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APPENDIX I
List of Reported Identification Incidents and Errors relating to
Identification and Critically Injured Patients
CE Case
Neil Bowen 1993

Dunblane
Massacre 1996

Egypt Massacre
1997

Tsunami 2004

Theme/Aspect
Critically injured
unidentified

Visual
Identification of
School Children

Deceased
incorrectly
identified

Critically injured
identification mix
ups
Misidentification of
deceased

Background
Key Findings
• RTA following a
• No protocol for
tennis match on a
identification of critically
Sunday.
injured
• No ID on person. In
• The what if factor – if
a friend’s car.
family had been able to
get their sooner would
• Remained
he have pulled through.
unidentified for 3
days. Family finally
• Occurred in the early
notified when didn’t
90’s so DVI not
turn up to work.
applicable.
• When family arrived
at hospital life
support had to be
switched off.
• Murder of 17
• All critically injured
children and
removed as a priority
seriously wounding
over identification
10 others in a school
• Teachers were asked
shooting in Dunblane
to visually id the
Scotland.
deceased children and
guesses were made
using personal effects
like school clothing
• Terrorist shooting at
• Used as an
an Egyptian tourist
international example
spot
of incorrect
identification
• Identification teams
made mistakes
regarding ID and
sent the wrong
bodies to the wrong
countries
• 2004 Tsunami in
South East Asia
• Nationals and
International impact
• Film: The
Impossible – true
3

•
•

No international
protocol for identifying
critically injured
Despite DVI protocols,
numerous accounts of
teams using visual

story of family
separated and
mistaken identity in
hospital in Thailand
• Numerous accounts
of deceased being
mis-identified using
visual ID.

A

Gill Hicks 2005

B

Laura Van Ryn
and Whitney
Cerak 2006

C

Anika Swift and
Danika O’Rourke
2006

Belgium Coach
crash – children
2012

• London Bombings 7
July 2005.
• Gill Hicks lost both
limbs and had burn
injuries rendering her
unrecognisable.
• Hospital staff had to
bring her out of an
induced coma that
evening to determine
her identity
• She used blinking to
spell her name.
Mistaken identity 1 • Laura VR died at the
x deceased
scene.
1 x critically injured • Emergency
responders found a
wallet belonging to
Whitney and mixed
identities up.
• Whitney was in
critical care for 6
weeks being cared
for by Laura’s family
until she regained
awareness and they
used dental records
to confirm identity.
Mistaken Identity
• Following a car
of two young
crash the bodies of
women
two women were
mistakenly identified
as each other using
visual identification.
Critically injured
• Bus crash with
children
children crashed in
the Swiss Alps
Critically injured
unidentifiable
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identification or
incorrect forms of
identification.

• No UK protocol for
identification
• Reliance on patient to
self identify

• Assumptions at the
scene
• Critically injured cannot
be visually identified
• Families using visual ID
can make errors
• Coronial teams need to
use DVI to check
deceased prior to
releasing bodies

• Human error and
insufficient processes
• Justice Weir called for
the use of accurate
scientific methods
• DNA used to ID
children
• Family identification
resulted in errors

D

Boston Marathon
2013

Tunisia Beach
Massacre 2015

E

Paris Terrorist
Attacks, 2015

• Parents fighting over
surviving children
• Authorities had to
rely on DNA to
confirm identities and
resolve dispute.
Mistaken Identity 1 • Spectators and
x deceased, 1 x
runners targeted by
critically injured
a lone bomber.
• Krystle Campbell
and Karen Rand
mistaken for each
other
Critically injured
• A terrorist shooting
unidentified
on a Tunisian beach
involving UK
nationals
• No identification on
their persons as they
were on the beach.
• The need to run
away meant they left
their belongings
Marauding terrorist • Terrorist attacks
across Paris
mistaken identities • Automatic
of critically injured
assumption that
and deceased
those deceased
with ID’s had
correct ID.
• Visual ‘incorrect’
identification of
critically injured
who subsequently
died.
• DVI subsequently
used to confirm
identity

• Traumatic incidents
have implications for
identification

• Personal effects of one
victim found near the
other and assumption
made by responders

•
•

•

•
•

•

•
EUR – NHS
patient Stacey
2016

Critically injured
patient with work

• Patient critically
injured found near
carriages.
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•

Use of visual ID to
confirm loved ones in
hospitals
No international
protocol for identifying
critically injured.

Paris Prosecutors
Office criticised for
making automatic
assumption of
identification
Families and hospital
staff made assumptions
based on visual ID.
Implemented a new
policy for the use of DVI
techniques to ID
critically injured and
deceased.
Organisational learning
to change policy and
practice across all
emergency responders
to a) not make
assumptions and b) to
use DVI to ID unknown.
Questions still remain
over validity of use in
non terrorist scenarios.
Automatic assumption
of identification due to
ID being in vicinity

clothes and ID
badge in vicinity

EUR – Male
Amputee 2016

Nice 2016

Manchester
bombing 2017

Critically injured
patient

DVI used to
confirm
unconscious
casualties
alongside
deceased

• Patient asked name
in initial triage.
“Stacey” muttered
• Name not handed
over
• Identity card near
patient assumed to
be patient

•

• Patient critically
injured with
amputated leg
• Staff unable to
determine identity
• Patient classed as
“Unknown”

•

•

•

•

Unidentified
•
critically injured
children and adults
•
•

Westminster
Bridge 2017

Unidentified
critically injured

•

•

London Borough
Market 2017

TBD

•
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Terrorist used a
lorry to drive into
pedestrians along
a tourist spot
following fireworks.
Four casualties
with unknown
identities
Terrorist explosion
following an Ariana
Grande Concert
Women and
children targeted
Medics
complained of not
knowing who the
children were
Terrorist used a
car to drive into
tourists and
pedestrians on
Westminster
Bridge.
Individuals thrown
into the Thames –
personal
belongings
separated.
Three marauding
terrorists with

•

•

•
•
•

•

Documentation
completed with
assumed identification
– not ‘unknown’ as per
policy recommendation.
Initial responders not
logging patient’s details
or passing on the
information regarding
name.
Phone on patient
considered to have link
to family.
Medical staff consider
calling numbers to
notify potential friends
and family members of
patient’s condition.
Following Parisian
mistakes, Prosecutor
implemented new
protocol to ensure
unidentified casualties
were confirmed prior to
families being allowed
to see them.
No UK protocol for
identifying critically
injured
Potential for mistaken
identities
Awaiting official report
on outcome.

•

No UK protocol for
identifying critically
injured.
Awaiting official report

•

Awaiting official report.

Grenfell Tower
2017

Identification of
living and
deceased

Exercise Lock
Royal Free 2017

Patient inject of
‘Unknown”
critically injured

knives attacked
innocent civilians.
• Personal
belongings
separated from
victims
• Mass Fatality
incident
• Tower Block fire
• Details to be
confirmed
• Children
unaccompanied
and unconscious –
difficulty identifying
them
• Potential issues
with deceased
identification and
unidentifiable
remains.
• Patient with critical
injuries following
mass casualty event
• Staff focus on
medical needs of
patient
• Patient remains
unidentified

•

Awaiting official report

•

No attempt to
determine Identity
No attempt to notify
Silver command that
there is an unidentified
victim receiving
treatment
No attempt to notify
police of unidentified
victim
Police Documentation
team would be seen as
a disruption to medical
treatment
Knowledge of role of
Police Documentation
team in hospital setting
lacking.
Police assumed ID
based on wallet
Wrong family notified
Crawford family missed
his ‘final moments’ in
hospital
Found unconscious by
paramedics in Regents
Park Road.

•

•
•

•

George Crawford
2018

Regents Park,
North London,
2018

Mistaken identity
based on PE

Unidentified
unconscious man

•
•

Hit and run
Police made
assumptions
based on wallet in
pocket

•

•

White male found
unconscious
Heavily tattooed

•

•
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•
•

•

F

Humboldt Broncos
2018

Mistaken identities
of critically Injured

•
•

8

Unidentified and
unconscious for at
least 3 days
without NOK

•

Coach crash
Young men of
similar age and
build with dyed
blonde hair

•

•

•

Police ‘Exhausted
attempts to identify him’
In hospital for 3 days
prior to media being
used to identify him
Presumed identification
based on visual ID
International media

APPENDIX II
Contextual Examples
This appendix contains a number of examples of misidentification providing a greater
level of detail surrounding the difficulties involved in identifying critically injured
patients. It accumulates personal accounts reported to the media and autobiographies
alongside media reports of the incidents to provide a representation of how these
errors can occur and the impact of such errors on the victims, their families and those
responsible for their care and treatment.

CE- A
2005, UK, Gill Hicks
On the 7th of July 2005, Gill Hicks was critically injured in the blast that occurred on
the Kings Cross train. Despite being aware that she had lost both her legs, to the
extent where she calmly ripped and then tied her own scarf around her thighs to limit
blood loss, she was able to call out her name, “"I'm Gill. I'm here. I'm alive. OK"”
(Hicks, 2016). Eventually, after over 40 minutes of waiting in the wreckage, Gill was
evacuated from the tunnels. The British Transport Police (BTP) and Metropolitan
Police Service (MPS) carried Gill up to the Russell Square exit. Owing to limited
remaining medical supplies she was wrapped in a deceased person’s coat to keep in
her body heat and carried up on a blanket used as a stretcher. The serious nature of
her injuries meant she had to be resuscitated at the scene by paramedics and a
doctor who was ‘just walking past’ (7th July Review Committee, 2006, 155).
As all her personal effects had been lost in the blast, and her name had not been
captured by the responders during her treatment at the scene, she was admitted into
St Thomas as ‘one unknown’. The burns to her face and the injuries she sustained
were so traumatic that hospital staff initially could not ascertain whether she was
male or female. She recalled telling a paramedic her name at the time but this
information had not been passed on to the medical staff treating her.
Gill, recounting her experience, explained,
"I was gone for up to 28 minutes. When I was taken to hospital I was, to all intents
and purposes, dead on arrival. I'd lost between 75 and 80 per cent of my blood, so
there was not even blood coming out of me. The resuscitation team had to make a
decision. The head of rhesus felt if they kept trying to resuscitate me, they were
bringing back someone who'd suffered major brain damage and would not be
themselves. It was sort of a futile task” (Dapin, 2015).
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Once the details of the event became clearer, friends and family began frantically
calling the helpline numbers broadcast by the media. Gill’s friends and family
including her fiancé, Joe, spent the entire morning trying to get through to casualty
bureau. However, as Gill was classified as ‘unknown a corresponding match couldn’t
be made.
Following an intensive few hours of life saving surgery Gill was deliberately brought
out of an induced coma to try and ascertain her identity. Using an alphabet chart and
asking Gill to blink her name she managed to let them know her full name before
losing consciousness again.
At around 9pm two Family Liaison Officers appeared at Joe’s door and asked him to
accompany them to St Thomas Hospital where Gill was being treated. When he
arrived, he was told that due to hospital protocols he had to wait to be vetted by two
different teams responsible for ensuring the hospital visitation procedures were
followed, especially after unscrupulous journalists had tried to gain access. In the
end he very bluntly said, “Look, If Gill dies while I’m sitting in a waiting room I’m
going to be fucking pissed off” (7th July Review Committee, 162), at which point they
promptly allowed him through to the ICU (Hicks, 2010).
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CE- B
2006, USA, Whitney Cerak and Laura Van Ryn
Around 10pm on the evening of the 26 April 2006, Mrs Van Ryn received a phone call
informing her that her daughter Laura had been in a serious road traffic accident and
was in the intensive care unit in a critical condition and unconscious at Parkview
Hospital in Fort Wayne, Indiana.
Both girls had been travelling in a fifteen-passenger minivan along with three other
students and four employees when a tractor-trailer coming from the opposite direction
drifted over the centre median of the freeway. The collision caused the university bus
to spin around ending up in a ditch at the side of the road. According to Sgt Rod Russell
of the Indiana State Police, the van was “peeled open on the driver’s side” throwing
seven of the passengers and their belongings from the vehicle (Smolowe et al., 2006).
Of the survivors, two were airlifted to the nearest Trauma Hospital, Parkview Hospital
in Fort Wayne, one of whom was in critical condition. The rest of the five victims were
taken to the closest hospital, Marion General.
"There were documents, papers, wallets, personal effects and backpacks strewn all
over" (Smolowe et al. 2006).

Image from the NBC Dateline documentary showing the location of the van with
wallets, papers and personal belongings surrounding it (Lauer, 2008).
The scene confronted by the state troopers, fire fighters and paramedics was one of
complete chaos. Their immediate focus was on life preservation for those who needed
it and then they could focus on evidence retrieval. Identification of the individuals was
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the responsibility of the county coroner who, in this case, arrived on the scene after
the paramedics had departed with the injured patients.

Image from the NBC Dateline documentary of the wreckage from the university
minivan which was side swiped (Lauer, 2008).
According to the statements made on the Oprah Winfrey Show (2008) by some of the
individuals responsible for saving her life, the girl was classified as a Level 1 Trauma
patient, the most seriously injured category requiring immediate lifesaving treatment.
Owing to the time constraints, to save her life and minimize any further damage, the
paramedics and on scene emergency teams transferred her to hospital very quickly in
order to try and save her life. Very little thought was given to confirming identities at
that point.
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‘Laura’ in critical care (Van Ryn et al, 2008)
The Van Ryn’s rushed to the hospital to be by their daughter’s side, not knowing if she
would live or die or whether she would ever be the same again (Lauer, 2008). All they
knew on the drive to the hospital was that she was incapacitated. When they arrived,
the family was informed of the extent of their daughter’s condition, she was in a coma
with serious head injuries requiring a spike to relieve the pressure, had cuts, bruises
and facial swelling as well as fractured ribs, broken right clavicle, left elbow and left
femur (Van Ryn et al., 2008). At the same time, the Cerak family was desperately
trying to get news of their youngest daughter who they had heard was in the same
accident. They were eventually contacted by the Grant County Coroner and told
“…your daughter Whitney was in an accident this evening. She was pronounced dead
at the scene” (Van Ryn et al., 2008).
Carly, Whitney’s elder sister who had rushed to Marion General on hearing the news
was asked to view her sister’s body. She broke down and admitted later, “I was too
emotional.” (Lauer, 2008). The only other people asked to confirm Whitney’s and the
other deceased’s identities were university officials who had attended the hospital to
support the families and students. The officials were handed a list of the deceased
students and asked by the hospital to match them with the bodies in the morgue.
According to the Taylor University President, "They were not aware that they in fact
were doing the official identification" (Smolowe et al., 2006). Whitney’s parents
decided they did not want to view their daughter either “I have a beautiful picture of
Whitney in my head…we didn’t want the image of Whit’ lying in a casket burned in our
minds” (Van Ryn et al., 2008). The funeral for Whitney was arranged for the day after
what would have been her 19th birthday. She was buried in a cemetery close to her
family’s home.
Despite the occasional comment regarding a tummy button piercing (shrugged off as
a quirk of university life) and the wrong shoes, no question was made of Laura’s
identity. Concerns over the shape of her teeth were attributed to the serious head
injury she had sustained in the crash. Despite Laura’s boyfriend of 3 years, her family
and closest friends all spending time with her whilst she lay in a coma, nobody
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questioned the authorities as to whether the girl lying there was actually Laura. Three
weeks and one day after the crash, Laura was moved to a rehabilitation centre closer
to the Van Ryn’s home in Grand Rapids. She had shown signs of waking up from the
coma and the medical team decided she was stable enough to be transferred. She
would have been referred to as being in a ‘minimally conscious state’ which would
have presented itself as partially conscious, knowing where sounds and visual
stimulation were coming from, able to reach for objects, occasionally responding to
commands, and showing emotion and occasionally speaking (Giacino J.T. et al., 2002;
Sherer, M. et al, 2007). Her bones and injuries were healing, and the medical
treatment began to focus on her mental and physical wellbeing, effectively learning to
walk and talk again. Despite the progress in her health, she still was not able to
converse and the potential damage to her brain meant that no one could be sure how
quickly she would recover or whether she would ever fully recover. As a result, doctors
warned the family not to read into everything she said or did and not to assume that
she knew what she was saying as brain injuries often lead to confused identities of
both the person affected and the people around them (Langlois et al. 2006).
On May 29th 2006, nearly five weeks from the date of the accident a physical therapist
asked her to write her own name on a piece of paper. She wrote the name, “Whitney”.
Although Mr Van Ryn didn’t read too much into it at the time, recalling the advice from
the doctors about the recovery from traumatic brain injuries, he became more
concerned when he wheeled her back to her room and she mumbled, “false parents”
(Lauer, 2008). Over the following day, more and more concerns were being raised
about who the girl in the hospital was. Finally, when Lisa Van Ryn knelt in front of
“Laura” and asked to say her name, she replied, “Whitney”. Despite Lisa’s fears for
the worst she continued, “Can you tell me your parent’s first names?” and Whitney
replied, “Newell and Colleen” (Van Ryn et al., 2008).
According to their book on their experience, the shock and devastation for the Van
Ryn family came with a feeling of guilt and remorse, as Lisa put it, “have we inflicted
all kinds of emotional pain on her by calling her by the wrong name and acting like
we’re her family?” An excerpt from Mrs Susie Van Ryn’s prayer journal dated Memorial
Day, 2006 diary sums up the emotional toll on the family,
“Oh God – hear me. Please don’t take my Laura from me, Lord. My heart is
heavy today. Please don’t let it be. My heart cries out in desperation to you. I
can only lean on you for strength. This would be more than I can bear. I know
you are not a cruel God – what purpose would there be? Could my heart
deceive me? Could I not know my own daughter? Oh God, help me. You are
all I have. Please give me my Laura back.”
The Van Ryn’s asked the hospital what they could do to verify her identity. It was
decided that dental records that could be viewed by a forensic dentist would be the
most practical and rapid way to ascertain her true identity. The next day the Van Ryn's
desperation and prayers for their daughter’s recovery were dealt a devastating blow.
Laura, in fact, had been dead for five weeks and had been buried under the mistaken
identity of her fellow university student, Whitney. Five weeks after the burial of the girl
they thought was their daughter, the Cerak family received a surreal phone call from
the County Coroner informing them that, “…the accident survivor in the hospital
identified as Laura Van Ryn is not in fact Laura. This fact was confirmed earlier this
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evening through her dental records…The girl identified as Laura Van Ryn is, in fact,
your daughter Whitney Cerak” (Van Ryn et al., 2008).
The family were asked to attend the hospital with the dental records of their daughter
Whitney so could carry out a scientific confirmation of their daughter.
Neither family brought charges of negligence against any responder or medical staff,
they simply wanted the same mistake not to be repeated. However, as a result, the
case did result in a Michigan State law being passed to ensure identification of all
deceased persons was correctly ascertained by the County Medical Examiner using
processes similar to that of Interpol DVI (USA, State of Michigan, 2006).
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CE- C
Danica O’Rourke and Anita Swift 2006

(BBC News, 2006)
In July 2006 the bodies of two girls killed in a car crash in County Fermanagh,
Ireland were misidentified. The mistake was detected when dental records of Ms
O’Rourke did not match the body that was thought to be hers. Human error led to the
misidentification of the bodies by family members and was compounded by what
were classed as “insufficient processes” by the authorities.
The families were clearly very distraught when they were informed of the error, "How
this terrible mix-up happened we don't know. But the delay in in Danica's funeral and
then the exhumation has left us all even more devastated than we already were."
Statement made by a relative of the family (Khan, 2006)
Mr Justice Weir’s report highlighted the need for using scientifically, reliable methods
such as DNA and fingerprints to provide comparison data and obtaining dental and
medical records and a matter of course. "My provisional view is that it may be a price
well worth paying if it assisted in the avoidance of such an error as occurred in the
present case," (Justice Weir, 2006).
The families of the girls released a statement expressing their frustration at the
failures and a desire for the judge’s recommendations to be fully implemented. "It is
our view that the events resulting in the mistaken burial of Danica involved a
significant number of avoidable human errors, however well-intentioned those
mistakes may have been prevented…The procedures employed by the authorities in
this case were clearly insufficient" (BBC News, 2006).
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CE- D
2013 Krystle Campbell and Karen Rand – Boston Marathon.
On the Monday following the Boston Marathon bombing, Krystal Campbell’s family
were told that she was being admitted into surgery. When they were allowed into
ICU to see their daughter, they realised that there had been a horrific mistake.
Hospital staff had used ID found in a wallet, contained in a handbag next to her, to
identity her. The identity card belonged to her friend Krystle Campbell. The young
woman recovering from surgery to save her leg was Karen Rand, not Krystle
Campbell.

(Krystel Cambell (Left) and Karen Rand (Right) Moskowitz, 2013.
Organisational response – incubation period
According to Dr Alistair Conn, Chief of Emergency Medicine at Massachusetts
General Hospital, patients ‘on the verge of death’ began arriving by car, police van
and ambulance to receive lifesaving treatment. Of the first six patients to receive
emergency surgery, only one had been identified. Karen Rand arrived by
ambulance, was given a patient number made up of six-digit numbers and
transferred into the operating room. Her possessions included a handbag that was
placed in a hospital bag labelled with the same six-digit number. Robert Seger,
Executive Director of Emergency Services and Emergency Preparedness, explained
17

that emergency room staff had looked through the accompanying possessions,
found a purse with a driver’s licence and assumed it belonged to the patient.
Because the patient had been transferred to the operating room, emergency room
staff did not directly compare the photo to the patient that items came with. "They
looked roughly the same, and so, in the hurry of the moment, we said, 'Oh, she must
be this person. And that was incorrect," admitted Dr Conn (Smith, 2013). But as
Seger attested to, due to the amount of blood loss and trauma sustained the patient
would not have looked like herself and, “it was all very, very fast’ (Smith, 2013).
Krystle Campbell’s family were notified that she was alive but seriously injured.
When they were finally allowed to see her in intensive care it was 2am on Tuesday
morning.
“We had the doctors come out and tell us everything they did (on the survivor) —
and it wasn’t our daughter,” said William Campbell (Brown, 2013). The family were
devastated to discover it wasn’t their daughter, ‘That’s not my daughter, that’s Karen!
Where’s my daughter?’ The doctors were as shocked as we were,” Campbell said.
Within an hour a Boston detective handed William a photograph of their daughter
who had been killed in the terror attack (Brown, 2013). When Krystle’s father found
out the ‘truth’ (Swain and Allen, 2013), he was apparently ‘distraught’ and ‘almost
passed out’ (Brown, 2013). Dr Conn agreed, "That’s devastating, we shouldn't do
that. But it's challenging; it's very challenging" (Smith, 2013).
Learning Lessons
According to Kowalczyk (2013) hospitals admitted that a chief concern was the
accurate identification of patients in the midst of chaos. But questions over
importance were raised, with one ICU nurse and employee of the Federal
Emergency Management Agency, ‘What’s the priority…we have to save the patient
first, then work on ID’ing them. That causes stress to families”.
“It’s not surprising that Boston hospitals had trouble identifying patients and reuniting
them with their families… No one has solved that problem,’’ said Dr Carl Schultz,
Research Director at the Centre for Disaster Medical Sciences at UC Irvine School of
Medicine in California (Kowalczyk, 2013).
Although no further misidentification errors occurred, difficulties were encountered
across numerous sites in the wake of the bombing and the identification process
proved to be extremely difficult, ‘reconnecting patients to families was really
challenging’ admitted Dr Andy Ulrich, Executive Vice Chairman of Emergency
Medicine at Boston Medical Centre (Kowalczyk, 2013).
No unified identification process existed to assist hospital staff in the identification
process. Some hospitals had six-digit numbers, some used race numbers and
handwritten notes to search for the family members of injured patients (Kowalczyk,
2013). A process that was commonly used to identify patients under normal
conditions consisted of labelling them ‘Unidentified’ as a last name and a unique
three letter combination as a first name. The electronic tracking board would then
subsequently track the individual using the patient’s name (surname and initial), sex
and location within the department. This meant that the electronic tracing board
showed ‘Unidentified, A. F. OR’ or ‘Unidentified, D. M. XR’ (Nadworny et al., 2014)
Families were desperate in their search for their loved ones and it did not help that in
the chaos siblings and spouses had been separated across the city in the wake of
the confusion. The issue of patient identification numbers and the confusion of using
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solely numbers as opposed to a mixture of alpha-numeric was discussed in the
follow up reviews. Suggestions also included the use of colours and states to
differentiate patients as it was found that clerical errors could easily occur if the ID
differed by a single digit (Kellerman and Peleg, 2013).
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CE- E
2015 Paris Terrorist Attacks, Justine Moulin
Justine Moulin was one of 130 people who died in the attacks in Paris and Saint Denis
on the 13th November 2015. Justine Moulin had been having dinner with friends in a
restaurant.

(Image of Justine Moulin, (Steafal et al, 2015))
Her family and friends were kept waiting over 15 hours before any news of Justine’s
whereabouts were made known (Trogdon, 2015). Justine’s family were informed, on
the Saturday morning that she had been found but had sadly died in hospital. Her
brother and father went to the hospital to be by her bedside. They were told she was
unrecognizable (L’express, 2016). Her face was completely covered in bandages as
she had been shot in the head. However, four days later they were contacted by the
Victim Support Unit and told that the deceased was not Justine Moulin. (Bonneyrat,
2016). Justine was in fact in the Medico Legal Institute (the allocated mortuary) and
had been since the night of the attacks. According to Isabelle Moulin speaking to the
press, "What they told me was that Justine was not Justine ... That the body of my
daughter had never been to the hospital but had been resting at the IML since Friday
night, that she had not taken a bullet in the head, but in the stomach " (L’express,
2016). The family could not understand the how the confusion arose as Justine,
according to the family, had identification papers on her person (L’express, 2016).
In trying to justify the error the Victim Support Unit said, “There were failures and the
medico-legal services could be overwhelmed’ (Bonneyrat, 2016).
In the author’s interview in August 2017 with head of the French DVI Team, Elvire
Arrighi agreed that the process had not gone as expected as the scale of the event
was so overwhelming and complicated,
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“…on the first days we realised a lot of people were in hospital and that
probably a lot of people on the ante mortem side were still alive but they were
spread over a lot of hospitals and there was not one single way of actually
getting the big picture of who was in hospital… where and how many people
in what hospital, um, so it would have been very complicated to send, which,
which we did, um, an ante mortem team to actually go around all the hospitals
of Paris and ask whether they had some unconscious people or not”.
Despite a directive that any person who died in hospitals should be transferred to the
central ‘unique’ point at the MLI,
“some of the deceased were not transferred immediately so we also had to look
for potential dead people in hospitals. So, we had contacts with hospitals for
those two reasons. Unconscious people and dead people that we didn't know
about”.
According to Arrighi, families were contacting hospitals and looking for next of kin on
their own as they weren’t getting the information from the police in the first few hours.
“…its natural, they would by themselves go to hospitals with pictures of their
family members and ask, "do you have this person in your hospital?" (2017).
It was because the process was so complicated and the scale so large that families
and responders resorted to visual identification of photographs and referral to unique
visual identifiers that helped families be reunited with their loved one. The process
worked both ways.
“…I don't know all of the cases, but it can be visual identification of the
personnel, it can be a family coming with a picture saying, "do you have my
daughter?" and the staff saying, "I have someone looking like that please come
in". So, it's a combination, it's not only the family doing the visual
identification”(Arrighi, 2017).
The realisation that Justine was not the person in the hospital bed occurred because
there was still a family reporting a daughter missing and staff realised that there
could have been an error in the previous identification. All the bodies in the mortuary
had been assigned a name which had been provided by rescuers.
“But we still had a family on the other side saying we haven't found our daughter
and we didn't have any persons not having a name, um, so we started thinking
maybe this person was unconscious, maybe, so we started questioning what
could have happened and they had, they had gone through all the hospitals
and hadn't found their daughter…” (Arrighi, 2017).
The teams started re-investigating the lists of the deceased and their original
locations where they had died including the hospitals….
“And by looking and looking again at those lists we realised someone who had
died at hospital, so had initially been unconscious was wearing the same name
as someone who was identified right from the start. Right from the crime scene,
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that had an identity card … that person was brought dead to the medical legal
institute. So, we had twice the same name, one at hospital and another at the
medical legal institute”.
Upon realising the error, the team took the fully completed ante mortem record which
had been provided by the family who were still searching and compared it to the girl
who had been identified as Justine in the IML. This individual had been shot in the
stomach and therefore her dental records would have offered a good starting point,
“So we checked the teeth because the dental record was very strong and from that
point we could formally exclude” the deceased female in the IML. According to
Elvire, her DVI team were very upset that this error occurred.
“So just from the DVI point of view, that was very uncomfortable, because we
hadn't been working on either case. Either the one in that hospital or in the one
at the Medicolegal Institute. um. But we were appointed as responsible for the
mistake. Because we were in charge of the identification. But right from the start
we had said, we should work on all the cases even the ones that had names
on them, we should DVI process them. And we were told that we shouldn't do
that because it wasn't quick enough and it was very obvious that people with
the name were already identified”.
The Paris Coroner had decided from the outset that all bodies of the deceased that
arrived with identification documents would be considered to be correct. Elvire had
made it clear that the international Interpol DVI process should be used to identify all
the deceased, but the Coroner had responsibility for the overall process and her
team were responsible for investigating the identification only of those who had no ID
on them. This ultimately resulted in the DVI team being held responsible. It therefore
fell on the DVI team to be seen to correct the mistake with the families. As Elvire
explained,
“so I must say that was very uncomfortable for our team…obviously we were
the ones that had to go and tell them what had happened. Which is definitely
not a DVI job. And even worse we had to talk to the family that never actually
came to us in the first place and to explain to them that the person they had
been on the side of wasn't their daughter. Which is definitely not a DVI job
either. So that we had been told not to do our job, we had tried to prevent them
to say we should DVI process everyone. They refused and so we had this
problem”.
Learning Lessons
The embarrassment and discomfort felt by the French DVI Teams over the
identification process, coupled with the media attention the mistake received resulted
in changes being made to the approach taken in the wake of mass casualty and
fatality events.
“I guess this is also what gave us the strength to lobby and fight a lot
afterwards to explain why we should DVI process everyone. Cases that seem
so obvious”.
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Elvire also explained that the day prior to the Paris attacks a new governmental note
was published outlining the responsibility of a new unit that would be invoked in the
event of a terrorist attack. The Cellular Interministerielle d'aide aux vicitmes (CIAV)
specifically outlined ‘how the country should be organised in terms of victim
processes…and its role to actually coordinate actors around victims”. Victims she
clarified being both the living and the deceased.
But the novelty of this unit meant that neither departments were aware of the other.
The CIAV teams were trying to release details to families quickly under the district
equivalent of a Coroner and the DVI teams were trying to carry out what they
considered to be their normal functions. Yet as Elvire highlighted,
“DVI awareness was very low in France at the time. It was more a specialist
issue so we were doing our job on our side but people didn't know what we
were doing, so very natural for people to try to help and to actually do, I don't
know if it’s DVI but it’s the identification in the way they [stressed] thought they
should do that”.
Elvire and her DVI teams worked hard to lobby for change and for acknowledgement
of the DVI process being used to identify both the living and the deceased using the
Interpol standard,
“again, we had a lot of inter-ministerial meetings and we tried to advocate that
it had to go even further, it had to include unconscious people. So, the text was
changed. Obviously, the main work was around applying DVI to everyone even
people who seemed obviously identified right from the start and to consider all
those people as unidentified”.
This meant that the training and awareness had to reach all areas of emergency
response. She explained,
“So a lot of work was with emergency services, medics, paramedics, a lot of
work to do with them because you never know where the attack will be. So,
everyone in the country needs to be aware of that. So basically, what we did
was we changed this note, that you can find on the internet and the new
publication was on the 13th April 2016. And it does include unconscious people
and it says that they should be DVI processed”.
The work to change the identification process in France did not just involve an
awareness campaign, the teams also introduced a new recovery form,
“because the theory is that you will send the DVI team to do the recovery and
the practice that we saw in November and again in Nice is that people won't
wait for a DVI team to be deployed to actually recover the bodies. So, you need
everyone that is potentially going to be in contact with mass fatality event and
do the recovery of the bodies to be aware that there are these forms and they
should use it. And that it is very simple. So, we simplified it because our
obsession was for first responders not [stressed] to put names on the victims.
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Be it a dead victim or unconscious victims. So, we did this form, where there is
absolutely no space for identity wherever and on the other side of the sheet we
also say very clearly that they shouldn't put any identity but we shouldn't go too
far the other way round...”
In other words, she didn’t want rescue teams and initial responders to ignore any
accompanying physical evidence and make the work of tracing families much harder.
But similarly, she didn’t want the teams to make assumptions that the accompanying
documents were confirmation of ID.
“…it allows you to Fast Track. Because then when the body arrives at the
medico legal institute you see the paper on the body bag, you see that it is
noticed that this person had an identity card and the name on the card was
‘blah blah blah’ (sic), so you can process him first and you can enter into contact
with the member of the family first, because you have a hundred or more
families on the other side so you take this family first and you interview this
family first, so the family won't wait for too long. But it’s an issue avoiding visual
identification but it’s also an issue also of traceability because it can be your
brother on the scene but in the confusion of what happens afterwards can make
that the body bags are mixed or whatever, so you really want to be...which is
why we insist [stressed] so much that people are not identified on the scene
because you don't know what happens afterward and you really want the right
person to be in the right coffin. So, it’s important to identify people in a
calm atmosphere afterwards”.
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CE-F
2018 HUMBOLDT BRONCOS Parker Tobi and Xavier Labelle
On Friday the 6th of April 2018 at approximately 5pm a bus carrying 30 members of a
Canadian ice hockey team collided with an articulated lorry. The ice hockey team
had all dyed their hair blonde to match their team jerseys in a show of solidarity for
the ensuing matches. The impact resulted in the deaths of 16 individuals and 14 of
whom were seriously injured.
The scene was chaotic, as the image below testifies. A first responder on the scene
recalled her experience in a media interview,
“there was already fire…but you can tell just in the urgency…how many
responders there were…how serious this was. I could not believe the purpose
that people had in their movements. It was only because of a combined effort
that everyone, that those patients, got the best care that they possibly could
have. And fast. We were on scene for two hours. And I think every ambulance
was only there for 15 minutes” (Brost, 2018).
Those who were found alive at the scene were transported in pairs to the nearest
receiving hospitals (The Canadian Press, 2018).

(Today.com, 2018)

The hospitals very quickly instigated processes to deal with what the Canadian
Healthcare authorities term a ‘code orange’ which is a mass casualty event. An ICU
doctor who had previously volunteered in a war zone in Syria was interviewed and
spoke about the experience and how they responded. He stated,
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“some people don’t, never even practice before Code Orange. But you’ve
had physicians who are asking, you know, can we come in to help with this. I’m
not on call, I’m not even working. Some people had even left town and they
said, can I drive back and let me help…it was quite incredible how the teams
formed in such short notice and yet they functioned as if this was something,
they do every day. As if this is something, they practice for everyday even
though nobody had even an hour or two more notice” (Masri, 2018).
He compared the differences in resources between the Syrian war zone and the
‘prevalence’ of resources in Saskatoon, Canada.
The families of the team were contacted informing them that there had been a
serious incident and that their loved ones were involved. It was approximately three
hours before some of the survivor’s families were notified that there loved one was
being taken to a specific hospital.
One of the families waiting at the hospital said, “They were having trouble identifying
these boys. They had no wallets with them. They were going to a game, so they
didn’t need it. They all had their hair dyed blond for the playoffs” (Purdy, 2018).
Another, Shumlanski said,
“In the hospital you’d hear that this one passed away. You’d talk to a couple of
parents. ‘We haven’t found where our boy is.’ If you didn’t know which hospital
your boy was at and it was three hours later, you knew it was a problem.”
The deceased were transferred to a temporary ‘makeshift’ mortuary. Family
members were invited to identify their deceased using visual identification on the
Saturday morning following the crash.
The Labelle family were informed their son was deceased and were ‘involved’ in the
identification process at the makeshift morgue. The Tobin family were informed their
son was in hospital with a long list of injuries including spinal surgery and that,
according to his grandfather “a big gash on the top of his head that runs from his
forehead right back to the end of his head,” which, “went right to the bone” (Moon et
al, 2018).
Parker Tobin’s family were informed that he was in hospital and his mother wrote on
twitter at 8.38pm, “This is one of the hardest posts I have ever had to make. Parker
is stable at the moment and being airlifted to Saskatoon hospital,” (Clarke-Tobin,
2018). However, unbeknown to her, her son had actually died at the scene.
However, on the Sunday evening, the authorities were informed by the hospital that
an individual they were treating thought to be Parker Tobin and was in fact Xavier
Labelle, another member of the team who was thought to have died at the scene.
On Monday, the 9th of April, the Saskatchewan Health Authority held a press
conference and released the following televised statement,
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“Information came to light, last night, that uh, raised questions with the health
care professionals. In turn they were able to positively identify Xavier Labelle
as Xavier Labelle, who of course we had previously thought was Parker
Tobin. I don’t think anything you could ever say would be enough. I’m the
father of three boys, you know, two have spent significant time on buses
travelling this province, you know, and I can’t even imagine putting myself in
those families’ shoes to first get the notice that their loved ones have been in
a collision of this nature and then, you know, to find out that who they had
thought was their loved one wasn’t potentially actually there loved one. Um. I
can’t even fathom and I don’t think enough could ever be said. All I can do is
offer our sincerest apologies. Our sincerest condolences and sympathies and
in particular to the Tobin family on the news that they would have received
yesterday and hope that in some small fashion they’re able to move on from
this and find some level of closure.”
“A lot of these boys looked a like they had the blonde hair that was supportive
of their team for their playoff run. They’re very similar builds. They’re all very
similar ages and they’re very athletic of course as they are junior A hockey
players. Um. As we, you know, we look back on what occurred and as we look
back on those processes you know we’ll continue to assess the work that we
do. I don’t think it was rushed in this situation in the sense that the families
needed information. They needed information about who their loved ones
were and what state they were in. Um, looking back on it, obviously, I mean
dental records are the, they are sort of that, you know, that hundred percent
assurance and so we’ll look at that as we go forward in terms of identification
but, you know, I mean, the important thing is to get information into family’s
hands” (Wilby, 2018).
Wilby, in a later televised interview described the identification process undertaken
by the responders,
“I can speak to you a little about the process of identification and how that
works. And it is just that, a process. It’s not just one individual that makes the
identification decision. There is a lot of work that goes into that through, number
1, identifying the survivors of an incident like this. Looking at the level of trauma
that was involved and trying to determine who is who. A lot of these boys looked
alike. They had blonde hair that was supportive of their team for the playoff run.
They’re very similar builds. They’re all very similar ages and they’re very athletic
of course because they are Junior A Hockey players. Um. As we look back on
what occurred and as we look back on those processes, we’ll continue to
assess the work that we do”.
He continued to try and reassure the families of those who had already been
informed of the identities of their children,
“It was new information that was brought to light, it wasn’t dental records related
and from there that of course kicked the process off of us figuring this all out.
We had a call with the Saskatchewan Health Authority, with RCMP, with the
Office of the Chief Coroner and with myself I was involved in that. To first and
foremost figure out what had occurred, secondly were we confident in the
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identity of all of the others, which we are. I can confirm to you we are confident
of the identifies of the others both living and deceased and then from there what
needed to be done. And, of course, we needed to make sure the families were
looked after first and foremost. From there, making sure that those that needed
to know were made aware. The RCMP carried out some of that for us this
morning and then sending out the release to make sure the public all across
the globe are made aware as well today”.
In an effort to try and justify how the mistake occurred he explained,
“There are a lot of variables that go into that. There is, as you can imagine with
a collision of this nature there is significant trauma. I can’t speak to the situation
of each individual, that’s personal health information, so I can’t reveal that
information unfortunately for you. But there are those variables to consider
and to be able to make a positive identification. The easiest, no not the easiest,
rather, the way to 100% confirm that is through dental records. But records take
time. You have to get them from the location of wherever that dentist may be.
These boys were from all over the Prairies and into BC so that would have
taken some time. We went on the process that we established by talking to
numerous agencies, numerous people and we believed that positive
identification had been done appropriately”.
Ultimately, the initial visual confirmation made by family members and friends in the
morgue assisted in the identification error as Wilby admitted,
“I can confirm they were involved in the process. They were able to be at the,
the – you know, the terminology I use is difficult and I don’t want to sound
flippant, but the ‘makeshift morgue’ that we had set up in Saskatoon. They
were able to attend with all the other families on Saturday afternoon…in terms
of the level of conversation and what went from there, I’m not at liberty to
provide that, but yes, they were involved in the identification of their son”
(Wilby, 2018).
When Parker Tobin’s family were informed that he was in hospital and his mother
wrote on twitter at 8.38pm, “This is one of the hardest posts I have ever had to make.
Parker is stable at the moment and being airlifted to Saskatoon hospital” (ClarkeTobin, 2018). However, unbeknown to her, her son had actually died at the scene.
Following the notification that Xavier was, in fact, alive, Isaac Labelle, Xavier’s
brother posted,
“I will be keeping this post as it is just a beautiful tribute to my brother
even though he is still alive. It’s something me and my family will never
forget. What we went through the last two days have been hell. I will be
providing an update on his situation sometime in the coming days” (Bartko,
2018).
One of the injured patient’s parents reflected on their son’s ‘survivors’ remorse and
how he would look at the photograph of the coach crash and say,
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“He does have survivor remorse, [saying] ‘If I was sitting there, I wouldn’t be
here.’’ and they admitted that this was going to be an outcome of surviving
and that he would need to talk about it” (Abedi, 2018).
Wilby acknowledged that the misidentification would have impacted the families, “to
not be at their son’s side from the start would be incredibly traumatic” and on hearing
of the tragic mix up for Tobin’s family would not be “easy news for them to digest”.
However, it is clear that the impact of the incident resulted in both families being
unable to accurately confirm their loved one’s identity. The families of Parker and
Xavier released a joint statement asking for everyone to focus on “those grieving and
those recovering, not on the confusion in an unimaginable tragedy” (Deibert and
Kirkey, 2018).
In the weeks following the crash, a number of sources began to question how such
an error could occur. A former Royal Canadian Mounted Police Inspector, Tony
McCulloch, who had worked in the field of forensic identification for 26 years argued,
"It's not until these types of events happen that it sort of raises the issue again
that they have to take notice of this and bring it to priority as opposed to
shelving it for some other day" (Lum, 2018).
The retired Mountie said he spent years trying to get those same standards and
protocols adopted by regional jurisdictions, but there was no unanimous pick-up.
"It continues to fall on deaf ears," he said. Interestingly, he claimed that the likes of
Great Britain and Germany had a "tremendous" national program, asserting,
"They're smaller in size and have a greater opportunity to promote national
programs, where Canada is so diverse and so large and we have competing
interests in provincial and municipal authorities," McCulloch said. However, he
argued that a countries geographic expanse was no justification to delay the
adoption of national forensic standards to avoid preventable mix-ups from happening
again. He concluded by saying, "It's just a monumental challenge for us to promote
and get the idea out there that there is a better way of doing it" (Lum, 2018).
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APPENDIX III
Literature Review Process

Search Strategy
The literature reviews aimed to provide a broad understanding of the literature and
accumulate the academic knowledge relating to the themes identified through the
qualitative research process. The reviews incorporated personal experience and
knowledge from the field of emergency response, combined with previous extensive
research on incident causation, safety culture and an understanding of psychosocial
stress through TRiM exposure to guide the focus and depth of the review. Although
there are numerous examples of how to conduct a thorough literature review (Boote
and Beile, 2005), such as Hart’s (2005) systematic criteria or books by the likes of
Fink, (2009) and Silverman (2013). Cooper’s (1988) taxonomy of literature reviews
was used as the predominant guide to the review as it is considered to be the best
examples of synthesis owing to the rigorous and cohesive methodology. The six key
characteristics proposed by Cooper (1998) include: focus, goal, perspective,
coverage, organisation and audience. In addition, an example of the sorts of
keywords and parameters used to conduct the literature review relating to
psychosocial harms is included.
Each search strategy began by systematically reviewing relevant journals for articles
relating to the theme being studied. In addition, Google Scholar was used to rapidly
identify articles with multiple citations which could then be cross indexed and refined
to produce more current sources. The most recently published articles on the subject
were then examined for further sources. Website searches were also conducted to
widen the search to identify any unpublished reports, government reports, or data
relevant to the topic.
It is also important to note that the reviews specifically focussed on man-made
disasters (excluding war) and generally aimed to exclude studies of natural

30

disasters. The reasons for this included the simple need to reduce the breadth of the
reviews but also the fact that occurrences of natural disasters (resulting in mass
casualties and fatalities) in the UK is uncommon.
Although it would have been impossible to review every document relating to each
theme, saturation was reached when the same authors and articles were being
repeated and no further new or relevant information regarding psychosocial trauma
and harm was forthcoming.
Coopers taxonomy was used to guide the process of conducting thorough literature
reviews for this project. The following outlines the context for each review using this
process.
Incubation Period
Focus

Goal

Perspective

Coverage

Understand disaster, accident and incident causation. This
emphasis is necessary as one of the initial research
questions (RQ 2) aimed to determine how errors in identity
could occur. The influences of academics and subject matter
experts who have been known to support and use Turner’s
Theory in their own work will also be examined such as Toft
and Reynolds (2005), Perrow (1999), Reason (1990; 1997;
1998; 2000) and Vaughn (1996; 2004; 2005).
Use Turner’s Theory as a backdrop to gain an in depth
understanding to the reasons why individuals may be
unidentified or mistakenly identified in the aftermath of a mass
casualty and fatality incident.
Neutral perspective taken. There was no motive to apportion
blame to individuals or organisations. The objective was to
determine all possible causative factors and potential
solutions of how to embed good practice into this small area
of emergency response.
Whilst an attempt to conduct an exhaustive literature search
was made, it is recognised that some important areas of work
may be missed. As this topic had been covered in the
author’s MSc thesis, albeit in the aviation and space industry,
the work specifically aimed at safety culture and what is or is
not a safe culture has not been included for purposes of
brevity. This review, although focussed specifically at health
care and policing industries, also used theories and findings
from both high risk and low risk industries. Critical analysis
was conducted of journal articles, organisational literature and
governmental reports such as the Pollock Report (2013)
which reviewed persistent lessons identified relating to
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Organisation
Audience

interoperability from emergency responders between the
1980’s until 2010 and literature reviews on organisational
learning Coles (2014) and failure to learn (Sujan et al, 2017).
In addition, reports from public inquiries, government reports
and investigation results into some of the UK’s responses to
major disasters were examined, such as the Manchester
Arena Bombing (Kerslake Inquiry, 2018), the London Terror
Attacks in 2017 (Lord Bond, 2019), the Hillsborough Football
Stadium Disaster, the London Bombings in 2005. In addition,
investigations into some of the UK’s major health related
inquiries were scrutinised such as the Mid Staffordshire
Hospitals Inquiry (Francis, 2013), Bristol Royal Infirmary
Inquiry (DoH 2001; 2002) and The Royal Liverpool Children’s
Inquiry (House of Commons, 2001). Furthermore, high profile
police inquiries such as the findings from the Soham Murders
(House of Commons, 2004) were examined to determine if
similar factors highlighted in Turner’s Incubation Period were
reflected in these incidents.
Based around Turner’s four attributable causative factors
within the Incubation Period
Primarily for the reviewers of this research, specifically those
with an interest in DVI and the clinical care of patients
following a mass casualty and fatality incident.
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Psychosocial Implications
Focus

Goal
Perspective

Coverage

Organisation
Audience

What is meant by psychosocial harm, how it occurs and what
the implications are as a result. As there are three categories
of the affected, the literature looking at the impact to
survivors, relatives and responders will be reviewed
systematically.
Address the research question which aims to ascertain the
extent of psychosocial harm as a result of identification errors
Neutral. The objective of this review was to comprehensively
understand the current literature pertaining to psychosocial
harms suffered not only as a result of being involved in a
disaster but to ascertain whether there was any harm as a
result of identification errors. This requires an understanding
of the importance of identity to an individual and how the lack
of an identity affects not only the individual or ‘self’ but also
those who interact with the individual.
The subject of mental health and implications to mental health
is a vast area of research. Therefore, the scope of this
research will focus specifically on post disaster psychosocial
harms and will also consider the implications of identity errors
in these situations. Consequently, there is a need to not only
assess health care journals such as the British Medical
Journal but also journals which relate specifically to disaster
and emergency planning, as there may be articles produced
within this field that are considered more pertinent to readers
within incident and disaster disciplines. In addition, the
specifics relating to trauma impact and stress on paediatrics
as a result of a disaster was excluded, although there are
many studies which provide extensive analysis for this cohort
(Pynoos et al., 1987; Bremner, 2016; McQuire, 2016;
Pfefferbaum et al, 2017). These studies clearly indicate that
there are serious psychological consequences affecting
children following exposures to disasters and accidents.
First, outline what is meant by psychosocial harm. Second, A
summary of impact to survivors. Third, harm to relatives and
friends. Fourth, how the harm affects responders.
Primarily for the reviewers of this research, specifically those
with an interest in DVI and the clinical care of patients
following a mass casualty and fatality incident.
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Organisational Learning
Focus

Goal

Perspective
Coverage
Organisation

Audience

How organisations, within the emergency response industry,
practically set about trying to identify lessons in the wake of
a near miss, incident or accident. It also considers how the
lessons are documented and information reported.
The review was conducted to gain a detailed understanding
of the barriers to learning from past failures and understand
why despite lessons being identified, the remedies were not
being implemented.
Neutral perspective taken. There was no motive to apportion
blame to individuals or organisations.
Focus will be on emergency response industry with lessons
drawn from high risk industries as above in the Incubation
Period Review
Chapter is divided into two main parts. Firstly, an analysis of
the literature relating to how organisations learn in terms of
types (Active and Passive) and then levels (Isomorphism).
Secondly, to identify the arguments as to why organisations
fail to learn, or simply the barriers to learning.
Primarily for the reviewers of this research, specifically those
with an interest in DVI and the clinical care of patients
following a mass casualty and fatality incident.

Internet Database Resources
PubMed
MEDLINE
Cambridge Journals
Cochrane Library
Online
EThOS
Lexis
HeinOnline
JSTOR
PSYCInfo
SagePremier
SocialCareOnline
WileyOnline
Springer link
Examples of Key Journals
BMJ
Journal of Traumatic
Stress

Embrace
Core.ac.uk
GoogleScholar (Grey)
PsychArticles
Scopus
Taylor and Francis

Intl Journal of Law and
Psychiatry

Disaster Medicine

Psychological Medicine

Prehospital and Disaster
Medicine

Journal of Traumatic
Stress

Disaster Prevention and
Management

The Journal of Nervous
and Mental Disease

Additional resources
Information being discussed within the thesis including but not limited to:
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World Health
Organisation
UK. GOV websites

National OSH Institutions

NHS England

NICE guidelines

US Gov Websites

Keywords (in no particular order)
Emotional
Harm
Post Traumatic
Impact
Stress Disorder or
PTSD
Victim
Disaster
psychological
hazards
paramedics
clinicians
responder

Wellbeing
Metal health
Major Incident
Trauma
Doctors

Boolean Search Tools examples
AND
OR
Trauma* (trauma,
Psychological stress
traumatic)
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NOT
injury

Psychosocial
Trauma Risk
Management
(TRiM)
Risk
police
Nurses
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Ethical Approval Form:
Library/Desk/Lab/Studiobased
This
form must Projects
be completed for each piece of research activity whether conducted by
Research
academic staff, research staff, graduate students or undergraduates. Applications by
students must be endorsed by an academic member of staff acting as Principal
Investigator/supervisor. The completed form must be sent to the designated Ethics
Committee within the College.
Please complete all sections. If a section is not applicable, write N/A.
1 Name of Applicant

Danielle Osborn

2 School

School of Life Science

3 Position in the University

PhD Researcher

4 Role in relation to this
research

Lead researcher

5 Name(s) of
collaborators/co-workers
and their relationship to
the project
(e.g. supervisor,
assistant etc.)

Name, and role in project:
1. Dr Lucy Easthope (Main Supervisor)
2. Dr Adele Langlois
3.
4.
5.

6 Brief statement of main
Research Question or
Project Title

An ethnographic examination of the
phenomenon of unidentified patients in
critical care and the potential application of
Disaster Victim Identification (DVI) to
determine their identities.
Primary Objective: To ascertain whether the
use of DVI can be used to help identify
unidentified critical care patients
Additional Research Objectives: 2) Produce
case studies of individuals who have experienced
this phenomenon; 3) To archive and evaluate the
key stages in the identification of a victim, living
or deceased; 4) To determine the barriers to
identification from the responders point of view
including issues concerning consent and ethics;
5) Understand the psychosocial consequences of
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being unidentified; 6) To produce a ‘Framework
of understanding’ including policy
recommendations, which will inform both the
national and international community.
7 Ethical checklist

Does the research involve living human participants, or human tissue? Yes x
If you answered “yes”, submit form EA2 for Ethical Approval.
Does the research involve living animals, or animal tissue?
If you answered “yes”, submit form EA3 for Ethical Approval.

Yes

No
No x

Does the research involve confidential data, or data not in the public
domain?

Yes x

Does the project potentially put you or your collaborators at physical or
psychological risk?

Yes

No x

Could the topic or results of this research be seen as illegal, or attract
legal action against the University from an outside agency?

Yes

No x

Could the topic or results of this research attract unwelcome media
attention, or affect the reputation or standing of the University?

Yes

No x

Could the topic, results or conduct of this research be regarded as
offensive, immoral or destructive by some reasonable people?

Yes

No x

No

Does this research need to be undertaken under a relevant professional
code of conduct?
Yes

No

Are there any potential conflicts of interest in conducting this research,
including financial gain for the researchers, or for individuals or external
organizations affiliated with the researchers?
Yes

No x

Are there any factors inhibiting the application of the University’s
ethical guidelines, including those on proper treatment of data,
research design and publication of results?

Yes

No x

Does the research require the approval of any external body?

Yes x

No

If the answer to all questions above is “No”, you may complete section 8 to certify
that there are no ethical issues, submit this form to the relevant Ethics Committee,
and proceed with the research immediately. You accept professional responsibility
for this decision, and if unsure should instead submit to the Committee.
If the answer to any of the above questions is “Yes”, complete the rest of the form,
submit to the relevant Ethics Committee, and await approval before proceeding
with the research. Answering “Yes” does not necessarily imply that the research is
problematic, only the Ethics Committee needs to consider the research to ensure
that it can proceed, and that the research design conforms to best practice.
8 Self certification of
Ethical Review

Having reviewed the ethical implications of this research, I certify that there are no issues
requiring Ethical Approval. I certify that the research will be carried out in compliance with
the University’s ethical guidelines for library/desk/laboratory/studio-based research,
with Health and Safety regulations, and with all other relevant University policies and
procedures. If there are any changes to the research requiring ethical clearance, I
shall apply for such clearance before continuing with the research.
Signed:

Principal Investigator
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Note. This section must be endorsed by the member of academic staff responsible for
the project. In the case of research by students, the supervising member of
academic staff must sign. The signed form should then be submitted to the relevant
Ethics Committee within the College, and the research may proceed.
9Does the research
comply with the
University’s key ethical
principles
for
library/desk/lab/studiobased
research ?

10 If applicable, please state
the relevant professional
code(s) under which the
research is being
conducted and confirm
compliance

Yes

x

No

If “No”, provide an ethical justification for your project and
explain why you wish to continue with the research in breach of
normal ethical principles:-

NHS Health Research Authority (2014)
Consent and Participant Information
Sheet Preparation Guidance. [online] London:
Health Research Authority
http://www.hra-decisiontools.org.uk/consent/
[Accessed 22 September 2014].
Disaster Action (20130 Working with Disaster
Survivors and the Bereaved:
Code of Practice on Privacy, Anonymity &
Confidentiality. (online)
London: Disaster Action. Available from
http://www.disasteraction.org.uk/leaflets/workin
g_with_disaster_survivors_and_the_bereaved_
code_of_practice_on_privacy_anonymity_and_
confidentiality/ [Accessed 22 September 2014]

11 Does this research
require the
approval of an external
body ?

Yes
Please see Question 13.

No

x

If “Yes”, please state which body:-

12 Has ethical approval
already been
obtained from that body
?

Yes
to this form.

-Please append documentary evidence

No
If “No”, please state why not:-

Please note that any such approvals must be obtained and
documented before the project begins.
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13 If there are any other
ethical issues, to which
the attention of the
approving committee
should be drawn, please
state them in this section,
and explain how you
have taken the issues
into account, so that the
research should be
approved. Please consult
the University’s ethical
guidelines for advice.
Please also include here,
or attach separately, a
brief description of the
research, to allow the
approving committee to
reach judgement.

This ethics application is being submitted in two
parts, this first part does not require NHS Ethics
as it does not involve patient details, however
NHS Ethics will be applied for if it is determined
that there is a requirement to observe the method
by which patients details are retrieved when
admitted to Accident and Emergency or Trauma
Centers. As this is not expected to take place
within the next year, the NHS Ethics Application
will be applied for concurrently with the rest of the
research project.
Please see EA2, for the project description and
ethical considerations that are being taken into
account.
A table outlining the proposed interview and
observation candidates is also included. However
dates and locations are subject to change.

APPLICANT SIGNATURE
I hereby request ethical approval for the research as described above.
I certify that I have read the University’s ethical guidelines for library/desk/laboratory/studiobased research.

_________________________________
Applicant Signature

_____3/11/2014___________
Date

_______Danielle Osborn______________________________
PRINT NAME

FOR STUDENT APPLICATIONS ONLY –
Academic Support for Ethics
Academic support should be sought prior to submitting this form to the designated Ethics Committee
within the Faculty.
.
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• Undergraduate / Postgraduate
Taught application

Academic Member of staff nominated by
the School (consult your project tutor)

Director of Studies
• Postgraduate Research
Application
I support the application for ethical approval
____________________________________
Academic / Director of Studies Signature

_________________
Date

_____________________________________
PRINT NAME
------------------------------------------------------------------------------------------------------------------------------------------------------------------FOR COMPLETION BY THE DESIGNATED ETHICS COMMITTEE WITHIN THE COLLEGE
Please select ONE of A, B, C or D below:
A. Ethical approval to this research.
B. Conditional ethical approval to this research.
10 Please state the condition
(inc.
date by which condition must
be
satisfied if applicable)

C. Ethical approval cannot be given to this research but the application is referred on to
the University Research Ethics Committee for higher level consideration.
11 Please state the reason

D. Ethical approval cannot be given to this research and it is recommended that the
research should not proceed.
12 Please state the reason,
bearing in mind the University’s
ethical framework, including the
primary concern for Academic
Freedom.

Signature of the Chair of the designated ethics committee within the College
Signature:
________________________________________Date:____________________________________
_______
Chair of_______________________________________________
Key ethical guidelines for library/desk/laboratory/studio-based research
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The University of Lincoln has drawn up the following key principles for researchers engaged in
library/desk/laboratory/studio-based projects in order to promote high professional standards. They
should be read alongside the University’s Ethical Principles for Conducting Research with Humans and
Other Animals, and operate as part of the University’s Ethical Framework.
•

•

•

•

•
•

•

•

Non-falsification of data: Researchers have an ethical obligation to refrain from tampering with data.
Thus questionnaire responses, experimental observations and data analyses should not be
fabricated, altered nor discarded. In addition, researchers have a responsibility to exercise
reasonable care in processing data to ensure no errors affect the results.
Ethics of reporting research: Researchers are obliged to give full and proper attribution of ideas:
presenting the words, data or ideas of another person as your own without properly citing them
amounts to plagiarism. This is not only misconduct but can also be an infringement of copyright,
amounting to theft of intellectual property.
Ethics and research design: Researchers should be open to a range of methods: failure to consider
and evaluate alternative methods and tools for the collection of data may be regarded as too overtly
biased. All appropriate steps should be taken to ensure that no samples are obtained from unethical
sources e.g. illegal databases; unregistered suppliers of samples from humans or other animals.
Authorship credit: Only those researchers who are significant contributors to a research project
should be given authorship credit. A “significant contributor” might be described as a person playing
a major role in conceptualising, analysing or writing the final document. Ideally, all those involved
in the research project should decide upon the order of authorship. Usually, the first author is the
one who has made the biggest contribution.
Conflict of interest: Researchers should be aware of the potential influence of personal or
commercial interests on their work and take all practical measures to ensure that information is
presented without distortion.
The principle of beneficence: Researchers are required to protect individuals by seeking to
maximise anticipated benefits and minimise possible harms. It is therefore necessary to examine
carefully the design of the study and its risks and benefits including, in some cases, identifying
alternative ways of obtaining the benefits sought from the research. Research risks must always
be justified by the expected benefits of research.
Professional codes: Researchers should undertake research legally and in accordance with any
relevant professional codes of conduct.
Personal information: Researchers should anonymise information which relates to individuals
when they have not obtained informed consent, unless there is a clear justification to the contrary.
They should also be aware of the impact of wider public dissemination of their work and the impact
this might have on any individual or group of individuals. If it is anticipated that it might cause
distress, it is essential to demonstrate that the benefits outweigh this risk.
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EA2
Ethical Approval Form:
Human Research Projects

Please word-process this form, handwritten
applications will not be accepted

This form must be completed for each piece of research activity whether conducted by academic staff, research staff,
graduate students or undergraduates. The completed form must be approved by the designated authority within the
College.
Please complete all sections. If a section is not applicable, write N/A.
1 Name of Applicant

Danielle Osborn

School:

College:

Life Sciences

Science

2 Position in the University

Part Time, PHD Student

3 Role in relation to this
research

PHD Researcher

4 Brief statement of
main Research Question

5 Brief Description of
Project

An ethnographic examination of the phenomenon of unidentified
patients in critical care and the potential application of Disaster
Victim Identification (DVI) to determine their identities.
Primary Objective: To ascertain whether the use of DVI can be used to
help identify unidentified critical care patients
Additional Research Objectives: 2) Produce case studies of individuals
who have experienced this phenomenon; 3) To archive and evaluate the
key stages in the identification of a victim, living or deceased; 4) To
determine the barriers to identification from the responders point of view
including issues concerning consent and ethics; 5) Understand the
psychosocial consequences of being unidentified; 6) To produce a
‘Framework of understanding’ including policy recommendations, which will
inform both the national and international community.

Research has proven that there is a real risk of post traumatic stress for
victims of disasters and accidents where admission to critical care has
taken place. This risk arises not only from their involvement in the disaster
but also from their time spent in critical care. For those that arrive at the
hospital with no identification and no means of being identified, this
traumatic stress may be further compounded. The lack of support and care
from family members who would wish to be by their bedside could add to
their stress and potentially damage the core ‘self’ of the victims and their
families.
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Go straight to content.

Do I need NHS REC approval?
To print your result with title and IRAS Project ID please enter
your details below:
Title of your research:
Use of Disaster Vicitim Identification to assist in the identification of Incapacitated
living patients with no identification

IRAS Project ID (if available):
215743

Your answers to the following questions indicate that you do not
need NHS REC approval for sites in England. However, you
may need other approvals.

You have answered 'YES' to: Is your study research?

You answered 'NO' to all of these questions:
Question Set 1
Is your study a clinical trial of an investigational medicinal
product?
Is your study one or more of the following: A non-CE
marked medical device, or a device which has been
modified or is being used outside of its CE mark intended
purpose, and the study is conducted by or with the support
of the manufacturer or another commercial company
(including university spin-out company) to provide data for
CE marking purposes?
Does your study involve exposure to any ionising radiation?
Does your study involve the processing of disclosable
protected information on the Register of the Human
Fertilisation and Embryology Authority by researchers,
without consent?
Question Set 2
Will your study involve potential research participants
identified in the context of, or in connection with, their past
or present use of services (adult and children's healthcare
within the NHS and adult social care), including participants
recruited through these services as healthy controls?
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APPENDIX V
Information and Consent Forms
INFORMATION REGARDING RESEARCH INTO UNIDENTIFIED LIVING VICTIMS
Dear [……]
I am Danielle Osborn, a PHD Researcher at the University of Lincoln. I am studying
the issue regarding people who are unable to be identified, who are still living
following an incident. I am interested in understanding if there are ways these
individuals can be identified quickly so as to ensure they are reunited with their loved
ones following an incident such as a terrorist bombing or train crash. Some of
questions I am looking to answer include:
• Why is there a need to quickly identify and individual?
• What are the consequences for not identifying or delaying identification – from
both the individual and families perspective as well as the responders
perspective?
• What is the process that a family must go through to find a missing loved
one?
• What are the factors that lead to misidentification if and when it occurs?
• Whose responsibility is it to accurately identify an individual?
• What factors prevent or discourage an organization from identifying an
individual who is unknown?
• How could DVI be utilized or altered to allow for identification of living victims?
• How would the DVI process be adopted for these individuals in the field?
You have been asked to participate in the research by interview/email/telephone. If
you agree to partake in the research I will be looking to hear your views on the
current procedures for identifying casualties and unconscious patients, and your
thoughts on how these might be improved. This will audio-recorded (if applicable),
transcribed and used for the purposes of the research. It should only take about an
hour of your time. I may wish to follow up with some further questions by email or
phone if you agree.
The information you provide may be used in anonymised form in future research
publications and a general description of your organisation will be used in this study.
You can choose not to answer questions if you feel uncomfortable doing so and we
can stop at any point. The information you provide will remains private, unless you
choose otherwise. The audio recording and the transcript will be kept in a safe for a
period of 7 yeas, after which they will be destroyed.
I do not forsee any risks to your involvement in this study however, you are free to
withdraw from this research until May 2017 and prior to this point all references to
your input can be removed.
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It is hoped that the results from this research will be used to influence both national
and international policy on identification of living victims who are unable to be
identified. This may include advice on the ethics of using the process most
commonly used to identified the deceased using Disaster Victim Identification –
DNA, Fingerprints, Dentals Records and so on. It may also include toolkits for
responding agencies on the steps they need to take to quickly identify these
individuals.
Please feel free to ask me any questions about this research. Or if you have any
questions after this point you are welcome to contact me via email at either
dosborn@lincoln.ac.uk or by my personal email dani.osborn141@gmail.com or in
person, whatever is more convenient for you. I will also provide my business card
which has all my contact details on it. Alternatively you can contact my supervisor, Dr
Lucy Easthope – LEasthope@lincoln.ac.uk.
Kind regards
Danielle Osborn
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Consent Form: Interview with PARTICIPANT
(SEMI STRUCTURED INTERVIEWS WITH EMERGENCY
RESPONDER/ DVI PRACTITIONERS)
I have read the information sheet for this research project and I
understand what it says.
I agree to participate in an interview that will be audio-recorded,
transcribed and used for the purposes of the research.
I understand that parts of what I say may end up being used in an
anonymised form in future research publications.
I agree to a general description of my organisation being used in
the research.
I understand that I can withdraw from this research until May 2018
and prior to this point all references to my input can be removed.
I have had an opportunity to ask questions about the research and I
understand that the researcher is available should I wish to ask
them further questions about it (contact details are on the
information sheet).
Please print your name here:

Please sign your name here:

Date:
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APPENDIX VI
Ethnographic Observation of Patient Stacey EUR 2016: Fieldnotes

Patient Stacey alongside the Train
D Osborn Fieldnotes from Day 4.
“On day four of the EUR Exercise I decided that I needed to understand how
individual casualties or victims were identified in mass casualty situations. The aim
would be to understand how, when, and to what lengths individuals would go
to determine an individual’s identity, if at all.
I had not made any plans to find a particular type of casualty (unconscious or
conscious) although I was hoping that there would be an individual who would fall
nicely in the ‘persons unable to self-identify’ category. Yet, I was not willing to risk
missing the opportunity to watch ‘normal’ responses of identification. Furthermore,
there was no guarantee that today’s casualty cards had any PUI’s (despite in reality
there being the potential for many barely conscious individuals if they were only
being recovered from a disaster scene on day 4…). It would also have been
unrealistic to ask each of the actors for a PUI and potentially alert any responder to
my particular ‘observation’ task.
At approximately 10.44 after entering the scene and making my way through
carriage 1, across a makeshift bridge between carriages 1 and 2 (see diagram 1), I
made my way towards the area where the responders were gathering for the day’s
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rescue phase. Unlike the previous day, I encountered a female in green (see Image
4), whose arm had been amputated and who was lying across the rubble just outside
carriage 5. See Diagram 1.

Train carriage layout
She was being ‘assessed’ by a Turkish Search and Rescue Responder. He could
not speak English but was trying to treat her as effectively as possible given his
limited English and limited equipment. A bandage was being pressed to her missing
arm and he was saying ‘Ok, Ok’ to her. He was also trying to gather the attention of
the responders around him to try and what appeared to be ‘hand her over’ to
someone more qualified to offer her care. After about two minutes a team of Italian
Search and Rescue Responders were passing. Once again it appeared as if they
wanted a suitably qualified team to treat and recover the patient (much looking
around, gesturing to HART Teams and other UK responders – but all of the UK
teams were either treating other victims or passing through on their way to their
allocated tasks by their supervisor/team leader). The Italian Rescue Leader, who
could speak slightly more English than the Turkish Responder, tried to ask the
victim’s name. Despite her card stating that she was unconscious, the patient
fluttered her eyes, mumbled, “Stacey” and then fell back unconscious. The Italian
Rescue Leader either did not hear it or grasp what she had said so tried to rouse her
again. She did not respond after that and lay ‘unconscious’ – true to her casualty
card. The Italian Rescue Leader tried to ask the Turkish responder her name or any
details, but he simply pointed to her arm and shook his head and shrugged his
shoulders as if to indicate he either did not know what the answers were or that he
had not understood the questions being posed. Once it appeared as if the Italians
were taking charge of the patient, the Turkish responder made his way towards the
rest of his unit who were trying to get access to carriage 7.
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The Italian Rescue Leader once again tried to communicate to HART teams but they
informed him they were in the process of rescuing other patients and could the
Italians “remove the patient to casualty clearing themselves”. No triaging or
assessment of the patient was made by UK Responders at this stage.
After approximately 20 minutes, the Italian team managed to get a yellow stretcher
and head support to remove the patient from the scene. At 11.15, the patient was
transferred from the scene to the tunnel area, and up to the ‘Costa Coffee’ UK
patient transfer point. It appeared that this location was for patients to be transferred
from portal stretchers (either soft or hard) to trolley based stretchers and collection
by UK Paramedic teams. On handover the UK Ambulance Controller simply asked
about the patient’s medical condition. No question was made over who the patient
may be. Two paramedics then wheeled Stacey out of ‘Waterloo station’ to the P1
Casualty Clearing Area. (The nature of her injury (arm amputation) meant that she
required lifesaving treatment – hence the P1 tent).
On reception at the P1 tent, the on duty medical team began her medical treatment.
Whilst the doctors were assessing and treating her, a London Ambulance Service
paramedic started taking notes on a document titled, “Patient Report Form (LA4)” as
well as completing a triage card. The paramedic was not responsible for treating the
patient but was clearly responsible for the administration of patient details. The form
had spaces for the patient’s name, address, next of Kin, medical treatment, details of
the location of the incident and spaces for the responders in charge of his/her care
as well as treatment administered. As the London Ambulance Service paramedic
was compiling the form, she noted that the patient was wearing a green uniform,
much in line with current NHS staff uniform. She said to the doctor, “She’s one of us,
she’s got an NHS uniform on!”
His response was, “No, she’s just pulled the outfit out the clothing bin that the actors
are using” – effectively dismissing her claims with the assumption that the actor had
favoured this particular green outfit. As can clearly be seen by the photos the actress
is wearing an NHS logo’d top, has a radiation dosimeter and green trousers (see
image above). Once the doctor had walked off to collect medical equipment, the
paramedic started going through the patient’s pockets. It was at this point she found
the ‘fake’ NHS ID card with the patient’s name and photo ID. It had been planted by
the EUR exercise directors as part of the casualty’s role play costume.
The patient was from this point referred to by name after the paramedic informed her
fellow colleagues by repeating the phrase, “She’s one of ours”. It was also clear that
there was a shift change in attitude by the tent paramedics regarding the patient and
her care, although I did not notice any change in attitude by the doctors regarding
her treatment. But it was clear that the perception that she was ‘one of them’ did alter
the dynamic around her care as a whole. Even when it came to the point where she
was being transferred to the ambulance crew for onward transfer to hospital, the
paramedic noted to the transfer team, “She’s one of ours” pointing at her uniform and
logo. When questioned after the event, the treating paramedic did not know the rules
and procedures regarding whether she could search a patient for ID. She said she
did it because she wanted to know if patient was in fact, in her words, “one of us”.
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APPENDIX VII
Interview List
Interview
1
2
3

Name/Pseudonym
TR
M
SG

4

JB

5

DW

6

JB

7

AP

8

DM

9

NT

10

BH

11
12

SP
HW x3

13
14

T
RF

15
16
17
18
19

IVW
CD
CM
RF2
MW

20

DE

21

MN

Organisation
Paramedic
Portugal DVI
Disaster
Management
specialist
Senior Clinician and
Policy Maker
ED Consultant and
Pre-hospital care
Paramedic, Head of
Special Ops
Ambulance Trust
Ambulance Trust
and A&E
Consultant
Clinician and
International
Disaster Medic
Trainer
LAS and ED
Consultant
Military DVI
equivalent
LAS Paramedic
UK DVI
UK Judge
Critical care
Anaesthetist
Belgium Prosecutor
Belgium DVI
Netherlands DVI
A&E Clinician
Hospital Emergency
Planning Officer
City of London
Police SIM
City of London
Police – Casualty
Bureau
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Date Interviewed
21/8/2015
3/3/2016
12/5/2016
18/7/2016
[Consent to record]
28/7/2016
23/8/2016
11/8/2016

22/11/2016

22/11/2016
12/12/2016
3/3/2017
29/7/2016
18/5/2017
9/5/2017
26/2/2017
27/2/2017
18/5/2017
18/5/2017
26/6/2017
28/7/2017

22

SG

23
24
25

TA
EA
JP

26

MB

27
28

A&D
KW

29

LE

EPO and DVI
Expert
UK pathologist
France DVI
Mortuary & Coroner
Support Manager
Clinician
Anaesthetist
Australia DVI
Canada DVI Director
Integrated Forensic
Identification
Services (IFIS)
EPO, DVI and
Personal Effects
Expert

18/8/2017
28/7/2017
14/8/2017
11/12/2017
13/12/2017
3/10/2018
18/10/2018

20/12/2018

Informal Chats – No Identity
Coroner
Police UK DVI 1
London EPO 1
London EPO 2
Casualty (actor)
Casualty (actor)
Police 1
Police 2
LAS Paramedic 1
LAS Paramedic 2
Police DVI UK 1
Police DVI UK 2
HART Clinician 1
HART paramedic
Clinician LAS
Police UK DVI 3
London Fire Brigade Silver
Met SIM
HEMS Clinician 1
HEMS Medic 2
HEMS Medic 3
Clinician Triage ED
PLasData Representative
Pathologist
Police Belgium DVI
Police Admin Cas B

EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR
EUR

29/2/2016
29/2/2016
29/2/2016
29/2/2016
29/2/2016
29/2/2016
29/2/2016
29/2/2016
1/3/2016
1/3/2016
1/3/2016
1/3/2016
2/3/2016
2/3/2016
2/3/2016
2/3/2016
2/3/2016
2/3/2016
3/3/2016
3/3/2016
3/3/2016
3/3/2016
3/3/2016
3/3/2016
2/3/2016
3/3/2016
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London EPO 3
London EPO 4
LFB EPO
Cabinet Office EPO
Portugal DVI
Police Belgium DVI
Netherlands DVI
France DVI
Admissions Nurse
LAS Paramedic 3
Clinician 1
Clinician 2
Semi Professional Actor –
Casualty
Police documentation team
Police UK DVI 2
ED Nurse in Charge
ED Nurse Blue uniform
Court Appointed Deputy
Southwest
London EPO 5
Hospital EPO 6

EUR
EUR Conference
EUR Conference
EUR Conference
DVI Conference
DVI Conference
DVI Conference
DVI Conference
Exercise Lock
Exercise Lock
Exercise Lock
Exercise Lock
Exercise Lock

3/3/2016
12/10/2016
12/10/2016
12/10/2016
22/2/2017
22/2/2017
22/2/2017
22/2/2017
18/5/2017
18/5/2017
18/5/2017
18/5/2017
18/5/2017

Exercise Lock
Exercise Lock
Exercise Lock
Exercise Lock
Phonecall

18/5/2017
18/5/2017
18/5/2017
18/5/2017
8/8/2017

EPS Conference
EPS Conference

11/9/2018
11/9/2018
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APPENDIX VIII
Example of Semi Structured Interviews

Semi Structured Interview Questions Guide
1. Brief Introduction from Danielle outlining the research and reviewing the
information sheet, consent process and interview format

2. Q. Please tell me a bit about yourself and your background in the
Organisation?

3. Q. In terms of a mass casualty and mass fatality type of incident. Could you
describe the scene and the practical challenges faced by emergency
responders.

4. Q. Looking at the unidentified living victim – what would be the process for
identifying these patients?

5. Q. Whose responsibility would it be to identify them and at what stage?
6. Q. In your opinion is there a need to identify them quickly, and why?
7. Q. Do you think using techniques such as those used in Disaster Victim
Identification: DNA, fingerprints, dental records and so on could and should be
used?

8. Q. What would be the barriers to using DVI as an identification tool?
9. If not answered - Would there be an issue regarding consent?
10.

If not mentioned – do you feel it would be in the patient’s best interest
and a necessity to identify them quickly?

11.

With regards to the victims’ families, what do you think would be the
family’s perspective on identifying their loved ones and the actions taken (or
not taken) by the emergency responders?
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12.

WRAP UP and thank you. Reminder regarding confidentiality and
contact details for any further questions.

61

APPENDIX IX
List of policy documentation, notes, photographs,
supplementary forms
Document

Organisation and
Date if any

Date Collected

EUR Observer
Information
EUR Data Collection
Notice
Triage Document
Casualty Acting
Information Sheet
(Head Injury)
Casualty Report Form
(yellow)
Casualty Tracking
Form
Casualty Bureau
MISPER Form
MISPER Additional
Info
Survivor/Evacuee
Form
EUR Photographs
139 in total Day 1
Disaster Victim
Recovery Booklet
Photograph of
Diagram of Carriage
Layout – incorrect
version demonstrating
confusing information
Diagram of Carriage
Layout -Corrected
version once the
situation was clearer
EUR Photographs 86
in total Day 2

LFB

28/2/2016

LFB

28/2/2016

SMART
LAS

28/2/2016
28/2/2018

LFB

29/2/2016

LAS

29/2/2016

Casualty Bureau
(ACPO 2008)
Casualty Bureau
(ACPO 2008)
City of London

29/2/2016

D Osborn

29/2/2016

DVI

1/3/2016

LFB/DVI taken on the
29/2/2016

1/3/2016

LFB taken on the
1/3/2016

1/3/2016

D Osborn

1/3/2016

62

29/2/2016
29/2/2016

EUR Video of chaos
28 Seconds in Total
EUR Photographs 69
in total Day 3
Casualty Pink
Descriptive Form
Patient Report Form
(LA4)
Information Following
Bereavement
Document (LA3)
EUR Photographs 68
in total Day 4
Exercise Unified
Response Interim
Report
Exercise Unified
Response Evaluation
Conference Booklet
Patient Casualties
Notes
Major Incident and
Mass Casualty Plan
Casualty Reception
Sheet (Yellow)
Emergency
Department Triage
Form
Discharge Form
Radiology/Nuclear
Medicine Request
Form
Exercise Log Major
Incident Entry Log for
Patients
Patient Tracking Form

D Osborn

2/3/2016

D Osborn

2/3/2016

Casualty Bureau

3/3/2016

LAS

3/3/2016

LAS

3/3/2016

D Osborn

3/3/2016

LFB

12/10/2016

LFB

12/10/2016

Royal Free London
Hospital
Royal Free London
Hospital
May 2017
Royal Free London
Hospital
(Ex Lock Specific)
Royal free London
Hospital
(Ex Lock Specific)
Royal free London
Hospital
(Ex Lock Specific)
Royal free London
Hospital
(Ex Lock Specific)
Royal free London
Hospital
(Ex Lock Specific)
Royal free London
Hospital
(Ex Lock Specific)

18/5/2017
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18/5/2017
18/5/2017
18/5/2017
18/5/2017
18/5/2017
18/5/2017
18/5/2017

Exercise Lock
Photographs 89 in
total
Exercise Lock 4
Videos :43 seconds,
28 seconds,
38 seconds and
43 seconds
Re-uniting and
reconciliation
Presentation Slides
Reconciliation
Laminate Handouts
x2

D Osborn

18/5/2017

D Osborn

18/5/2017

PSNI

2/10/2018

PSNI

2/10/2018

NB: All electronic copies of MI plans and protocols are listed in Appendix
XIII
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APPENDIX X
Cover letter - Circulaire interministérielle prise en charge
des victimes d'actes de terrorisme November 2017
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The full document more recent version can be accessed via
http://circulaires.legifrance.gouv.fr/pdf/2019/03/cir_44445.pdf
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APPENDIX XI
Mass Casualty and Fatality Incident Examples
Examples of International Mass Casualty and Fatality Incidents on a Scale of Severity
(not including natural disasters such as pandemic flu)
Location

Date

New York,
World Trade
Towers
Madrid, Spain

1 September
2001

Paris, France

11 March
2004
30 November
2015
14 July 2016

Incident
Type
Terrorism
Aircraft

Recorded
Casualties
8700

Deceased

Bomb

2050

194

494

130

303

86

319

77

650
340

56
32

139

23

48

8

40

6
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Marauding
Terrorist
Nice, France
Marauding
Terrorist –
Vehicle
Oslo, Norway
22 July 2011 Marauding
Terrorist
London, UK
7 July 2005
Bomb
Brussels,
22 March
Marauding
Belgium
2016
Terrorist
Manchester,
22 May 2017 Marauding
UK
Terrorist
London Bridge, 3 June 2017
Marauding
UK
Terrorist
London, UK
22 March
Marauding
2017
Terrorist
London, UK
14 June 2017 Towerblock Fire
Sources: BBC News Website (dates various)
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APPENDIX XII
Emergency Responders Key Roles and Responsibilities
during a Mass Casualty and Fatality Incident
In addition to the requirements of the Civil Contingencies Act 2004 the following sets
out the individual responder agencies responsibilities in the wake of a mass casualty
and fatality incident. Depending on the nature and size of the incident, this alphabetical
list may include other Category 1 and 2 responders. The principle responsibility for
every responder is to save life over and above all other responsibilities.
Emergency Responder
Ambulance Service

Casualty Bureau

DVI Teams
Fire and Rescue Service

Hospitals

Key Roles and Responsibility
• Triage patients to ensure
maximum survivor numbers
• Provide treatment, stabilisation
and care of those injured at the
scene through casualty
clearance
• Deploy ambulances and
response vehicles to ensure
adequate medical supplies at
scene
• Provide MERIT Teams
• Collect and distribute casualty
information
• Coordinate Family Liaison
Officers
• Identification of the deceased on
behalf of Her Majesty’s Coroner
• Activate arrangements to allow
casualty recovery from scene.
• Provide specialist services for
risk assessments if required
(damaged buildings and
structures etc. including safety
management within the inner
cordon.
• Detection and Monitoring of
hazardous material and
protecting of the environment
through the Hazardous Area
Response Teams (HART) teams.
• Activate mass casualty plans and
business continuity
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•

Local Authority

•
•
•

Police

•
•

•
•

arrangements taking into account
patient capacity and triaging.
Assist health organisations with
respect to patient discharge and
community care
Manage the Humanitarian
Assistance Response
Assist with the Survivor
Reception Response
Co-ordinate overall response
emergency response
Secure and protect the scene
Provide specialist teams to assist
with the incident such as
Casualty Bureau Staff, FLO’s,
DVI Teams (see above).
Assist with patient transfer if
requested by Ambulance
Service.
Investigate incident and obtain
and secure evidence. Appoint a
Senior Investigating Officer (SIO)
to lead investigations and a
Senior Identification Manager
(SIM) to lead on identification of
victims.

Source: Adapted from the following: Metropolitan Police LESLP manual
(Metropolitan Police Service, 2015), London Mass Casualty Framework (London
Resilience Partnership, 2015), Guidance on dealing with fatalities in emergencies
(Home Office and Cabinet Office, 2004) and Concept of Operations for Mass
Casualties (NHS England, 2017b).
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APPENDIX XIII
Identification of Patients Policy Review
This review was conducted in 2017 and 2018. Plans and policies may have
changed or been updated.
1

Hospital
Addenbrooke’s Hospital
Cambridge (CUH)

2

James Cook University Hospital
Middlesborough (South Tees)

3
4

7

John Radcliffe Hospital Oxford
St Mary’s Hospital London
(Imperial)
St George’s Hospital London
Royal London Hospital London
(Barts)
King’s College Hospital London

8

Leeds General Infirmary Leeds

5
6

9

Queen’s Medical Centre
Nottingham
10 Royal Victoria Infirmary
Newcastle
11 Southampton General Hospital
12 Southmead Hospital Bristol
13 Aintree University Hospital
Liverpool

14 Derriford Hospital Plymouth

Notes
Personal Copy of MI Policy.
Pt Consent policy online.
Pts who lack capacity form.
Preparation for death Policies
Recognition that a patient is ill
enough to die 2014.
Bereavement care leaflet.
Bereavement Policy – care in
the last days of life.
Major Incident Policy
Paediatric poster on MI
Palliative care 2012
Coping with dying
Palliative Care team leaflet
Generic consent explanation
on website
The section for patient
information leaflet had only
one leaflet for patients. Very
little information in public
domain on any aspect.
Pt ID and Bereavement care
policy exist.
Patient identification
Patient Consent to treatment
Patients belongings
Bereavement care policy
Coping with dying
Hospital Passport
Consent leaflet
Patient Identification policy
No information found – no
leaflets for patients. Site links
to redundant pages or pages
with the very basic
information.
Capacity and use of an IMCA
ppt.
Major Incident Plan 2018
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15 Hull Royal Infirmary (Hull and
East Yorkshire Hospitals NHS
Trust)

Palliative Care Team Leaflet
Major Trauma Procedure
explanation leaflet

16 Northern General Hospital
Sheffield (Sheffield Teaching
Hospital)

Hospital website links to NHS
Consent to Treatment
webpage.
Extensive support leaflets for
patients and families after
Traumatic incidents.
Link to Cruse website for
when someone dies.
Help and Advice leaflet for
bereavement.
Links to mental health act
leaflets from the NHS.
Palliative care document.
Emergency planning generic
plan but not the MI plan.
A dedicated page to the
Mental Capacity act outlining
consent.
Generic coverage about
signing a consent form in the
PIL.
Major Incident Plan 2015
CQC report outlining consent
procedure.
Section on information sharing
without consent.
Webpage dedicate to mental
health rights and links to MCA
and IMCA.
Paragraph outlining consent
for treatment.
Helping you cope with
bereavement leaflet.
Talks about ICE on the Major
Incident webpage.
Critical Care policy
Critical Care Delirium
Dealing with Bereavement
Coping with the events of
Manchester bombing
Bereavement advice for
Muslims
Important advice for families
and bereavement
Palliative Care
Hospital Passport – who am I

17 Queen Elizabeth Hospital
Birmingham
18 Royal Preston Hospital
Lancashire

19 Royal Sussex County Hospital
Brighton
20 University Hospital Coventry

21 University Hospital of North
Staffordshire Stoke on Trent
(UNHM)
22 Salford Royal Hospital and
Manchester Royal Infirmary
(collaborative)
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23 Bristol Royal Hospital for
Children
24 Royal Manchester Children’s
Hospital
25 Birmingham Children’s Hospital
26 Sheffield Children’s Hospital

27 Alder Hey Children’s Hospital
Liverpool
28 Aberdeen Royal Infirmary
29 Ninewell’s Hospital Dundee

30 Southern General Hospital
Glasgow
31 Royal Infirmary Edinburgh

32 Morriston Hospital Swansea
33 University Hospital of Wales
Cardiff

34 Royal Victoria Belfast *
35 NHS London Emergency
Preparedness
36 South East Ambulance Service
37 Southern Health Foundation
Trust
38 St Helens and Knowlsely
Teaching Hospital
39 Northern Burn Care Network
40 Mersey Care Foundation Trust

Manchester bombing Thrive
leaflet
Shared leaflet pages with
Bristol Royal Infirmary. See
above
Same as Royal Manchester
Infirmary
Bereavement booklet
Bringing your child to hospital
incl. consent policy
Emergency Preparedness
policy
Information sharing policy
interagency
Capacity and consent Policy
Major Incident Plan 2016
Server not responding**
Resilience Planning Policy
2011
Clinical Informed Consent
Policy
Major Incident Plan not
publicly available
Clinical Informed Consent
Major Emergency Procedures
2012
Clinical Informed Consent
Policy
Major Incident Plan 2016/17
Major Incident Plan 2017 (full
plan not accessible to public)
Disclosure of personal Data
Guidelines 2011
Research Consent and Mental
Capacity 2018
Lasting Power of Attorney and
CAPD (MCA 2005)
No details found
Major Incident Plan
Incident Response Plan
Major Incident Plan
Major Incident Plan
Major Incident Plan
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41
42
43
44
45
46
47
48

George Eliot, Nuneaton
South Staffordshire
Tameside Hospital
Royal Wolverhampton Hospital
Northern England
Greater London
Suffolk
NHS Scotland

Major Incident Plan
Major Incident Plan
Major incident plan
Major Incident Plan
Mass casualty Response
Mass casualty Framework
Mass casualty incidents
Mass Casualty Framework
Mass Casualty Incident Plan
COBIS Operational Plan in the
Event of a Major Incident

Pan London Major Trauma
49 Networks
50 London

Mass casualty and Major
Incident Plan
Mass casualty plan

51 Northern England Clinical
Network
52 Suffolk LRF

Mass Casualty Response

53 NHS England EPRR
54 St George Hospital
55 St Helens and Knowsley
Teaching Hospital
56 Portsmouth Hospital

NHS Mass Casualty
Framework
Framework
London Mass Casualty
Framework
Casualty and Fatality
assurance report Hillsborough
– details of id of living and
deceased.
Major incident Plan

Table Key
- 1 -11 are Adult and Children MTC’s in England. (Based on the NHS (2016)
Major Trauma Centres in England map)
- 12 -22 are Adult MTC’s in England
- 23 – 27 are Children’s MTC’s in England
- 28 - 34 are Children and Adult PROPOSED MTC’s in Scotland (Trauma Care
Centres allocated as yet as per TraumaCareScot document dated 2016 and
BBC News (2017)), Wales (To be determined in 2017 – the two proposed
units are both reviewed below) and Northern Ireland (No MTC allocated
*Royal Victoria Belfast used as a comparative sample).
- 35- 57 Are plans not linked to an MTC but contain information that may be
pertinent to victim identification and casualty reconciliation

Search Process
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1. General Keyword/key term search
Hospital name and variations of name such as Barts or Imperial +
Patient identification
Consent
Consent to treatment
Patients who lack capacity
Major Incident policy plan protocol
Resilience Plan Protocol Policy
End of Life Care
Bereavement Care
2. Specific Hospital Documentation Search
The hospital website is then used to search for patient leaflets.
The list is scrutinised for potential documents which may be relevant (and may not
have been highlighted through the google search). This can either be very short
(such a as the Aintree University Hospital Liverpool which has virtually no patient
information) or quite laborious (such as the Sheffield teaching Hospital which has
extensive and informative leaflets and links to relevant websites and authorities).
Key findings:
Search for patient consent normally highlights consent for research ethical
procedures. Very few hospitals provide online patient information regarding consent
and what it entails. Paragraphs such as, “Once you are absolutely sure you
understand the full procedure you will be asked to sign a form consenting to your
operation” (Queen Elizabeth Hospital Birmingham, 2017) demonstrate that they
clearly expect a patient to complete a consent form but very few go to any lengths to
explain what it specifically means and why its relevant. Sheffield Hospital was
perhaps the most informative as it at least provided links to the NHS websites for
consent and patient choice. It also coupled these links with other relevant patient
information leaflets.
Whether the hospitals listed chose to provide patient information in writing and in
person is unknown and offers scope for future research. However, it is interesting to
note that there is a dearth in such information via their own websites in this digital
age.

•
•
•

CQC hospital audits do specifically look for whether staff gain consent. Below is the
CQC Requirement:
Where they are able, give valid consent to the examination, care, treatment and support
they receive.
Understand and know how to change any decisions about examination, care, treatment
and support that has been previously agreed.
Can be confident that their human rights are respected and taken into account.
A search for patients who lack capacity generally produced documents talking about
trust capacity in terms of bed management and space within the hospital.
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Patient Identification:
“They said that they were called by their preferred names with some having a
preference for a less formal first name to be used.” CQC Audit report on Royal
Sussex County Hospital (2011) – overall finding inadequate. But interesting to note
that patient identification and knowing someone’s name appears to be a concern for
the CQC.
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APPENDIX XIV
Case Law Summaries

Case
Aintree University
NHS Hospital Trust
v James [2013]
UKSC 67

Theme/Aspect
Best Interest

Background
Key Findings
A man in a
• First application under the
minimally
Mental Capacity Act Section
conscious state.
15 – Best Interests
with a condition
• Set a new subjective test and
which fluctuated
provides clarity on medical
(he appeared to
and legal process when life
smile at times
sustaining treatment should
despite lack of
be given or withheld from a
response to
person who lacks capacity to
stimulation). There
make decisions.
was a dispute
• Lady
Hale
ruled
between medical
fundamental
question
team and the
whether it was in the P’s best
man’s family and a
interest and therefore lawful
decision could not
to give treatment, not
be met. The Trust
whether it is lawful to
applied to the
withhold it. Therefore the
Court of Protection
medical and legal decision
for a declaration.
makers should consider, 1)
The CoP found in
what
is
the
medical
favour of the
treatment in question, what it
family. The Court
involves and prospects of
of Appeal was
success; 2) likely outcome
approached by the
for the patient following
Trust who held the
treatment; 3) what the
appeal after being
patient would have wanted in
provided with
the given circumstances; 4)
evidence of the
consult those who look after
patient’s decline.
him or are interested in the
P’s welfare (Frankland,
2014).

F v West Berkshire
Health Authority
1989] 2 All ER 545

Consent

SSHD v Sergei
Skripal; SSHD v

Best Interests
Consent

Concerned the
sterilization of an
adult woman who
lacked capacity.
Yulia and Sergia
Skripal
were
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• Are
doctors
legally
authorised to treat persons
who lack capacity to make
decisions.
• The Judge ruled that the
samples could be taken as

Yulia Skripal [2018]
EWCOP 6

Bolam v Friern
Hospital
Management
Committee[1957] 1
WLR 582

Informed
Consent
Medical
Negligence
Bolam Test –
conforming to
‘standards of
reasonably
competent
medical men’

Montgomery v
Lanarkshire [2015]
UKSC 11

Informed
Consent
Medical
Negligence

Alcock
v
Chief
Constable of South
Yorkshire
Police
[1991] UKHL 5

Tort Negligence
Nervous Shock
-Distinction
between
primary and
secondary

poisoned with a
he deemed it would be what
nerve agent. The
a reasonable person would
Court of Protection
wish and in the patient’s best
was asked to make
interest.
a
decision
regarding
the
testing
of
their
tissue and blood
samples
to
determine
the
agents used. The
patients could not
at the time to
consent to such
treatment that was
not considered a
medical
emergency.
The patient
• Doctors not held liable as
underwent
actions supported by peers
electroconvulsive
• Introduced the concept of
therapy for
the Bolam Test.
depression and
suffered pelvic
fracture. Claimed
negligence as he
was not made
aware of the risks.
A woman with
diabetes was not
informed of the risk
of shoulder
dystocia in labour
and delivery and
the associated
risks. As a result,
her son was born
with cerebral palsy.
A joint class action
was brought
against the SYP
following the
Hillsborough
Football Stadium
Disaster. The
disaster was
broadcast on live tv
and several
claimants claimed
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• Reconsidered the duty of the
doctor towards the patient
with respect to treatment
options.
• Moved away from the
Sidaway case in terms of
‘doctors know best’.

• House of Lords determined
the following: Distinction
between primary
(Survivor/deceased) and
secondary victims
• Secondary victims would
only succeed if they had
close ties of love and
affection to the primary
victim, appreciation of the
event with own sense,

Fagan
v Assault
Metropolitan Police
Commissioner[1969]
1 QB 439

Re F [1990] 2 AC1

Consent
Court
Involvement

Campbell v MGN Ltd Art 8, ECHR
[2004] UKHL 22
Privacy and
Private
Information Art
10 ECHR
Photographs

they had witnessed
friends and
relatives crushed to
death. All claimed
psychiatric
damage.
Fagan was told to
park his car by a
police officer. In
doing so he
trapped the
officer’s foot. He
was charged with
assault. He did not
remove the car and
verbally abused the
officer and used
words indicating
the intention of
keeping the car on
the officer’s foot.
A thirty-six-year-old
patient with the
mental age of a
child had
developed a sexual
relationship with a
male patient. The
doctors felt it would
be in her best
interests to be
sterilised. The
mother felt it would
be unlawful for lack
of consent.
A model was
photographed
coming out of a
Narcotics
Anonymous
meeting. The
picture was
published in a
national paper. The
claimant believed
there to be a
breach of
confidence by
publishing the
details of her visits.
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proximity to the event or
after effects, suffered
psychiatric harm as a result
of a shocking event.
• Assault
• Mens Rea (intention) vs
Actus Reus (the act).
Intention may not have been
there from the start but the
failure to remedy the act
resulted in it being deemed
assault.

• Whilst it is acceptable for
doctors to decide on a
patient’s best interest
without the need for
consent, in this particular
circumstance regarding the
seriousness of the
procedure it was right for the
courts to be involved.

• The House of Lords
decided that the claimant’s
Article 8 Rights outweighed
the defendant’s Article 10
Rights therefore the
publication of the additional
information regarding her
visits to NA were an
infringement.

Vidal-Hall v Google Misuse of
[2015] EWCA Civ
private
information
Data Protection
Act 1998
Breach of
Confidence

The defendant had
accessed the
claimants’ private
information without
their knowledge or
consent via the
claimants’ use of
Apple computers.
The information
could then be
accessed by third
parties. The
claimants brought
claims of misuse of
private information,
breach of
confidence, data
misuse. The
defendant was
based out of the
UK and the
defendant argued
that the UK did not
have jurisdiction.
Mosely v United
Article 8 – Right A newspaper
Kingdom [2011] 53
to respect
published
EHRR 30
private life
extensive coverage
Victim Status
about the appellant
Positive
engaging in
obligations
sadomasochistic
activities.
Photographs and
film footage were
published online.
Peck
v
United Article 8 – Right Appellant was
Kingdom [2003] 36 to Private Life
captured on CCTV
EHRR 719
attempting suicide.
The police
managed to stop
him from causing
fatal harm. The
CCTV footage was
released to
demonstrate the
effectiveness of
CCTV, the
applicant
contended that his
right to private life
under Art 8 had
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• The courts decided that
misuse of private information
could be considered a tort
• The case could be heard as
it fell under the DPA and the
international agreement of
the Data Protection Directive
• Moral damage could be
suffered as a result of
invasion of privacy
• Personal data (such as
browser generated data in
this case) refers to data that
relates to a living individual
who can be identified 1)
from the data 2) from those
data and other information
which is in possession of it
or likely to come into the
possession of the data
controller.

• Courts found no violation of
Article 8 owing to the fact
that the appellant did not
exhaust all domestic
remedies to appeal the
ruling in the UK.

• The ECHR found there had
been a breach of Art 8.
There was no relevant or
reasonable reason to
release the footage which
revealed his identity.
• Art 8 was applied despite
being in a public street
because he was not
participating in a public
event nor was a public
figure.

Page v Smith [1995] Claim for
UKHL 7
psychiatric
Injuries and
Nervous Shock

been breached in
the disclosure.
Following a car
• A claim for damages for
accident in which
nervous shock was possible
neither party
where a physical injury was
sustained physical
foreseeable even though
injuries, it was held
not the nervous shock itself
that the plaintiff
might not be foreseeable.
suffered psychiatric
injury suffering any
physical injury.
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APPENDIX XV
NHS England Briefing 22 June 2017 Identification of
incapacitated casualties

Summarised Identification Options
The legality of the proposed solutions in terms of the need for consent are still
unclear at this stage although the arguments of best interest, necessity and
accountability of reasonableness given the circumstances are major factors to be
contemplated.
Option
DNA

FAST ID
Option
Problematic

Comments - Positive
•
•

Dental

Problematic

•

Scientifically
viable and
accurate
Patient
interaction
would require a
swab (minimally
invasive wrt
assault)
Scientifically
viable and
accurate

Negatives
•
•

•
•
•

•

Fingerprints

Yes

•

Scientifically
viable and
accurate
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•

Human Tissue
Act – bio-product
retention issues
Data Protection
issues

Access to
Medical Records
Physical assault
– not a simple xray
Availability of
records for small
children (under
5’s) and non UK
residents
Process requires
Forensic
Odontology
specialists for
accuracy of
results
May need further
investment in
PLASSDATA

•
•
•

Biometric

Longer-term
potential

•
•

•

Visual

For clinical
and police
initial action
using a
modified and
simpler
version of the
AM form.

•
•

Relatively swift
process
Technology
portable (Plass
Data)
Minimal Patient
Interaction in
terms of assault.

•

Scientifically
viable and
accurate
Accumulates
multiple
biometric
identifiers
With the right
technology, the
process could
result in instant
recognition

•

No specialist
equipment
required
Can assist in
initial patientfamily match

•
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•
•

•

terminals for
FAST ID teams
Readily available
resource and a
common
procedure for
police teams.

Not yet
embedded
Issues regarding
data storage and
privacy
Unclear whether
biometric profiles
can be created
for young
children
Would require
significant
investment in
NHS IT
resources
High risk of
human error if
used as primary
identifier

