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Disaster alert! The role of physician-staffed helicopter
emergency medical services

Antony Nocera and A Mark Daiton

We examine the contribution of physician-staffed helicopter emergency medical services
in major emergencies and the need for improvement in the major incident plan

The first Australian helicopter
rescue service originated in
Sydney in 1973. Its medical capa-
bility was expanded in 1976 when vol-
unteer doctors became regular crew
members. From this time, the helicopter
emergency medical services (HEMS)
have been incorporated into the major
incident plan for Sydney Airport.

Since 1989, Sydney has had two
physician-staffed rescue helicopters.
The Westpac Lifesaver Rescue heli-

opter is a BK 117 based at Prince
Henry Hospital, and the NRMA Care-
flight helicopter is a Dauphin 365¢
based at Westmead Hospital. Both heli-
copters have an effective range of
400 km before refuelling and a maxi-
mun cruising speed of 240 km/h.

Each of the rescue helicopters has a
srew of four comprising a pilot, a rescue
crewman, a senior paramedic who is
part of the NSW Ambulance Service’s
Special Casualty Access Team, and a
doctor who is either a consultant or an
advanced trainee in Emergency Medi-
cine or Anaesthesia. The doctor and
paramedic are available for rapid deploy-
ment by road ambulance or helicopter.
Each service also has a doctor and para-
medic available on rapid recall.

Doctors and paramedics undergo air-

rew training in helicopter safety and
aerial winch operations, with additional
training in abseiling and rope skills rele-
vant to accessing patients in difficulr
locations.

The medical crews of the two Sydney-
based HEMS are senior i their respect-
ive fields, and specifically trained in
rescue and prehospital operations. The
presence of senior paramedics in the
helicopter crew provides a ready inter-

; Transport Panents are maged to centres approprsate for thelr m]imes thh ti1e" g
_transport resources available at the time. D1str:butng paﬂents 10 Nurerous hospxtals‘ e
"-1s Jmportant to prevent nearby msntuuons bemg overwhelmed wnh casualnes T

face with the rest of ihe ambulance ser-
vice, and their regular working re-
lationship with the doctors allows the
crew to assume complementary roles in
response to operational demands. The
two helicopter services are each staffed
by a doctor 24 hours a day, independent
of any hospital or clinical obligations,
allowing them to respond immediately
t0 emergency situations,

Pitfalls in current planning

In a major incident, community infra-
structure remains intact. However, its
ermergency systems may be transiently
overwhelmed by the number of casual-
ties needing treatment. Often the prob-
lems at a major incident are more
logistical than medical. With continuing
improvement in extrication technigues,
an on-site surgical presence is rarely
required.’? Many casualties will be
“walking wounded” who will proceed
directly to the nearest hospital emer-
gency department.®” For others, pre-
hospital management can be divided
into three phases, as shown in Box 1.
Previous experience both in Aus-
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tralia and overseas!*® has shown that
certain specific factors commonly
hamper medical operations at the site of
major incidents, These factors are listed
in Box 2.

Sydney’s two physician-staffed heli-
copter emergency medical services are
ideally placed to contribute to all three
phases of prehospital management
rapidly and effectively.

HEMS and the NSW Ambulance
Service’s major incident plan

The NSW Ambulance Services major
incident plan (July 1991) covers all loca-
tions not under the control of the Civil
Aviation Authority. It recognises the
need to deploy senior personnel to the
scene quickly to assess the situation and
avoid sending vehicles inappropriately.
However, it states that medical rescue
helicopters “... will be seconded as
transport resources under the direct
control of the disaster ambulance con-
troller and will not respond directly to
the site... Medical rescue helicopters
are to be used for the possible transport
of ambulance or medical commanders,
which takes priority over the transport of
medical teams, secondary tramsfer of
patients and possible logistical support”.

In the DC3 incident (see “The heli-
copter emergency medical services in
major incidents” on the next page), the
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NSW Ambulance Service’s plan (unlike
the CAA’s plan) would not have rou-
tinely dispatched HEMS directly to the
‘scene. The designated State medical
commander was notified of the incident
over an hour afterwards, demonstrating
the potential delays before appreciable
medical input even under “ideal” con-
ditions. When doctors are required at
the site, the medical commander
requests designated hospitals to dis-
patch a team of two experienced doc-
tors and four nurses. No allowance is
made for diurnal variations in hospital
staffing levels or for the problems
which may arise if the team is taken
from a hospital near an emergency
scene, which could subsequently receive
a large number of casualties with little
or no warning. %%

?lanning for future incidents

Taking into account current experience,
the major incident plan needs to be
modified:

1. HEMS should be dispatched immedi-
ately 1o the scene of a major incident; desig-
nated medical commanders should be directly
nformed and stand-by HEMS staff recalled.
" Rescue helicopters can provide valu-
‘able aerial reconnaissance of large areas
to achieve optimum distribution of
available resources on the ground. An
important component of this is the early
identification of a helicopter landing site
to ensure safe helicopter operations with
minimal disruption to ground-based
resources. The rapid delivery of experi-
enced, equipped medical practitioners
and paramedics to the scene of a major
‘ncident will help reduce morbidity
J4nd mortality.??

2. Rural hospitals should incorporate
HEMS o thetr response to a major in-
cident, and call them when feasible.

The medical crews and equipment of
the rescue helicopters can rapidly aug-
ment local hospital resources.

3. Hosptral-based medical teams should
be held in reserve, depending on the need for
a structured escalation in the medical
response to an emergency. The team cowm-
position should reflect the skills likely to be
needed on site.

Preparing, equipping and training
hospital staff for a rare event is difficult

And expensive, Important occupational
health and safety issues are ignored in
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the “boiler suit and wellington boots”
atritude to providing safety and envi-
ronmental protection for hospital med-
ical team members. However, some
studies have questioned the value and
practicality of a hospital medical team,
which is not regularly involved in med-
ical rescue and retrieval, being dis-
patched to an emergency scene.%?
Trauma resuscitation is best carried out
by those with relevant training and experi-
ence.?® The regionalisation of trauma
services has been identified as an object-
ive towards optimising trauma care.*
The use of HEMS in the primary
regsponse 10 an incident is a logical
extension of this principle.

In conclusion, our experience has
highlighted the need for a coordinated
approach to major incidents, which
should include the early deployment of
physician-staffed helicopter emergency
medical services. Properly organised
rescue helicopters can overcome many
of the problems associated with the
management of a potentially large
number of casualties in an uncon-
trolled and hostile environment.
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