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Malaria Update

Malaria in the ADF

Fourteen cases of malaria in ADF personnel were reported to the
Central Malaria Registry from | July to 30 December 2003.
Nine cases were diagnosed on return to Australia from East Timor.
Six cases were new infections and 3 were relapses.
One case was diagnosed in East Timor.
Two cases were diagnosed on return to Australia from Bougainville.
Two cases were diagnosed on return to Australia from the
Solomon Islands.
Major Nathan Elmes
Research Medical Officer, Army Malaria Institute
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Malaria reporting

All Health Service personnel are encouraged to notify the
Central Malaria Registry promptly when a malaria casualty is
detected. Informal notifications preceding a PM40 can be made

a by telephone.
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The CHP needs more than technical knowledge. Equally
necessary is good communication with the chain of command
and the soldiers. Any doctor who does not make the effort to
work with the non-commissioned officers is about as foolish as
a junior doctor who doesn’t make the very best use of senior
nurses’ knowledge and experience.
Probably the single most important thing that can happen to a
“stranger” is to be accepted professionally and socially as part
of the regiment. This has certainly happened to me.
Unfortunately, administrators can sometimes view us as the
same as any other contractor, rather than as members of the
team. But close communication between CHPs and commanders,
padres, psychologists, uniformed medical officers and other
personnel is the key to a fighting fit unit.
The bottom line
As a CHP, I find my work environment and the clinical aspects
of my job interesting and challenging. It is financially
rewarding and there is no requirement for practice management
and no costs except medical indemnity insurance. I would
particularly recommend this employment for someone who
wants a change from general practice or for young doctors who
want to have a look around without being tied down.
It is a great way to see a fascinating part of Australia and I am
pleased to be able to help the ADF at such a time, albeit in a
small way.
participation in military matters.
■ The insight it provides into the problems of veterans.
■ The challenge to develop new skills and thinking. Soldiers
really test the limits in the way they push their bodies, often
under extreme climatic and psychological pressure, and
they need medical support to match.
■ There is time to deal with problems in depth and to become
informed about new clinical areas (eg, sports medicine,
dermatology in the tropics).
■ High rates of follow-up and patient compliance with therapy
are easy to achieve because of the Army structure.
■ There is no need to worry about recruiting patients,
sending and paying bills, obtaining prescribing authorities
and the many other tedious aspects of civilian general
practice. CHPs are paid at an hourly rate that compares
favourably with the returns of urban general practice.
■ CHPs are paid to live in fascinating parts of Australia, which
a tourist can only skip over. It can be a lot of fun and new
experiences are to be had at work and play.


