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LETTERS TO THE EDITOR 

• LOCKERBIE AIR DISASTER 
From Captain M Tyrer, RAMC 

Sir, On Thursday 22 December 1988, whilst in 

• 
Liverpool on Christmas leave, I was contacted at 2300 
hours by the Commanding Officer of the Battalion to 
which I was then attached as Regimental Medical 
Officer (1 Bn The Royal Highland Fusiliers). He 
explained that the unit had been tasked to lend support 
to the civilian authorities co-ordinating relief and search 

11 work at Lockerbie disaster site. My presence was 
requested immediately, 

I travelled by car to Edinburgh where I received a 
briefing from the Battalion Second in Command, gave 
orders to my medical staff and then drove to Lockerbie, 

.. arriving at 0500 hours Friday 23 December 1988. The 
• regimental aid post was fully established at the 

Lockerbie Institute by 0530 hours. My duties were 
twofold. 

Firstly, I was to co-ordinate with search teams 
combing the countryside, to assist in the transport of 

• bodies back to the mortuary that had been set up in the 
town, (one at the Town Hall, the second at the Ice Rink 
situated next to Incident Headquarters). The green 
army ambulances were used in this task, manned by 
Battalion medical orderlies. The medical staff also 

• assisted in the administration of the ice rink morgue 
(body indexing and storage). It was at this location that 
a small first aid post was established to treat cases of 
minor injury which might occur. Seven such casualties 
were seen in the ensuing forty eight hours. Further to 
this, at the Town Hall morgue, I employed twenty men 

• from the regimental band. Their task was to assist in the 
movement of bodies between reception, X-ray, post
mortem and embalming stages of the forensic process. 
This proved to be a particularly gruesome task. 

Secondly, I was to maintain a close contact with all of 
the officers and soldiers of my battalion who were 

• employed around the disaster site. Their main task was 
in the search and recovery of bodies at four main 
locations. 

Urban: 
• a. Sherwood Crescent area (large crater at point of 

impact of wings and engines). 
b. Rosebank Close area (point of impact of main 
fuselage section). 

Rural: 
• c. Cockpit crash site. 

d. Many square kilo meters of surrounding countryside. 

My remit was to watch for, prevent, or treat appro
priately, any cases of psychological trauma that may 

• become apparent amongst the soldiers. I was assisted in 
this task by two padres then attached to the Unit. 

Over the period of the next forty eight hours, a total 
of 242 bodies were recovered. The vast majority of these 
were found, recovered and placed into body bags, by 
soldiers of my battalion. Dismemberment, severing of 
torsos and the recovery of cadavers with faces twisted in 
agony, were common sights. Particularly upsetting was 
the discovery of many items of small, personal 
belongings and hand luggage, which could often be 
identified with specific bodies. Close contact and 
support was maintained by myself with all those 
involved in these tasks during the entire period of the 
operation. 

During the period Friday and Saturday 23-24 
December 1988 the unit was VIsited on several occasions 
by Brigadier M Thompson, Commander 52 Lowland 
Brigade, and Lieutenant General MacMillan, General 
Officer Commanding Scotland. By the morning of the 
second day several factors were becoming clear. The 
soldiers of the battalion had been promised, before 
tasking to the operation, that they would receive leave 
enabling them to spend Christmas and New Year with 
their families. Meanwhile, the task facing all authorities 
at Lockerbie was clearly going to be of a long term 
nature. The most disturbing work that was to be 
completed was the search for and recovery of accident 
victims. This stage of the operation was going to be 
completed by the end of the second day (Saturday 24 
December). Whilst the individual soldiers had coped 
well with a most macabre task, it was clear that their 
mood was very much subdued and that significant 
numbers of longterm problems were likely to ensue if 
they were to remain on task for any great length of time. 
My recommendation to the Battalion Commanding 
Officer was therefore that the Unit should be withdrawn 
from the task on the completion of its second day, 
leaving another unit to take over and complete the 
longer term but less traumatic task of searching for 
debris. This advice was in line with that being received 
independently from other military advisers. 

All members of the 1st Battalion The Royal Highland 
Fusiliers were thus stood down from duty at the close of 
play on Saturday 24· December 1988, barring a very 
small Command and Signal element which remained at 
Incident Headquarters as part of the military liaison 
team. On Monday 26 December 1988 the 1st Battalion 
The Gordon Highlanders arrived at Lockerbie to 
.continue the military aid in the search for aircraft debris. 
They were not tasked in the recovery of bodies or in the 
running ofthe mortuaries. 

Since their involvement in the operation at Lockerbie, 
all those personnel involved from 1st Battalion The 
Royal Highland Fusiliers have been closely watched by 
the attached medical staff for signs of developing post 
traumatic stress disorder. As yet no such cases have 
come to light. Clearly it is still early days. 
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Two minor cases of psychological upset have 
occurred, one of which had settled before the battalion's 
return from New Year leave. The second case is of a 
soldier who experienced nightmares on three 
consecutive nights in January 1989. He has been 
reviewed regularly by the Medical Officer, has settled 
well and has not required referral for specialist care or 
assessment. 

I am of the opinion that there are three major factors 
accounting for the sparsity of cases of psychological 
trauma amongst members of the battalion. 

Firstly, all soldiers and officers of the battalion had 
undergone battleshock training, based on the 
recommendations in Army Training Directive No 5, in 
the week before the planned stand-down for Christmas 
leave. This fact was particularly apparent when 
observing the encouraging manner in which the Senior 
Non-Commissioned Officers gave support and 
encouragement to some of the very young soldiers. 
Secondly, the battalion remained on task for only a forty 
eight hour period, preventing large-scale fatigue 
amongst the soldiers. This also meant that they were 
working towards a definite goal, the end always being in 
sight. Finally, Commanders ensured that teams of 
searchers were frequently rotated between those tasks 
of an essentially administrative nature and those 
involving the more upsetting requirements. 

If modern teaching on battleshock and its related 
disorders is correct, the battalion will have gained 
experience from this unfortunate duty, which may prove 
of long term benefit. 

Queen Elizabeth Military Hospital 
Stadium Road 
Woolwich 
London SE18 4QH 

I am etc 
M TYRER 

MANAGEMENT OF SUCKING CHEST WOUNDS 
From Sgt B A Lawrence, REMT, ANTREMSc, RAMC 

Sir, Many cases of sucking chest wounds develop a 
tension pneumothorax once the external opening is 
sealed by an occlusive dressing. It is current practice to 
alleviate this by the use of a chest drain and Heimlich 
valve. This treatment is not usually within the capability 
of even the most experienced combat medical technician 
and up to now there is no available substitute treatment 
which can be employed by him. The condition of many 
patients may therefore deteriorate following initial first 
aid and there exists a requirement for a system which 
can be used by a combat medical technician to prevent 
this. 

The "Portex Resusiade" (Reference 100/341/010) at a 
cost of £0.50 comprises a flat plastic sheet in the centre 
of which is a non-return valve combined with a bite 

block. This is designed for use in exhaled air 
resuscitation to prevent spread of disease and infection. 
By reversing this device and fixing it to the chest wa!". 
over the wound the resultant effect would be to permIt .' 
air and blood to escape from the thoracic cavity but 
allow none to return. It would need to be fixed, using a 
flexible adhesive and if shown to be effective, might be 
produced with a self-adhesive sheet. • This would provide a cheap, light, small, easily 
portable item of first aid equipment which could be 
applied easily even by an untrained soldier. The 
effectiveness of such a piece of equipment remains 
unproven but deserves to be investigated. 

I am etc .. 

RAMC Training Centre 
Keogh Barracks 
Ash Vale 
Aldershot 
Hants GU12 5RQ 

BALAWRENCE 

MANAGEMENT OF SUCKING CHEST WOUNDS 
From Col I R Haywood, LlRAMC • 
Sir, Thank you for asking me to comment on this 
interesting suggestion made by Sergeant Lawrence. In 
theory this should certainly prevent a tension 
pneumothorax developing but I suspect that it is 
optimistic to think it would drain blood adequately, and • 
indeed this would probably cause the valve to block. 

There is, however, one serious flaw. A small 
percentage of patients with an open chest injury (and I 
am unaware as to any published figure as to what this 
might be) may well develop a tension pneumothorax due • 
to underlying lung injury once the open wound has been 
closed. Hence the essential teaching that a prophylactic 
chest drain should be inserted, whenever possible, once 
an open wound of the chest has been closed. There is a 
risk that this device, as described, could perhaps be 
applied to an open chest wound the wrong way round. • 
In such a case this would guarantee the 100% production 
of a tension pneumothorax with a fatal outcome. How 
great this risk might be is difficult to determine but since 
it is proposed that this device could perhaps be used by 
relatively untrained personnel and under battle • 
conditions, this would mean applying it possibly in the 
dark with very limited facilities, one can foresee it being 
significant. I would only recommend the acceptance of 
such a dressing if a foolproof method could be found to 
ensure that it could not be applied incorrectly. 
Otherwise more lives might be lost than might otherwise • 
be saved. 

Royal Army Medical College 
Millbank 
London SWIP 4RJ 

I am etc 
IRHAYWOOD 

• 
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SELECTION OF SOLDIERS. PHYSICAL BUILD AS 
AN ENTRY FACTOR 

t"rom Brigadier (Retd) W G Kilpatrick 
, Sir, over a number of years spent working in medical 

centres, the increase in the number of sports and training 
injuries sustained by soldiers seems to me to be 
remarkable. Some of these injuries could be attributed 

• to faulty training methods and others to ineffective or 
badly designed equipment. Correction of these factors 
has made some impression, but, nevertheless, injuries 
still happen quite frequently. 

Infantry soldiers are expected to carry a considerable 
weight of equipment on the battlefield and this is, of 

,. course, reflected in their training. Soldiers, however, 
vary in height, bone structure and muscle bulk as well as 
in general fitness. For infantry tasks, it is certainly true 
that the more heavily muscled and stocky builds, typified 
by the Gurkhas, are best, and the selection of those for 

~ Gurkha battalions presents no problem. 
Can I ask through your pages if the question of 

physical build in selection for infantry units is being 
considered? Should not decisions regarding future 
employment in infantry units be deferred until those in 

"" boys' service develop a more mature build? If this was 
... done, early training could be made appropriate to the 

maturity of the recruit's physical build. 

• 

• 

• 

• 

• 

• 

Group Practice 
St Andrews Road 
Tidworth 
Hampshire 

I am etc 
W G KILPATRICK 

SELECTION OF SOLDIERS. PHYSICAL BUILD AS 
AN ENTRY FACTOR 
From Colonel A G Harwood MB, BS, FFCM, FFOM, 
DTM&H, LiRAMC 

Sir, Brigadier Kilpatrick has, I suspect, lit the blue 
touch papers of several devices; the resultant 
correspondence in your columns will reveal their 
pyrotechnic or explosive nature. 

Injury is a good, plain word, but one which embraces 
several categories within our reporting and statistical 
analysis systems. Study of the Annual Health Tables for 
the Army is here, as ever, an illustrative and informative 
exercise. Such a study also brings us to the essential 
point at which we seek additional data to answer the 
questions raised by Brigadier Kilpatrick's letter and is 
present in the minds of many concerned with recruits 
. and soldiers in training. 

The Tables remind us initially that the Army is a 
dangerous occupation, having a fatal on duty accident 
rate greater than that of the construction industry, 
agriculture or coal mining. Whilst this is not the 
immediate object of our concern here, it is well that we 
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remind ourselves of the essentially hazardous nature of 
military training. 

The Tables showing injury rates show increases in 
training and exercise in the period 1979-87, but not in 
other duty accidents or sports injuries. These rates refer 
only to hospital admissions. 

It is the invaliding tables that bring us closer to the 
problem. Some increase is seen in invalidings due to 
training, exercises, sports and falls or jumping. 

The most dramatic increase, however, lies in 
'diseases' of the knee joint and other musculo-skeletal 
diseases. Thirty two percent of male invalidings in 1987 
were attributed to diseases of the knee and a further 
17% to other musculo-skeletal diseases. More than 
three quarters of male discharges were of personnel 
under the age of 25, most under 20, in other words 
recruits and soldiers on their first posting. Readers will 
not need to be persuaded of the traumatic component of 
these conditions; most will regard the greater part of 
them as over use injuries as they present in recruits. 

This problem has been examined by Jefferson (paper 
submitted for publication) and by the Army 
Occupational Health Research Unit at the Army 
Personnel Research Establishment, Farnborough. 
Jefferson's study presents an analysis of the data 
available from Med Stats and examines postings. The 
APRE study embraces three phases. The first of these 
was a study of recruit physique, lower limb over use 

.injury and wastage in a cohort of 500 junior leaders, 
junior soldiers and adult recruits. The interim report 
shows the most unfavourable experience of over use 
injury in junior recruits, particularly in those with a 
previous history of knee pain. Eighty eight percent of 
those presenting with pain with a previous history were 
discharged. Only a third of these, however, were 
invalidings, the remainder being elective (as of right) 
with injury as the prime contributor. The influence of 
injury on discharges llnder other headings is one of the 
issues addressed in the second phase of the APRE study 
of all lower limb injuries in recruits undergoing basic 
training for a period of one year. 

Many factors may be identified as possible causes. 
They may be grouped under three headings: the 
physique of the recruit, the conduct of training, and 
clothing and equipment. The data analysed to date 
suggests that physique was not a significant factor. Those 
studied proved, however, to be of good physique. 
Demographic trends may well result in less robust young 
men entering the Army; physique may then emerge as a 
more important variable. 

Pressures of training and the specific influence of 
clothing and equipment remain. The boot is 
undoubtedly of concern, but it must be remembered that 
the boot, of itself, will harm no-one; it is what is done 
whilst wearing it that concerns us. We also forget at our 
peril the associated factors of load carriage and terrain. 

Much may be expected from the recently completed 
and current studies, and from the experience and 
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opinions of those who will contribute to this 
correspondence. This is to be welcomed. Whilst policies 
dealing with training doctrine and methods, and with 
clothing and equipment may (and should) contribute to 
the control of injury and wastage, the major 
responsibility will always lie in the training unit. 

I am etc 
AGHARWOOD 

Parkes Professor of Preventive Medicine 
Royal Army Medical College 
Millbank 
London SWIP 4RJ 

TB IN GURKHAS 
From Lieutenant Colonel I H lohnston FRCP, FRCP 
(Glasg), RAMC 

Sir, Majors Fairley and Heap! are to be congratulated 
on their importanf finding that routine chest X-rays are 
no longer necessary in detecting new cases of pulmonary 
tuberculosis (TB) in Gurkhas serving in Hong Kong, 
and if their recommendations are implemented 
considerable financial savings will be made. 

Their paper also gives a valuable insight into the 
current prevalence of the infection in these troops. 

TB incidence rates in the Brigade of Gurkhas were 
running on average about 7/1000 troops per year from 
1948 - 572 but these were reduced to 3.7 in 1961 due, it 
was thought, to the preventive measures, including 
annual MMRs, instituted by that time3

. In the years 1975 
-79 Captain Luby and 14 found that the incidence in two 
Gurkha battalions in Hong Kong was somewhat higher 
again - between 4 and 5.5/1000. 

Fairley and Heap have now shown that there were on 
average fewer than 6 cases per year in all the Gurkha 
soldiers in Hong Kong between 1984 and 1987, which 
(assuming 6000 troops in the Brigade) gives an incidence 
of less than 1/1000 per year, indicating that the disease is 
at last coming under control. Since TB is still an 
important public health problem in Nepal, and since 
most soldiers have not anyway been having regular X
raysl some other factors (perhaps better nutrition and 
living conditions) must be responsible for what is surely 
a remarkable and most welcome, improvement in the 
health of the British Gurkha soldier. 

Duchess of Kent's Millitary Hospital 
Catterick Garrison 
North Yorkshire 
DL94DF 

I am etc 
J HJOHNSTON 
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From Major A Hawley, RAMC 
Sir, Corner et all raise an important topic in discussing 

the fragility of packaging of resuscitation fluids. Their P 
interesting short piece of empirical research confirmed 
the accumulated experience of 23 Parachute Field 
Ambulance. It is undoubtedly true that the viaflex 
containers are much more suitable for parachute supply. 
Consequently, this unit now uses these bags whenever • 
possible. Similarly, the Haemaccel containers have 
proved robust enough when adequately prepared and 
protected. 

Many readers will be aware that live loads are used by 
all personnel in 23 Para Fd Amb, when parachuting. • 
Also parachute resupply of medical items has been 
trialled and rehearsed. Breakage rates at all times have 
been either zero or minimal and have never been 
unacceptably high. This mirrors the experience of other 
airborne forces. 

A more fundamental problem alluded to but not • 
explicitly tackled by Corner et at is the suitability of the 
actual fluids for resuscitation. This is part of a larger 
question involving Casualty Treatment Regimes and 
possible operational scenarios. The specific and on 
occasion peculiar requirements of Out of Area 
operations do not necessarily accord with those for a • 
European theatre. These differences have been studied 
and appropriate scalings are in the process of 
development. A continuous critical audit and review of 
procedures and equipment is vital. As part of this 
process the Corner et al contribution is welcomed. • 

I am etc 
AHAWLEY 

23 Parachute Field Ambulance 
Rhine Barracks 
Aldershot 
Hampshire • 
GU112AX 

REFERENCE 
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From Russell Miller 
Sir, I have been commissioned by Michael Joseph Ltd tto write an "oral history" of D-Day, for publication 

shortly before the 50th anniversary of the landings, and 
I am writing to ask for your help. 

It is my intention to tell the story through first-hand 
accounts of those who took part, both in major and 

• minor roles. Accordingly, I am anxious to get in touch 
with as many D-Day veterans as I can find, and would be 
most grateful if any of your readers who experienced this 

• 

• 

• 

• 

• 

• 

• 
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event could contact me at the address or telephone 
number below. 

Mallard's Court 
Stokenchurch 
Bucks 
HP143TQ 
Tel: 024-026-3502 

I am etc 
RUSSELL MILLER 
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