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SUMMARY

The aim of an emergency medical
serviceis to provideill or injured
patients with early life-saving
medical treatment. Basic require-
ments for such a service are given.

ISASTERS, both natural and man-made, occur with

little or no warning, and the problems they create at the
time and during subsequent investigations, justify the
efforts involved in attempting to anticipate their effects’

The aim of an emergency medical system (EMS) is to
provide a critically ill or injured patient with the earliest
possible life-saving medical treatment. The essentials of an
EMS are as follows®

The call for help

The person discovering the casualty or disaster initiates this
call by telephone, radio or messenger. A well-publicised call
system will avoid confusion, delay and panic.

Immediate on-site first-aid

No matter how efficient the EMS, if the people who discover
the casualty are not trained in first-aid and cardiopulmonary
resuscitation, many lives will be lost as a result of bleeding,
asphyxia or unconsciousness.

All ‘first responders’ in the EMS should be trained in Basic
Life Support according to the internationally accepted
standards of cardiopulmonary resuscitation (CPR) of the
American Heart Association®

All training organisations, including the First-Aid Societies,
should abide by these international standards.

Dispatch of the correct help

The central control room, in communication with the whole
EMS, evaluates the call and sends the necessary help.
Opinions differ regarding the usefulness of a medical team at
the disaster site, but if the circumstances justify sending
doctors and nurses with first-aid personnel to the disaster,
their efficient operation will depend on their training,
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pre-hospital emergency care

organisation and equipment. Medical personnel will need
protective helmets, footwear and waterproof clothing, It
may not be safe to send female medical personnel into
potentially dangerous disaster areas, and for this reason
trained paramedical male personnel are essential,

The doctor interested and trained in Emergency
Medicine' has the most important task of Triage® (sorting
out cazualties in order of hife-threatening condibions) at the
disaster site.

Paramedical personnel

Itis virtuallv imposzible ina large community to send doctors
and mirses to the site of a disaster or even a medwal
emergency. The personnel dispatched in response to an
emergency call should be well trained in first-aid and
cardiopulinomnary resuscitation.

Communications

In almnst every reported disaster or disaster exercise,
communications have failed! All elements of the EMS
zhould have voice contact. The control room communicates
with fire, rescue emergency, police and traffic vehicles as
well as with the hospital, and with other control rooms, and
has a call system for key personnel. Three separate
communication links are required by the medical team' viz.
access to the emergency radio netwaork of the police or fire
team, a direct radio link between the medical officer at the
dizaster and receiving hospital, and inter-personnel
commurication at the acene of the disaster.

Transportation

A complete EMS has the support of fire-fighting, rescue,
emergency and ambulance vehicles, Hescue vehicles are
wsed o extricate casualbes from wrecks; emergency
viehicles are designed to allow effective treatment of the
cazualty at the site. and have sufficient life-support and
maonitoring equipment for use during transit, Ambulances
areused for the transport of less seriously injured casualties.

Hospitals

(e hospital in the area is the receiving hospital and others
are supporting hospitals. Hospitals make ther own mternal
arrangemnents in the casualty and mtensive care units, but
the importance of collaboration between the hospital
gervice, fire, police and the EMS must be emphasized so that
no confusion oocurs when all the servicez are working
together ina large-scale ermrergency,

Local authorities are responsible for the overall civil defence
planning, and have to rely on the doctors in their areas to
advise and actively asmist with the formation of an effbicient
EMS"

Digaster planning remains a difficult and unpopular task for
very busy people hampered by pubdic apathy, lack of funds
and,, in certain cases, adisregard for medical priorities by the
local authorty” The final test for an efficient civil defence
plan will be a properly designed exercise simulating a
disaster. Catastrophes never seem imminent, and we must
accept the irony that, as planning and traiming continue, the
syatem becomes better :-!:Eﬁrr:'f] o handle an event which
everyone hopes will never occur’
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ADDICTED DOCTORS; RESPONDING
TOTHEIR NEEDS

A better understanding of the problems of physicians who
mistse alonhol and drugs has helped mthe earhy reoommaton and
treatment of A chemical depenﬂenne_ Treztment programs,
mr‘rln,llarlvthme- w!nm g qpﬁ:ml neeils,
related mﬂjen']:mfunmnlmlt Therrmmn&en beoomes an
nhetacle totreatment. Relationships with colleagues frequenthy
miake it difficult to get help. These special problems usually
reflect negative attitudesand moralistic judgments whichare
urwarranited. Theearty recognition of s developing dependence

i= Encura b informal programs of assistance and an
advecaoy role for the profession.
Henderson, HW

Canadian Family Physician Vil 29: 1983 {1853 — 1855)

VOCATIONAL TRAINING FOR FAMILY
PRACTICE IN ISRAEL

Awareness that the competent family physician in the com-

rmiunity is the key person in providing economic and effective

healthservices is mereasing, In lsmed, asmmost Western coun-

tries, this need is met by adumte vocational train-

g in Farrdly medicine. In [zrael, the 4 curriculum, after com-

pletion of the compulsory imternship year, const
redating

vision of family physician tutors, A formal course of academic
sturlies or work i oneof the basic medical sciences is required,
as are the Board of Family Medione mandatory examinations.

Mo itis namr‘_l.rm_m_adla CONSENSIS I:hefm,me senpe Al
content of family medicine as an independent discipline that can
provide comprehensive, contimsous, accessible, and coondi-
nated health care toall famaly members in the practice popula-
riom, both in their homes and in clinice. There is alsoa need io
recognize that academic and clinical teacking and researchare
asrmcha part of the farmily physicin's task as his service com-
migmeent, and that adequate tacilities must ke provided.

Polliack, Max R (Dept. of Family Medicine, Tel Aviv
University p feae [ Ve Ser Vil 19 1985783 — TAG),
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