war against terrorism has and will
continue to affect us all. Indeed, as I write,
some of our military members will be providing
health support in this war.

On a more positive note, AMMA held a very
successful 10t Annual Scientific Conference at
Surfers Paradise in late October 2001.
Although some of our key speakers were
unable to attend because of the events in
America, the conference had a great turn out
with lots of excellent presentations. It is always
interesting to reflect at these conferences on
how far that the Association has progressed
over the last decade. It was especially
enjoyable to reflect whilst walking along the
beach at Surfers Paradise. As can be seen from
the enclosed photograph, the AMMA Council
certainly enjoyed the conference.

Current Council - 10th AMMA Conference
left to right: Nader Abou-Seif (V/Pres),
Dave Emonson,

Fabian Purcell, Graham Boothby, Andy Robertson,
Janet Scott, Beverley Wright,

Paula Leishman and Joyce McGregor (Secretariat)
Russ Schedlich (Pres) and Bruce Short (Patron)

Late December 2001 brought us the news
that the current Director General Defence
Health Service had put in his resignation and
would be leaving on 08 February 2002.
Brigadier Wayne Ramsey's two years as
DGDHS has seen a revitalisation of the
Defence Health Service, particularly at the
strategic level. Brigadier Ramsey has been a
strong supporter of AMMA during his career
and AMMA wishes him all the best for the
future.

The December issue once again brings an
interesting journal with a number of different
themes. These include operational medicine,
aviation medicine, tropical medicine, health
economics, naval medical history, medical
training and defence against chemical
weapons. The Patron's Address on 'Honour,
chivalry and the role of medicine in the
military' provides an excellent review of the
activities of the Defence Health Service over the
last 12 months. As always, I look forward to a
host of new and interesting articles in 2002.

Andy Robertson
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President’s Message

As 2001 has drawn to a close, we find our-
selves in a very different world. It is a world
that is in many ways more uncertain, and a
world in which the involvement of the military
in its affairs has expanded and changed.

The “War on Terror” is in many ways simply
a formalisation and focussing on an aspect of
military preparedness that has been a part of
the everyday working life of Defence personnel.
The “War on Terror™ also highlights many as-
pects of military health preparedness that of-
ten get forgotten. How do you deal with the
kind of disaster that resulted from the collapse
of the World Trade Centre? How do you deal
with the biological threat posed by the indis-
criminate spreading of “anthrax”, or sub-
stances that could be thought to be anthrax?
How do you deal with the psychosocial impact
of these threats?

During the period of enhanced prepared-
ness that occurred following the events in the
US, T had the opportunity to spend a day each
in the NSW Health Services Disaster Control
Centre and the Police Operations Centre. While
fortunately nothing significant happened on ei-
ther of my “watches”, it was fascinating to
watch the impact on health and other emer-
gency service resources of all the “white pow-
der incidents”. It was also great to see the pro-
fessionalism and skill of these services in re-
sponding to these and other incidents.

- 1 have taken the liberty of adding a rather
long postscript to this message - the bulk of a
message | sent to a very close friend in the
United States, written one or two days after the
World Trade Centre collapse.

The “War on Terror” has seen new and in-
creased involvement of our Defence Force in
Afghanistan and the Arabian Gulf. The refugee
situation that followed Tampa continues to in-
volve Defence personnel, and we have our on-
going commitments in East Timor and Bou-
gainville.

Conference 2001

For those of us who had the time, we once
again we able to attend a splendid Conference
in Surfer’s Paradise in November. We were still
able to attract about 100 delegates, and the
quality of papers was, as usual. extremely
high. Our only disappointment was that our
keynote speaker, Colonel Jim Bagian, was
called up and had to withdraw at very late no-
tice. We were most grateful to Ric Wolfe and ...
for being able to step in to fill this void and
give us a splendid presentation on refractive

surgery.

As well as the formal part of the conference,
we once again were able to take the opportu-
nity to network and re-establish contact with
our colleagues. The Conference Dinner was an
ideal opportunity at which to fulfil this, and we
were delighted to listen to Brigadier Pat McIn-
tosh's insights into the events that unfolded in
Rwanda, events which drew the Defence Force
and its health service into one of the most dif-
ficult operations in recent years.

The sun, surf and golf courses of the Gold
Coast provided their added attractions.

Conference 2002

As those who attended this year's confer-
ence and the AMMA Annual General Meeting
will be aware, AMMA has agreed to co-host the
Defence Health Symposium, to be held in Syd-
ney in late July. This Symposium will be at-
tended by up to 500 delegates from around
Australia and overseas.

You Council has decided that, in co-hosting
this symposium, the Association will not hold
its usual conference this year. This decision
was endorsed at the AGM. While many may be
disappointed that we will not have the oppor-
tunity to meet around October in some more
exotic location (Canberra was planned), Coun-
cil felt that the opportunities that were opened
up to the Association by being involved in the
Symposium far outweighed any other con-
cerns. With appropriate exposure and market-
ing, we believe that we will be able to signifi-
cantly expand our membership base, and also
obtain more sponsorship exposure.

Since that decision has been taken, the As-
sociation has been working closely with the
Defence Health Services Branch, and planning
for the Symposium is well advanced.

I believe the Symposium will be at least as
good as our AMMA conference, and 1 would
urge you to positively contribute by both pre-
senting papers and attending. I am sure the
events of the last 12 months will have raised
many issues that can form the basis of some
excellent presentations.

In closing, I hope that all our members and
their families had a safe and prosperous festive
season, and are looking forward to a rewarding
new year. To those who had to spend the time
away from family and friends, I hope you were
able to keep in touch, and were rewarded by
the experience. I look forward to seeing every-
one in Sydney in July.

Russ Schedlich
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Postscript — The World Trade Centre

I was spending a couple of days in Walgett, a
small town (2,300) in the north of the NSW,
trying to sort out a crisis in providing general
practitioners through a series of intense
meetings. I was staying in a hotel some way
out of town, and outside mobile phone range.
After dinner that evening, I went back to my
room at about 2230, and watched some inane
programme on television. Probably at about
2300, I decided enough was enough and went
to bed.

Arising the following morning, I switched on
the television. The first thing [ saw was film of
a large building collapsing - unmistakably one
of the World Trade Centre towers. Within a mi-
nute, the voiceover had made it clear what had
happened, probably at about the time that I
was getting into my bed the previous night. I
called my family in Sydney to find that they
had caught the beginning of the saga just be-
fore they got to bed, and had sat up until the
wee hours of the morning watching the drama
unfold. They hadn't been able to alert me be-
cause of the mobile black hole I was in.

Of course, the next couple of hours - getting
up, showering, breakfasting, all those mun-
dane things of daily life - were done with one
eye and ear on the TV. And didn't the "crisis”
in Walgett get put into perspective.

And so we now watch the recovery effort,
and hear the tales of the survivors. And how
this has involved the whole world. The daugh-
ter of long standing friends of ours from just
up the road, and who now lives in New York,
was 4 blocks from the Centre; her husband 15
blocks. More remarkably, the older brother of a
friend of my son was on the 92nd floor of the
south tower. We heard through contacts that,
after the first plane hit the north tower, they
were told to stay where they were. His reaction
- "like hell” - saved his life. In a TV interview a
couple of days later, he described how he was
on about the 70th level of the emergency stairs
when the second plane hit. Miraculously (and
it has to be), he was on the opposite corner to
where the plane hit, and so was able to get out
- taking some 45 minutes to get to the bottom.
lan Thorpe, apparently, would have been

somewhere in the centre had he not forgotten
his camera, and turmed back to get it.

We saw the destruction to the Pentagon - a
place I have visited and remember with some
awe - and think, not only of our professional
colleagues directly involved, but of the way in
which the business of Defence was resumed,
as it must be, within hours and metres of the
tragedy. The kind of response that we expect
and consider natural.

As the days wore on, we saw the magnitude
of the disaster response. The 300-or-so fire
and police officers who appear to have lost
their lives when the buildings collapsed. The
massive medical response, with thousands re-
quiring treatment and, sadly, the preparations
to receive thousands of bodies. We saw the
shear determination and courage of the rescu-
ers - working long hours in extraordinarily dif-
ficult conditions. All those things which those
in the military take as part of our lot, but
which are equally a part of the lives of our ci-
vilian colleagues.

And now the world watches and waits.
There will, and must, be accountability. The
challenge is to do that in a measured, sensible
and careful way that achieves the outcome
without creating an untenable, out of propor-
tion, world situation. Perhaps - and perhaps
it's a big perhaps - the scale of this attack will
get some of those who are on the fringes of ex-
tremism to recognise that there must be a stop
to these kinds of activities, and that this will
allow the goal to be achieve with greater sensi-
bility. Perhaps - and words will need to be fol-
lowed by deeds - the statements of some of the
leaders who we might put in the category of
being on the fringe of extremism give some
hope that this may, indeed, happen. There will,
almost inevitably, be some kind of armed con-
flict. We can only pray that it will be able to be
delivered in a way that minimises "collateral
damage”. It is probable that Australia will be
involved in this, albeit likely to be only in a
support role.

Russ Schedlich
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Honour, Chivalry and the Role of Medicine in the

o 1
Military
Air Vice-Marshal Bruce Short®

The emergence of military medicine was very
late during mankind's long history of war-like
activities. In the valley of the River Neander,
near Dusseldorf in Germany, a species of man
was discovered characterised by a retreating
forehead and massive brow-ridges. He was a
very uncouth and primitive man; nevertheless,
he found time to wage a form of warfare on his
fellow Neanderthals.

In Homer's Iliad, the most influential
narrative of war in Western literature, the story
is almost exclusively about honour by the
Greeks as well as the Trojans. This honour
spurred the fight as much as victory itself. The
Homeric ideal permeated Western history and
even the mighty forces of the Macedonian,
Alexander the Great, invading Persia in the
year 334 BC, made much of the taking from a
temple, armour allegedly worn at Troy, by
Greeks whom he claimed as ancestors.
However, the victor in the Homeric duel
showed no respect for the vanquished foe.
Witness the exultant Achilles dragging the
body of the fallen Hector behind his chariot.
Honour could be very savage.

"A peculiar early 20th century adaptation to
honour arose during the Great War. The nation
was France, the place Verdun in northeastern
France 50 miles from the German border and
the time, early 1916. Verdun was not the
bloodiest battle of that war - that grisly
distinction belonged to the Somme. However,
probably more soldiers were killed per square
yard in the defence of Verdun, the symbol of
French honour, than in any other conflict
before or since. A staggering 300,000
Frenchman and Germans died and
approximately a further 450,000 were
wounded. From a small start grew the
grimmest battle in all that grim Great War, and
perhaps in History itself. Certainly it was the
longest battle of all time, lasting some 10
months. The pressure on the French and
German Medical Corps to meet the demands of
the daily injured arriving at an average rate of
1,500 a day every day for 10 months from the
Verdun sector alone, staggers the imagination.
Yet the German commander at Verdun,
General von Falkenhayn, almost succeeded in

bleeding France white. In their defence of
honour, France was saved by the arrival of the
9th French commander at Verdun, General
Philippe Petain. This superannuated Colonel at
war's outbreak rose to become a Marshal of
France as the Commander in Chief of French
Forces at its end. His successful defence of
Verdun was considered universally as a model
of tactical brilliance; however, the battle of
Verdun clearly underscored the inherent
dangers to a nation who chooses above all to
maintain National Honour on the battlefield.

If we ever need further reminding of the
human cost of a non-nuclear global conflict
then this vignette provides reinforcement. In
the Pavilion of Peace at the fabulous
International Exposition held in Paris during
the nervous times of 1937, a talking clock
announced to visitors that figures taken from
all the belligerents, indicated 4 soldiers had
been killed and 9 mutilated for every 1 minute
of the duration of the Great War. For those
who can't do instantaneous mental arithmetic,
this equates to approximately 8 million, four
hundred and nine thousand, six hundred
soldiers killed in action. The economic effects
of this carnage upon France alone were still
evident through and into the mid 1930s.

Chivalry developed late in the history of
Christian Europe and only then as a code for
the rich. Nonetheless chivalry became a
governing ethic. By the late 19th century a
further development to the conduct of warfare
emerged influenced by a series of
humanitarian Geneva Conventions. This
enforced upon European armies an elaborate
code of correct behaviour.

In 1859, the Swiss philanthropist, Jean
Henri Dunant, attended the aftermath of the
Battle of Solferino, just outside the delightful
city of Verona in northern Italy. The casualties
so horrified him that he wrote a seminal
pamphlet which ended with the plea "would it
not be possible to found and organise in all
civilised countries permanent societies of
volunteers who in time of war would give help
to the wounded without regard to their
nationality?” Dunant's idea was canvassed
internationally and culminated in 1863 with

; Short B. Honour, chivalry and the role of medicine in the military. Aust Mil Med 2001:10(3): 99-102.
= AVM Bruce Short is the Surgeon General Australian Defence Force and the new patron of the Australian Military Medicine
Association. This address was made to the 10" AMMA Scientific Conference in Oct 01.
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the formation of the Red Cross. Throughout
the age of chivalry and into the humanitarian
19th and 20th centuries, the role and
importance of medicine under the military
mantle became firmly embedded.

There have been very significant events and
changes in Military Medicine here in Australia
since the foundation of this now well
established and growing association 10 years
ago. This year is the centenary of the
Australian Army, the 90th anniversary of the
Royal Australian Navy and the 80th
anniversary of the Royal Australian Air Force.
Events around the world have seen the
frequent deployment of the health services in
support of Australian forces overseas.

It was in 1994 during the July weekend at
our 4th AMMA conference in Melbourne that
the announcement was made that an ADF
contingent was to deploy with the UN to the
genocide in Rwanda. This was the second
major operational deployment by the Defence
Health Service (DHS) since Operation Desert
Shield and Desert Storm back in 1990-1991. 1
remember this also quite poignantly since, in
the company of several officers here today, I
attended the NBC course held then at the
Army School of Health at Portsea during the
December of 1990 whilst Operation Desert
Shield was played out. I don't believe I have
ever witnessed during an ADF instructional
course a greater degree of attention and
participation than that shown by all the
students of that memorable course. During
another December, this time in 1992, DHS
health support deployed with the US lead and
UN sponsored Operation Restore Hope to
Somalia. You may recall that Somalia at the
time was perhaps the most poverty-ridden
country on the African continent, and had
been exposed to the disastrous effects of two
decades of severe drought coupled with the
anarchy of a civil war.

Many  operational deployments have
followed since then with our -current
commitments centred in Timor, the Solomons
and Bougaineville. On the 4th September
2001, the latter was reclassified as a Level 1
facility. The DHS also recently responded to
the needs of the refugee passengers aboard
HMAS MANOORA during its passage to Nauru.

Probably the most significant change
affecting the military health structure in the
ADF that occurred in this last decade was the
implementation of the findings of the Defence
Efficiency Review (DER) set up in October
1996. In the DER report published in March
1997, a key recommendation was that the
medical services need to be pulled together and
rationalised, taking account of community
expectations and civil arrangements. The
Australian National Audit Office performed an
audit on the Australian Defence Force Health
Services. In that report of May 1997, the
primary objective of the ADF Health Services
was defined as the maintenance of military

personnel at required standards of health and
fitness and the provision of deployable medical
services in support of military operations.

A more recent follow-up audit on the health
services was released in July this year and has
recognised the many improvements and re-
organisations that Health has implemented
during the last 4 years. Necessarily, several
issues have yet to be completed. In particular,
the Australian National Audit Office noted that
whilst the Defence Health Service Branch
(DHSB) and the Joint Health Support Agency
have been established, full command and
control of all health resources have not been
transferred to the DHS as Defence considered
such an arrangement to be inconsistent with
the overall command and control paradigm in
the ADF.

Since the 1997 disarticulation of the ADF,
the provision of deployable health services to
support the several overseas operations has
been achieved by the dedicated commitment of
both full time and part time health personnel.
The present size of our health services is
clearly the rate-limiting factor in our ability to
sustain any protracted or concurrent overseas
operations. Nonetheless, enthusiasm,
professionalism, dedication and work
excellence are all qualities in abundance
throughout the Australian military health
services.

Last year, a White Paper on Defence was
launched in part to answer the mismatch that
had arisen between the strategic objectives of
Defence, the Defence capabilities and our
levels of Defence funding. In that paper, a clear
enunciation was made that people are
capability. Defence needs to be a 'knowledge
organisation' and therefore Defence must
retain skilled and experienced people. Defence
must ensure that people do not leave the ADF
when they are of most value and this is a
priority concern for Government. Defence 2000
recognised that the Reserves comprise about
42% of the total ADF and given the likelihood
of frequent and concurrent operations,
Reserves will be the most efficient way of
providing sustainment and surge capacity.
Furthermore, reserves can provide skills not
available within the permanent forces, or
which are held in small numbers.

Another important document was released
last year, the ADF Health Status report. This
inaugural report, launched by the Surgeon
General, highlighted the steps taken to identify
the health safety and wellbeing of ADF People,
who were a key subject in the Defence White
Paper. Few Defence forces in the world have
produced comparable detailed health
information about their members as a basis for
improving their health status. The ADF Health
Status Report was inspired by Australia’s
Health 1998, produced by the Australian
Institute of Health and Welfare. In the
document Australia’'s Health 1998, leading
causes of injury and illness were identified




across the Australian nation. The second
edition of ADF Health Status Report is
scheduled for publication towards the end of
next year.

During the past 10 years individuals in
Australian military medicine have come and
gone but none so memorable than Sir Edward
Dunlop who passed away in 1993 and only last
year the passing of Matron Vivian Bulwinkle.
Their infused thoughts and actions remain
indelibly imprinted in the high code of
conduct, which the present and future military
health personnel must maintain.

Last year saw the celebration of the
centenary of the awarding of the Victoria Cross
to Lieutenant Howse of the NSW Army Medical
Corps on the 24th July 1900. On August the
4th last, her Majesty Queen Elizabeth, the
Queen Mother, celebrated her 101st birthday.
Her Majesty has been the Colonel-in-Chief of
the RAAMC since 1948. In concert with the
panoply of health facilities, ADF Health
Services supported the Olympic effort and
thereby playing its small part in ensuring the
great success of that marvellous 27th Modern
Olympiad in September 2000. Last year also
saw the establishment of the chapter of
Military Medicine  within the Royal
Australasian College of General Practitioners:;
thereby recognising the significance of the
discipline of military medicine and the specific
skills required by military medical
practitioners.

The year 2000 saw the completion of the
extensive refit to Her Majesty Australian Ships
Manoora and Kanimbla with the installation of
the Primary Casualty Reception Facilities on
the port side of the aft section of the main
superstructure.

The Australian Aerospace Force has in
recent years acquired new airframes. In 1999
Air Force accepted the Boeing Aircraft
Corporation version of the Airborne Early
Warning and Control Aircraft. This system is
based on the Boeing 737-700 commercial
jetliner and will enter service with 2 Squadron
in 2004. In the same year, the C-130 J-30
Hercules replaced the time expired E model. In
May last year the first Australian-built Hawk
127 Lead-in Fighter flew from Williamtown and
heralded the de-commissioning of the aging
Macchi Jet Trainer. Earlier this year, the CO of
76 Squadron Kkindly permitted me a full
familiarisation flight in the new Hawk and I
was impressed that it represents a good buy as
a lead-in jet trainer.

The ADF continues to grow and the
Department of Defence's 10 year Defence
Capability Plan, released mid year, records the
spending of 47 billion Australian dollars
during the next decade. The Plan encompasses
29 aerospace projects costing 24 billion; 22
shipbuilding and naval projects totalling 10
billion; 67 command and control projects for 8
billion and 23 ground forces projects costing
another 5 billion dollars.
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I would like to finish with a brief report to
you on some of the less known functions of the
Surgeon General. What do I do in Canberra? I
succeeded Major General John Pearn on the
Ist January this year and took over a job in
which John had excelled thereby enhancing
the stature of the office. The Surgeon General
along with the Judge Advocate General and the
three single Service chiefs are all appointed by
the Chief of the Defence Force, Admiral Chris
Barrie.

On the administrative side, the Surgeon
General chairs three committees that meet
regularly in Canberra. The first is the DHS
Advisory Council consisting of Brigadier Wayne
Ramsey and the three Assistant Surgeons'
General: Commodore Peter Habersberger, a
cardiologist from Melbourne; Brigadier Brian
Pezzutti, an anaesthetist from Sydney; and Air
Commodore Roger Capps, another anaesthetist
from Adelaide. The council meets 6 times a
year. If I might quote from the latest follow-up
ANAO audit as to the function of the council,
which is curiously given as a footnote to page
45 as follows: "The main function of the Board
is to oversee the long-term goals and plans of
the DHS and provide an independent view by
which management performance can be
monitored against the DHS strategic plan”. The
council further advises the DHS about issues
that the branch cannot easily access other
than by protracted means from learned
colleges and tertiary educational bodies. It
does not deal with so-called nuts and bolts
issues, which are more correctly the purview of
the DHS Steering Committee. In that body,
Reserve representation has been established
from one of the three members of the National
Council, who are Captain Graeme Shirtley,
Colonel Vlas Efstathis and Group Captain
Chris Griffiths.

The second chair for which the Surgeon
General is responsible is the important
Australian Defence Human Research Ethics
Committee (ADHREC). The name of this
committee has recently changed from the
previous title of ADMEC (Australian Defence
Medical Ethics Committee). This is in keeping
with the national nomenclature and reinforces
the scope of the committee's charter with
regard to human research within the ADF. The
Chief of the Defence Force with the Secretary
of Defence first established ADMEC in 1988
and appoints the seven members each for a 5-
year term. Professor John Pearn was formally
appointed a new member to ADHREC in
February this year. The commitice meets 5
times a year and analyses a large and growing
number of research protocols.

A related but separate and new committee
was formed last year known as the Defence
Health and Human Performance Research
Committee which, in response to the
recommendations made by the Australian
National Audit Office and other reports, is to
give direction and coordination to health and




