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MASS DISASTERS: A PREPAREDNESS PLAN BOOK
WITH PARTICULAR EMPHASIS ON MORTUARY SERVICES
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ABSTRACT
This paper tries to prepare a “preparedness plan book” which can be used as a ready reckoner in

case of disaster strikes. This is particularly meant for mortuary services but can also be used as a guide
for other health care services as well. It covers the anticipation of the problem, role of mortuary services,
requirements and their procurements in the hour of need. It also deals with some relevant ethical and legal
issues.
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Disasters can occur any time, any place
and in any whether. Disaster is a calamity or a
sudden misfortune. According to Colin Grant
disaster is a catastrophe causing injury and illness
to thirty or more people. The normal system of a
hospital or an organisation cannot bear it and there
is disequilibrium of the hospital as a system.

According to different places, situations etc
certain number of disasters can even be expected
each year. In India it is not uncommon to have an
accidents etc involving multiple persons (more than
thirty) affected and few or many of them dying.
Disaster could be a railway or bus accident or
sinking of a boat or floods or collapse of land etc.
[Full classification of disaster is out of place in this
talk.]

Once we know that disasters are not
uncommon we can be prepared for them. That can
be achieved by having disaster plan. In U.S.A.,
accreditation demands a written disaster plan and
two drills each year.

The Disaster Plan should have the
following features-
• It should be simple and understandable by all.
• It should be flexible and fit different types of

disasters.
• It should be clear and concise-even in noise

and confusion; the staff should be able to act
upon it instantaneously.

• It should be adoptable during all hours- day and
night including holidays.

• It should be an extension of normal hospital
working so that people can act upon it
immediately in a routine manner.

We should also anticipate the areas because
of which there may be problems. These are:
• Delay due to havoc.
• Delay or other problems(s) due to non-or

inadequate availability of immediate medical
need and care.

• Due to disorganisation.
• Due to delay in transport.
• Due to inadequate recording and preservation

of data etc.
• Due to delay in post-mortem examination, this

could be due to over crowding.
• Due to delay in submission of reports.

We must know and admit that
preparedness for disaster is an opportunity to
strengthen skills of all concerned. It is a community
problem therefore community must be involved in
it that can be done by making community leaders
committed, we can communicate with them, do
planning with them and strengthen the capacity to
respond. The fundamentals could be:
• prepare the community,
• train all sorts of people, and
• Ensure that they are ready.
The first 24 to 48 hours are most decisive.

This Preparedness Plan Book, we may
call it Holy Book rather than blue book or protocol
book, should be ready in advance. It should be kept
at very easily accessible place. Unfortunately the
government system and mentality of government
staff tends to be secretive. This book should also
include particular type of signals, sirens, codes;
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colour dresses etc for particular work or information.
Team should be so motivated that action should
be very prompt. There should be early, rapid and
constructive communication to and fro among all
concerned. The staff should know their work.

Management of disaster is multifaceted. This
is true in a management of hospital related part of
disaster management also. In a mass disaster of any
kind medically and medico legally we are concerned
with multiple things. Our duties could be:
• To treat the victims
• To assess their disabilities.
• To certify cause of death.
• To conduct post-mortem examination.
• To dispose the dead bodies.
• To preserve evidence.
• To record the chronology of the event.
• To preserve the record.

To execute our duties we require:

MANPOWER
• Expert doctors.
• General duty doctors.
• Trained Class III staff. *
• Trained Class IV staff. *
• Administrator.
• Public relation officer(s).
• Secretarial staff.
• Communicators or social workers.
* These cadres not only include personnel
pertaining to hospital related work like operation
theatre assistant or nursing staff etc but also
include drivers, computer operators, electricians,
plumbers and so on.

To mobilise staff and manpower local
resources must be explored. These could include
NGOs, various bodies of doctors, various social
groups, and even individuals. A comprehensive list
of all those who are willing and mobilised and
motivated may be prepared. They may be asked
to fill up half a page proforma, which may contain
brief bio data containing their addresses, telephone
no e-mail addresses and their areas of interests,
field of work, experience in that field etc.

SPACE
According to the quantum of disaster space

is required. It is to be created temporarily. The
space is required for:

• Treatment of sick persons. That may include
indoor and out door.

• Post-mortem examination.
• Preservation of dead bodies till relatives claim

or the organisation disposes them.
• Store is required for drugs and instruments etc.,

to store evidences, to store records etc.
• For coordinator
• For displaying information
• Guest rooms for emergency staff and additional

staff, and
• Catering etc.

INSTRUMENTS AND EQUIPMENTS
They are required for:
• For treatment- cots, mattresses, stretchers,

drugs, surgical set up, infusion set up and so
on. A comprehensive list according to speciality
may be prepared.

• For post-mortem examination.
o Tables or make shift tables,

instruments, gloves, cotton, packing
and labelling material, sealing material,
preservatives, whole body size
polythene bags, suitcase size polythene
bags or paper bags, small bottles from
the capacity of 20 ml to 100 ml, 1000
ml bottles, sutures etc,

o Cold room or alternative arrangement,
o Equipments for photography and

videography,
o Communication system like black

boards and white boards, telephones,
computers, Net, public address
system, banners etc, and

o Clothes to cover dead bodies.
• Biomedical – antiseptics and disinfectants both

for treatment and for post-mortem purposes.
• Routine supply of light and water.
• Additional supply of light and water.
• Alternative supply of light and water.

TRANSPORT
Multiple vehicles for multiple purposes like:
• Transportation of sick,
• Transportation of staff,
• Transportation of material, and
• Transportation of dead bodies.
It is a fact that anticipating disasters we cannot
have excess of all (man, machine, material, space)
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all the time at our disposal. That will be too costly
and non manageable. Therefore to procure them
in the hour of need what can we do? How can we
get them? We have already talked about preparing
a list of persons in case of manpower. We can do
the same thing here. A comprehensive list or chart
can be prepared speciality wise of all those things,
which are required to cop up such situation. In that
chart against each item we can put the source from
where we can procure it. For example, we should
know if cold room is not working, where could we
get ice from? Are there cold rooms in the city? Can
we use the refrigerated trucks, which are used for
transport of ice cream? Where can we get them
from? Similarly item wise source can be
mentioned. As far as possible this source should
be local. Whatever information we are putting in
the protocol book should be complete.  And it
should also be up dated periodically. Say if address
is written it should be full postal address with
telephone no, mobile no and e-mail address etc.

TRAINING
It is observed in government service and

set up that if a nurse is working in an operation
theatre she works there for decades or through out
her life. If a sweeper is working in a drainage system
or in a post-mortem room he works there similarly.
This system may have advantages, I do not deny.
But this system does not allow other nurses or
sweepers to train and tune in this job. And therefore
in the need of hour when they are posted at such
places not only they are apprehensive but they are
failure also. Therefore all persons should optimally
be trained to do other jobs of their fields. This
training part is very important particularly when
specialised work is rather concerned like operation
theatre, post-mortem, intensive care unit etc.
Rotational duties and training can be easily done
during peacetime. This aspect is again important
in relation to manpower, which is going to come
from community and not the part of hospital. They
may be enthusiastic and sincere and committed
but may not be trained and tuned. Other than
professional training for a particular work,
manpower does require constant hammering for
attitudinal and work ethics type of matters also.

Mass communication is required to prevent
rumours, to calm public, to ask for additional help

and similar motives. But it should be appropriate-
talk less, work more.

VIPs must also be educated how to
approach such situations. Those who have
studied pat disasters their experience suggests
that a VIP visit put more strain and stress on
already crumbling system. These can be
minimised.

Post-mortem examination in all cases of
mass disaster deaths is not required under Indian
laws. What law requires is establishment of identity
and cause of death. Therefore in known cases
where the cause of death is prima facie obvious
even investigating officer can summarise the cause
of death and hand over the dead body for last
rituals, please refer Cr. P. C. 174 and 176.

APPREHENSIONS OF NEGLIGENCE AND
PROFESSIONAL MISCONDUCT

For doctor medico legally and ethically
whatever applies to any normal situation applies to
disaster situation also. It is advised that doctors
should have reasonable knowledge of professional
ethics, professional misconduct and areas of and
ingredients of negligence. While treating patient
they may come across a situation of triage. The
triage is a medical action of prioritising treatment
and management based on making a diagnosis and
formulating a prognosis. This should be decided
comprehensively based on all factors like medical
need, resources available and medical capabilities
available. The work of triage should be assigned to
a senior physician, who may be ably assisted by
others. The physician should separate victims as
follows: 
1. Victims that can be saved but whose lives are

in immediate danger, requiring treatment
straight away or as a matter of priority within
the next few hours; 

2. Victims whose lives are not in immediate
danger and who are in need of urgent but not
immediate medical care; 

3. Injured persons requiring only minor treatment,
who can be treated later or by relief workers; 

4. Psychologically traumatized victims needing to
be reassured, who cannot be taken care of
individually but who might need reassurance
or sedation if acutely disturbed; 
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5. Victims whose condition exceeds the available
therapeutic resources, who suffer from
extremely severe injuries such as irradiation or
burns to such an extent and degree that they
cannot be saved in the specific circumstances
of time and place, or complex surgical cases
requiring a particularly delicate operation which
would take too long, thereby obliging the
physician to make a choice between them and
other patients. For these reasons, all such
victims may be classified as cases “beyond
emergency care”. The decision to “abandon an
injured person” on account of priorities dictated
by the disaster situation cannot be considered
“failure to come to the assistance of a person
in mortal danger”. It is justified when it intends
to save the maximum number of victims.

6. Since cases may evolve and this change
category, it is essential that the official in charge
of the triage regularly reassess the situation.

It is unethical for a physician to persist, at all
costs, at maintaining the life of a patient beyond
hope; thereby wasting to no avail scarce resources
needed elsewhere. However, the physicians must
show his/her patients compassion and respect for
the dignity of their private lives, for example by
separating them from others and administering
appropriate pain relievers and sedatives. 

The physician must act according to his
conscience considering the means available. He
should attempt to set an order of priorities for
treatment which will save the greatest number of
serious cases that have a chance of recovery and
restrict morbidity to a minimum, while accepting
the limits imposed by the circumstances.

In selecting the patients who may be saved,
the physician should consider only their emergency
status, and should exclude any other
consideration based on non-medical criteria.

Relations with the victims are governed by first-

aid medical care and the state of need, with the
result that the need to protect patients’ best interests
shall be respected, if possible, by obtaining their
consent in the immediate emergency.

The physician has a duty to each patient to
exercise discretion and ensure confidentiality when
dealing with the media and other third parties, and
to exercise caution and objectivity and act with
dignity in respect to the emotional and political
atmosphere surrounding disaster situations.

The ethical principles, which apply to physicians,
also apply to personnel under the physician’s direction.

SOME PROTECTION
The World Medical Association calls upon

Member States and insurance companies to
establish a form of diminished responsibility or
responsibility without misconduct to cover both civil
liability and any personal damages to which
physicians might be subject when working in
disaster or emergency situations.

SOME MORE PROTECTION
The WMA requests that governments:

1. Afford assistance and protection to foreign
physicians and accept their action and their
appearance and presentation, (e.g. Red Cross,
Red Crescent) without discrimination on the
basis of race, religion, etc.

2. Give priority to the rendering of medical services
over visits of dignitaries.
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