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INTRODUCTION

Basic Quedtions

How we define a mass casudty incident determines how we manage it. Is a mass
casudty incident a set number of patients, or is it more flexibly defined as more casudties than
you have ambulances or hospital beds? Are there gradations of mass casudty incidents, some
worse and some better than others? And does a mass casudty incident start when people are
injured or does it dat wdl before tha? These fundamentd questions determine how your

response will operate.

A Working Definition

In the training programs edablished by the Virginia Office of Emergency Medicd
Services a mass casudty incident is defined as one which generates more patients than available
resources can manage udng routine procedures (Commonwedth of Virginia 2000). This
definition has the advantage of being linked to two criticd, interrdlated components, system
capacity and operationa procedures. System capacity is variable based on, among other possible
components.

number of ambulances.

minus the number of ambulances out of service or on other duties.
number of available, quaified personnd.

personnd efficiency.

number of appropriate hospital beds.

minus the number of beds occupied by patients.

communications System capacity.

Operationd procedures determine the efficiency of treatment of patients in terms of
gpeed, resource commitment, and outcome. Norma patient care procedures for a single patient
incident are reatively ineffident in terms of speed and resource commitment. If these same
procedures are used in a mass casudty event, they result in unacceptably long times to clear dl
patients from the scene (Commonwedth of Virginia 1999). Therefore a mass casudty incident
requires the use of emergency procedures, such as START triage, reduced provider to patient
ratios, and loading of multiple patients in ambulances, for its successful management.



A SYSTEMS APPROACH

Given this definition we can describe a system for response to a mass casuaty incident as
needing to address both capacity and procedura issues throughout al phases of an incident.
Conceptudly, these phases may include:

Preparedness.

The mass casudty event.

Response and characterization.

Petient clearance.

Trangtion to mass fatdity incident if required.
Short distance transport to definitive care.
Long distance trangport to definitive care.
Petient discharge and return.

A successful gpproach to mass casudty incidents must address al of these phases, either directly
through incdluson of new programs to improve peformance, or indirectly through incluson of
exiging capabilities in the mass casudty sysem

Figure 1. VirginiaMass Casudty Incident Management Training

Module Leve Length Audience

I Awareness 1.5 hours every certified EM S provider

Il Operations 7 hours experienced EMS providers and
Supervisors who will serve as Unit
Leaders

"l Supervisor 16 hours Medica Group Supervisors

A% Emergency Operations 8 hours individuas who will represent the

Center EMS function in jurisdiction
Emergency Operations Centers
THE VIRGINIA APPROACH

Virginia has developed a credible capability to respond to mass casudty incidents through a
building block approach. Preparedness was first addressed as a training effort.  In 1996 the
Virginia Office of Emergency Medicd Services published a 1.5 hour Mass Casudty Incident
Management Awareness Leve training program as part of a four module series (see Figure 1).
This course was adopted as supplementa material to the Emergency Medicd TechnicianBasic
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Course—every new emergency medica services provider is supposed to receive this training.  In
early 1997 the second module of this program, the Operations Level, was published to provide
traning to more experienced providers to qudify them to serve as Unit Leaders within a Medicd
Group.

The combination of Modules | and Il had three important impacts on how response to a
mass casudty event functioned. Fird, a standard set of initid actions, known as the 5 Ss, was
taught to every responder (see Figure 2).

Figure2. TheVirginia5 Sinitia Action Set

Letter - Key Word Desired Action

S- Safety assess the safety of the scene to determine if emergency medical
SErvices resources can enter

S- Sze-up quickly assessthe overal characterigtics of the incident including
Size, area covered, severity, access routes, and additiona resources
needed

S-Send advise digpatch and the command hospitd of the Sze-up and

request additional resources as appropriate

S- Set-up take the firgt actions to assume command (if first on scene) or to
edtablish the Medicd Group

S- START dat performing START triage

Source: Commonwedth of Virginia. Department of Hedlth, Office of Emergency Medica
Services, Mass Casudlty Incident Management Awareness Level Ingructor Manua, Richmond,
VA, Virginia Office of Emergency Medica Services, 2000.

Second, the use of START triage was identified as the first sep in actudly determining
the medicd characteridtics of the incident. START has been widely advocated as providing a
very rapid means of assessng patients. If rapid assessment is tied to rapid reporting of the
results to the Medicd Group Supervisor, we have the earliet possble identification of the
number and severity of patients. This data provides the basis for effective resource ordering.

Third, this training effectively established the organization of mass casudty response as a
dandardized Incident Command Sysem Medicd Group under the leadership of a Group
Supervisor, with Unit Leaders for Extrication, Triage, Treatment, and Transportation. Training
was supported by the publication of standard checklists (Commonwedth of Virginia 1997a) and
tactical worksheets (Commonwesdlth of Virginia 1997b) for each duty position.



These actions put in place traning to improve responder efficiency, an initid response
protocol, an agorithm for assessment, and a standard field organization structure.  The next
component of mass casudty management, the hospital system presents a varied picture. At the
smplest level of andyss Virginia has 12 Trauma Centers in a three levd sysem. This number
may increese as a rexult of Trauma Triage guiddines tha require dl trauma patients to be
trandferred from acute care hospitds to Trauma Centers for definitive care (Head 2000).
However, regadless of thar qudity in caing for sngle badly injured patients, dl Trauma
Centers are not created equal in capacity, and only the five Leved | Trauma Centers have the
capability to accept large numbers of patientsin a mass casudty incident.

Ability to accept large numbers of patients in a mass casudty incident depends on
regiona capability to direct patients to appropriate facilities with vacant beds. In Virginia, this
has been addressed at a regiona bass, with regiona plans, patient and capacity tracking drills,
and exercises providing some measure of readiness. As daffed beds in hospitds dhrink in
numbers and bed utilizations during periods of disease outbresks approach 100 percent, the
adility to manage paient digribution becomes more important. Of the twelve Emergency
Medicd Services Regiona Councils, seven have edablished systems that have demondrated the
ability to effectively manage regiond response.

In 1988 the Report of the Governor's Task Force on Emergency Medica Response
Disager Planning assgned responghility for managing regiond response to very large events to
the five regional Level | Trauma Centers. This Sructure served as the basis for the development
of a Plan for Coordination of Hedth and Medicd Response to Catastrophic Casudty Events
(Commonwedth of Virginia 1998), specificdly designed to provide a framework for managing
events that generate 500 or more patients. The catastrophic casudty plan envisons four basic
cases (see Figure 3), based on the severity of the incident.

The catasirophic casudty plan was tested in MEDEX 98, a date level medical tabletop
execdse. Tha exercise highlighted the need for a means of tracking individud patients as they
move through the sysem. TRANSAID, a Nationd Disaster Medica System patient tracking
software developed by Ed Summerfied of the Castle Point Veterans Affairs Medicd Center, was
adopted as the application to be used in this role in the Emergency Support Center, the dtate
Office of Emergency Medicad Services emergency operaions center. Subsequently
TRANSAID was tested in a 1999 patient tracking exercise conducted by Old Dominion
Emergency Medicd Sevices Alliance regiond hospitds, successfully recording  patient
movements and status for 200 patients in a 45 minute period. As a result, at least one region (the
Old Dominion Emergency Medicd Services Alliance) has standardized TRANSAID as the
patient tracking system for use for events that can be managed using the region’ s resources.

The find gep in managing mass casudty incidents that Virginia has addressed is the
course of action needed when patients exceed the Statewide system cgpacity. The issue of
datewide capacity is important due to the time required to mobilize and bring in out-of-tate
resources. In some cases cross-border capacity is dso important as patients from some regions
of Virginia are routindy moved to hospitas in other states, and one Virginia Trauma Center is
actudly located in Tennesee. If a patient can be transported to a bed 300 miles distant in



Virginia in 6 hours, that patient will reach definitive care far fagter than waiting 8 to 24 hours for
deployment of a Disaster Medicad Assstance Team that can only provide entry level care not
meeting trauma center dandards. Similarly, waiting for Nationd Disaster Medicd Sysem arlift
aslong as beds are available in Virginia makes no sense.

Figure 3. Virginia Catastrophic Casualty Plan Responses Based on Incident Severity

Stuation Actions

Region capacity not exceeded regional command hospital manages
patient allocation

Regon capacity is exceeded, but patients can be coordination between the two regions

accommodated in the neighboring region determines to where patients will be
transported

Petients will have to be shared between Emergency Support Center coordinates

more than two regions patient alocation

Patient numbers exceed state bed capacity patients transferred to airlift and hospital
component of the National Disaster Medica
System

Note: The Emergency Support Center is the date hedth and medica function (ESF-8)
emergency operations center located in the Office of Emergency Medica Services.

Source:  Commonwedth of Virginia, Depatment of Hedth, Office of Emergency Medicd
Savices, Virginia Hedth and Medicd (ESF8) Plan for Coordination of Hedth and Medicd
Response to Catastrophic Casudlty Events.  Richmond, VA: Virginia Office of Emergency
Medica Services, 1998.

However, there are credible scenarios in which more patients would be generated than in-
date beds could accommodate. As a result, state level mass casudty planning incorporates
transfer of patients to the Nationd Disaster Medicd System. Virginia practiced receipt of
patients in BRIGHT STAR 99, an arlift exercise coordinated by the Centra Virginia Federd
Coordinating Center in May 1999. However, there is a clear shortfal in outbound patient
movement planning with no identifiable federa pre-planning with Sate hedth officias.
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