
29 November 1969 Brucella-infected Cattle-Henderson BRITISH 551

free from infection for some time, but it was reintroduced by the
purchase of three cows from a supposedly uninfected source. On
examination two of the three were clean, but one was heavily
infected. On this occasion the infected animal was slaughtered.
This was the first time I had heard of a cow in full milk being
disposed of in this way.

Discussion

In these examples the dairy farmer concerned had bought a
farm where infection was present, though the seller had con-
cealed the fact, or had bought infected cattle in the open market
believing them to be sound, or from a dealer who at least
suspected that the animals were infected. The dairy farmers,
when disposing of their infected stock, were determined to get
the best price they could, and though they might have been
aware of the consequences they did not allow this to influence
them. Though these examples are spread over a number of
years, my impression, confirmed by numerous conversations
with veterinary surgeons, dealers, and dairy farmers, is that
trading in infected animals is widespread. Moreover, it will
continue so long as dealers and " flying " herds exist. Unfor-
tunately the practice seems to be on the increase, since under
the eradication scheme more and more herds are being examined
by veterinary surgeons and infected animals are being singled
out. These are usually sold in the market. Thus, as the number
of clean herds increases, so the number of infected animals put
up for sale multiplies and the number of infected herds grows.
My impression is that the amount of infection per herd is also
increasing. This is certainly so in producer-retailer herds in
Worcestershire.
Not all dairy farmers, however, sell infected animals regardless

of the consequences. A producer-retailer was twice found in
1962 to have infected animals in his herd. These he " dried
off" and sold for slaughter. Similarly, two other producer-
retailers, when questioned about disposal, replied that they
would have liked to sell, but conscience had not allowed them
do do so. Their infected cows had been " dried off " and
sold for meat, though a loss of up to £60 an animal had been
sustained by doing so.
Examples of such " good " practice are few, and the matter

therefore of trading in brucella-infected cattle is indeed a
serious one. Nationally the question is whether the country
can afford the 40 or 50 million pounds that would be required
to compensate owners if all the infected animals were to be

slaughtered and whether such slaughter would result in a short-
age of milk ; opinions differ among dairy farmers and veterinary
surgeons.
To the individual dairy farmer brucella-infected animals are

indeed a problem. When buying there is no quick way of his
telling whether an animal is infected or not ; a blood test or a
milk-ring test takes time. Perhaps a closer control of markets
by veterinary surgeons should be attempted, or a certificate of
freedom from brucellosis required to accompany animals for
sale. There would be administrative difficulties. When brucel-
losis has struck the herd the feeling of despair that overtakes
a young man can well be imagined, for after sinking a good
deal of money in a farm he is unexpectedly brought face to face
with a situation where any prospect of profit suddenly vanishes
under the load of dead calves, milk losses, veterinary surgeon's
fees, and pasteurization orders. On top of this the problem of
disposing of the infected animals confronts him. A well-
established, rather better-off dairy farmer could possibly carry
the loss, and there would be little excuse for his selling infected
animals openly; but for the struggling dairy farmer, making a
precarious living as most of them do, the matter is somewhat
different. One cannot but sympathize with the man who, him-
self a victim of this sort of dealing, feels obliged to sell an
infected animal to the best advantage simply because he does
not know how his next bills will be met. There would seem
to be a case for Ministry help in the form of compensation
of some kind to prevent infected animals from being sold.
As an addendum there arises the question of whether the

increase in infection among cattle will result in increased infec-
tion in human beings. One cannot say. Those likely to be at
most risk are dairy farmers and others who handle aborted
material. B. abortus, however, though highly infectious, may
not be unduly pathogenic for man (Wilson and Miles, 1955;
Henderson, 1967). One thing is certain, the economic loss
lying in wait for a dairy farmer who buys infected cattle is
likely to be considerable.
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ASPECTS OF EMERGENCY CARE

Mass Disaster Schemes
JAMES FAIRLEY,* M.D.
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In no sphere of health care are prevention and preparedness
more needed and more rewarding than in the arrangements for
an accident and emergency organization. Accidents range from
the trivial affecting only one person, slightly injured, to the
disastrous-mine explosions, train smashes, earthquakes, and
floods-in which many are maimed or killed. Emergencies do
not occur conveniently for the duty hours of casualty officers
or coincide with the surgery times of family doctors. They
do not fit neatly into one clinical category such as orthopaedics
* Former Sc:ior Administrative Medical Officer, South-east Metropolitan

Regional Hospital Board, London W.2.

several bodily systems may be involved, requiring the concerted
efforts of teams of specially trained surgeons, physicians, nurses,
and ancillary staff.

Nevertheless, whatever their nature the effect of injuries is
not only a personal tragedy but also an 'increasing drain on a
nation's economic and human resources. For males between
the ages of 1 and 35 accidents are the biggest killers, and we are
apt to forget the vast loss of endeavour, achievement, and happi-
ness and life expectancy. The total number of all kinds of
accidents in Great Britain this year may well be about five
million.
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Co-ordinated Service

The disaster and tragedy resulting from accidents can be
considerably reduced by correct and prompt action, and it is
essential to establish co-ordinated accident and emergency ser-

vices in every part of the country. The three main elements of
this are, first-aid care, speedy transportation, and special acci-
dent units in selected district general hospitals. In England
and Wales the responsibility for the planning of the necessary

procedural arrangements is clearly and firmly placed on the
regional hospital authorities. Nevertheless, it matters little
which statutory body has this responsibility, so long as it is
clearly known with whom the responsibility rests. In every
accident hospitals will be involved to varying degrees, and
planning the arrangements therefore requires consultation and
agreement with many constituent elements. The resulting
master plan must not be varied by the participants in any

scheme without notice; it must be publicized throughout the
area to which it applies, and kept constantly under review.

Education and persuasion are necessary to obtain the co-

operation of the public and hospital staff in directing accident
cases only to hospitals with adequate facilities for treating them
-even if this means bypassing hospitals on the way.

In the South-east Metropolitan Region the arrangements for
dealing with any major disaster are based on the lessons learnt
from the Lewisham train disaster in 1957, which were put to
the test ten years later in the Hither Green and Marden
crashes. From both the latter incidents new lessons were learnt
and incorporated in our present disaster plan.

Plan into Practice

To avoid misunderstanding and abuse it is essential to define
the sort of circumstances that merit use of the plan. A major
accident or incident may therefore be defined as one:

(1) in which the number of live casualties to be handled is
estimated to be above 50/60, and/or

(2) which would necessitate the dispatch of one or more mobile
medical teams to the disaster scene, and/or

(3) in which more than one of the designated accident hospitals
is likely to be involved in handling casualties.

When the plan is put into operation certain procedural steps
must be followed. This includes alerting the people concerned,
site control, and organization; co-ordination of the disposal
of casualties; communications ; inquiry bureau, and so on.

These steps will now be desc'ribed in more detail.

Alerting the Rescue Services

The ambulance and fire services are alerted either by the
emergency telephone network or direct reporting ; the informa-
tion room of the national, regional, or local police is also told
of the disaster. The first of the utility services involved then
alerts the hospital nearest to the incident, using an up-to-date
list known to and carried by the three main public service
vehicles. The alerting message is prefixed with the words
" major accident," and the first alerted hospital is informed
that it is the designated hospital.

This hospital will be the " pivotal " hospital, and automati-
cally provides the senior medical officer to take charge of all
medical and first-aid services at the disaster site. This hospital
also probably-but not necessarily-provides the first mobile

medical team. All other alerted hospitals are termed " sup-
porting " hospitals, and, together with the designated hospital,
these must be given essential information about the time and
location of the accident, and, if possible, the type and estimated
number of casualties. The name of the designated hospital
must also be made known to all the supporting units alerted.
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Medical Officer Takes Charge

The arrival of a senior doctor at the disaster site to take
charge is perhaps the most important early step in any disaster
scheme. The designated hospital alone has the responsibility
for providing this doctor, whether a mobile team is summoned
or not. As soon as possible this doctor should contact the
senior police or fire officers, or both, to get a first-hand apprecia-
tion of the situation. Thereafter it is the doctor's responsibility:

(1) to establish a medical services report centre,

(2) to co-ordinate the medical and first-aid resources, and

(3) to formulate the casualty evacuation plan in consultation with
the senior ambulance officer.

Establishing Pivotal Points

The site of a major disaster is always one of confusion and
congestion, and establishing clearly recognizable pivotal points
is vitally important to site control. The medical services
report centre is one of these pivotal points, and it should be set

up directly adjacent to one of the other pivotal points-ideally
next to the mobile ambulance control unit. Details of arrange-

ment should be worked out in advance. In some areas a police
control car is readily available and recognizable, or the fire
service may provide a vehicle. All three site " headquarters"
must be equipped with radio-telephones and have "walkie
talkie " sets for use on the site. The operational headquarters
vehicles of each of the three services are of a distinctive colour
with an illuminated rotating Astral dome.

Dispatch of a Mobile Team

In the early stages following a major accident the extent and
type of medical aid needed at the site are difficult to determine.
The decision whether to ask for a mobile medical team before
a doctor gets to the disaster site may be taken by the senior
doctor on duty at the designated hospital if he is specifically
asked to send one by the police, fire, or ambulance service (or
another authorized body, such as the railway). Alternatively,
if from the information received about the extent and serious-
ness of the disaster he thinks that a mobile medical team is
necessary he may ask for a team to be sent. Once the senior
doctor has assessed the situation at the site (and consulted the
senior services officers) he may send for the mobile medical
team, mobile surgical and resuscitation teams, or mobile teams

from special centres, such as mobile plastic surgical teams.

These squads or special teams must not be confused with the
mobile medical team. Their functions are totally different, and
they must not be changed unless this is directed by the senior
medical officer and the specialist team leaders on the site.

Identification of the medical services report centre, the
casualty post, and the senior doctor in charge of medical and
first-aid services are important both by day and by night. The
doctor in charge should wear a white coat with the words
" Senior Medical Officer " across the back. Suitable brassards
must be issued to doctors, nurses, and first-aiders who are

helping.

Casualty Post

A casualty post is normally established by the mobile medical
team on arrival, near to the medical services report centre. All
casualties should be channelled through this post, which is the
" filter" that ensures that priority for ambulances is given to

the seriously injured, particularly to those requiring life-saving
surgery. It is important to emphasize that:

(1) When ambulance resources are limited and long hauls are

involved, the slightly injured should be given treatment and held
back, to ensure that priority is given to the seriously injured.
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(2) All casualties handled by the casualty post should be labelled
before being sent to hospital. Brief details of any treatment given
at the site must be recorded on the label.

Disposal of casualties is one of the main purposes of planning
the organization at the disaster site. Disposal must be con-
sidered before the senior medical officer arrives at the scene of
the disaster. Thus ambulance crews from their day-to-day
contact with hospitals know which hospitals can deal with
casualties and which are the nearest. Before the senior medical
officer has arrived and planned the evacuation of the casualties
the injured should be taken to these hospitals, which are in
most instances hospitals on the list to receive disaster casualties.
Once the senior medical officer has arrived, his plan will be

based on the characteristics of the disaster. If there are many
injured needing major surgery he will direct them to as many
hospitals as possible, proportionately to the availability of staff
and theatre accommodation. If he decides that the originally
alerted hospitals would be flooded by the number of casualties,
and if he includes in the casualty evacuation plan hospitals that
have not already been alerted, he must ensure that the ambulance
H.Q. control room, the police headquarters, and the senior
police officer at the site are all given the names of the addi-
tional hospitals to be involved.

Communications

The importance of site control has been emphasized, but vital
centres outside the actual site of the disaster will also rely on
communications, and on these will largely depend the degree of
success of the operation. Though the ambulance and fire ser-
vices will have radiotelephone links with their bases, communica-
tions between the medical services report centre and the casualty
receiving hospitals should be provided by the police radiotele-
phone network. This is effected by automatically positioning
police radiotelephone cars at the scene and at the hospitals
alerted to receive casualties. The importance of this vital link
between the site and the receiving, hospitals cannot be suffi-
ciently emphasized if over-concentration in the nearest hospital
is to be avoided. The use of "walkie-talkie" sets must be
strictly controlled if " jamming" by multiple users is a serious
risk.
With the present-day efficiency of communication services

the news of a disaster is quickly known and widely spread.
Hence to avoid added disruption at the site, and disturbance at
the receiving hospital(s), a disaster inquiry bureau should be
established as early as possible. One of the main responsibilities
of the police at major accidents is to notify friends and relatives
of the dead and injured, and the bureau should be located away
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from the hospitals receiving casualties, preferably at a local
police station.
The B.B.C. and the press should be asked to include in their

news-items about a major disaster the telephone number and
the address of the inquiry bureau, and to stress that inquiries
should be made to the bureau and not to the hospitals receiving
casualties. The local G.P.O. exchange supervisor should be
given the location of the inquiry bureau as soon as it is estab-
lished and should be asked to arrange that telephone inquiries
made to the hospital should be diverted to the bureau.
A control casualty bureau is also established by New Scotland

Yard when the necessity arises, and the press, the B.B.C., and
I.T.V. are told when this has been done. Police officers are
taken to all casualty receiving hospitals for " documentation "

duties, and they should be supplied by the hospital staff with
the particulars of casualties arriving. The police officers then
transmit these particulars to the central casualty bureau.
The whole of these arrangements are directed towards sav7ing

life and reducing pain and suffering to a minimum. Neverthe-
less, the dead must also be considered, particularly at the site,
to ensure that live casualties do not suffer because the dead are
given ambulance priority. Emergency mortuary arrangements,
including disposal of the dead, should be made by the police.
The site organization, the evacuation plan, and all other

necessary action will be of no real avail unless the accident
receiving hospitals are equally well organized and prepared.
Essentially only a limited number of selected district general
hospitals should develop these centres, since they must be
capable of providing on a 24-hour basis medical and nursing
staff skilled in traumatic and emergency methods. An operating
theatre must be readily available, together with the full support-
ing services of radiology, pathology, a blood bank, a physio-
logical laboratory, and other specialties.

Purpose-built Units

For the really effective care of disasters purpose-built units
are necessary. Though these are costly to build, to equip, and
to staff, if lives are to be saved and permanent maiming reduced
we must accept that a considerable capital investment is essen-
tial. Moreover, as well as these developments there is an

urgent need to educate the public, the utility services, and the
medical and nursing professions to the changing patterns of
casualty and emergency care. The most carefully prepared
operational policies applied to purpose-built units can fail under
pressure unless the need for constant reappraisal and testing
is recognized and accepted.
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