
• Some important aspects of SCI rehabilitation were avoided
or missed in the makeshift spinal centers, including sexual
rehabilitation, realistic counseling about patients’ prognosis
regarding complete lesions, and vocational counseling and
job placement. Moreover, unregulated philanthropic mon-
etary support hampered and unnecessarily delayed the dis-
charge of many patients who did not want to part with a
ready source of income.5

• Once the makeshift spinal centers were closed, there was
no adequate facility that could accommodate such a large
number of patients with SCI. Most of them were sent home
to the mountainous terrain of Kashmir. At 18 months’
follow-up, our team could not find a single quadriplegic sur-
vivor of the earthquake.1 Patients developed pressure ulcers
in large numbers, and there were cases of surgical wound
infections and implant failures. Four years after the disaster,
we confirmed 15 deaths, mostly from large, dirty wounds
(probably pressure ulcers) and malodorous urine and high-
grade fevers (likely urosepsis). Results such as these clearly
highlight the inadequacy of our health care system regard-
ing long-term follow-up of patients with SCI.

• ThePakistaniearthquakeandotherglobaldisastershavedem-
onstrated the effectiveness of a dedicated team of physiatrists
offering early rehabilitation services in serious disabilities like
SCI,9 and have confirmed that medical rehabilitation is an ur-
gentemergency service,not just a laterpartof the recoverypro-
cess. Early physiatrist involvement in complex orthopedic and
neurological traumahasshowntobeofbenefit intimesofpeace,
but it is likely to be more effective in disasters.

• Experience with this earthquake has shown that SCIs in large
numbers can occur. Earthquakes often happen in underdevel-
oped regions of the world that have little expertise to manage
SCI inthebestof times.LeadingSCIorganizations intheworld
such as the International Spinal Cord Society, American Spi-
nal Injury Association, AOSpine, and the American Paraple-
giaSocietycantakethe lead in improvingthetreatmentofSCI
in these regions in consultation with local governments and
nongovernmental organizations.

• It is importantthatexperiencesfrompreviousdisastersbeshared,
valuable lessons be learned, and shortcomings that are noticed
be improved,5,10,11 so that we are better prepared for the next
disaster.

Farooq A. Rathore, MBBS, FCPS
Zaheer A. Gill, MBBS, FCPS

Sohail Muzammil, FRCS(Edin), FCPS, Ortho
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OVERESTIMATING CHERNOBYL’S CONSEQUENCES:
MOTIVES AND TOOLS

To the Editor
The article by Davis et al, “The Impact of Disasters on Popu-
lations With Health and Health Care Disparities,”1 concludes
that the present literature does not capture the health care dis-
parities in medically underserved communities before and af-
ter a disaster. The 1986 Chernobyl nuclear accident provides
an example of the considerable difference in the diagnostic qual-
ity of many diseases, especially thyroid cancer, before and after
the disaster. Improvements in screening and early detection of
thyroid nodules after the accident were accompanied by over-
estimation of the incidence of thyroid cancer, which could con-
tribute to an overestimation of radioiodine carcinogenicity.2

Some publications have contributed to the misconception. I
noted recently3 that in some articles4-6 dedicated to the Cher-
nobyl accident, references to nonprofessional publications (eg,
newspapers, Web sites of unclear affiliations often with non-
working URLs, commercial editions) were used widely to sup-
port scientific views and conclusions, thus overestimating the
medical consequences of the Chernobyl accident. Yablokov and
Nesterenko acknowledged that “sometimes references in the
text do not correspond with those used in the list of refer-
ences.”7 They provided a quotation from the Ministry for Emer-
gency Situations of the Republic of Belarus Web site (http:
//www.chernobyl.gov.by/index.php?option=com_content
&task=view&id=665&Itemid=1, accessed on April 6, 2011):
“A certain fraction of mushrooms, berries, wild flesh, and fish
consumed by inhabitants was highly contaminated, ie, during
the last three years about 30% of mushrooms, 15% of berries,
and 40% of wild flesh.” This was a misquotation. The actual
quotation from the Web site, translated verbatim from Russian
was “A fraction of mushrooms, berries, wild and fish, taken from
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inhabitants, contaminated above permissible levels, remains sta-
bly high, and during the last 3 years was 30% (mushrooms), 15%
(berries), and 40% (meat of wild animals).” Nowhere on this
site are found the levels that were regarded as permissible, and
the Web site is not a scientific source of information.

Misquoting a source contributes to the overestimation of the
consequences of the accident at Chernobyl. I have inter-
viewed pathologists and other physicians in the hospitals, clin-
ics, and oncologic dispensaries (cancer prevention and treat-
ment centers) of the formerly contaminated areas of Belarus,
Russia, and Ukraine who have diagnosed many of the post-
Chernobyl tumors. Most of them agreed that Chernobyl’s con-
sequences have been overestimated,2,8 and they point to exag-
geration of the Chernobyl theme facilitating scientific research
and international help as motives. Moreover, it is believed that
the Chernobyl accident has been exploited to strangle devel-
opment worldwide of atomic energy,9 thus contributing to the
enhanced consumption of nonrenewable fossil fuels.

Sergei V. Jargin
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TRAUMA CENTER ASSOCIATION OF AMERICA (TCAA)
ENDORSES THE MODEL UNIFORM CORE CRITERIA
FOR MASS CASUALTY TRIAGE

To the Editor
The Model Uniform Core Criteria for Mass Casualty Triage,
proposed by Lerner et al,1 are a useful and vital component
of our national preparedness. We commend Dr Lerner and
her colleagues for their thorough research and thoughtful
analysis.

Our nation’s trauma system is the backbone of its response to a
mass-casualty incident. The trauma system has the ability to
mobilize the multidisciplinary medical providers necessary to
respond to any disaster, regardless of etiology. The trauma sys-
tem, made up of a network of prehospital providers and desig-
nated trauma centers, will be the first line of response to any
incident. To provide rapid assessment, treatment, and transfer
of injured victims, responders from multiple ambulance ser-
vices and hospitals must be able to communicate consistently,
and these national criteria promote this ability.

The Trauma Center Association of America is a nonprofit trade
association representing several hundred trauma centers and
trauma systems dedicated to fostering the development of a na-
tional system of trauma care so that proximate access to the ap-
propriate level of trauma care for seriously injured individuals
is ensured. The Trauma Center Association of America joins
in endorsing the Model Uniform Core Criteria and will work
with its membership to implement the criteria in mass-
casualty response plans.

Daniel L. Gross, DNSc
Connie J. Potter, RN, MBA

Susan M. Briggs, MD, FACS
John B. Osborn, MSc
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