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STATEMENT OF OBJECTIVES

The Australian Military Medicine Association is an independent, professional scientific

organisation of health professionals with the objectives of:

e promoting the study of military medicine

¢ bringing together those with an interest in military medicine
e disseminating knowledge of military medicine

e publishing and distributing a journal in military medicine

° promoting research in military medicine
Membership of the Association is open to doctors, dentists, nurses, pharmacists, paramedics

and anyone with a professional interest in any of the disciplines of military medicine.
The Association is totally independent of the Australian Defence Force.

AMMA is proudly supported by

7 GlaxoSmithKline



EDITORIAL
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SOCS DOCs MOCASE NOECS, PROES, CNIVH. .

MORE MILITARY MEDICAL ACRONYMS — just what
we need. These acronyms, however, are important as
they herald a quiet revolution in how the Australian
Defence Force intends to train, remunerate and hope-
fully better retain their health personnel. Working on
the basis of the 1998 decision by Defence to progress
Specialist Officer Career Studies (SOCS) through the
Defence Force Remuneration Tribunal (DFRT), 2003
is the year that the Defence Health Service will have
its day. The thrust of these proposals is to move away
from rank-based remuneration to a competency based
system, albeit with a rank overlay. The first cab off the
rank was the Dental Officer Career Study (DOCS),
which was heard and approved by the DFRT in May
2003. The next study to go to the DFRT will be the
Medical Officers Career and Salary Proposal
(MOCASP), which will be heard in July 2003. This
proposal has been widely publicised as part of a
national roadshow by the Director of Health Projects.
The Nursing Officer Career Study (NOCS) will follow
in November 2003, with Physiotherapy and Pharmacy
Officer Career Studies (PPOCS) tentatively scheduled
for 2004. Getting DFRT sign off is only the first step,
however, with determination of competency levels and
the training required being a major task over the next
12 months.

The other initiative that is reaching fruition is the
proposed Centre for Military and Veterans Health
(CMVH). Originally announced by Minister Vale on
31 January 2002, contract negotiations are being
finalised with the consortium involving the University
of Queensland along with Adelaide University and the
Menzies School of Health Research. The expected
commencement day is January 2004. It is based on a
three-way collaboration between the Defence Health
Service, the Department of Veterans’ Affairs and the
contracted university and its allied teaching hospitals.
CMVH will coordinate research into the impacts of
military service on the health of serving members and
veterans, manage professional development and train-
ing for members of the Defence Health Service, and
provide access to integrated health and related infor-
mation systems, including telemedicine and e-health.
This has the potential to revitalise military health

research and training and is a very welcome initiative.

Welcome to the second issue of 2003, which is an
interesting one. We have published two Ten Years On
articles, one on health support in Somalia and the
other by the current Director General Defence Health
Service on a ‘purple’ health service. A satirical article
looks at some of the major issues of getting Reserve
specialists into the field, while we have excellent arti-
cles on less lethal projectiles, the Army resuscitation
bay, rehabilitation services, and ‘Simpson’. Our peer
review process continues apace and is slowly bedding
in. This process obviously takes more time as we need
to allow time for reviews and any corrections. 1 would
encourage any potential authors to get papers in as
early as possible. Thanks all those reviewers who have
volunteered and graciously reviewed various articles
so far.

Andy Robertson
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PRESIDENT’'S MESSAGE

PRESIDENT’S MESSAGE

WELL ANOTHER FINANCIAL YEAR IS ALMOST OVER.
And what a year it has been.

We have seen another peak of the “War on Terror”,
with the war to overturn the Iraqi regime of Saddam
Hussein now over, but the battle to win the peace
seems still to be won. Whether this conflict has made
the world a fundamentally safer place remains to be
seen, but the early signs are not all that positive.

The broader peace in the Middle East, which must
involve a resolution of the Israel-Palestine situation,
seems as far off as ever, although there are some small
positive early signs.

There are some worrying signs in relation to other
members of the so-called “Axis of Evil”, and we must
await further developments in these areas with some
trepidation.

With ongoing troubles to our immediate north and
continuing commitments in peacekeeping operations,
the Defence Health Services continue to get a major
workout.

It was gratifying to see no use of weapons of mass
destruction in Iraq, and we can only hope that this
situation continues. However, the Health Services
must continue to be vigilant in their ability to meet
and counter these threats, and this issue will continue
to challenge the minds of planners and researchers in
the short-to-medium term future. It is in this latter
area that the Australian Military Medicine Association

has a significant role to play.

CORPORATE GOVERNANCE

At its face-to-face meeting in Adelaide in March,
Council spent a considerable time considering the
matter of governance of the Association, which is one
of its fundamental roles. Council recognised that,
whilst it considered its exercise of corporate governance
was sound, there was little in the way of documentation
to support the governance framework.

Flowing from this discussion, a number of
Association Policies and Procedural Instructions are
under development. The documents will, Council
believes, provide a solid framework for the exercise of
corporate governance by clearly setting out those
concepts, responsibilities and activities that the
Council must adhere to. Most of these documents will
be developed and endorsed by Council, but some of

the broader and more far-reaching ones may be put to
the Association’s Annual General Meeting in October.

A number of procedural issues will also be put to
the AGM to regularise some matters that this review
of corporate governance has suggested are necessary,
and also possibly to make some amendments to the
Association’s Constitution. Naturally, all these pro-
posed changes will be fully circulated to all members
prior to the AGM.

WHITHER AMMA?
A second major issue that Council considered in
March was the strategic future of the Association.

Since its formation in 1991, AMMA has developed,
matured and progressed so that it now has a solid
foundation for its future. Nevertheless, it has become
apparent to Council that over the last few years, the
Association’s membership has remained largely static.
The small “bump” occasioned by the membership
drive that was possible during last year’s Defence
Health Symposium largely served to correct a small
downward trend from the previous couple of years.

Council considered both the reasons for this and
possible solutions.

Foremost in the mind of Council was the issue of
the Association’s name, and the impact that this has
on some members of the health profession.

When first formed in 1991, the Association’s name
and structure was weighted significantly towards
Idoctors. This was represented by the categories of
membership and the limitation on the holding of the
position of President to a doctor. This latter provision
was removed relatively shortly after the Association was
formed, and the application of membership categories
does not generally distinguish between the professions.

Council has also evolved to broadly represent the
health profession, with one nurse and one dentist
being on the body.

Nevertheless, the Association’s membership consists
largely of doctors, an over-representation when com-
pared to the proportion of doctors within the health
profession. The number of dentists, nurses, medics and
allied health professionals is relatively small, particu-
larly when considering that these professionals make
up the large bulk of Defence Health personnel. There
would appear to be a largely untapped group of poten-
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tial members amongst the other health professionals
who work within the profession of military health.

There is little hard data to inform on the reasons
for this situation. Anecdotally, however, the name of
the Association, and the residual “sense” that derives
from the early days, does seem to be an important
barrier to broadening the membership of the
Association.

Accordingly, Council has approved the preparation
of a paper to propose formally to the membership that
the Association’s name be changed from “Australian
Military Medicine Association” to a name that more
broadly represents the Association’s fundamental
philosophy, that is, the advancement of military health
and the military health profession. The logical name is
“Australian Military Health Association”, but there
may be other ideas out there that would be worthy of
consideration.

This proposal will not be hastily pursued. Council
will prepare the paper for presentation at the AGM in
October 2003. Following this, a process of feedback
and consultation with the membership and, if appro-
priate, other appropriate military health professional
groups, to determine, firstly, the level of support for
the proposal and, secondly, the preferred name for the

AUSTRALIAN MILITARY MEDICINE

Association. Council would then consider presenting
a formal proposal at the October 2004 AGM for a
change of name.

AMMA has always prided itself on representing
the broad church of the military health profession, of
being an Association that works to break down the
professional and military bartiers that often hinder
the advancement of health care. Council [eels that the
time is nigh to seriously consider whether the
Association’s name and image should be updated to
reflect these aims.

CONFERENCE 2003

Not long now. The Association’s Annual Scientific
Conference will be held in Adelaide from 17 — 19
October 2003.

Once again, I challenge you all to sit down and
write that paper now. Details of the conference can be
found elsewhere in this journal.

I would also foreshadow that the 2004 Conference
will be held in Canberra from 15 - 17 October 2004.

Look forward to seeing you all in Adelaide.

Russ Schedlich

17th — 19th October 2003
Adelaide, South Australia

Call for Papers

APPLY NOW

check the website for more details:
www.amma.asn.au
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LETTERS To THE EDITOR

A matter of concern!

DEAR EDITOR,

It came as no surprise to Australian health profes-
sionals when, at the 9th International Congress On
Obesity, Professor Philip James, chairman of the
International Obesity Task Force, stated that many of
the risks for cancer, diabetes and other diseases relat-
ed to excess weight are much greater than previously
thought and that childhood obesity is out of control.'

Those of us responsible for the health care of
Military personnel will be aware of the constant battle
to keep obese members of the Australian Defence Force
(ADF), especially those with injuries to lower limb
joints, fit for individual readiness and deployment.

Then we read in the New England Journal of
Medicine that researchers, in an analysis from the
Framingham Study over a 14 year period, who were
seeking to clarify the relationship between obesity
and heart failure, found obesity to be independently
responsible for 14% of heart failure cases in women
and 11% of cases in men.?

So it is a matter of concern to me that, in the
course of performing routine medical examinations on
Australian Defence Force Academy (ADFA) cadets,
particularly those applying for flying training, I have
noticed an incidence of cholesterol levels which seems
high for this young age group (usually 18-22 years).

Out of 106 Cadets, 21 had serum cholesterol lev-
els greater than 5 mmol/litre and 6 were 4.84+
mmol/litre. 14 of the 21 were RAAF cadets and of
these, half had cholesterol levels which had increased
while they were at ADFA. This data was acquired
using MIRMER, the RAAF electronic data base.

On cholesterol levels alone, assuming
5 mmol/litre is high in such a young group, questions
arise which may need ADF attention. If diet is mainly
responsible, is it because cadets elect to eat an unsat-
isfactory diet or is the diet provided an unsatisfactory
one? Studies have shown that raised cholesterol levels
in young men have an adverse effect on morbidity
from coronary heart disease (CHD) and cardiovascu-
lar disease (CVD) later in life.>*

If it is postulated that a 20-year-old with a raised
cholesterol (5 mmol/litre +) may develop CHD or
CVD at 40 years if it is not checked, this latter time is

when he (or she) is likely to be most productive for
the ADE 1f it is further postulated that if such persons
are pilots or aircrew, they are likely to be “grounded”,
possibly permanently and their acquired skills lost to
the ADE irrespective of Service.

Since the cost of training pilots to operational
standards is of the order of $6 million, replacement
of such lost operators is very expensive. Alternatively
providing a daily reductase inhibitor such as atorvas-
tatin over 20 years would cost at least $10,000, if such
a drug were compatible with military {lying. Cost-
effective perhaps but is it morally defensible if a
modified life-style is more effective and cheaper.

In terms of “duty-of-care”, what would be the
ADF position if several members suffered CHD or
CVD and claimed it was due to poor diet provided or
learned during training and continued habitually?

A class-action could be very expensive, not to say
embarrassing.

Do we in the ADF need to study this problem, using
epidemiological principles, to determine risk factors,
outcomes and effectiveness of resource management for
example. Is there a need for the education of cadets to
include information on the long term effects on the
body of what we eat and drink and how our diet can
affect our fitness and efficiency? Should we also
monitor the food provided to cadets by caterers for
good dietary practices by them?

Poor or inappropriate nutrition can undermine
the efficiency and long service of ADF members.

Dr E. H. Stephenson
AVM (Retd)
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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.

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:-

e Aeromedical Evacuation e Aviation Medicine e Tropical Medicine

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

e Battlefield Surgery e Underwater Medicine e Clinical Practice

e Occupational Health & Safety e Human Factors e Disaster Health

o Military Dentistry e Field Hygiene e Medical Equipment

Deadline 1700 EST — 15th August 2003
For more information visit: www.amma.asn.au
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Less Lethal Projectiles - An Investigation'

David Andrew®

“Load up, load up, load up, the rubber bullets™

INTRODUCTION

The Australian Defence Force is becoming more
involved in military non-combatant control and
peacekeeping in areas such as Timor and Bougainville,
boarding parties, and the handling of illegal immi-
grants. This is compounded by Defence Aid to the
Civil Power requirements, in events such as boarding
parties, the Olympics, and the Commonwealth Heads
of Government Meeting. The issue of non-combatant
control becomes critical where the use of lethal force
would be illegal.

Less lethal projectiles could fill this niche and can
be used with current weapon such as the Steyr F88
rifle, the M79/203 grenade launcher and the
Remingtonl2-gauge shotgun. Less lethal projectiles
are those designed to incapacitate a target without
inflicting lethal injuries?, but will do so if used incor-
rectly®. This paper will discuss their design, use and
effects, concentrating on rubber and plastic bullets
and beanbags.

FLEXIBLE PROJECTILES - BEAN BAGS
Less Lethal projectiles can be categorised into two
groups®: flexible and non-flexible. The flexible projec-
tile is one that is not of solid formed construction and
the one most widely used is the ‘Bean Bag’ design,
which is a tightly woven bag loaded with fine lead
shot®. It can be fired out of 12-gauge shotguns, 37mm
gas guns® and 40mm grenade launchers®. It is folded
into a wad and then inserted
into a shell. The bean bag
shown in Figure 1 is made by
MK Ballistic Systems and
weighs 40.4 grams.

iy In data obtained from 106
*fliu= f"l‘l"?\‘l United States law enforcement

LR O
1

A

agencies up until 30 May

Figure 1

2001, these projectiles had caused four deaths from
623 firings when used against citizens. The victims
were hit in chest (three) and neck (one). Two of the
chest impact deaths resulted from penetration into the
thoracic cavity and the other still has a coroner’s
report pending®. The majority of non-lethal injuries
are bruises and abrasions to the abdomen, chest and
back. Impacts to the head tended to cause lacerations
and fractures over 50% of the time.

Current training in the Los Angeles Police
Department is to have the point of impact within a six
inch radius of the navel and on a frontal aspect’, but
movement of the target, obscured vision and the
extreme situation involved does not always allow this
to happen’. Personnel are taught to shoot at the centre
of mass with lethal weapons so under stress this aim
point may be taken’. This may lead to an unwanted
penetration of the thoracic cavity or head.

In a series of tests in Canada, Dahlstrom, Powley
and Penke® fired Deftech 23BR 12 gauge bean bags at
three different targets 21 feet (6.5 metres) away to try
to understand a previous fatality with the ammunition.
Five rounds were fired into a block of ballistic gelatin,
three rounds into a block of gelatin with pigs ribs
embedded 1-2 inches from the entrance surface, and
three rounds into a block of gelatin with the fresh
draped belly skin of a pig over the entrance surface.
They also studied the bean bag’s orientation when it hit
the target. This could be with the projectile open and
contacting the target surface flat, with the sewn edge
striking first, or being still rolled up and contacting tar-
get surface with sewn edge of bag as leading edge.

The five bean bags that were not of flat orientation
in all but one instance (when the bag struck a rib)
penetrated deeper than the flat orientation. The other
non flat bag broke three ribs and penetrated deeper
than the flat bean bag that passed between the ribs
(7.6 cm versus 5.1 cm)®. This could lead to a fatal

injury.

1. Andrew D. Less lethal projectiles - An investigation. Aust Mil Med 2003; 12(2):60-62.

2. Sergeant David Andrew BN RN RAAOC (davidandtheresa@bigpond.com) is posted to 7CSSB at Enoggera and works for

Queensland Health as a Registered Nurse.
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Bean bags must be used cautiously, and tested to
determine the minimum distance for shooting so pen-
etration is not a consequence. The round must also
not be shot at or into the chest, back or head to avoid
a potentially fatal injury***.

NON FLEXIBLE PROJECTILES

Non-flexible rounds come in a variety of types, shapes
and sizes, and include wooden, rubber or plastic bul-
lets fired from 37mm gas guns’®, plastic bullets fired
[rom rifles, rubber bullets fired from rifle canisters,
and rubber balls and pellets fired from shotguns’.

The rubber bullet, or rubber baton round (RBR), is
made of slightly flexible rubber, is 37mm diameter and
15cm long with a slightly rounded tip*. It has no gyro-
scopic stability, its flight path is unpredictable and it
readily tumbles on firing. 55,000 of these rounds were
used in Northern Ireland from 1970-75, causing three
deaths, two from head impacts and one from a chest
impact, and many skull fractures, eye injuries and lung
contusions®. Soldiers were instructed to fire at the legs
of rioters but, as the rounds were inaccurate, they did
not always go where aimed*.

Millar et al. reported on 90 patients that presented
at hospitals in Northern Ireland with injuries from
rubber bullets. The number of rounds fired during
their study was 33,000. The mortality ratio was
1:16,000, the serious injury ratio 1:800 and a disabili-
ty ratio of 1:1900, with 54% of injuries to the head
and neck, 26% to chest and abdomen and 20% to the
limbs. 67% of the victims were male, with 64% of
these in the 10-19 age group.

Of all the injuries, 87 had skin lesions, 21 had sus-
tained fractures of the face and skull bones, 24 had
eye or adnexa injuries, three had severe brain injuries
with one being a fatality of an 11 year old boy alleged-
ly shot from 2-3 metres". Nine had chest injuries and
three had abdominal injuries with the other fatality
being a chest injury that may have been caused by the
projectile injury or as a result of respiratory obstruc-
tion on route to hospital. Of the 90 studied, two
died, 14 had various degrees of blindness, 4 were
facially disfigured, three had anosmia and one had a
stiff finger joint, with the other 62 having no perma-
nent disability or disfigurement'.

The study raises the issue of using rubber bullets
against young or disabled people involved in the riots,
as the youngest person hit was seven and one victim
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had osteogenesis imperfecta’’. The severity of injury is
increased in children due to the reduced body mass and
immature bone growth. Such use could also lead to
claims of brutality against children and disabled people
with the ensuing political and legal ramifications.

The 37mm plastic bullet, or plastic baton round
(PBR)®, replaced the rubber baton round used in
Northern Ireland in 1975. Up to 1999, over 60,000
had been fired and, even though they were more accu-
rate, they caused more injuries. This was due to their
tendency to strike head on as a consequence of their
rod like shape, which meant that the energy was
transferred over a smaller surface area causing more
injuries'. There had been fourteen deaths in Northern
Ireland with ten from head strikes and four from chest
strikes'.

The American experience shows that the belly but-
ton aim point often lead to chest injury. The three
recorded deaths” were from the rounds fracturing a
rib, which pierced the heart in one case, the lung in
the second and both the heart and lung in the thirde.
The literature does not expound the non-lethal
injuries caused by individual types of projectiles.

Rocke in 1983 compared Millar et al’s research!! 1o
a similar number of people struck with plastic bullets
and found that, while the plastic bullets tended to be
more lethal when the skull is hit, the rubber bullet
struck more people in the face and also caused more
lung contusions'.

Rubber and plastic ammunition is used in Israel
and was designed to be used by the Israeli Defence
Force to cause sudden and reversible immobilisation
of demonstrators by inflicting painful and non-pene-
trating injuries®. This was to avoid the serious
wounds and deaths caused by conventional military
ammunition®. There are four variants of the rubber
bullets, which are fired from a canister mounted on
either the M-16 or Galil combat rifles. Two are spheri-
cal rubber balls 1.8 cm in diameter known as the
Standard Rubber Bullet (SRB)¥. The other two are
cylindrical projectiles of the same diameter and 1.8
cm in length®. The plastic bullet is fired from a 5.56
assault rifle, weighs 0.85g and is composed of an alloy
of PVC and metallic fragments®.

There were 17 fatalities recorded with ten from the
rubber bullet and seven from the plastic bullet®. Ten
fatalities were from brain injury, two from cardiac

injury, three from internal haemorrhage, and single
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