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Prepared for a Disaster?
The Moorgate tube-train disaster was an incident which
created difficulties from every conceivable angle and confirmed
many of the problems to be experienced in disaster manage-
ment generally. On page 727 the medical staff concerned with
the handling of this most unfortunate incident describe some
of the problems they encountered.
From the outset it was difficult to assess the magnitude of

the accident, and particular problems were experienced in
gaining access to the casualties. Lighting and ventilation were
required in the confined area of the rescue, and the equipment
providing these facilities, together with the cutting equipment,
generated noise which in turn added to the difficulties of
communication underground. In spite of these and many other
problems 74 live patients were evacuated in 13 hours, including
one who required an on-site amputation to effect her release.
An emergency resuscitation area was established on the under-
ground platform, and the efficiency of the sorting and re-
suscitation by the medical teams was reflected by the fact
that only two casualties reaching hospital were dead on arrival
and by the absence of airway problems among all those who
were alive.

Every district general hospital in Britain has a disaster
scheme, so that it could be assumed that they are adequately
prepared for major accidents. However, the mere presence of
a paper plan does nothing to guarantee that. it is up to date,
comprehensive, and understood by all levels of staff. Ruther-
ford has shown' that we in Britain can expect an incident of
disaster proportions (with live casualties varying in number
from 6 to 217) to occur on average at the rate of two per year,
and herein lies one of the main problems: persuading everyone
to accept that a disaster may happen in their area and to
devote sufficient time, effort, and resources to the plan.
The next major problem to contend with was identified at a

symposium on Disaster Planning held at Haslar in 1974.
There is no nationally agreed uniform standard covering
terminology, definition of priorities, identification of key staff,
equipment, or interservice co-ordination. vItandardization
would, for instance, provide junior staff with the incentive to
learn and the knowledge to act as they move from job to job
and area to area. Co-ordination between services would ensure
that the needs ofone service were met by the actions of another.
A report on the Moorgate crash in the Fire Service Journal
Fire made the point3 that "a system of clearly marking dead
victims inside the wreckage would have been appreciated by
most personnel since time was wasted by different crews
checking the same fatalities." A strong plea was rightly made
at the end of the Haslar symposium for a national policy
to be formed for the medical aspects of disaster management.
Indeed, when the medical contribution to this field is com-
pared with that of the emergency services the deficiencies
are clear. The fire, police, and ambulance services spend time
and money on planning and research in this aspect of their
responsibilities and officers have certain functions delegated
to them and exchange information with other authorities.

In the medical field the responsibilities are less clearly
defined. Nationally there is no agreement on basic terms and
definitions; regional authorities have the opportunity to co-
ordinate area and district plans, resources, and facilities, but
it is at local level that the next major deficiency occurs. Who
teaches the new and changing staff their role, includes the
general practitioners of the district, co-ordinates with the
emergency services, updates the equipment, implements
findings from reports of disasters in other areas, and ensures

that the psychiatric registrar with no experience of trauma is
not the mobile team leader? In short, who has the personal
interest and responsibility for the practical detail of disaster
management ?
The often-held view that any doctor can organize accident

and emergency work has not been borne out by practical
experience in the past. With the appointment of 100 new
consultants in accident and emergency in the last few years
there is surely a case for attaching the clinical responsibility
for such co-ordination to this hospital post. Given sessional
time and responsibility, such a consultant would be able to
work in close harmony with the community physician and be
responsible to a committee. In the absence of the direct
stimulus of experiencing a disaster the best alternative is
responsibility. This coupled with postgraduate lecture time
for talks by visiting speakers with direct experience, together
with publication of papers by the services concerned-such
as that in this issue-should focus further attention on the
problems.
One further method of familiarization with the routines and

techniques required in rescue work would be for hospitals to
accept some small part in the provision of medical attendance
at ordinary accidents where casualties are trapped. By a degree
of participation in such small procedures on a more regular
basis the equipment in the cupboard and its packaging, the
clothing, the co-ordination with the other services, and the
techniques of rescue would be tried, evolved, practised,
learned, and respected. Come the disaster, the planned response
should then be more efficient, and the lives of more patients
may be saved. Such participation would cost little, as the
equipment is already in existence in the disaster cupboard.
Details of operational and managerial procedures have been
described in several recent publications,3-8 so it is evident that
the techniques for disaster management are already in exist-
ence-what is urgently required is the national definition
of terms and standards together with the local delegation of
responsibility for their implementation and supervision.

These changes are more than ever important in the absence
of a civil defence organization, for only when such basic
requirements have been met can it be assumed that all areas are
adequately prepared for a disaster.
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Toxic Megacolon may
Complicate Crohn's Disease
Acute toxic dilatation of the colon is one of the major threats
to life in ulcerative colitis, with an estimated incidence of
2-13% in patients with the condition in the United King-
dom.1 2 However, it is now known that it may develop in
other diseases such as amoebic colitis, ischaemic colitis,
pseudomembranous enterocolitis, typhoid fever, bacillary
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