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MEDICAL PRACTICE

Accident and Emergency Services

Disasters, flying squads, and immediate care

BY A SPECIAL CORRESPONDENT

British MedicalJ7ournal, 1979, 2, 973-975

If a wide-bodied jet airliner were to crash on central London
during office hours, according to studies by the emergency
services anything up to 5000 casualties could be expected. Since
the centre of London is only two minutes' flying time from
Heathrow, such a disaster is well within the bounds of possi-
bility. Major accident plans have to be built on the facilities used
for everyday accident work, and happily they are not often put
to the test: are they realistic, and flexible enough for unforeseen
catastrophe ?

Major accident plans

In fact, a disaster can be regarded as anything that calls for
"extraordinary mobilisation of emergency services,' and thus
depends in part on what services are available-even a coach
crash in the Highlands may qualify. Britain is covered by a
network of hospitals designated to deal with major accidents and
disasters, including "support" hospitals to deal with any overflow
of casualties, and general practitioners with immediate care
facilities also have a part to play. A detailed organisation exists,
but if plans are to work there are certain general requirements.

SIMPLICITY AND CLARITY

Firstly, action in a crisis calls for simplicity and clarity of
organisation. Some hospital plans are enshrined in complex
instructions, but a plan needs to consist of a basically simple
series of actions specified in a simple way, both for the hospital
itself and for the staff who go to the site: it should be reduced to
very few pieces of paper and include flow charts, possibly sup-
ported by action cards for individual staff.2 3 When a cyclone
hit Darwin, Australia, the local hospital rose to the occasion and
everyone was said to have some idea of what to do-notices

about the plans for mass casualties had been posted everywhere,
even in the lavatories.4 A clear chain of command, with adequate
telephone and radio communications, is obviously essential to
the simple approach.

SUPERVISION

Secondly, the fact that many staff will be doing clinical work
to which they are unaccustomed calls for effective supervision
by senior staff. At the beginning there must be a clear system for
sorting casualties and deciding priorities (sometimes called
triage) under an experienced doctor' 3; but perhaps no less
important is an expert re-examination of casualties before
discharge so that mistakes and omissions can be picked up.

STANDARDISATION

Thirdly, we need national standards-both for conventions
such as the definition of priorities and identification of key staff
and for equipment. This would prevent confusion when staff
move to different hospitals, and would aid co-ordination among
the different services taking part in rescue. At the Moorgate
tube-train crash, for example, rescue workers felt the need for a
system for clearly marking the dead to prevent different crews
checking the same victims.5

PRACTICE FOR DISASTERS

Fourthly, coping with a major accident calls for practice; some
disaster plans have been found too late to be inadequate. Re-
hearsals may help; and for more than 20 years after the second
world war full-scale exercises, taking up a whole weekend, were
carried out every three years with all the services participating.
Eventually, however, these were found too expensive, but
rehearsal of particular elements in a plan is essential.'
A hospital-based flying squad that attends small-scale serious
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accidents provides another form of rehearsal for a major disa,
-staff then become familiar with the mobile equipment and M
the problems of resuscitation in dark, dirty, cramped envir
ments. On the other hand, staff must never go to the scene of
accident at the expense of cover for the hospital, and afte
major accident a hospital's resources would be stretched to
limit. This is -an argument in favour of having mobile tea
manned by general practitioners, whether exclusively or
addition to hospital staff (two GP units attended the Moorg
disaster along with hospital teams6).
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ster Immediate care

oth Clearly immediate care schemes, whether provided by
oan hospitals or by general practitioners, should justify themselves
r a in everyday accident and emergency work and not merely in the
the context of a possibly remote disaster. One-third of Britain-but
ins three-quarters of Scotland-is covered by such schemes (whether
in GP, hospital, or occupational), of which about 80 now exist withinte some 1250 doctors participating. The first formal scheme was

developed after a man had bled to death in a crushed lorry
because the proper rescue equipment was not available in time. 9
Overall, however, only about one-third of calls are to road
accidents, coronary and maternity cases also being prominent.
The DHSS has recognised the British Association of Immediate
Care Schemes (BASICS) by giving it a grant, recently increased
to £20 000 a year; but in 1975 it declined to finance equipment
and radio telephones for GP schemes, on the grounds that no
significant reduction in mortality or morbidity was apparent
from the (not very detailed) records of one such scheme and
there were therefore more urgent calls on NHS funds. There
is now more experience ofthese schemes, but the extent to which
immediate care should be made available is still a matter for
controversy. The questions to be resolved are: (a) how far is
emergency care needed -before patients are transported to
hospital; (b) how far can such aid as is given be left to ambu-
lancemen and how useful are doctors on the spot; and (c) even if
doctor schemes are worth while do they call for too great a
diversion of resources, financial and otherwise ?

THE CASE FOR IMMEDIATE CARE

In remote areas of the country there can be no question about
the need for both first-aid and immediate resuscitation
measures before, say, an hour's. journey to hospital; and the
same applies when trapped casualties are subjected to a long
rescue operation. Moreover, since accident and emergency
departments have been concentrated in fewer hospitals, rela-
tively long ambulance journeys have become commoner. The
main problems are where to draw the line, and how elaborate
the emergency measures should be.

Setting up a drip for a trapped casualty in a car crash.
Reproduced by courtesy of the Bath Evening Chronicle.

In a sense we could never be prepared for a disaster of such
magnitude as the crash of an airliner on a city, even with the
collaboration of many hospitals. The network of designated
hospitals provides, in principle, a good organisation for dealing
with major accidents on the scale customary in the United
Kingdom; but these, happily, have so far been small by world
standards.7 A wider coverage of the country by immediate care
schemes staffed by properly equipped general practitioners used
to attending accidents and other emergencies could provide
extra manpower and flexibility.

CO-ORDINATION OF SERVICES

There remains the question of co-ordination. In each area the
health services' plans-are co-ordinated with those of the police
and fire service, and the Government rejected the proposal that
in England and Wales a single department should have overall
responsibility.8 In many parts of the country excellent personal
co-operation exists between the services, but many workers
believe that disaster planning calls for official- overall co-
ordination.1 7

--1

A flying squad vehicle based on Derbyshire Royal Infirmary; the hospital's
security officers serve as drivers after a police driving course.

Speaking of the "therapeutic vacuum" of the first 20 minutes
after an injury or collapse, Easton has suggested that between
3% and 200% of deaths might be prevented with proper
resuscitation measures-that is, from about 600 to 4000 a year."0
Some may be sceptical about a high percentage of preventable
deaths"' 12; but apart from at least some lives saved the likelihood
is that illness and complications are often reduced by immediate
care-setting up a drip, for example, may enable the patient to
reach the operating theatre in better shape. As one doctor put it,
"My aim is to get him to hospital with a normal pulse and blood
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pressure, out of pain, and talking sensibly." A further point is
that a slow drive to hospital, once the patient's condition has
been stabilised, may be preferable to a hectic journey, which may
provoke a severe drop in blood pressure."3
On the other hand, resuscitation and other first-aid should

not be applied blindly without proper diagnosis, which may be
difficult in a confined space or bad light. Some consider this a
severe limitation to immediate care. The benefits may also be
less than expected if some people are resuscitated only to die
later or live a maimed life; we need more information on this
point.

WHO SHOULD GIVE IMMEDIATE CARE?

Let us assume, however, that advanced resuscitation and other
emergency measures on the spot are often helpful and sometimes
life saving. Ambulancemen with advanced training can carry
out all the procedures commonly needed. Nevertheless, even if
there are enough ambulancemen suitable for advanced training,
it would be uneconomic to train large numbers in this way since
they would still spend much of their time in providing a "taxi
service." Alternatively, the emergency care and transport
functions might be separated, the specialised staff being paid
more; but this would not be cheap. Consequently a network of
doctors prepared to give on-the-spot care seems desirable on
practical grounds-especially as the doctor, far from delaying
the patient's transport to hospital, may arrive before the ambu-
lance in as many as a quarter of cases,14 and more in remote areas.
Some people also have reservations about how far anyone
without medical knowledge should be allowed to use advanced
resuscitation techniques unsupervised.
The doctor's skill may also be valuable for assessing the

severity of injury and-in the case, say, of a bad road crash-
for deciding priorities; certifying death may also be important
for the latter. According to BASICS, some 20"eO of attendances
by doctors are considered worth while, though more may be
helpful in some way, and provide useful practice for real
emergencies.
The need for flying squads based on urban hospitals is often

disputed. But the experience of one of the prototype flying
squads, at the Derbyshire Royal Infirmary,'5 has been that road
or occupational accidents with trapped casualties needing aid on
the spot (and even the occasional amputation) may occur
anywhere, even five minutes from the hospital.

CAN WE SPARE THE RESOURCES?

Two scarce resources, time and money, might be thought to
limit the extension of immediate care schemes. In GP schemes
the equipment is often provided by charity but sometimes by
the doctors themselves, though some local authorities help; and
now the Highlands Area Health Board is giving more sub-
stantial support in some areas. The Bath flying squad, which
uses the doctor's own car carrying special equipment, was
reckoned to have produced, at 1970 prices, a net annual saving
to the community of over C20 000, on the basis of 1-43 lives
saved a year on average.16 It is relevant that such casualties are
mainly young and fit.
The number of calls varies greatly-for accident and emer-

gency departments I have visited, from six or less to 118 a year;
while in one GP scheme a team of eight doctors shared about 500
calls last year. Over the country the average seems to be about
one call, taking an average of half an hour, a fortnight for each
doctor, according to information collected by BASICS. One
hospital flying squad found that the average work load over
several years had been 22 minutes a week, or 65 minutes to allow
for maintaining equipment.16 Calls do not often disrupt other
work since they tend to come at night or at least out of normal
working hours.

Training doctors in advanced resuscitation methods before
they embark on this work17 may be another call on the time of

hospital staff, though a small one for any one hospital. Weekly
practice in laryngoscopy for GPs at the beginning of an operating
list, it has been suggested, would be a feasible and effective form
of training.'7 In the long run this need would be bypassed by
including a mandatory stint in the accident and emergency
department in medical training.

EVALUATION

Thus many immediate care schemes cost little to public
funds. They are manned by enthusiasts who do the work
usually for no extra money and possibly at some expense as well
as risk to themselves. An official system would not perhaps always
have equivalent results, and would certainly be more costly to
the Health Service. Hence objective methods of evaluation to
confirm the many subjective judgments of benefit (lives saved
and complications prevented) are clearly important. A recent
study distinguished immediate deaths, which presumably could
not have been prevented by emergency care, from later, possibly
preventable deaths.18 On this basis there appeared to have been
an appreciable saving of life in the area of Easton's scheme'
compared with the rest of north Yorkshire.
Attempts at detailed evaluation must continue. Their results

will affect decisions about the extent to which immediate care by
doctors should be made available, but there are clearly some
circumstances in which the need for doctors to attend accidents
and other emergencies is desperate and undisputed. Meanwhile
many parts of the country are not covered by adequate arrange-
ments and others lack public support for their schemes.

I am deeply grateful to all the people in accident and emergency
departments and elsewhere who have been so generous with their
help.
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Why should a death certificate for "general peritonitis due to pyosalpinx"
be referred to the coroner by the registrar of births and deaths ?

Assuming there were no other relevant circumstances, it seems quite
obscure why this cause of death should be unacceptable to the
registrar of births and deaths and necessitate referral to the coroner.
As it stands, it is a perfectly natural cause of death and inquiries of
another local registrar suggest that it would not have been so reported
at that office. A referral would be made only if the peritonitis followed
recent surgical intervention, which could have been a factor in the
peritonitis and subsequent death. A less unlikely factor would be
if there was any possibility that the condition had followed an
abortion that was anything other than spontaneous.
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