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LETTERS TO THE EDITOR 

FIRST AID TRAINING 
From Major TO Jejjerson,RAMC 

Sir, In the February issue of the Journal (1), I de
monstrated that the provision at section level of effective 
first aid at the point of wounding on the battlefield en
tails the knowledge of "extended skills". These are fluid 
replacement by the intravenous route, prevention of 
illnesses caused by environmental extremes, prevention 
and first aid of battleshock, basic triage and medical 
documentation_ 

At present these skills are only taught to Regimental 
Medical Assistants. There seems to be a great deal of 
confusion at present as to the aim of the RMA course, as 
OCs send their men on the courses "so they can teach 
first aid" or "be a combat medic" (I). 

The aim of RMA courses is to train "regimental 
personnel" to run a medical centre in peace time and a 
RAP in wartime. The first aid phase of the course only 
lasts 2 weeks, while the rest is spent on clinical and cleri
cal topics (e.g. ward skills) which have little to do with 
first aid provision at point of wounding. By sending a 
soldier on a RMA course when what is needed are 
extended skills, scarce resources are used inefficiently. 
This tendency to "gold plate" is dear to our Army, as the 
data in Table 1 show. In 1989 there were 1721 qualified 
RMAs Army-wide, a figure which is twice the Army 
establishment for RMAs. 

The vast majority of soldiers never progress beyond 
the Class 3 qualification, which requires constant 
supervision. However, some RMAs are required to work 
unsupervised, a dangerous situation both for patients 
and medics, as "platoon or company medics". 

A brief examination of the rank structure of these 

Table 1 
Qualified Regimental Medical Assistants (RMAs) in the 

Army as at 1 July 1989 by Class and Rank 

Rank 

Private 
Lance 
Corporal 
Sergeant 
Staff 
Sergeant 
Warrant 
Officer 2 
Warrant 
Officer 1 

Total 
by Class 

Regimental Medical Assistant Class 

1 

17 

46 
40 

11 

nil 

188 

2 

52 

84 
30 

11 

9 

265 

3 

438 

384 
115 

31 

23 

7 

1268 

Total By 
Rank 

507 

514 
185 

53 

33 

8 

Grand 
Total 

1721 

RMAs also suggests serious anomalies. Additionally, 
our Corps trains approximately 800 Unit First Aid 
Instructors each year. Few of these are ever employed in 
their proper role as teachers of A TD5-standard first aid. 
Approximately half of the UF AI students think the 
course "teaches first aid". 

I believe that units are aware of the need for 
"extended" first aid at point of wounding, but as there is 
no suitable qualification they are clogging our already 
overworked training system in the vain hope of "getting 
enough first aid expertise in the unit". 

The solution is, I believe, the thorough review of our 
first aid training system with the application of the 
Systems Approach to Training philosophy and the 
introduction of Regimental First Aider (RFA) training, a 
package designed after the Falklands war and 
successfully trialled (2) but never officially implemented 
for obscure reasons. The introduction of RF A training 
would achieve a far more efficient use of scarce 
resources. 

Possession of the RF A qualification could be the basic 
requirement for attending other paramedical courses, 
thus reducing further the length of these courses. 

Unfortunately other attempts at resuscitating the RF A 
have so far met with little success (3). It behoves our 
profession to have another try. 
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OESOPHAGEAL SPASM AS A SIDE EFFECT OF 
NERVE AGENT PRE-TREATMENT SYSTEM 
From Major P Kennedy,RAMC 

Sir, Operation Granby demanded the long term ad
ministration of Pyridostigmine, as Nerve Agent Pre
treatment System tablets (NAPS), to large numbers of 
soldiers, for the first time under operational conditions. 
I describe an interesting side effect. 

-. 
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NAPS tablets have their effect by reversibly binding 
the enzyme cholinesterase thus providing a store of the 
enzyme that can be released when free cholinesterase is 
irreversibly bound by nerve agent. Up to 400/0 of 
cholinesterase can be protected in this way and in com
bination with combopens and Nuclear, Biological and 
Chemical protection suits, NAPS affords the British 
serviceman perhaps the best protection against nerve 
agent attack compared with the protective and treatment 
systems supplied by any other country in the world. 

To be effective NAPS tablets are taken three times a 
day on an 8 hourly basis. This is perhaps their greatest 
drawback as once or twice daily regimens are preferred 
for good compliance. In order to improve compliance 
our unit established a system whereby duty personnel 
would remind all others to take their NAPS tablets at 
07.00, 15.00 and 23.00 hours respectively. For me this 
often meant waking up at 23.00 hours to take this dose. 
When tired, and in the pitch blackness of a tent it was 
easiest to take the tablet without a drink and then lie 
down straight away. 

On one particular night I was awoken in the small 
hours of the morning with an excruciating pain in my 
chest, a tightness that radiated into my throat. The pain 
was located in the upper part of my chest and in the back 
of my throat. I suspect that this is what angina feels like. 
The spasm of pain subsided after 1 or 2 mins though it 
seemed much longer at the time and was associated with 
excess salivation, nausea, and difficulty swallowing. 
When at last I was able to swallow this seemed to 
exacerbate the pain, whilst sitting up afforded some re
spite. I was awoken on three further occasions over the 
next hour or so with further attacks of pain. 

In the night and the next day I tried to reason out the 
cause of the pain and decided it was my lax pill taking 
that was to blame. I suspect the pill had dissolved in the 
oesophagus and so a high level of pyridostigmine had 
built up locally, in the smooth muscle of the oesophagus, 
causing a higher percentage of cholinesterase to be 
bound than would normally be the case. This in turn 
allowed acetylcholine to have a prolonged effect at the 
neuromuscular end plate, causing the smooth muscle 
fibres to contract in spasm. The spasm ease4 off as what 
cholinesterase was available gradually. degraded the 
acetylcholine. 

I was unaware of any other unit members who were 
similarly affected, although there were complaints of 
abdominal and skeletal muscle cramps, increase of 
bowel gas, blurred vision, and even one claim of a 36 
hour erection! The moral of this story is to always take 
medicines in a sitting position and follow the tablet with 
a drink. 

Senior Medical Officer 
Station Medical Centre 
Celle 
BFPO 23 
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PILONIDAL SINUS IN AN AMPUTEE 
From Surgeon Commander A J Walker, RN 
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Sir, I read with interest Major Khan and Dr Fisher's 
case report on pilonidal sinus in an amputee (1). I am 
afraid, that as often in medicine, few conditions have not 
been described somewhere before. 

Shoe smith in 1953 described a similar case (2) in an 
above knee amputation stump. This too was many years 
after the initial amputation for suppurative arthritis of 
the knee. Excision and primary closure was not suc
cessful at the first attempt, and this patient required 
further excision and again primary closure at three 
months. 

Shoesmith also postulated, as did Major Khan and Dr 
Fisher, that this sinus halfway up the medial side of the 
stump was due to the constant trauma of the limb 
bucket. 
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FUTURE OF THE ARMY MEDICAL SERVICES 
From Major A Hawley,RAMC 

Sir, I had the opportunity to attend the 
DGAMS's recent study period. It was a valuable and 
worthwhile forum that explored many of the questions 
about our present ways of doing business in the light of 
our experience in Op Granby. The insights into current 
clinical and operational procedures and their shortfalls 
were stimulating. However, I was left with the im
pression that the arguments about inappropriate organ
isation were not carried through to their logical con
clusions. 

Faced with the reality of Options for Change and a 
tightening financial context, the truth of the matter is 
that any improvements must be found from within our 
existing resources. If our existing Field and General 
Hospitals are too heavily provided with beds and under
established with surgical assets, then the remedy lies in 
adjusting our existing resources to meet these changed 
circumstances. 

This is not to understate the implications of such an 
approach. In order to fund extra surgeons and 
anaesthetists some other capabilities will have to be sac
rificed. This is the bleak but unavoidable truth. Such 
choices will be difficult and hard. More than this they 
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may well need the AMS to seek restatement of its 
priorities. However, if the logic of operational re
quirement drives us in this direction then these un
palatable truths will have to be faced. 

It is unrealistic to suggest that the answer is to increase 
the proportion of scarce defence resources devoted to the 
AMS. Indeed, enough evidence exists to indicate that the 
defence vote has declined in real terms over the last few 
years and will continue to gently decrease as a proportion 
of the GNP. The public anguish over the possible 
amalgamations and disbandments are demonstrations of 
the priorities allocated within the defence vote. 

There is a realisation in many circles that the present 
AMS ORBAT is barely adequate for its roles in peace 
and war. This fund of goodwill can be relied upon to be 
sympathetic to enhancements for a demonstrated 
shortfall. We should continue to press our sound case for 
such extra resources. However, in future I fear that we 
will have to be prepared to fund enhancements in one 
area by reducing in another. This is the nature of the 
challenge which faces the AMS in the future. It is likely 
to prove the stiffest yet and can only be met if we have a 
clear vision of our role. The prize at the end of this 
challenge is an AMS which is correctly configured, 
manned and balanced. It is an exciting prospect that is 
surely worth the pain and effort involved in its attain
ment. 

Room 7176 
Main Building 
Ministry of Defence 
Whitehall 
London SWl 2HB 

SCAVENGING FROM THE TRISERVICE 
ANAESTHETIC APPARATUS (TSA). 
From Major N F Strowbridge, RAMC 
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Sir, The TSA originally described by Houghton (1) is 
the standard anaesthetic apparatus used by British 
Forces in the Gulf. In recent years concern has been ex
pressed regarding the build up of unacceptably high 
concentrations of anaesthetic vapours within the Porton 
liners that contain the theatre complex. 

A technique using a ketamine, midazolam, 
vecuronium infusion has been described to overcome 
this problem (2) but is not ideal in all cases, and spon
taneous ventilation with isoflurane (3) may be the pre
ferred alternative. Aldasorbers are considered too bulky 
for this man portable apparatus. I describe a simple 
solution to overcome the hazards of using halothane or 
isoflurane in this environment. 

Canisters from the military SIO respirator contain 
activated charcoal and are normally discarded following 
routine replacement. Provided they have not been sub
jected to any other chemical agent, these have been col
lected for use as anaesthetic absorbers. 

Expired air and vapour is scavenged via either a Laer
dal valve with adaptor, or a Reuben valve. Corrugated 
tubing is attached to the absorber with a simple con
nector made by cutting a hole in the plastic cap from a 
new canister. Experience gained so far shows that each 
canister will absorb vapour for between one and two 
hours depending on the expired concentration. The 
anaesthetist has to rely on his sense of smell to detect 
emitted anaesthetic vapour. 

This device has been used to good effect and without 
any problems during operations performed inside 
Porton liners at 33 General Surgical Hospital in the Gulf. 
It allows the military anaesthetist the choice between 
inhalational and intravenous techniques. 

33 Field Hospital, 
BFPO 637 

REFERENCES 

I ametc 
N F STROWBRlDGE 

1. HOUGHTON I T. The Triservice anaesthetic appara
tus. Anaesthesia 1981; 36: 1094-1108. 

2. RESTALL J, TULLY A M, WARD P J, KlDD A G. Total 
intravenous anaesthesia for military surgery. A 
technique using ketamine, midazolam and 
vecuronium. Anaesthesia 1988; 43: 46-49. 

3. REsTALL J, THoMPsoN M C, JOHNSTON I G, FENToN T 
C. Anaesthesia in the field. Spontaneous ventilation 
- a new technique. Anaesthesia 1990; 45: 965-68. 

WARMING INTRA VENOUS FLUIDS 
From Major J B Hull, RAMC and W02 P Sharp, RAMC 

Sir, The dangers of rapid infusion of cold intravenous 
fluids have been well documented (1). On the battlefield 
it is likely that fluids will be stored in less that ideal 
conditions and in temperate climates may well achieve 
dangerously low temperatures. Furthermore the very 
nature of battlefield casualties means that they are likely 
to require large, rapid infusions of fluid, whether 
crystalloid or blood, in order to treat haemorrhagic 
shock. 

In an attempt to find a suitable method of conveni
ently warming cold intravenous fluids, we made use of 
Meditherm heat packs. These are plastic coated, gel
filled re-useable pads, some 145 x 85 x 25 mm in size, 
marketed by Denley Instruments Limited. They were 
originally intended for use by physiotherapists but now 
have an application as fluid warmers within an Infupak 
sheath. On activation, the pad immediately warms to 
approximately 54 degrees Centigrade and remains at this 
temperature for up to two hours. 

Two small experiments were undertaken. In the first, a 
triple Meditherm was applied to the exterior of a one litre 
bottle of Hartmann's solution that had been cooled to 8 
degrees Centigrade. The fluid temperature within the 
bottle was then measured against time and it was found 
that there was a maximal increase in temperature of 11 
degrees Centigrade obtained after 30 minutes. In the 
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second experiment, an 80 cm length of standard A 100 
giving set tubing was wrapped around the Meditherm 
pad within a space blanket and sheepskin. Cooled (8 
degrees Centigrade) Hartmann's was run through the 
system and the resultant temperature gradient across the 
warmer was recorded against flow rate. The results are 
shown in Figure 1 and it can be seen that there is quite 
reasonable heat exchange at flow rates below 20 mlsl 
min. Once flow is increased above this level, however, 
the effects of this warming system are almost negligible. 

Unfortunately the flow rates required to successfully 
resuscitate a seriously wounded casualty at RAP or 
dressing station level are likely to be in excess of 100 mlsl 
min (one litre in ten minutes) and clearly this system 
would not be effective as it stands. Wrapping the heat 
pads around the fluid bottle prior to infusion is reason
ably effective, however, and in the absence of available 
hot water baths, might have a use in the field environ
ment. 

We are etc 
J B HULL 

P SHARP 
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Flow Rate (mls/min) 

Fig 1. Graph of temperature gradient across triple 
Meditherm warmer against flow rate. 
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