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Discussion: A RDD is a conventional explosive device
mixed with radionuclides. Upon detonation, is disperses
radioactive material. A RDD is not a tactical nuclear
weapon and does not produce a thermonuclear reaction by
fission. The use of a RDD by terrorists has become a likely
scenario, and the presence of radioactive material makes
rescue operations more complex. The greatest risk of
immediate morbidity and mortality stems from the blast
component of the RDD and not from the nuclear exposure.
Hence, triage and rescue efforts of RDD victims should
focus primarily on the traumatic injuries, followed by man-
agement of exposure to radionuclides. The protection of
rescue and medical staff, detection capabilities, and a spe-
cialized support staff are essential in order to minimize irra-
diation, contamination, and incorporation by radioactive
material of victims and staff. Continuous education and a
sufficient supply of equipment aid the successful manage-
ment of victims of a RDD. Staffing problems after a RDD
detonation may arise from absenteeism and refusal to care
for victims exposed to radionuclides.

Conclusions: The presence of radionuclear material after the
detonation of a RDD complicates the rescue operation and
treatment of victims. Continuous education, risk communi-
cation, and early deployment of equipment will contribute to
the successful management of a RDD detonation.
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Prehospital Use of a Mobile Decontamination Unit:
Influence on Body Temperature and Discomfort
Experienced by Healthy Volunteers
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Introduction: Decontamination is intended to reduce or
remove chemical, biological, or radiactive elements from the
skin and clothes. Several different commercial solutions are
available for prehospital use but there are no scientific
reports on the decontamination process or its efficiancy.

Methods: An outdoor training session was arranged by the
Helsinki Fire Department, the Helsinki Emergency Medical
Services (EMS) and the Finnish Defence Force. Thirty-six
healthy volunteers were exposed to a talc powder simulating
a potential biological agent. The decontamination was per-
formed using a field decontamination unit and a hazardous
materials team. The decontamination process included the
removal of clothing, showering with water, and drying. The
efficiency was estimated by inspection and judged to be
insufficient if any residuals of the talc powder were found
The volunteers were asked to rate the discomfort they felt
during the decontamination on a scale of 1-5. The tympan-

ic body temperature was measured before and after the exer-
cise. Data collection did not interfere with the exercise, and
all participants gave their consent for collecting and using
the data.

Results: All 36 volunteers were male, 24-47 years of age.
Twenty-eight were walking and eight were non-walking.
The mean body temperature before the decontamination
was 36.6° C before and 35.1° C after the decontamination (p
<0.001). The decontamination was estimated to be sufficient
in 35 of 36 cases. Only one of all the volunteers judged the
decontamination procedure as unpleasant (numbers 4 and 5
on the scale).

Conclusions: There was a significant reduction in body tem-
perature caused by the decontamination. Decontamination was
effective and discomfort caused by the procedure was minor.
Keywords: body temperature; contamination; decontamination;

Finland; mobile decontamination unit
Prebosp Disast Med 2007;22(2):5152

Into the Hot Zone: To Go or Not to Go, That is the
Question

T Okumura

Saga University, Chuo-City, Fukouka, Japan

Countermeasures to chemical terrorism consist principally
of two different sources: (1) the military; and (2) the civil-
ian hazardous material (HAZMAT) teams. In response to
urban chemical terrorism, the most effective countermea-
sure is likely to be a compromise between these two options.
Currently, there is no international consensus regarding
whether medical teams, including physicians, should be sent
into a Hot Zone. Some first responders insist that medical
teams should not be sent into a Hot Zone because, unlike
first-responder HAZMAT teams, medical teams generally
are not as well prepared. Preventing an increase in the num-
ber of casualties is the principal aim of civilian first respon-
ders. In Japan, some doctors have recommended that
medical teams should remain in the Cold Zone, while doc-
tors elsewhere have advocated that more direct medical con-
trol by medical doctors in the Warm Zone during
decontamination is necessary. Several doctors in western
countries have proposed that medical teams in the Hot
Zone can save more lives. For example, specialized US
marine field doctors operate in the Hot Zone. However,
untrained medical teams are vulnerable and may be hin-
dered in performing their tasks by the need to wear level A
or level B suits. This choice is relevant particularly given that
medical observations can now be conducted remotely using
information technology. While the outcome of this debate is
likely to depend on the potential risk to which medical teams
will be exposed, one thing is certain; untrained persons
should not be permitted into the Hot Zone.

Keywords: civilian; chemical terrorism; Hot Zone; medical response;
military
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