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EDITORIAL
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And Anthrax. ..

ANOTHER INTERESTING FORTNIGHT has come to an end,
as our ADF ships and personnel pre-deploy to the
Gulf. One of the key issues over this period has been
the Australian Defence Forces Anthrax Vaccination
Program. While generally not controversial, the
Anthrax Vaccination Program has reached that status
with help from the media and the ADF decision to
repatriate those ADF members who refuse to have the
vaccine.

One recurring issue has been the safety of the vac-
cine, which although licensed in the United States and
the United Kingdom, is not licensed in Australia.
Despite comments to the contrary, this vaccine has
been the subject of detailed scrutiny by both Defence
and independent reviewers. In particular, the United
States Institute of Medicine (IOM), in their publica-
tion “The Anthrax Vaccine: s it Safe? Does it
work?”1, has carried out an extensive review of both
the efficacy and safety research. They conclude that it
is an effective vaccine against anthrax, including
inhalational anthrax, and that there are no life-threat-
ening or permanently disabling immediate onset
adverse events. They also conclude that there is no
evidence of elevated risks of later-onset health effects,
including to the reproductive system.1

Dr Nass, in a letter to Emergency Medicine News2
in July 2002, raises the spectre of Gulf War Syndrome,
claiming that anthrax vaccination has been linked to
Gulf War Syndrome in 5 studies. Her claims were
based on a number of prevalence and cross-sectional
surveys, which showed some association of multiple

vaccines, including plague and anthrax, with reporting
of long term symptoms only3-5. In fact, the evidence,
while still weak, was far stronger for the number of
vaccines given rather than the specific vaccine.3-5
There was no direct claim of an anthrax vaccine link
to Gulf War Syndrome by any of the studies and at
least one did not even look at anthrax as a risk fac-
tor.6 In contrast, the IOM reviewed a large number of
epidemiological studies and found no support for
these assertions1. A good reminder to go back to the
original articles, particularly when sensational claims
are made.

You will have noticed that there was not a third
issue in 2002. Delays with processing and printing
meant that the second issue was very late getting out
and the decision was made to move to the first issue of
2003 to bring things back on track. To that end, the
first issue of 2003 will be an interesting one.
Serendipitously, our Ten Years On article is a review on
anthrax, an issue that, like the spore, will not die. We
also have excellent articles on aeromedical evacuation,
thermobaric munitions, Defence health care, health
policy development and Reserve humanitarian support.
We also have the second and final part in the historical
review of Tudor Naval Medicine. Our peer review pro-
cess continues apace and I thank all those reviewers
who have volunteered. Finally, I have a willing volun-
teer as Assistant Editor, Lieutenant Nial Wheate, who

you will hear more from in coming issues.

Andy Robertson
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PRESIDENT'S MESSAGE

PRESIDENT’S MESSAGE

ONE OF THE SADDEST THINGS IN OUR WORLD is the
human being’s propensity to be unable to resolve its
differences without resorting to violence. We see it at
an individual level, at a group level and at a societal
level. At a societal level it’s called war.

Over the centuries there has only really been one
consistently positive outcome from armed conflict, and
that has been the advancement of medicine. War forces
military health professionals to innovate and work
quickly to resolve problems. Australian Military
Medicine and our Conferences have often highlighted
this historical context, and I recall papers and articles
that have explored the influence of war on surgery;
infection control and medical evacuation. These, and
other health challenges, have been materially advanced
by the medical heroes (usually unsung) of war.

Well, it seems my predictions in the last Journal
have proved (almost) to be right. And so once again it
seems that we will be going to war. It will be a war
that brings with it the potential for biological or
chemical warfare. One for which we have had to re-
vamp our ability to combat these forms of warfare.

What happens next will be watched with inter-
est. [ suspect that by the time you read this the deci-
sion will already have been taken. If we go to war,
there will no doubt be lessons for us all. We can
only hope that these lessons will be properly learned
to protect us in the future, and perhaps significant
leaps forward will be able to be made in some of
these areas.

Perhaps one of the potentially difficult consequences
of this conflict, if it occurs, may b the impact of the, at
present, clear division in public opinion in relation to
whether or not Australian troops should be involved.

This, sadly, raises the prospect of a repeat of the
experience of Vietnam veterans, with the clear and
demonstrable impact that has been suffered by many
by not being able to trust that the Australian public,
undeniably, has supported what they have being doing.
If Australian troops end up in a conflict that is not
widely supported, it will be a clear challenge for the
Defence community to ensure that, firstly, the recep-
tion when they return is not like that our Vietnam vet-
erans received and, if it is, that the necessary support
mechanisms are put in place to prevent the kinds of
health problems that we have seen previously.

HUMAN ERROR IN MEDICINE

I recently had the privilege of attending a work-
shop on Human Error in Medicine.

What a revolution it would be if we could see a
culture of safety that mirrors that in aviation. A cul-
ture that accepts that humans do make errors, and
recognise that, almost invariably, those errors are
unintentional and created by factors that are usually
outside the influence of the individual. A culture that
looks at errors as an opportunity to learn and to put
in place measures to prevent similar errors that hap-
pen in the future.

In my service in the Navy, I have seen the stark
contrast in cultures that existed (and I suspect still
does) between the aviation and seaman worlds.

Military aviation has a strong safety culture. Any
and every incident that involves a potential or actual
safety issue is fully reported and fully investigated.
Humans error is dealt with on the basis that there are
factors that underlie them — fatigue, lack of training or
experience, and so on.

Several years ago, the Navy introduced a safety
incident reporting system. From my contact with that
system (and I stress that it may have changed), the one
thing that never got reported was any incident of
unsafe navigation. Why? — well, every ship captain
took the view that admitting to such an incident would
result in a black mark in his performance report.

My perception is that the health care system is still
sitting with the ship drivers. One of the challenges of all
health professionals, and one that in my view can be led
by the Defence Health Service, is changing that culture.

DRUGS IN SPORT

It was fascinating to see that it took only 48 hours
for a certain cricketer to leap up as the most men-
tioned name in the news media in a one-week period.

It is equally interesting to observe that, while the
sportsman was being banned for using a substance
that could mask a performance-enhancing drug, the
Defence scientific community is exploring the use of
performance enhancing drugs in combat.

CONFERENCE 2003
Its a long time between drinks, but this year’s con-

ference is coming around the corner.
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To be held in Adelaide on 17 to 19 October, I'm
sure it will be every bit as good as previous conferences.
The last time we were in Adelaide, the Defence

Health Services were involved in major operational
deployments, and this affected attendance. Despite
this, the conference was a great success, no doubt due
to the involvement of our members and the great
atmosphere that can be enjoyed in Adelaide. We hope
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operations, and I have no doubt that Adelaide will
treat us as well as it did last time.

So [ challenge you all to sit down and write that
paper now. Details of the conference can be found
elsewhere in this journal.

Until October.

Russ Schedlich

that our attendance will not be affected by current

Invitation to Submit Abstracts

The 2003 Australian Military Medicine Conference Committee
invites you to submit abstracts for oral and poster presentations on
Military Health related topics at the 12th Annual Conference.

17-19 October 2003
Oral Presentations

Twenty minutes presentation time, including five minutes for question & answers to be held
at the conclusion of each presentation or session (time permitting).

Poster Presentations

Poster sessions may be suitable for people who have not completed research, or are seeking
information from other interested parties. Participants will be required to prepare a display
which will be mounted on a display panel in the Trade/Refreshments area

Topics may include, but not be limited to:-

° Aeromedical Evacuation ® Aviation Medicine e Tropical Medicine

e Military Medical History e Military Nursing ® Operational Health Support
e Medical Logistics ¢ Medico-Legal Aspects e Medical Fitness

e Battlefield Surgery e Underwater Medicine e Clinical Practice

¢ Occupational Health & Safety e Human Factors e Disaster Health

* Military Dentistry e Field Hygiene e Medical Equipment

Deadline 1700 EST — 30th June 2003
For more information visit: www.amma.asn.au
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Secondary Medical Services for Israel Defence Forces

Career Personnel in an Age of National Compulsory
Hﬁalth II‘ISUI‘aI‘lCel A. Goldberg, J. S. Pliskin, Y. Peterburg

ABSTRACT

Background: IN JANUARY 1995, the Compulsory Health Insurance Law came into effect in Israel. The legisla-
tion was an egalitarian move that set forth that every resident of the State of Israel was entitled to health services
according to a uniform “basket of service”. Individuals were also given the right to choose the identity of their ser-
vice-provider. The law, however, does not apply to the Israel Defence Forces (IDF) soldiers. Soldiers receive health
services from the IDF Medical Corps or civilian agents acting on its behalf. Career personnel pay a “health tax” to
the state but they do not have the privilege of choosing their service provider as do other members of their family

in accordance with the law.

Objectives: The objectives of the paper were:

° to investigate the subjective attitudes of career personnel towards the medical service they received from the
medical corps or from outpatient clinics of contracted civilian hospitals; and

° to determine if career personnel are “discriminated” against with the medical services they receive.

Methods: The study population included 273 women and men serving as career personnel. The participants were
chosen from among career personnel referred to three clinics who constitute 60% of all referrals for secondary

medical services. All participants filled a questionnaire, which was analysed using SPSS.

Results: Results indicate that career personnel view themselves as less healthy than their conscript counterparts.
There are bigger gaps between the expectations and actual treatment, especially with respect to sick leave and
medical restrictions. There is also a lack of continuity of care and follow-up.

Conclusions: The law discriminates against career personnel compared to other residents of the state, and the con-
sequences are registered in lack of satisfaction among career personnel with the medical services they receive — even

through these services are provided by highly professional physicians and cover a very broad basket of services.

Keywords: Israel Defence Forces (IDF), Secondary care, Satisfaction, Career personnel

1. Goldberg A, Pliskin ]S, Peterburg Y. Secondary Medical Services for Israel Defence Forces career personnel in an age of National
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Ph.D, is Professor, Department of Health System Management, and Professor, Department of Industrial Engineering and
Management, Ben-Gurion University of the Negev, Israel and Professor, Department of Health Policy and Management, Harvard
School of Public Health. Yitzhak Peterburg M.D, Ph.D is Director General of Clalit Health Services, Ben-Gurion University of the

Negev,a Lecturer and researcher in the Department of Health system Management, and a Lieutenant Colonel (retired) IDF

Medical Corps.
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INTRODUCTION

Since January 1995, a compulsory health insurance
law has been in force in the State of Israel that stipu-
lates that every resident of the state is entitled to
health services by law, according to a fixed and
defined ‘basket of services’. Individuals have the right
to choose the particular system (i.e. sick fund) that
will provide them with medical services from among
the service providers working with the sick fund of
their choice.

The Compulsory Health Insurance Law does not
encompass Israel Defence Forces (IDF) service per-
sonnel, including career personnel. Clause 55 of the
law stipulates that medical services for IDF solders
will be given by the Medical Corps or by an agent act-
ing on behalf of the Medical Corps'. The IDF Medical
Corps operates a broad spectrum of medical services
for all IDF personnel, draftees and career personnel,
including secondary medical care. The secondary
medical system operates in two configurations. The
first is a comprehensive system, comprised of army
personnel in all medical specialties, which is located
in a military camp and operates under the full respon-
sibility of the army. The second is based on the hospi-
tal-based civilian secondary medical system, which
operates under a contractual relationship between the
Ministries of Defence and Health, and the public med-
ical system designed to provide secondary medical
services and hospitalisation within the framework of
government-owned hospitals**. IDF personnel are
referred to specialists by the primary medical system
that serves as a gatekeeper to secondary medicine®s. It
is a system designed to serve its clients. The client is
part of the system and the client’s character, subjective
perceptions and satisfaction carry significant weight in
the process of formulation and actualisation of health
policy.

Career personnel are a special population. They are
mobilised into the army like any soldier; they receive
a medical profile and serve until their contract with
the army is not renewed or they reach retirement at
age 45 (whichever comes first). Unlike draftees who
may change posts a few times in the course of two to
four years of conscript service, in the course of twenty
years service and more, career personnel serve in a
host of posts. Each unit has its own family medicine
setup, often tied to a different secondary medicine ser-
vice-provider than the individual’s previous post;
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moreover, at secondary medicine clinics, reserve-duty
physicians usually change frequently’. In the course of
their service, career personnel develop medical prob-
lems — some tied to the nature of their occupation,
some the product of age common to civilians and per-
sons in the military. Career personnel who remain in
the army to the age of retirement leave the service at
an age when they face the ‘ramifications’ of the natural
aging process and have time to devote themselves
more to personal needs, including a growing aware-
ness of medical problems. The health professionals to
whom army retirees turn are neither familiar with the
client and the patients past history, nor are they well
acquainted with the military milieu where such
patients have spent the better part of their lives®.
Families of career personnel receive their medical care
from the civilian system and upon demobilisation,
career personnel generally join the medical framework
where their family has been receiving their medical
services all along’®.

With the passage of the Compulsory Health
Insurance Law in 1994 — a law that provides universal
access to basic medical care in exchange for payment
of a ‘health tax’ by all employed persons - IDF career
personnel have been transformed into an ‘underprivi-
leged population’ compared to their families and the
public-at-large™". They are discriminated against in
terms of freedom to choose their own service-
provider, the right to ongoing care and care at the
hands of a family doctor familiar with the medical his-
tory of the entire family over time (the same physician
whom the demobilised career person will ultimately
turn to in most cases upon leaving the army)®.
Ironically, career personnel are required to pay part of
the ‘health tax’ out-of-pocket although they do not
enjoy all the benefits granted to civilians™.

This study examines the subjective perspectives of
IDF career personnel vis-a-vis the secondary medical
services they receive from the IDF Medical Corps and
civilian agents acting on its behall.

METHODS

The sample population was chosen from among IDF
career personnel receiving secondary medical services
from both medical service configurations: one, a military
specialist clinic; the other, out-patient clinics of hospi-
tals working under contract with the military system.
The military clinics chosen for this study focus on sec-
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ondary medical care at the large centre for specialist
medicine located in the centre of the country and out-
patient clinics at three hospitals working under contract
with the military. The participants were chosen from
among career personnel, who constitute 60% of all refer-
rals for secondary medical services, referred to three
clinics that have a clear impact on the performance of
career personnel in the field, in training units and rear
units: orthopedics, dermatology and ophthalmology.
The clinics were chosen in consultation with key deci-
sion-makers in the Medical Corps: the Chief Medical
Officer, the commander of the Central Command clinic
and the commander of the specialists’ clinic complex.
The commanders of the three specialist clinics chosen to
represent the entire medical system - orthopedics, der-
matology and ophthalmology — were also consulted.

The sample population was comprised of 273 men
and women career personnel, 82.4% males and 17.6%
females. Statistics show that overall, 87.4% of career per-
sonnel turned to IDF-operated specialists’ clinics and
12.6% turned to hospital outpatient clinics. The ratio
among draftees turning to the two clinics was different —
60% to IDF-operated specialists’ clinics and 40% to
civilian hospital outpatient clinics. The preference for
IDF-operated clinics among career personnel was clearly
evident.

A questionnaire was drawn up. Career personnel
were requested to fill out the questionnaire distributed
after exiting the doctor’ office. On-site staff at the clin-
ics, familiar with the questionnaires, were responsible
for distribution to respondents, answering any ques-
tions and collection of the completed questionnaires.

During the three weeks during which the sample

population was chosen, 20 career personnel were inter-
viewed following completion of the questionnaires. The
subjects expressed great satisfaction with the survey, said
they understood the questions and had taken their
responses in all seriousness. The researchers maintained
daily contact with those administering the question-
naires at the clinics and the commanders of the military
clinics. At the end of the sampling process, all the ques-
tionnaires were collected — 273 among career personnel
visiting military clinics and 30 among personnel visiting
hospital outpatient clinics. Responses were processed
using the SPSS program for creating cross tabs between
various components and between the two medical ser-
vice settings — military and civilian. Gaps in expecta-
tions between the reason for the visit, the treatment
expected and the treatment received were measured.
Three questions concerning expectations were asked:
What was the reason for the visit? What was the care
the client expected to receive? What treatment did the
respondent actually receive?

RESULTS

19.5% of the sample population belonged to field units,
5.7% to rear units and 73% to training units. Among
draltees, most belonged to rear units but it should be
noted that in the IDF most of the training units are rear
units. Career personnel suffer more from chronic illness-
es than draftees; 17% of the career personnel reported
that they suffer from chronic ailments. 78.6% of the
career personnel described their health status as “excel-
lent” or “good”, while 3.1% describe their health status
as “not good” or “bad”. Career personnel describe their
health status as poorer than did draftees in a prior study.

Table 1: Care that career personnel expect to receive compared to care they actually received

Gap between reason for Care Actually Desired Care Reason for Visit Type of Medical Service

visit and desired care Received

Respondent wanted less 25.2% 29.6% 42.8% Doctor’s Examination

Care Equal to Continued Treatment

Respondent’s Expectations 35.2% 32.7% 34.6% /Check-up

4

Respondent Wanted more 0.6% 0.6% - Medical Restrictions

+

Respondent Wanted more 7.5% 0.6% Sick Leave

+

Respondent Wanted more 1.3% 3.1% Referral To Medical
Evaluation Committee
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Examination of the gaps among career personnel
between the reason for coming to the clinic and the
results of the visit indicated that the majority cited
that the reason for coming to the secondary medicine
clinics was the need for a doctor’s examination or con-
tinued care, but that the respondents received more
than they expected. Only two-thirds of those who
came for a doctor’s examination cited that the reason
for their visit was a doctor’s examination (see Table 1).
On the other hand, with regard to medical restric-
tions, sick leave and medical review boards, the
respondents expected more than what they stated as
the reason for their visit to the clinic on the question-
naire (Table 1). Similar behaviour was found among
draftees in a prior study. For example, 0.6% of the
career personnel cited that they had come to the clinic
in order to receive a medical restriction. An identical
percentage received medical restrictions, but a larger
percentage (2.5%) said they expected to receive medi-
cal restrictions although they had not cited this as the
reason for their visit.

Career personnel that visited medical installations
(civilian and military) were also queried about the
accessibility of the clinics, availability of service,
organisation of the facility and its environment, and
attitudes of service staff. There was no difference
found between civilian and military clinics. Only
28.9% rated the accessibility and availability of service
as “very good”. 49% rated the organisation of the
facility and its environment as “very good’. 36.4%
ranked the attitude of service staff as polite, and that
the doctors devoted sufficient time to the client and
provided adequate explanations. Here as well, mea-
surements of degree of satisfaction among career per-
sonnel with overall service and secondary medical
care were lower than among draftees. The majority of
draftees described the environment in the various
medical facilities in positive terms. Half the draftees
had cited that the facilities were accessible and avail-
able and more than two-thirds cited the politeness of

various service staff.
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Career personnel viewed themselves as less healthy
than draftees and, against the backdrop of greater
options afforded their families and the absence of
ongoing care or follow-up encountered for them-
selves, respondents demonstrated gaps between their
expectations from medical care and the actual care

received'.

DISCUSSION

The Compulsory Health Insurance Law does not
ignore career personnel and stipulates that the law
will not apply to those serving in the army; all army
personnel shall receive health services from the
Medical Corps or from agents acting on its behalf,
Overnight, with passage of the law, the status of career
personnel changed significantly in regard to receipt of
health services. Career personnel, unlike draftees, pay
the universal health tax paid by all workers through
National Insurance but they cannot enjoy freedom of
choice in choosing their health service provider as
other members of their family can. Career personnel
receive medical services from a single vendor whose
character is different from parallel health service
providers in the civilian health system. For example, a
person in the army can find him or herself receiving
medical care for an eye problem each time from a dif-
ferent ophthalmologist due to the high turnover
among reservists staffing the military clinics.
Although, from an objective standpoint, members of
the military enjoy medical care that is among the best
and the most advanced in Israel, career personnel are
not satisfied with the secondary medical services they
receive from the IDE whether provided within the
frameworlk of military clinics or at hospital out-patient
clinics, against the backdrop of the Compulsory
Health Insurance Law. In both cases, there are signifi-
cant gaps between the care career personnel wanted to
receive and the care they receive in practice. They
would prefer to receive all their care from the civilian
service where they feel they could exercise more con-
trol over the services they receive.
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