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Letter from Australia

THE FLYING DOCTOR
Australia is a vast continent with huge arid areas supporting a
sparse rural population. Providing medical services to everyone is
a great challenge. The Royal Flying Doctor Service (RFDS) of
Australia has been proudly providing excellent services to isolated
communities in remote parts of Australia since 1928. Australian
schoolchildren of my era were raised on dramatic stories about
station-owners in the outback who, when faced with medical
conditions or injuries requiring urgent assessment by a doctor,
would call the RFDS by pedal-operated radio and be advised on
what was necessary. Today, each remote cattle station or small
community has not only a radio, but also a standardized medical
chest and the advice might be about what medicine from the chest
should be given. If a doctor is needed on the spot, he or she can
arrive within hours, on a light plane that lands on the station’s own
airstrip, and retrieve the patient.

Young doctors at the level of resident or registrar in Australia
are often called upon to travel on the air ambulance and escort very
sick patients requiring urgent transfer from a regional hospital to
a major centre for specialized care. I well remember my own
experiences of doing this. The cramped conditions on a small
aircraft, the noise and the needs of very sick patients made it an
experience not easily forgotten. The air ambulance is part of the
regular ambulance service, which is funded by the government
and by subscriptions. In Victoria, where I live, the air ambulance
has 4 aeroplanes, which provide not only a primary emergency
response but also transfers of patients with particular needs to and
from rural hospitals. It also runs 3 emergency helicopters. All
major metropolitan hospitals have helipads. (The ear-shattering
noise caused by a helicopter landing in the park next to my
hospital can be guaranteed to disrupt every lunchtime clinical
meeting.) We also have a Paediatric Emergency Transport System
(PETS) and a Neonatal Emergency Transport System (NETS),
which send either specially equipped fixed wing aircraft or
helicopters, staffed by paediatric intensivists or neonatologists, to
retrieve patients needing intensive care. All of these services
operate 24 hours a day, 7 days a week.

As a frequent flyer myself, I am called into service as a doctor
all too often. The call ‘A passenger on this aircraft requires urgent
medical attention. Is there a doctor on board?’ usually causes me
to sink down in my seat, hoping that some eager young person
with vast intensive care or emergency department experience will

leap forth to the rescue and spare me the embarrassment of having
to reveal my fast diminishing knowledge of emergency care. But
such is not always the case and, I have on occasions, faced some
interesting situations. Last year, 20 minutes into a flight from
Melbourne to Singapore, the dreaded call came and I was the only
doctor on board. The patient was, as it happened, a 40-year-old
Indian gentleman who had had a grand mal seizure. His mother,
sitting with him, quickly gave the history that he was an alcoholic
who had been drinking very heavily up until the day of departure
and that she was trying to get him back to South Africa where he
was booked into a rehabilitation centre for alcoholics. One did not
have to be Einstein to diagnose delerium tremens. My training as
a paediatric endocrinologist did not equip me in an ideal way to
deal with this situation and I probably did not do a very good job,
but I had no choice. I ended up sitting next to the patient for the
entire 7-hour trip, during which he hallucinated, clutched at my
clothing in a terrified manner, and had 4 more seizures. Fortunately
for the patient and for me, a nurse from the intensive care unit of
a large hospital came to assist me, and the aircrew were most
helpful. One of them was trained to use a pulse oximeter and was
most keen to use it at every opportunity. The nurse and I were
shown the two medical chests that were kept on board and were
impressed with the range of equipment and medications they
contained. We gave several doses of diazepam to the patient and
these had a transient effect. I later learned that I could have trebled
the doses I gave. The crew did offer to call in another doctor on the
radio, but I declined this, thinking there was not much they could
do to help me. I did request the airline to have emergency people
waiting at the airport to receive the patient. By the time we started
the descent into Singapore, the patient was extremely drowsy
from the effects of diazepam and several grand mal fits, but the
crew deemed it necessary to make him sit up and put on his seat
belt. As the plane touched down (with a thump), our patient
started fitting again. When we were able to come to a complete
stop, the nurse and I bodily picked up this rather heavy man and
carried him to the door of the aircraft. It opened, and there was not
a soul in sight! No emergency workers, no one. We had no option
but to continue carrying the unconscious patient up the passageway
and into the airport, where, to the amazement of all passers-by, we
laid him on a bench. After what seemed like an interminable time,
a young airport doctor appeared and we were relieved of our
duties. The man was admitted to a hospital in Singapore and what
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happened to him after that is unknown. The airline was very
grateful and I was delighted to be given an upgrade for my next
international flight.

I have, since this experience, spoken to many colleagues who
have had to deal with emergencies on long-haul flights and have
heard many stories, some amusing and some frankly hair-
raising. It occurs to me that one is only required to do one’s best.
But it also occurs to me that anyone could do anything to another
person if they claimed to be a doctor and took charge of a
medical emergency on board an aircraft. One is not required to
show evidence of a medical qualification under these
circumstances. Or to provide evidence that one’s professional
judgement is not impaired by alcohol, sleeping pills or anything
else. It is also interesting to think about the degree of responsibility
that one takes on, and how this is viewed by the airline. One
doctor decided to send an airline an account for services rendered,
after he had dealt with an emergency. The airline refused to pay,
so the doctor took them to court. He lost: the airline was not
required to pay.

I am also conscious of the risks that all passengers face when
they travel long distances at high altitude. Not only is there the

well-known risk of deep vein thrombosis and pulmonary embolism,
but there are the less severe but annoying risks of superficial vein
thrombosis in varicose veins, abdominal distension, sleep
disturbance, hypoxia (especially for those with sleep apnoea),
hypotension from sitting up, oedema of the legs and nosebleeds
from drying of the nasal mucosa. I have always been sceptical
about the assertion that flying causes dehydration (other than of
mucosal surfaces). Urine volume does not seem to diminish and
ankle volume does the opposite.

And then there is the fear of flying, which I am fortunate not
to suffer from. A friend of mine who is an international aid worker
experiences terror with every one of her many international
flights. Her method of dealing with it is to sit by herself and not
converse, curl up in a foetal position, and drink vodka.

Flying enables doctors to travel to conferences, participate in
international projects and meet colleagues from all parts of the
world. It is, however, a mixed blessing and at times, I feel
nostalgia for the good old days of sea travel.

GARRY WARNE
12 June 2009

Letter from Chennai

(p<0.00000001), rising steadily from 17.8% among illiterates to
75.9% among graduates. This was probably due to a greater
awareness about kidney disease and the possibility of
transplantation, for only 33.7% of those who were unaware were
willing to donate organs against 70.6% of those who were already
aware that this could be done (OR 4.74, p<0.0000001). Further,
72.2% of those who had a patient with kidney disease in their own
family were willing to donate against 52.2% of those who had
none (OR 2.25, p<0.02). This convinced us that it would be
possible to obtain cadaver donors from the better informed
members of the community, and therefore we would have more
donors from private hospitals than from government hospitals.

The proof of that argument has come now, from the statistics
of the government’s Transplant Co-ordinator. Of the 60 organs
transplanted, 16 went to the Apollo Hospital and 16 went to the
government hospitals—Stanley and Government General Hospital.
However, only one donor came from Stanley and none from the
General Hospital, confirming what we had found on the survey
years earlier. The new rules that govern the distribution of
deceased donor organs favour government hospitals. I spelt them
out in detail in my last letter, and will not repeat them, except to
remind you that government hospitals get priority for organs
harvested in private hospitals that do not have transplant
programmes themselves. There has been some grumbling from
private hospitals about this, but I am not discontented. If awareness
is the key to donation of organs, there is no better way of spreading
awareness among those who use government hospitals than to
have transplants done on patients there. The knowledge will
certainly spread, and in the long term we will see more donors
from their ranks.

TAMIL NADU SHOWS THE WAY
In my last letter, I wrote about the spurt in deceased donor organ
donations in Tamil Nadu stimulated by donation of the organs of
the son of a noble doctor couple. The trend I spoke hopefully about
has indeed been maintained. A month ago, the Transplant Co-
ordinator of the Government of Tamil Nadu released the statistics
for the preceding 5 months. Sixty organs have been transplanted
from 22 donors. The debt we owe the aforesaid couple cannot be
overstated. Not only did they set the example, they have followed
up by speaking to a number of different organizations to add their
persuasion to their action.

Apollo Hospital continues to lead in this regard. Of the 22
deceased donors, 11 originated from this one hospital. In the days
gone by, when the debate was raging over the ethics of unrelated
live donor organ donation, one of the points made by the proponents
of that system was that deceased donor organ donation would
never succeed. Whatever donations did come, they argued, would
come from the poor in government hospitals and would go to the
rich in private hospitals. I disputed this strongly, and averred that
the flow of organs would go the other way. The debate was
inconclusive, and ultimately became redundant when unrelated
donations allowed hundreds of such transplants to be done.1–4

I was sure of the accuracy of my prediction. Three decades ago, the
National Kidney Foundation of India commissioned the Tata
Institute of Social Sciences to survey public opinion about cadaver
renal donation in the city of Bombay (now Mumbai);5 54.7% of
the people surveyed expressed willingness to donate their organs
after death and 41.2% were not willing. The rest could not make
up their mind. There was a highly significant increase in the
willingness to donate organs with a higher level of education




