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Whitsundays and on the Great Barrier
Reef, where these deaths occurred.5

One of us (P J F) is possibly the only
person to have captured specimens
likely responsible for causing Irukandji
syndrome from the Whitsundays, and
the species remain unidentified, as they
are a new species and not described to
date. Also, when the moribund patient
was admitted, no obvious sting site was
visible, and a negative skin scraping
would not rule out a jellyfish sting.

Phentolamine has previously proved
effective for relieving distressing auto-
nomic symptoms,6 and not just for car-
diovascular complications, although it
appeared ineffective at the lower doses
used in our patient. However, nothing
appears to prevent toxic cardiac dilata-
tion occasionally occurring later in the
syndrome.7 Further research is cur-
rently under way.

Antivenom development may prevent
some (possibly all) major symptoms of
Irukandji syndrome. However, produc-
tion is impossible until sufficient speci-
mens of all species (some six to 10)
causing the syndrome are caught and
their venom assessed. Such advances
are many years away and may never be
achieved with current poor levels of
funding.

Cardiac markers for jellyfish enveno-
mation have previously been identi-
fied.5,8 Since 1999 troponin level has
replaced creatine kinase isoenzyme
(CK-MB) level, and both are invariably
raised in patients stung by the Whitsun-
day jellyfish. Thus, the words “cardiac
markers” should have been used in the
article and for not doing so I apologise.

Despite C. barnesi stings being com-
mon at north Cairns beaches, it has
taken six years of dragging the beaches,
with nets to catch jellyfish of this spe-
cies. The thought of trying to catch a
12 mm jellyfish that makes erratic and
irregular appearances in several hun-
dred square kilometres of ocean around
the Whitsunday Islands is totally daunt-
ing, but the possibility is being assessed.
Such a venture will depend on funding
becoming available.

Other stings were reported in the area
at the time of our patient’s death and are
well known at the resorts where people
who have been stung in surrounding
areas are taken for treatment. However,
stings remain erratic; they have no pre-

dictable patterns of appearance, and
unfortunately prophecy is currently
impossible.
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TO THE EDITOR: The article by Tan
and Fitzgerald1 raises numerous con-
cerns. The authors report that their
recommended personal protective
equipment (PPE) conforms to stand-
ards “in a hospital environment where
the chemical vapour concentration will
not be high”. At the same time, the
authors acknowledge data indicating
most patients from a disaster will
present to the local hospital by private
transport (ie, without triage, decontam-
ination, or prehospital care). These two
considerations are incompatible and
further ignore the possibility of the hos-
pital as a direct terrorist target. The
authors’ assertion that their three
decontamination lines “allow mass cas-
ualties, as well as trolleys and equip-
ment, to be decontaminated quickly,
efficiently, and in an orderly fashion” is
simply not evidence based.

Of greater concern, the authors
report “major considerations were poli-
cies and plans [referring to the hospital
External Disaster Committee] and the
emergency department response”.
Although this bottom-up approach to
disaster planning is typical, it pays inad-

equate attention to interdisciplinary
issues of proper hazard identification
and management, environmental
health, syndromic surveillance, and
field outbreak investigation. Readers
seeking robust emergency department
templates are better referred to other
sources for guidance.2,3

Of greatest concern, the authors
report “our recommendations are simi-
lar to systems in the US and Israel, but
much less intensive, as the threat of a
terrorist attack here is perceived to be
much lower”. The three references cited
for that statement date back to 1994,
with none more recent than 1999.
Moreover, the logic of the unreferenced
threat assertion confuses hazard and
risk. Although the absolute probability
of a given hazard may be low, the risk
attending that hazard encompasses vul-
nerability of the exposed population.
With weapons of mass destruction, the
conditional probability of catastrophic
public health consequences is high —
one event is the only number you will
ever need.

The current public health context of
chemical–biological–radiological (CBR)
incident management in Victoria is one
of limited experience, performance
improvement indicators, and budgetary
support from public health authorities.
Public health is at risk when authorities
report that “faced with dozens of
requests each day to attend sites to
assess white powder, the stretch capac-
ity did not exist and nor should it”.4 As
a result, the leading trauma centre in
Australia extracts $20 000 from its
existing operations budget to discharge
its CBR responsibilities. This is not
good enough. Nevertheless, the authors
deserve credit for their initiative. Until
cross-trained and disaster-experienced
healthcare authorities reprioritise, this
article shows the reader an excellent
way to play a very weak hand.
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TO THE EDITOR: Tan and Fitzgerald’s
template for emergency department
response to chemical–biological–radio-
logical hazards appears to be based on a
dubious assumption of a low level of
risk.1 A recent report details exposure of
emergency department staff to poten-
tially fatal secondary contamination
during a hazardous materials incident,
highlighting the need for staff to have
the appropriate training and equipment
to deal with these events.2

I believe the level of Personal Protec-
tive Equipment (PPE) proposed by Tan
and Fitzgerald is inadequate. The “face-
mask with filter” they describe is classi-
fied as Level C respiratory protection,
and this level only conforms to the
Australian Standard (for PPE) when the
identity of the chemical and its vapour
concentration are known, and when
these do not exceed the filtering capac-
ity of the particular filter mask being
used.3,4 In the initial confusion of a
hazardous materials incident, the iden-
tity of the chemical agent and its vapour
will not be known. There may even be
misinformation: during the 1995 Tokyo
sarin attack, for example, initial advice
to hospitals by the Tokyo fire service
was that the incident was “a gas explo-
sion in the Tokyo subway”.5

Emergency department staff must be
able to respond before the nature and
severity of the chemical hazard can be
determined. The only respiratory pro-
tection which conforms with the Aus-
tralian Standard for PPE when the
nature and severity of the chemical haz-
ard has not been determined is the
supplied gas respirator with full face
shield of Level A (an encapsulating suit
and self-contained breathing apparatus)
or Level B (a non-encapsulating suit
with self-contained breathing apparatus
or a full face respirator on a gas line).3,4

Confronted with a hazardous materials
emergency, potentially involving very
toxic chemicals, emergency department
staff need to have complete confidence in
their own protection. This is only possi-

ble with the use of supplied gas respira-
tors (Level A or B PPE), which provide
complete respiratory protection. An
additional problem with Level C air-
purifying respirators is that their per-
formance may be adversely affected by
water ingress into the filter, which could
occur during the decontamination pro-
cedures described in the template.

Tan and Fitzgerald also propose hav-
ing a clerk don PPE and enter the
contaminated zone. Any stationery
taken into a contaminated area would
have to be decontaminated before being
taken out to a “clean” area, and it is not
clear what a clerk would add to the
initial response within a contaminated
zone.
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Our aim was to stimulate interest
among the medical community in
chemical–biological–radiological (CBR)
response. The interdisciplinary issues
mentioned by Bradt were mentioned in
our article, but not in detail because of
space limitations.

Our personal protective equipment
(PPE) confor ms to  Austra l ian
standards1-3 and the three decontamina-
tion lines are in keeping with other
institutions. We are not aware of any
simple decontamination system which,
evidence-based, is superior.

The choice of PPE in the ideal situa-
tion would be one that would provide

adequate protection in all situations
with a minimal amount of training,
maintenance and expense. Nocera is
correct in stating that the respiratory
protection in an unidentified chemical
hazard is Level A or B. These PPEs are
expensive, bulky (which results in poor
manual dexterity), and their use
requires specialised training. The
amount of chemical present on a victim
surviving long enough to self-present to
an emergency department is signifi-
cantly less than that involved at the site
of the incident. Therefore, the level of
protection required for hospital staff
would be less than that required by
emergency rescue workers.

Our PPEs were supplied by the Victo-
rian health authorities. It is more impor-
tant for staff to be familiar with their
PPEs and for hospitals to have a CBR
response that is regularly practised than
having excessive protection that is lim-
ited to personnel who have undergone
specialised training.

The role of the clerk is to take patient
details. These are radioed to staff in the
hospital to help identify and correctly
label patients, which is very important
in mass casualty situations.

Recent experience has demonstrated
that terrorist acts are a worldwide phe-
nomenon, and Australians are potential
targets. This underlines the need for
comprehensive training and mainte-
nance of hospitals’ CBR response.

Since publication of the article, Victo-
rian health authorities have repriori-
tised, and we therefore feel we have
achieved the aims of our article.
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TO THE EDITOR: White emphasised
problems that can arise if medical deci-
sions are overly reliant on the results of
laboratory tests.1 He relates the case of a


