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Aeromedical evacuation

So far the contraindications to patients flying by civil airlines
have largely been determined by commercial considerations as
much as by medical ones. For example, patients with air in the
cranium may not fly in commercial aircraft since the cabin
altitude is unlikely to be lower than 6000 ft (1829 m) and
decompression to higher altitude is always a risk. If geography
permits, such a patient may be carried on an aircraft flying at a
guaranteed maximum ambient altitude of 4000 ft (1219 m), an
uneconomic altitude for airline operations. If treatment is
urgent, however, agencies experienced in aeromedical transport
will have to be used.
The armed forces have a wide experience of evacuating

patients based on removing seriously ill casualties from distant
war zones. For example, the United States Pacific Air Force
carried out 200 000 patient movements from 1965 to 1968 during
the Vietnam War.5 Military expertise is, however, available to
civilians only under certain circumstances-for example, after
national disasters. In larger countries such as Canada, where
patients may live in a remote area, the government may sponsor
aeromedical services.4 Within the United Kingdom air ambu-
lances are run by specialised commercial companies, and the costs
of the journey have to be borne by the patient. Since these are
high (about £450 per flying hour),6 commercial aeromedical

evacuation is available only to the rich or the well insured.
Perhaps the most important advice that a doctor can give to a
patient travelling abroad is to take out a comprehensive insurance
policy that will cover him should the need arise to be repatriated
by air.

We thank Dr Roger L Green, principal medical officer (air), British
Airways Medical Service, for his help in the preparation of this
manuscript.
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Letters to a Young Doctor

Publication

PHILIP RHODES

With your ideas under your control and your hypothesis in more
or less manageable form, write down the protocol in some detail
as to how you intend to proceed. Try to imagine what the
finished article will look like. It will have an introduction
explaining the problem as you see it and why you think it is
worth some solution. The next section will be on the methods
that you have used. This is what must go into the protocol. It
wonderfully concentrates the mind on just what you are going to
do. It may throw up inconsistencies that you had not seen before,
and you will have to think again.
You must begin sometime even if things seem incomplete. But

all the preliminary work will be well worth while. It will prevent
you undertaking work that turns out to be not worth while some
long time after you have been doing it. This is disheartening and
is to be avoided at the outset, if at all possible. Just get cracking
and do something. You will quickly learn the errors in your
protocol and think up ways to correct them.
You will appreciate from this that it takes quite a time to set

up any research however simple it may at first seem. Therefore
you can scarcely begin too soon to think about it and prepare for
it. You can get your first ideas while reading and working for
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examinations and keep them in cold storage until you are ready
to use them later. When you have obtained your higher diploma
you must start straightaway to set up your research. It is all too
easy to settle back after achieving your fellowship or membership,
feeling exhausted by the effort, and then become drowned in a
welter of clinical work.
A great clinical workload is often used as an excuse to avoid

the much harder work of thinking, and the research that flows
from it, and for not teaching and taking part in other educational
activities. These too demand effort. There are four facets to the
work of any rounded doctor: service to patients, research,
teaching and education, and administration. None of these
develops satisfactorily without the others. Research and teaching
enliven clinical practice, making it more critical and more
effective, and administration is needed to harmonise them all.
Any doctor who does not recognise the interrelatedness of all
these things functions at half cock and has not understood his
place within medicine and the duties he owes to it.

Research is an attitude of mind

There is no necessity for research to be separated from
everyday practice. Research is an attitude of mind linked to
intellectual and practical energy. There is no wonder that it is
prized when found and why those who have these qualities
obtain some of the best jobs. Some people, however, prefer to
take a little time away from everyday practice to do research
more or less full time. This is the purpose of research fellowships,
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often associated with university and other institutional depart-
ments. They give a deeper insight into research and its methods
than that just considered, since the work is done in an atmos-
phere geared to the purpose. Special techniques are mastered,
and all may lead to the writing of a thesis for the doctorate of
medicine or some other higher university degree. Such fellow-
ships may also show the incumbent whether he has a taste for a
full time academic life. Even if he does not go into this, what he
has learned about research will be carried with him into whatever
else he does in medicine and will heighten its value for him and
for his patients.

Research fellowships, or other work in academic departments,
may be valuable, and they may be spent abroad as well as in
Britain. They may help in the acquisition of a higher degree and
they may be useful to "mark time." This can happen when a
junior doctor has progressed rapidly through the training grades
and so is still rather young to apply for consultant posts, when his
competitors may be four or five years older than he is and there-
fore likely to be more experienced. Time out of the training
grades for a short spell may then be helpful to his career, but
the timing needs a little care.

After experience as a registrar, and with a higher qualification,
research for two years, say, is suitable. Every effort must be made
during these two years to have some formal practical clinical
work for a couple of sessions. If this is not done expertise in
clinical acumen may become dulled. Appointments committees
will certainly think so. Few people in a research job get straight
into a senior registrar post. They will almost certainly have to go
back to spend another year as registrar before being appointed
to a more advanced clinical post. Such an attitude may make it
difficult for a senior registrar to take time out purely in research
unless he can be sure that he will be taken back into his old job
when he wishes to. It is rare to be able to arrange this. In some
ways a pure research post is on a loop line from which it may be
hard to get back on to the mainline. If you enter the loop at the
"wrong" time you might get stranded there. The junior doctor
enjoys what he is doing. He becomes an expert in a particular
technique which is valuable to his department. Both partners to
the bargain are temporarily satisfied. The doctor stays in post for
several years becoming increasingly specialised. When he
wants a more general job in a teaching or district general hospital
he may find that no one wants his particular skills, which may be
suitable only for the environment he has been in. And they may
not want him any longer for there are others coming up the
ladder and they and other consultants want him out of the way.
It is sad that this happens, but there are enough known cases to
make junior doctors wary of what they take on and for how long.

Publication vital

Publication is the proper endpoint of research. It marks the
completion of a piece of work and makes the author review what
he has done and appraise it. It concentrates his mind, it may add
to public knowledge, and the work is submitted to a wider
critical audience. It sets the seal on something well done.
The object of writing up a piece of research is to make you

appraise just what it is that you have done. Until you write your
ideas will be nebulous and undisciplined. Writing an article (or
thesis) refines your ideas and makes you discard some and
develop others. It is a voyage of self-exploration, and the
polishing of a diamond that you have personally wrought.
Whether or not it impresses anyone else is of little consequence.
It is yours and you have done it. If it is in fact published then
your pleasure will be the greater.

Writing English is not as simple as it might first seem. As

with many other things it has a technique that is not necessarily
quickly acquired. To help you you should read Thorne's Better
Medical Writing' by Stephen Lock, present editor of the BM7.
This will help you avoid many of the pitfalls that beset the tyro
author. Apart from some niceties of English it will tell you of the
usual form of articles and theses. The mnemonic for articles is
IMRAD-that is, Introduction, Methods, Results, and Dis-
cussion. There must also be a summary, and although it is
usually placed at the beginning of an article it is best written
after the main piece is completed, for you will be surprised how
difficult it may be to keep on the course you had intended. As you
write many distracting and extraneous thoughts keep appearing
and carrying you away. This may or may not make the article
more valuable and interesting. You may despair and realise that
you will have to start all over again to get back on to the road you
wish to follow. Or you may be excited by your own cleverness
as you proceed down the byways and use grandiloquent prose.
It may be as you hope, but when you are carried away is the time
to put the piece aside for a few days so that you can look at it
again in a more sober light. You may have to discard everything
then or excise the passages that you originally thought fine and
those that are not.
You have to be critical of the matter of your article and also of

its style. You must be your own reviewer and editor. When you
send your article to the editor of the journal you have chosen he
will send it to a reviewer and will judge its style for himself. The
two hurdles have to be jumped. When you are reasonably satis-
fied with your article get someone else to read it. This person
should preferably be someone with experience of having articles
published. His criticisms should be heeded, and if need be the
article should be rewritten yet again.

It is hard work to do research and publish it. There are many
things to be learned along the way, and all of them are valuable
to you. Information and communication are the lifeblood of
medicine. You must understand them just as much as you under-
stand a clinical problem. It is astonishing that so many doctors
remain in ignorance of them, not even suspecting how funda-
mental they are. You must not fall into this abyss.

All research valuable

Even worse than the ignorance is the dismissal of research
effort as being trivial. The lazy and complacent are often heard
to say that most of what is published is a waste of time and that
the authors would have been better employed getting on with
clinical work and not having to produce papers for the benefit
of appointing committees. This entirely misconceives the
purpose of research, which is advanced education for the doer.
It is a form of thought and way of life above the humdrum.
Formal education lifts the educated above the ruck. Research and
publication carry on the process of education so that it is
continuing, and enlivens day to day work. Once it has been
tasted it transforms, and the change in the doctor is visible in all
he does. Of course, most of research is trivial if it is measured
only by its contribution to public usable knowledge. But
research is also to be measured by what it does to those who do
it, and it is then evidence of a striving, lively mind engaged in the
highest intellectual activity of which it is capable. Some will
inevitably be better at it than others, but all can try.

In the next article I shall discuss teaching.
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