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PROLOGUE

The Right Wrong Stuff?

During open-chest resuscitations, I’ve held a non-beating, recently stilled human heart in my hands. And, should you ever get to hold one, you will find the human heart to be rubbery and shockingly light considering all the work it has to do: approximately eleven ounces in a man, nine ounces in a woman, one ounce in a wheel clamper.

Occasionally I’d get those stopped hearts started again; most times I didn’t. Sometimes these operations were carried out on pavements, sometimes in a prison yard, sometimes in a living room. A living room that in turn could become a morgue or delivery suite, depending on whether the patient died or was reborn.

I knew from a very early age that I had to be a doctor. I had always respected the family’s GP. Dr Hyman was kindly but firm and very no-nonsense. It was obvious to me even as a young child that this man had great intelligence and compassion. He loved his job and he made me feel better. Each consultation ended with an anecdote, which was about how exciting it was to have studied medicine and become a doctor. His obvious enthusiasm for medicine had a big impact on me. I wanted to be just like him: strong, clever and happy. Even though I was encouraged to go into the family’s optician business, I knew that I had to become a doctor, no matter what. Dr Hyman died a few years ago. I wish I could thank him for giving me the inspiration to embark on an exciting, fulfilling and adventurous career – with the added bonus of helping people along the way.

My desire to become a doctor was matched only by my desire to become a pilot. My parents told me that as a two-year-old, one of my first utterances was ‘up car’ as I looked up and pointed at an aircraft. Seems logical to me even now. I saw a vehicle (car) that was up in the sky. Must be called an ‘up car’ then.

During summer holidays with my grandparents in Oxfordshire, I occasionally saw Concorde flying overhead during her flight trials. I was mesmerised by her beauty and power. My interest in aviation grew and became a little obsessive. I collected pictures and books on aircraft and read everything that I could about the subject. My first flight was in a Vickers Viscount from Heathrow to Jersey on a family holiday. As we boarded, the pilots welcomed us on to the aircraft. The flight deck door was open. I stopped to look at the dials and switches. The captain looked down at me and smiled. He looked so important and suave in his BEA uniform and cap.

The flight was much better than I could have imagined. I still remember looking out the window transfixed by the passing landscape and the clouds. In fact, the flight was far more exciting than the holiday itself. By the age of four I knew that I had to be a doctor and I had to be a pilot.



Here are two facts for you: trauma injuries, whether at home, at work, on the road or through crime, are the largest killer in Britain of people under the age of 40. And all of the 20 or so air ambulance units in this country are run by charitable donations. This means that whenever you hear that distinctive sound of helicopter blades slicing up the sky above you – often on the way to one of those trauma injuries mentioned above – and you see one of our red or bright yellow metal birds flying by, the jet fuel it’s running on hasn’t been bought by the NHS or the government but from donations given by strangers. And it’s not cheap: an hour’s flying time costs about £1,000, so the news that the Helicopter Emergency Medical Service – or HEMS, as we like to call it – is able to exist solely on the generosity of the public is both brilliant and shocking.

And, to be honest with you, when I tell people what I do, their reaction is that my work is both brilliant and shocking too. I have friends who are not involved in the worlds of either medicine or aviation who just don’t know how I can do it. Whether it’s cutting through the breastbone of a patient so you can plug a stab wound in their heart or barrel-rolling a light aircraft at 5,000 feet, the general reaction is one of disbelief. I’m often asked how I could put my life on the line like that, and how I feel about having the lives of other people in my hands.

To answer that question means I have to make a confession: the truth is I’m an adrenaline junkie. Sometimes that means piloting my little blue and white Beagle Pup up there where the air is thin. When I flip the plane over so I’m upside down, and the green of the earth is suddenly above me and the blue of the sky is under my wings, it feels fantastic. It’s freedom.

And then there are the times when I’m fighting to save someone’s life, rather than risking my own. When everything goes right and you’re able to help someone in a critical condition – when you’ve genuinely made a difference – it’s that adrenaline rush all over again. Different kind of barrel roll; same feeling.

In his famous book about NASA and jet aircraft test pilots, The Right Stuff, Tom Wolfe coined that term to describe that certain something the pilots needed to have in their psychological make-up to be able to do what they did. And this same theme crops up whenever I have to give a talk about my work as an emergency physician: I’m often asked what characteristics make a good emergency doctor. I tell people about that strange kind of detachment you need, the distance that all doctors, surgeons and medical professionals must have in order to function calmly while someone’s life is in the balance.

Maybe there has to be something equally ‘wrong’ about both doctors and flyers for them to function normally in often very abnormal circumstances; but I would say this in their defence – it is, I think, at least the right wrong stuff (if that makes sense).

The right wrong stuff is vital when you get an emergency call-out on New Year’s Eve and you respond by scrambling into a bright yellow Agusta 109 helicopter, which then screams you across the sky at near-200mph to drop you into a head-on accident crash scene. You find the young driver is so close to death that you have to operate on her immediately while she is still trapped in the wreck; and all the time you’re surrounded by the smell of spilt petrol, the sound of fire engine generators and power tools used to cut open the vehicle and you see flashing blue lights illuminating pooled blood. There’s no time for emotion in this sort of scenario, no time for anything but the job at hand. And if I need to be detached from the situation, so be it. It’s what makes me good at what I do.

And being a good HEMS doctor means that you have to be prepared for the adventure, thrills and the adrenaline rush that comes with the job. It also involves a lot of laughter and comradeship with some very interesting people. And how much do they pay me for doing this? Nothing, not even petrol money. The truth is, if I had to, I would pay them to let me do it – but please don’t tell them I said that.
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CHAPTER 1

The Man on Two Trolleys

The horizon levelled out after a reasonable barrel roll about 5,000 feet over the English countryside. As the light G-loading dissipated, I throttled back and began my descent. I found the big lake just where I hoped it would be and having worked out where I was, I pointed the Beagle Pup towards the airfield. After the pre-landing checks, I called the tower and got the expected response: ‘G-AWWE, report downwind, left hand, 23’. I banked to the left and lined up with the runway, making sure all the numbers on the dials were as they should be, correcting slightly for airspeed, height and angle of approach.

After an acceptable landing, I taxied the Pup towards the flying club hangar, slowly weaving gently from side to side so that I could see over the aircraft’s nose as we trundled along. I opened the door slightly and shut down the engine. It had been a particularly good flight: some gentle aerobatics on a perfect summer’s afternoon, sun shining and only a light wind. It felt good; all the stresses of work and my increasing pre-occupation with encroaching middle-age had been replaced for 45 minutes by the concentration and mental discipline required to safely fly and aerobat a beautifully preserved and cherished vintage British light aerobatic aircraft.

A few minutes later, the aircraft was inside the hangar. I checked the control locks, made sure that the master switch was off and pulled the cover over the canopy.

I looked at my oil-stained hands and wiped them on my grubby flying suit. I considered washing up and changing, but with a start, realised that I was due to meet with Derek, the air-operations manager for the soon-to-be launched air ambulance unit a couple of hundred yards further down the airfield. After glancing at my watch, I decided that I should walk towards the fire station where the new unit was going to be located.

It wasn’t difficult to find Derek. I entered the fire station, climbed up an impossibly narrow metal spiral staircase and walked towards the noise. The noise all emanated from a tall man with a Seventies-style porn-star moustache, walking at speed across the floor while issuing instructions to two cowering ambulance staff. He had a mobile phone pressed to his right ear and was managing to conduct an energetic conversation into it while continuing to delegate. ‘The aircraft is offline but we’ve got the car,’ he barked into the phone.

The floor was wooden and had clearly only been installed that afternoon. There were carpentry tools carefully piled in one corner and the smell of sawdust permeated the air. Over to the left of the room, someone in ambulance uniform was trying to assemble a computer. Derek caught sight of this and briefly broke off his phone conversation to shout over: ‘That’s the monitor cable, you muppet! It won’t fit in the back of the printer!’

Someone else was assembling flat-pack shelves, and on a filthy green couch sat the tubby pilot who had introduced himself to me a couple of weeks earlier at the hospital and had got me involved in this fledgling service. Right now I couldn’t decide whether or not he’d done me a favour. Also, I couldn’t remember his name. He was leafing through a lads’ mag, seemingly oblivious to the noise and activity going on around him. As he caught my eye, he gave me a smile and then a shrug, glancing towards Derek so that I would understand it was just Derek’s way.

From the window I could see a sleek and powerful-looking yellow helicopter being tended to outside the building. I knew it wasn’t the standard red EC135 air ambulance that I was used to seeing at my hospital, but I couldn’t yet identify it.

There was a series of Ordnance Survey maps mounted on a board on one wall. Someone had drawn the controlled airspace areas in marker pen. A metal eyelet was screwed into the map board at the point representing the airfield. Around this was a transparent compass rose. Through the eyelet there was a string attached to a small metallic representation of a helicopter glued onto a small circular magnet. The string ran upwards to the upper-left corner of the board, where it passed through another eyelet. A weight was attached to the end of the string. There was a series of numbers running alongside the left side of the map board.

Even I could work this one out. If you put the toy helicopter somewhere on the map, it would pull the string and bring the weight up the scale of numbers. It must be a way of estimating distance or flying time to a location from base. The string’s angle on the compass rose would give you the outbound track from the airfield.

I could sense the energy but also some tension in the room. I approached Derek and before I could get a word out he halted his phone conversation and said, ‘You must be Bleetman?’ I was about to open my mouth when he broke off eye contact and turned his attention back to his mobile: ‘We’ll take the job!’ he said into the phone. He hung up.

‘Right,’ he said, without looking at me, ‘we’ve got a job, let’s go.’

He went over to the map and moved the toy helicopter far over to the south-east. The little weight indicated 20 on the numerical scale on the left side of the map board. I guessed that this probably meant 20 minutes of helicopter flying time in a straight line. There were no motorways linking the base to the point where Derek had stuck the toy helicopter on the map board; it was all A and B roads. I wondered how we could possibly respond to an emergency in a reasonable time frame over that distance.

‘Er… Derek,’ I ventured, ‘I’m wearing a flying suit.’ I was also concerned about whether or not I was insured, but he was ready to go.

‘Get the A–Z from the grey cabinet and get into the yellow Seat parked outside,’ was his response. ‘We’ve got no doctor here today, the Agusta’s offline, so we’ll take the car. Quick!’

At least I now knew what the aircraft was: an Agusta 109. I knew by name that it was the fastest, most powerful commercial helicopter available – cruising speed just shy of 200mph. I also now knew that, unexpectedly, my first run out on a job was would not be in the helicopter but a car.

I quickly found the map book and went out to the Seat. It was a Cupra R, the fast rally-spec version. The body was emblazoned with the name of a local car dealership. Clearly, it had been donated. I jumped into the passenger seat and started to work out our route.

The inside of the car was a mess. There were CD boxes, maps, latex gloves and empty cans of energy drinks strewn over the floor and seats. It looked like 12 teenage boys had been living in it for a week – apart from the fact that in the back there were some medical bags and a heart monitor. The car had blue lights and a siren selector panel, a mount for a mobile phone and a standard ambulance radio. As I strapped in, I felt a little ridiculous sitting in a car in my grubby flying suit. I was bewildered by everything happening so quickly, but sensed that I was about to start a whole new adventure.

The driver’s door opened, Derek jumped in and placed his mobile phone on the mount and started the engine. The Seat’s wheels spun and we accelerated away fast. The CD player came on automatically as soon as the car had been fired up, and dance club anthems blasted out at high volume. In the few seconds it took us to reach the airfield gate, Derek cracked open an energy drink, necked the contents of the can, belched then crushed and tossed the can towards the back seat. His mobile lit up brightly again and he started responding to a text with one hand on the wheel and an eye on the phone.

‘It’s the Bitch,’ he informed me as he texted a brief response.

We screeched to a halt at the airfield gate, leaving two tyre stripes of black rubber. The gate opened painfully slowly by an electric motor activated by a swipe card in Derek’s right hand through the open car window. As we accelerated away and over the music he shouted, ‘Look up Church Road on the map!’ Then he hit the lights and sirens.

I was usually quite comfortable on blue-light runs, having had many years of either driving myself or being taken to accident scenes in emergency vehicles. This, however, was different, very different. With the lights, sirens, booming music and mobile phone text pings going off, it felt as if we were belting along in a high-speed pinball machine. And the rally-spec Seat accelerated fast enough to pin you back in your seat – suddenly I’d found myself in a real-life Grand Theft Auto computer game.

Derek approached the cars in front of us at frightening speed, anticipating that the flashing lights and siren would get them out of the way before we hit them at over 140mph. The cars in front rapidly increased in size as we approached them, but then vanished to a small dot in the rear-view mirror as we blasted past. They always swerved out of the way, or we swerved round them if they weren’t quick enough for Derek’s liking. To this end, he employed several carefully chosen phrases to tactfully instruct the cars ahead, including ‘Wake up, fuckwit!’, ‘Move over, Granddad!’ and ‘Out of my way, muppet!’

‘Get me directions, you muppet!’ Derek shouted, and I realised that this time the muppet was me. ‘We’ll be there in a few minutes and it would be useful if I had a sodding clue where the job is!’

I looked at the map. The job was on an A-road, not too far away. ‘It’s just before we hit the market area,’ I said.

After an impossibly short journey time for the distance covered, we arrived at the accident scene. The little Seat shuddered to a halt in a cloud of tyre smoke. We jumped out into the smell of cooked rubber and brake dust and, having grabbed the medical kit from the back, quickly made our way towards the scene.

I was nervous; I knew that I was about to be assessed. Derek was watching my every move as he walked just behind me down the dark country lane, bordered by trees. A wrecked motorbike was in the middle of the road – smashed glass, oil, petrol, bent metal – and there was a large fresh chunk missing from the nearest tree. There was also some flesh, blood and scraps of torn clothing on the tarmac. A motorcyclist’s boot lay by the verge. An ambulance was parked just ahead.

I opened the back door to find two ambulance crew working on a pale and lifeless young man. There was a severed, bloodied stump where his left leg should have been. One of the crew was ventilating him with a bag-valve-mask; the other was trying to insert an intravenous line (IV), presumably to start fluid replacement. Something caught my eye over towards the left side of the ambulance cabin. It took me a second or two to identify what it was – it was the young man’s severed leg, lying on a bench seat. I knew Derek was still watching me.

It was very clear to me that this unfortunate man was dead. I moved further into the vehicle and checked his pulse – nothing. His pupils were dilated and fixed; he wasn’t breathing.

In this kind of situation, it’s not helpful to just wade in and stop all attempts at resuscitation. The crew had been working on him for a while. To stop them makes you look arrogant and uncaring. They were giving their all for this man and I had to carefully and tactfully make them realise that they should stop. Most ambulance crews don’t witness major trauma very often; much of their work involves taking an old lady to hospital after a fall or because of feeling unwell, or something similar. It sounds odd, but a severely injured motorcyclist is the job they’ve been waiting for. You can’t trample all over that and ever expect to be taken seriously again, especially when they have no idea who you are or why you’re wearing a grubby flying suit. The best way is to diplomatically engage with the case and then wind things down at the right pace, taking them with you. It’s also a safeguard against getting it wrong. Snap decisions often land you into trouble, so careful involvement, even with an apparently hopeless case, is always worthwhile.

I felt very self-conscious in my dirty flying suit. Nothing about me could have possibly conveyed the image of a senior hospital consultant. I tried to gently establish my credentials as a responsible, serious doctor. First, I tried to get some information about the patient and his case. It was difficult to start up a dialogue because, apart from my unconvincing appearance, the two ambulance crew were fired up and totally immersed in their efforts at resuscitation. Being very wary of me and uncertain of who I was, one of them eventually said, ‘Okay, Doc, can you help me get venous access? We can then start fluids and run to hospital.’

I did as he asked and got a line into the external jugular vein. We started fluids and continued the chest compressions, which had been underway since before Derek and I had arrived.

I’ve always thought that cardiac arrest is God’s way of telling you that you’re dead. There are few exceptions, especially in blunt trauma cases like this one. And this is true, despite the popular depiction of patients surviving on Holby City and Casualty after a couple of chest compressions and an electric shock or two. There are some patients who do survive cardiac arrest, and with those patients you go all the way, knowing they’ve got a fair chance of recovery. But not in a blunt trauma case where a limb has been violently torn off and the patient has bled out through the stump. Given the mechanism of the accident, it was also likely that there would be other non-survivable injuries in addition to the missing leg.

The fluids were running through the IV line, the chest compressions continued, we added adrenaline. I took a minute or two to look closely at this poor young man: short cropped hair, not yet able (it would appear) to grow a full beard, a tattoo design thinly outlined on his upper arm, waiting to be inked in with colour at some later stage. That wouldn’t happen now; the tattoo would be buried as an outline. There was absolutely no point taking this man to hospital.

When the second crewmember said, ‘Doc, can you help in the back while I drive us to hospital?’ I knew it was time to start the process of letting the young man rest.

‘I don’t think we need to go to hospital,’ I told him gently. ‘This man is unlikely to survive. In fact, I think we should review this and consider taking some difficult decisions.’

‘But I’ve already alerted them and they’re waiting for us,’ he replied. He was keen to go.

I knew the nearest hospital: it was a sleepy rural district general and the best we could hope for on our arrival would be a junior doctor with a ‘how to practise Emergency Medicine’ handbook in his pocket, certainly not a full trauma team. And even if they had the capability to assemble an operating theatre comprised of the world’s best trauma surgeons, this man was dead and had been for some time. No one apart from a priest and an undertaker could help him now. I had to get the ambulance crew to acknowledge this, and ensure the motorcyclist’s dignity.

It was also about my credibility. Derek had been standing behind me throughout and had said nothing. I was really being tested now. Would I avoid the temptation to embark on a series of pointless ‘heroic’ procedures? Was I assertive enough? How would I interact with land ambulance crews in this sort of situation? Would I yield to their unrealistic demands to run to hospital with a fresh corpse?

It was time to do what needed to be done; we had to stop. Firm but sympathetic, I carefully explained the rationale for ceasing our efforts and declaring this poor boy dead. It was difficult, but eventually we got there. Resuscitation efforts ended. I pronounced him dead and completed the paperwork that Derek had thrust into my hand.

The police, who by that time had arrived at the scene, also struggled to accept that I was a doctor. I had no ID but they scribbled down my details and eventually let us go.

I got into the Seat with Derek. He put a can of some kind of high-caffeine fizzy pop into my hand and dialled a number on the mobile. It was on speakerphone. It was the Bitch.

‘Got a late job, sweetheart, sorry. Went out with Bleetman – new doc, motorcyclist versus tree, dead at scene. Poor fucker.’ I thought that about summed it up.

The voice of the Bitch was pleasant, female, reassuring. They chatted for a while about Ambulance Service politics and the conversation ended. She sounded as if she cared. I immediately liked her. ‘Bitch’ was clearly a very affectionate nickname. Derek explained that she would be one of the paramedics working on the new air ambulance unit, although he would actually be her boss. I thought that would make for some fairly interesting dynamics in any couple.

As we drove back, Derek seemed to be deep in thought. While he crumpled and tossed another empty can into the back, he said, ‘Doc, can you fly Saturday? Be at the base for eight o’clock, you’re flying with me and Porky.’

I wasn’t sure if I was free – I was still processing the events of the last hour. I said to Derek that I would check and get back to him. His next comment shook me a little.

‘Which part of “Get your fat lazy arse to the base at eight o’fucking clock on Saturday” didn’t you understand, Bleetman?’ He turned to look at me, smiled and raised his eyebrows.

I had passed the test. I was a Helimed doctor.
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CHAPTER 2

Are You Bleetman?

Two weeks earlier a man with a beaming face and boyish smile had approached me at work. He was wearing a pilot’s uniform shirt and airline trousers and was a little overweight. ‘Are you Mr Bleetman?’

‘Yes,’ I shook his hand.

‘I’m Nigel Brown, chief pilot of Helimed 999. We’re a new charity-funded air ambulance. I’m surveying hospital landing sites. We open for business in a couple of weeks and I’ve come to look at your hospital’s helideck as you’re on our patch.’

I had been a consultant in Emergency Medicine for about 12 years since returning to the UK after completing my medical-school training in Israel. I’d then trained in Surgery in Glasgow and then Emergency Medicine. After several posts, including that of a deputy police surgeon and a senior registrar in A & E Medicine, I was now an established consultant at a hospital. It was a full-time, full-on job – equal parts occupation, preoccupation and obsession – with lots of nights and weekends. Pretty standard then for medical work.

Despite the workload, I’d been fortunate enough to have been given the chance to combine my love of medicine with my love of flying, because one of my roles at the time was to manage the helicopter work that the North Central Ambulance occasionally brought into our hospital. I had worked with our hospital estates department to plan and get the hospital’s elevated rooftop helideck ready to respond to the need of air ambulances to deliver patients to hospital. Previously, they had had to land in a playing field near the hospital and get a land ambulance to transfer the patient from the aircraft to the Emergency Department. This added about ten minutes to the whole process of delivering a sick patient to hospital and made a mockery of using a fast aircraft in the first place. I got lucky: the hospital had commissioned a new building to house a fracture clinic. I was able to influence the designers into ensuring that the building would be strengthened to enable helicopters to land on its roof. This required additional planning for ramps and firefighting equipment. I became quite knowledgeable on the intricacies of Civil Aviation Authority regulations on helicopter landing sites. It is far more involved than simply having a flat roof with a large ‘H’ painted on it in white; the Civil Aviation Authority require helidecks that are more than three metres in height to have a fire crew in attendance for every aircraft movement. So I had coerced hospital porters, carpenters, electricians, healthcare assistants and even hospital security guards into getting trained as firefighters and they learned how to respond for incoming and outgoing helicopter flights. I had then negotiated with their managers and conducted their firefighter medical examinations, blagged some used firefighter uniforms and also managed to get free training from a contact at the airport, who I had got to know through some emergency planning work.

The whole set up here had been a labour of love and a lot of hard work, and I was very proud of it.

As I showed Nigel around the helideck, he seemed genuinely impressed, which was a relief. He asked me, as I knew he would, to show him the operational response to an incoming aircraft. I dialled the 2222 emergency number on the hospital switchboard and advised, ‘Incoming helicopter, code green, ETA seven minutes!’ The message was acknowledged by the switchboard operator who initiated the well-rehearsed call-out procedure.

We stood on the helideck. Within a minute, we could see three figures running from the hospital workshops towards the building. Three minutes later they were on the helideck, wearing firefighter uniforms and manning their firefighting stations at the perimeter of the helideck. All of them were breathing hard. One had the ground-to-air radio in his hand and was ready to talk to any incoming aircraft. Only minutes later, the clinical retrieval team arrived with their trolley and were waiting at the side of the helideck in their allocated position, ready to receive our ‘casualty’.

It had all gone smoothly. Nigel was clearly impressed. I introduced him to the fire crew and the clinical team. Theory and practice can be two very different things, as you soon learn as a doctor, so to see all this come off exactly as planned was very rewarding. But when you’re setting up any new venture, as well as the procedures running smoothly, the people also have to gel. Nigel had a great personality and within a very short time even our hardened A & E nurses had warmed to him (no mean feat); one even flirted outrageously.

After the crew dispersed, Nigel and I chatted. He told me that Helimed 999, the new air ambulance unit, would be based at the local regional airport. He then confessed something that made me even more excited about the venture, and something that would make it, and us, unique: they planned to operate a medical Helicopter Emergency Medical Service model of air ambulance and not the traditional paramedic-led air ambulance model. This was big news.

The North Central Ambulance helicopters that I was used to seeing at the hospital operated the very traditional paramedicled service. Some of their paramedics were a little gung-ho and on any occasion when we debated the role of doctors out in the field, they were adamant that there was no role for doctors outside the hospital. These paramedics were sure that they could hack anything. To them, doctors would just get in the way, cause delay and boss them around, because all doctors were prima donnas with attitude. They were determined not to be anyone’s bag carrier.

I could see their point, in a way, but I also knew that doctors had a role to play and that it might be time for things to move on from where they had started. And I thought that I could be the right man for the job.



Flying for Helimed 999 wasn’t my first foray into pre-hospital care, as it is now known. And it also wasn’t my first experience of screaming around the skies in a helicopter.

After growing up in London, in 1979, at the age of 17, I packed up my flares and Saturday Night Fever album and went to live in Israel. I had always felt different as one of a handful of Jews in a Church of England school. The class bully, having told the only black kid to ‘Fuck off back to wog land!’ advised me to ‘Fuck off back to yid land!’. Even though I had been brought up in London, I thought the idiot had made an accidental point in that I wouldn’t be in a small ethnic minority if I fucked off to yid land, so I gave it a go.

For six years I trained at medical school in Tel Aviv. I went on to have a long association with the Israeli Defense Forces as a soldier, combat medical technician, a failed trainee Air Force pilot and finally, as a military doctor in an elite unit. I had my first taste of combining medicine with helicopters when I witnessed medical helicopter work on the battlefields of Southern Lebanon in the 1982 invasion. It all looked so glamorous.

While training in the Israeli Air Force, we were assessed by our peers every month to ascertain how we functioned within the group on the flying course and to identify those with annoying behaviour and habits. Essentially, we completed a questionnaire on each other in our group. It was important to score well as this was an important part of assessment during the flying training. On those days, I would always ask my wife Jacqui – whom I had married when I was a medical student training in Tel Aviv – to bake some cakes and cookies before the monthly assessments so that everyone in the group would give me a high score. That became a habit and worked well. It was one area of the course assessment in which I scored highly.

As a junior doctor in Israel, I worked shifts on a doctor-crewed ambulance. Our role was to get to heart attack victims and administer clot-busting drugs as soon as possible. They needed a doctor on board to do that. We also attended other types of emergency and I was therefore exposed to the whole range of emergency work. During my time working on the ambulance unit, I developed a healthy respect for the paramedics who educated me in pre-hospital survival and how best to do something useful for seriously ill or injured patients before we got them to hospital. They kept me straight, and kept me safe. I learned a whole new way of communicating with patients who only minutes earlier had experienced something traumatic. We worked inside overturned lorries, in bathrooms, on the street, in the cinema or on the beach. Anywhere and everywhere, we delivered advanced medical care. It was one of the best groundings and crash courses (sometimes literally) in pre-hospital care that I could have received.

I also learned how to blag free food and medical kit, which would later come in very useful back in the UK when establishing the Helimed units and, crucially, I learned how to improvise in highly challenging situations.

The paramedics taught me how to interact with the other emergency services, which sometimes had different and competing priorities at the scene. This was an eye-opener in itself as I had assumed that everyone would pull together in an extreme situation, but I soon realised that this was not always the case. I learned how to control busy scenes, traffic, hostile crowds, onlookers and grieving relatives. Most importantly, I learned the value of how and when to rely on each other and we developed mutual trust in our respective skills and abilities.

I had been dropped from flying training in the Israeli Air Force because I was impulsive and cocky. Still, some of that impulsiveness and cockiness can work well in Emergency Medicine and also in pre-hospital care. You have to make rapid assessments without knowing the whole story. In the field, you need to make snap decisions, take calculated risks and perform surgical procedures and operations that in hospital would require scrubs, gloves, two assistants, bright lights, powerful anaesthetic drugs and trays of sparkling surgical instruments laid out in a logical order. But in pre-hospital care out in the field, you have none of that: you’re out on a high wire – but instead of holding a balancing pole in your hands, you have someone else’s life. And there is no colleague to ask for help if it all unwinds: it’s you and your paramedic. If it turns out well you’re heroes; if it goes wrong you are vulnerable to criticism and ridicule.

In 1994, having returned to the UK in 1991 after 12 years of living in Israel, I began work in Cambridge as a Registrar in Emergency Medicine. I encountered the occasional serious trauma victim accompanied to hospital by local doctors, who tended to be dressed in a suit and tie beneath a large fluorescent jacket with ‘BASICS DOCTOR’ printed on the back. My boss, Howard Sherriff, whom I admired a great deal, also occasionally came into our hospital with ambulance crews delivering seriously injured patients. He too had the jacket.

According to Howard, in the sixties, Ken Easton, a local GP, had started to respond to serious road accidents on a notoriously dangerous stretch of the A1 in Yorkshire. His efforts giving care and treatment at the crash scene saved lives, and the Ambulance Service were grateful. Word spread around the country. Local volunteer doctor–responder schemes were established in most counties. These were largely run by local GPs, although a few hospital consultants also joined in. Members of these schemes carried pagers and had some medical equipment in their cars. The Ambulance Service called them out for difficult accident scenes where patients were trapped in vehicles until the Fire Service could cut them out. In many areas, the police had allowed these doctors to fit their cars with blue lights and sirens.

In 1977 the doctors and their volunteer schemes formed an organisation called the British Association of Immediate Care Schemes, or BASICS. BASICS continues to this day, offering education and representing doctors in dealings with the government and professional bodies. I am proud to serve as their honorary secretary.

The idea of the pre-hospital emergency doctor called out to exciting crashes and disasters was right up my street. I was always easily bored and needed stimulation from new things and different challenges, so swapping the hospital ward for blue-light driving to accident scenes was perfect. And it felt good to be involved in something still comparatively new and evolving. I fitted my old Volvo with a magnetic blue-light bar, which had an integral, old-style ‘nee naw’ claxon siren. I carried a pager and responded to the occasional crash on the A14 and M11.

To my surprise and disappointment, nine times out of ten I had little to offer at accident scenes. Most of the time, we gave a little morphine or advice to the paramedics; advanced skills were not required for the majority of the jobs we were sent to. And, at that time, when I did get to the one-in-ten serious job, I didn’t have the advanced skills required to really make a big difference: I was too junior a doctor and not yet trained or competent enough to offer hospital-level interventions.



Up until the 1980s, an ambulance’s function hadn’t changed since the post-war founding in 1946 of the modern service: the ambulance was simply a means of transport for the patient. Ambulance crews could offer a kind word, a blanket, some bandages and splints and promises of a cup of tea, followed by a bumpy, noisy nee-naw of a ride to the nearest hospital.

Then, in the mid-eighties, paramedical care was slowly introduced into the service. These paramedics were no longer ‘ambulance drivers’ or ‘stretcher bearers’ but rather professionals trained to perform a series of advanced procedures and administer a limited number of drugs. The ride was just as bumpy and noisy but you no longer had to lie there bleeding and dying; you could be attended to. Hopefully you’d get to hospital in a survivable enough condition to secure that cup of tea.

This explosion in paramedic skills narrowed the gap between what they couldn’t offer and what a doctor could. The number of additional skills that the GP could bring to any scene was small and was rapidly becoming smaller. However, this handful of skills would most certainly be life-saving for those patients who needed them.

Most GPs who responded as BASICS doctors did not and do not have these advanced skills. When they attend a scene they can offer a slightly wider array of drugs. Usually they cannot perform surgical procedures or administer a general anaesthetic. They do, however, still have a role. Their presence allows paramedics to operate outside rigid ambulance protocols. A doctor can take responsibility for operating beyond the constraints of carefully controlled paramedic practice. In other words, they can facilitate certain procedures being done then and there to try to save lives.

The few remaining original BASICS GPs look a little old-fashioned now. They are useful as another pair of hands and in being able to offer clinical judgement, experience and wisdom. The reality is that the practical skill sets of the GP and the modern paramedic are closer than ever. In fact, many paramedics routinely outperform GPs in the delivery of advanced skills. Even so, there are situations where only a specialised emergency doctor will do. This resulted in the development of medically-led HEMS units.

The first air ambulance unit in the UK was established in Cornwall in 1987 (today its helicopters carry the legend ‘1ST IN THE UK’) and after initial funding by the local health authority was withdrawn after a few months, it quickly became a charity organisation. It was, and remains, a paramedic-led service – essentially, an airborne ambulance that can quickly get to difficult and dangerous locations and then package and transport patients to hospital.

To put it simply, trauma is when someone has been injured in a way that means that they cannot continue normal life without intervention. This could mean broken bones, internal bleeding, a severe case of shock, anything that means they need help. Often, such injuries happen in places that are hard to access or would just take too long if we were to go to them by ambulance. While paramedics can do an awful lot, some people saw that even more might be done. Two years after the Cornwall Air Ambulance took flight – and following a Royal College of Surgeons’ report criticising pre-hospital trauma care – Dr Alastair Wilson and consultant surgeon Richard Earlam had the vision to form the London Air Ambulance unit (LAA).

The LAA was different. Working out of the Royal London Hospital, they responded to trauma cases within the M25. And they didn’t attend medical or paediatric emergencies, just trauma. What was to be so pioneering about this HEMS service was that the LAA unit decided to use not just paramedics but to also put a trauma doctor on board. This changed everything. Their rationale was that advanced skills can make a difference to trauma victims provided you get the right doctor to the scene in time. The idea was that no longer would the trauma patient have to be transported to hospital to see an emergency doctor who could save his life but instead the doctor would be taken directly to the scene to immediately tend to the patient. There are a number of advanced interventions that make a difference in trauma survival for severely injured patients. At the time, only doctors could deliver these skills.

The London HEMS service stood alone
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