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From Viet Nam and other parts of
Southeast Asia comes another out-
standing page in the history of anes-
thetic and surgical support of our
fighting men - as written about the
Army Nurse Anesthetist. Beginning
early in 1961 with a few, and con-
tinuing through 1967 with many, this
group of nursing specialists has
taught and is being taught the essen-
tials of a revised anesthetic approach
to the wounded battle casualty. In
letters and reports they have been
described as "a nurse anesthetist who
has been in similar rat races before
and knows quite a few tricks"; 1 "a
terrific, steady, dependable, but best
of all he's got a wonderful headful
of knowledge relating to anesthesia
which he constantly applies";1 or
"voluntary commentaries from the
various surgical staffs and anesthesi-
ologists indicate that the nurse anes-
thetist is doing an outstanding job in
all areas." 2

The most interesting aspect of the
story of "modern" combat waged in
a primitive setting (called guerilla
warfare) is the maturing effect on
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each individual exposed to this in-
doctrination. It may be likened to
Eliza in Pygmalion,3 because the en-
vironment, the characters (friendly
and non-friendly) and the implements
provided and used all serve to shape
the character of the individual, who
by choice, selection, or need finds her-
self (or himself) in a geographical
situation unlike any in the history of
the U.S. Army Medical Corps. The
climate may be likened to that of
North Africa, but not the type of
combat.

Unlike Eliza, the characters are not
specially selected, so that the profes-
sional personality base-line will not
reflect specific characteristics of an-
esthesia skill. A similar range of
adaptability and/or resignation to the
environment is another variable. The
effect of 120 0 F. heat, 90% humidity,
and 100% dirt or mud is a unique
experience and will often mold char-
acter - sometimes speaking literally.
The individual's reaction to this soul-
searing climatic experience is one
ranging from disbelief to complete
denial that this is, in fact, a reality.
Consequently, unlike the triumphant
emergence of Liza from the "rains on
the plain," the monsoons of the
Southeast do not always produce the
sterling crystal-clear result that Shaw
portrayed, rather a somewhat mud-
died or tarnished angel emerges.
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Another factor in the environment
was the equipment surrounding the
nurse anesthetist. The tools of the
trade had not been changed in the
field units since World War II. The
Cuban incident briefly mobilized the
equipment and fleetingly exposed its
antiquity and inadequacy, but the
field chests were closed again before
any significant changes were made,
although many were actually initiated
based on communications received
from nurse anesthetists on the scene.

How then, midst all this adversity,
did the Army Nurse Anesthetist merit
the praises and tributes quoted at the
beginning of this dissertation? By
dogged, directed, determined devotion
to duty, this group of specialists,
paced by an experienced core of ca-
reer Army Nurse Anesthetists, never
let a day go by that didn't see them
write for, beg, borrow, requisition and
even buy newer equipment available
for patient care. Armed with new
supply lists and both manly and
womanly wiles, they proceeded to get
equipment that was new and ready,
but had not been issued as yet. There
have been numerous pictures in the
lay press concerning the housing of
medical units in Viet Nam, starting
in tents and moving into quonset type
huts, some even began to get air-con-
ditioning for operating rooms - and
thus the house and furnishings were
in order. Not too soon because the
real mettle of the nurse anesthetist
was now about to be tried and to a
severe degree.

The nurse anesthetist suddenly be-
came a part of new concepts in the
treatment of the severely wounded.
The Dust Off helicopter brings medi-
cal aid to severely wounded casualties
who formerly would have died before
or perhaps during evacuation. Ob-
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viously, resuscitation has become a
part of first aid, begun far forward
and continued during evacuation to
a medical treatment facility; and the
pilot can usually go to the one needed,
be it battalion aid, mobile surgical
hospital, or evacuation hospital. On
arrival, resuscitation must be con-
tinued, increased and an evaluation
made of the patient's condition.

It should be mentioned that this
resuscitation includes airway man-
agement, i.e. insure patency, respira-
tory control, for adequate ventilation,
by artificial means if needed; and
administration of electrolytes, col-
loids, and/or blood through one or
more intravenous channels. Depend-
ing on the rapidity of evacuation and
early resuscitation measures avail-
able, the nurse anesthetist at the re-
ceiving installation is suddenly the
director of initial or continued resus-
citation procedures of any or all types
just mentioned.

A significant variation in the con-
cept of resuscitation coming from Viet
Nam is the medical officer's decision
to make surgery a definitive part of
resuscitation. Any casualty who is not
responding to the usual or to heroic
measures of airway control, ventila-
tion support, and cardiovascular re-
placement and support is considered
a candidate for surgical intervention,
by which means it is anticipated that
continued resuscitation will restore
and maintain a viable patient, as well
as to correct surgically the physiologi-
cal and anatomical insult that is caus-
ing a nonresponse to resuscitation and
endangering survival.

What is so easily described as the
surgical decision to operate during
active resuscitation has been de-
scribed elsewhere as "the mission of
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the anesthesia team (physician and/
or nurse anesthetist and/or corps-
man) to support the circulating vol-
ume, the oxygen demand and the an-
esthetic needs of the patient as well
as to treat and correct all abnormal
physiological and pharmacological re-
sponses of the casualty; all the while
providing as near optimal surgical
conditions as possible for the equally
busy surgical teams." 4 From this trial
of supreme skill under fire emerges
a new facet of excellence of the nurse
anesthetist. Decisions must be in-
stant, instinctively right and based on
knowledge and experience. Either as
a member of or the leader of such a
team, the daily contribution of the
nurse anesthetist to casualty survival
has earned professional praise from
military and civilian consultants.

Turning from the spectacular to
somewhat equally dramatic problems,
the nurse anesthetist is a teacher at

all levels of first-aid and resuscitation.
This includes establishing intravenous
channels for blood or electrolytes,
evaluating, establishing and maintain-
ing an airway, sometimes by artificial
means, teaching mouth-to-mouth re-
suscitation and closed-chest cardiac
compression. In any or all of these
subjects, the nurse may suddenly be-
come an operator rather than just a
teacher. The nurse anesthetist is also
concerned in the problem of main-
tenance of the airway by artificial
means. Using an endotracheal tube
for a prolonged period rather than
doing an immediate tracheostomy has
become an important adjunct to cas-
ualty salvage and when the results are
evaluated, a significant new fact about
airway management may be forth-
coming. Very often it is a nurse an-
esthetist who first is available to in-
tubate a casualty, and by so doing
may avoid the need for tracheostomy.

Figure 1. Old field and hospital models.
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This reappraisal of airway support is
again partially caused by the rapidity
of evacuation.

At the beginning of this discourse
equipment was mentioned. Since
World War II, the anesthesia ma-
chines were unchanged until Novem-
ber of 1966 (Figure 1). At that time
a new field anesthesia machine (Fig-
ure 2) was standardized, and by July
of 1967 it was in all active hospital
units in Viet Nam. By comparison to
the old machine (Figure 3), it has a
larger carbon dioxide absorbing can-
nister and is capable of providing
ether, nitrous oxide, cyclopropane,
methoxyflurane, halothane, and oxy-
gen or air for anesthesia as needed. It
is rugged, field-tested and equal to
any general hospital type anesthesia
machine. Weighing 75 pounds, it is
9 pounds lighter than the 1939 model
and /3 less in cube. It represents a
significant technical development

Figure 2. New field machine.

which allows physiological needs to
dictate a pharmacological choice of
agents.
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r igure 4. r iec cflest ciosea. Figure 5. Yild Cheat ready tor use.

Figure 6. Contents of field anesthesia chest.
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An equally important item is the
new field anesthesia chest (Figures 4
and 5) to go with the machine.
Weighing 110 pounds when full, it
contains 60 pounds or over 100 line
items (Figure 6) that can provide the
anesthetist with about 3 days of sup-
plies. It was in the development, de-
sign, stocking and packing of this
item that the Army Nurse Anesthe-
tists made significant contributions.
Beginning with the Cuban letters, and
calling on World War II, Korean and
modern experience as impersonated
by the experienced senior, as well as
the neophyte nurse anesthetist, a de-
sign and stockage plan was worked
out that was approved by physicians
as well as nurses during field tests.
Keeping pace with the development
of this item is the inclusion of newly
standardized items such as plastic
needles and cannulae, central venous
catheters, disposable soda lime car-
tridges, a field thiopental kit and
many other items needed in Viet
Nam. Both units are readily trans-
ported by all conventional and mili-
tary means (Figure 7).

To complete the versatility require-
ment of the nurse anesthetist in Viet
Nam, it must be mentioned that the
presence of defibrillators, cardio-
scope, I.P.P.B. machines and other
support equipment makes her liable
to be called on for teaching and/or
use of this equipment as the need
arises.

Finally, after the Army Nurse An-
esthetist has slogged it out in dust
and mud, survived the heat and hu-
midity, conquered fear of the multiple
problems of Viet Nam, now comes the
MUST (Medical Unit Self-contained
Transportable) with its environmen-
tal control and new equipment. But lo
-the new anesthesia equipment is
the same equipment he/she helped
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get to the "boonies." Again the in-
fluence of the nurse anesthetist has
been essential in the development of
a new patient care system.

To return to our theme - the Ar-
my Nurse Anesthetist has "got it."
The constant harsh, demanding
teacher of the conflict in Viet Nam;
the proper, new equipment which

r fgure 7. macnme - cnest - nurse anestetist -
Ready to go I

finally surrounds her and lastly the
new environment promised by the
MUST, the nurse anesthetist has all
these. Because the contributions, skill,
time and dogged devotion to duty en-
abled her to "get it" - "the nurse
anesthetist is doing an outstanding
job in all areas."
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