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Patient needs

To develop a blueprint for retrieval,
the most important consideration is the <
needs of the patient. The rising sophisti- ~
cation of medical care has been accom-
panicd by increasing centralisation. Not
every hospital possesses level {II neo-
natal or intensive care units, neurosur-
gical and cardiothoracic facilities, The
role of retricval is to make such specialist
services rapidiy available to all, not just
those near a major teaching hospital.

By definition, a patient requiring
retrieval has a condition that the refer-
ring medical team lacks facilities or ex-
perience to fully manage. The para-
mount need of the referring doctor is for
a simple, rapid, refiable method of ob-
taining help. The last thing needed is to
have to make muitiple ‘phone calls try-

. ing to find an appropriate bed and or-
ganise retrieval while trying to manage
& patient in crisis. Idealy, a single ‘phone
call should provide advice on interim
management, initiate despatch of an ap-
propriate retricval team and locate an
appropriate (ICU, CCU, spinal, cardio-
thoracic, etc) bed.

From the receiving hospital’s view-
point, the ideat retrieval service shouid
be rapidly available on a 24-hour basis,
without depleting staff from its own crit-
ical care areas, The retrieval team
should have the skills to stabilise patients
where possible, rapid transport to evacu-
ate where stabilisation is not possible
and the judgment and experience to
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differentiate between the two. The 3
team's medicaf protocois should be com- 3.‘
patible with those of the destination g-
hospital, g
Pilot %

At least two different retrieval net-
works arc required: neonatal and genera!
critical care. There may also be need for
obstetric and non-neonatal paediatric
teams or the general team can be sup-
piemented by additional expertise where
required. It is universally accepted that
specialist or registrar neonatologists car-
ry out neonatal retrieval, vet a whole
spectrum of staffing has been suggest-
ed for adult retricval. It has even been
suggested that retrieval is the domain of
aviation medical practitioners who are
also pilots.

Hid3d NI SMIN

With both aviation and medicine
growing ever more complex, it is doubt-
ful if any person could be both a profes-
sional pilot and a critical care specialist
with adequate currency in both fields,
Critical patient conditions requiring
retrieval would scarcely permit the med-
ical team to pass the flight in the cock-
pit, logging {lying hours.

A disturbing aspect of proposals that
medical staff should have pilot training
is the potential this creates for aviation
decisions to be distorted by perceived
medical need. This is a factor strongly
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a team and possess state-of-the-art
mobile intensive care equipment. The
team should include ar feast ome
specialist or senjor registrar in intensive
care or related disciplines (anaesthetics,
emergency medicine), with a full range
of procedural skills. Assistants may be
nurses, other medical staff or ambulance
officers, including paramedics, who
meet these guidelines. The minimum
complement of staff should be two for
a single patient and three for a double-
patient retrieval.

The retrieval service must be a net-
work inciuding all potential specialist
units, an effective bed-finding system
and dedicated retrieval teams on rapid
caffout. A retrieval service may be
mounted by a single spectalist unit or by
several units in a region. Alternatively,

it may be a stand-alone organisation that
liaises closely with the receiving units.

The referral procedure should be weli
premulgated, simple and should
mirimise demands on the referring
hospiial. The receiving unit initially con-
tacted can consult on whether retrieval
i$ reguired, accept the patient or or-
ganise a bed elsewhere, and activate the
retrieval process. Either this unit or the
retrieval team can advise on interim
management. A number of retrieval
teamis organised similarly to these guide-
lines operate in Australasia, including a
Statewide service in SA%, the NSW
necnatal network? and regional services
based in Nambour, Newcastle6,
Orange’ and Hamilton in New Zea-
land.8 (Unfortunately, no such integrat-
ed network exists, as vet, for non-
neonatal patients in Sydney or
Melbourne.)

The choice of the transport vehicle is
of secondary imporiance compared to
staffing and equipping it correctly. The

speediest transport is of no value il it
does not allow delivery of vital care en
route or is not rapidiy available when
required, Two approaches are possible:
the vehicles may be dedicated to the
retrieval role and equipped appropriate-
ly. Alternatively, a module should ex-
ist to convert any vehicle of a fleet (eg
air or road ambulances) 1o mobile inten-
sive care unit standard. The latuer is
more versatile, provided avaitability of
a base vehicle is guaranteed.

Helicopters

Between 25-50 vears ago, the debate
of using fixed-wing aircraft to transport
patients generated more heat than light.
Today, it is helicopters that are the con-
tentious issue.

Helicopters are ideal for transports
ranging from 50-200 km, aithough their
point-to-point ability, smoothness and
freedom from iraffic congestion may
make them effective over both shorter

and longer distances.

Short distances are the domain of
road transport, while over long distances
the additional range and speed of fixed-
wing aircraft appear to have the advan-
tage. Fixed-wing aircraft used for
retrieval should be pressurised and
mstrument-flight capable. The role of
instrument-flight capability for rotary-
wing transfers remains uncicar - only
a small proportion of flights unable to
be performed visually would be able to
be completed by instrument flight.

All vehicles used for retrieval should
allow seating at the head, in the intubat-
ing position as well as alongside the pa-
tient. Total body access should be avail-
able and a full range of configurations
including Trendellenberg, head up and
lateral positioning should be possible.

in these days of limited health fund-
ing, retrieval networks enable fewer
specialised umits to service a larger popu-
lation. Regrettably, the benefits the
benefits of this have yet 10 come to pub-

tic atiention. LU s ironical that flying a
premature baby {in or ex uiero) between
centres 10 a definitive facility leads 10
a rash of adverse publicity, whereas the
same baby admitted 1o a less speciahised
unit locally does not.

Only if retrieval is regarded as a med-
ical issue, for integration into and direc-
ticn by appropriate critical care special-
ties. can it come (o serve the patient
properly. Retrieval is not a new concept
but, just maybe, it is an idea whose lime
has come.

" Dr Munford is a specialist anaestherist
working part-lime a the NSW Health
Depariment-funded specialist post in
retrieval with the NSW Medical Retriev-
cal Service, the medical division of the
Careflight organisation.
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